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Abstract

The National Institute for Health and Care Excellence (NICE) guidelines are evidence-based recommendations in-
tended to inform clinical decisions on the prevention and management of specific health conditions in the nation-
al health services of England and Wales. Recommendations made in the guidelines are based on evidence from
systematic reviews of the published literature and expert opinion and are developed by the National Guideline
Alliance. The NICE guideline for the recognition and treatment of eating disorders (NG69) was published in 2017,
replacing the previous 2004 guideline (CG9) and reflects a substantial increase in the evidence base in the inter-
vening period. The guideline covers assessment, diagnosis, treatment, monitoring and inpatient care for children,
young people and adults with eating disorders, specifically anorexia nervosa, binge eating disorder, bulimia ner-
vosa and other specified feeding and eating disorder. Avoidant/restrictive food intake disorder, pica and rumina-
tion disorder are not covered. The guideline emphasises the importance of early intervention and treatment by
specialist, community-based eating disorder services and the involvement of family and carers in supporting re-
covery. Psychological treatments, which might be eating disorder—focused cognitive behavioural therapy, eating
disorder—focused family therapy or guided self-help, depending on the specific diagnosis, are recommended as
the primary intervention for all eating disorders covered by the guideline. Medication is not recommended as the
sole treatment for eating disorders but can be used as an adjunct. The guideline suggests collaboration with other
specialist healthcare services to manage physical and mental health comorbidities, for example diabetes, and to
manage the treatment of eating disorders in individuals who may be at particular risk of adverse outcomes, for
example pregnant women, children and young people. Inpatient or day-patient care is recommended for those
with severely compromised physical health. The guideline also provides guidance on the delivery of compulsory
treatment under the Mental Health Act for individuals whose physical health is at serious risk.

1. Introduction

The National Institute for Health and Care Excellence (NICE) guideline for the recognition and treatment of eating
disorders (NG69) (1) was published in May 2017 and replaces the previous clinical guideline (CG9) published in 2004.
NG69 outlines recommendations for the assessment, treatment, monitoring and inpatient care of children, young
people and adults with eating disorders and is intended to provide guidance for healthcare professionals, healthcare
commissioners and providers, and other professionals involved in the provision of eating disorder services, as well as
individuals suspected of having, or diagnosed with, an eating disorder, and their families and carers. The limited num-
ber of recommendations with evidence graded either "A" or "B" (see Table 1) in the previous (2004) guideline reflected
the general lack of high-quality data at the time of its development, in particular for the treatment of anorexia nervosa
and atypical eating disorders. The new guideline incorporates more recently published evidence both for treatment
outcomes and problems related to the delivery of eating disorder therapies. Studies of treatments for bulimia nervosa
and binge eating disorder, comparative studies of psychological and biological treatments for anorexia nervosa, and
studies on the efficacy of treatments for atypical eating disorders (other specified feeding and eating disorders, OS-
FED) were considered for the updated guidance. The guideline does not include recommendations for the treatment
of avoidant/restrictive food intake disorder due to the low level of available evidence, or for obesity (in the absence of
an eating disorder), which is the focus of a separate clinical guideline (CG189).

2. Methodology

NICE guidelines are developed by the NICE guideline committee with reference to the standard methodology out-
lined in the NICE Guideline Manual. Recommendations are based on a systematic review of the available evidence
with consideration of the clinical and cost effectiveness of the included interventions and services. Where evidence is
lacking or inconclusive, recommendations are based on the consensus view of the guideline committee.

3. Recommendations
3.1 General principles of care

In addition to a general commitment to equal access to treatment, the guideline emphasises awareness among cli-
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A At least one meta-analysis, systematic review or randomised 1++  High-quality meta-analyses, systematic reviews of RCTs or
controlled trial (RCT) classified as 1++ and directly applicable RCTs with very low risk of bias.
to the target population of the guidelines; or a systematic
review or body of evidence consisting principally of studies
rated as 1+, directly applicable to the target population and 1+ Well-conducted meta-analyses, systematic reviews of RCTs
demonstrating overall consistency of results; or evidence or RCTs with a low risk of bias.
drawn from a NICE technology appraisal.

B A body of evidence including studies rated as 2++, directly 2++ | High-quality systematic reviews of case—control or cohort
applicable to the target population of the guidelines and studies. High-quality case—control or cohort studies with
demonstrating overall consistency of results; or evidence a very low risk of bias and a high probability that the
extrapolated from studies rated as 1++ or 1+. relationship is causal.

C A body of evidence including studies rates as 2+, directly 2+ Well-conducted case—control cohort studies with a low risk
applicable to the target population of the guidelines, and of bias and a moderate probability that the relationship is
demonstrating overall consistency of results; or evidence causal.

extrapolated from studies rated as 2++.
D Evidence level 3 or 4; or evidence extrapolated from studies 3 Non-analytical studies such as case reports and case series.

rated as 2+; or formal consensus. L
4 Expert opinion or formal consensus.

Table 1. Recommendation grades and corresponding levels of evidence

nicians of the distress individuals with eating disorders may feel in discussing their condition, their possible feelings
of stigma and shame and the need for information and interventions specific to their age and level of development.

Eating disorders should be assessed in the context of each individual's home, educational, work and wider social en-
vironment, including the influence of the internet and social media.

Family members, carers, teachers and peers are encouraged to play a role in supporting individuals during treatment
but may also require support for their own health. Confidentiality should be maintained, within the limits imposed
by the requirements of working within a multidisciplinary team. The guidance suggests that consent for assessments
and treatments for children under the age of 16 years should be sought on the basis of Gillick competence, that is,
a clinical determination that the child is competent to give consent to medical treatment in the same way as an au-
tonomous adult (2, 3). The adequacy and appropriateness of this approach in a broader medical context has been
questioned, however (4-6), and the full NICE guideline emphasises that there should be no assumption of capacity for
individuals under the age of 16 years. The Care Quality Commission guidance on the treatment of anorexia nervosa
under the Mental Health Act 1983 (7), cited in the full guideline, also imposes caveats on the assumption of capacity
in individuals over the age of 16 years up to the age of 18 years. Additionally, safeguards established in law by the
Protection of Children Act 1999 (8) apply to all those under the age of 18 years.

3.2 Identification and assessment

The general guidance regarding assessment and treatment states that these should be carried out at the earliest op-
portunity, and priority given to those at risk of severe emaciation. While "severe emaciation" is not defined by NICE,
emaciation has been defined elsewhere as being below 10% of the standard weight of the normal population, and
significant body weight loss as weight loss of more than 20% (9). Results from assessments with screening tools such
as the SCOFF (Sick Control One Fat Food) questionnaire (10) are not recommended as the sole means of determining
an eating disorder diagnosis, and clinicians should also consider key factors including unusually low or high body
mass index (BMI) or body weight for age, rapid weight loss, dieting or restrictive eating practices and changes in eat-
ing behaviour reported by family or carers (see Box 1). In children and adolescents, attention should be paid to signs
of faltering growth, delayed puberty or stunted height.

Assessment of individuals with a suspected eating disorder should include an examination of physical health, in-
cluding signs of malnutrition and compensatory behaviours (for example, self-induced vomiting, misuse of laxatives
or diet pills, or excessive exercise), assessment of neurodevelopmental disorders and mental health problems com-
monly associated with eating disorders (for example autism spectrum disorder, depression, anxiety, self-harm and
obsessive-compulsive disorder), and evidence of alcohol or substance misuse. Where compensatory behaviour is
suspected, assessment of fluid and electrolyte balance should be conducted. The need for electrocardiogram (ECG)
monitoring should be assessed in those who might be at risk of cardiac irregularities, for example due to rapid weight
loss, excessive exercise or severe purging behaviours. The need for emergency care in those with compromised phys-
ical health or who may be at risk of suicide should also be considered.

Decisions on whether to offer treatment should not be based on a single measure, such as BMI or duration of illness.

Based on the initial assessment, individuals with a suspected eating disorder should be referred immediately to a
community-based, age-appropriate eating disorder service for further assessment and treatment.




Box 1. Factors to consider when assessing for an eating disorder or when deciding to refer people for assessment

s N
1. Anunusually low or high body mass index (BMI) or body weight for age.
2. Rapid weight loss.

2

Dieting or restrictive eating practices (such as dieting when they are underweight) that are worrying the individual, their family
members or carers, or professionals.

Family members or carers report a change in eating behaviour.
Social withdrawal, particularly from situations that involve food.
Other mental health problems.

e P g

A disproportionate concern about their weight or shape (e.g., concerns about weight gain as a side effect of contraceptive
medication).

Problems managing a chronic iliness that affects diet, such as diabetes or coeliac disease.

© ®

. Menstrual or other endocrine disturbances or unexplained gastrointestinal symptoms.
10. Physical signs of:
Malnutrition, including poor circulation, dizziness, palpitations, fainting or pallor.
Compensatory behaviours, including laxative or diet pill misuse, vomiting or excessive exercise.
11. Abdominal pain that is associated with vomiting or restrictions in diet that cannot be fully explained by a medical condition.
12. Unexplained electrolyte imbalance or hypoglycaemia.
13. Atypical dental wear (such as erosion).

14. Whether the individual takes part in activities associated with a high risk of eating disorders (e.g. professional sport, fashion,
dance or modelling).
N\ J

3.3 Recommendations for treatment
3.3.1 Common recommendations for treatment

Psychological treatments are recommended as the first-choice interventions for adults, children and young people
with anorexia nervosa, binge eating disorder, bulimia nervosa or OSFED. The recommendations encompass a broad
range of psychotherapeutic strategies, some of which are specific to a particular eating disorder (for example, the
Maudsley Anorexia Nervosa Treatment for Adults), reflecting both the diversity and disparity of approaches to treat-
ment, and a recognition of the importance of considering individual needs and preferences (see Tables 2-5 for a
comparison of the recommendations).

Medication should not be offered as the sole treatment for an eating disorder. It was considered by the guideline
committee that physical therapy, including transcranial magnetic stimulation, acupuncture, weight training, yoga
and warming therapy, should not be offered as any part of treatment due to the general lack of evidence for the effi-
cacy of these approaches, specifically with regard to remission, and the low quality of the evidence that is available.

Acute medical care should be provided for individuals in whom severe electrolyte imbalance, severe malnutrition,
severe dehydration or incipient organ failure are detected.

3.3.2 Treating anorexia nervosa

All individuals with anorexia nervosa should be provided with multidisciplinary support including psychoeducation
about the disorder, monitoring of weight, mental and physical health, and risk factors. Dietary counselling should also
be offered, although the form that this should take is not specified in the guideline.

The guideline emphasises the goal of helping the person with anorexia nervosa to reach a healthy body weight or
BMI for their age.

If treatment for anorexia nervosa is declined or ineffective, individuals without severe or complex problems should be
discharged to primary care and advised that they can seek referral for treatment again at any time. A review of physi-
cal and mental health, including assessment of weight or BMI, blood pressure and ECG monitoring where necessary,
should be offered at least annually to individuals with anorexia nervosa who are not receiving ongoing treatment.
Children and young people who have not completed puberty should also be monitored for growth and development.

Bone density scans should be considered after 1 year of underweight in children and young people and after 2
years of underweight in adults (earlier in the event of bone pain or recurrent fractures). Treatment with transdermal
17-B-oestradiol (with cyclic progesterone) should be considered in young women (aged 13 to 17 years) with long-
term low body weight and low bone mineral density with a bone age over 15 years, and treatment with physiological
doses of oestrogen in those additionally exhibiting delayed puberty. However, routine treatment with oral or trans-
dermal oestrogen to treat low bone mineral density in children and young people is not recommended. Oestradiol
fuses bone growth plates so it is important to ensure that growth is complete before giving therapeutic oestradiol. It
should also be considered that recent growth spurts could temporarily result in low bone mineral density of the lum-
bar spine. Specialist paediatric or endocrinological advice should be sought before starting any hormonal treatment
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for low bone mineral density, and treatment should be coordinated with the eating disorder team. Treatment with
biphosphates should be considered for women over 18 years of age. Combined oral contraceptives are not recom-
mended for bone protection. Clinicians should refer to the NICE guideline on assessing the risk of fragility fractures in
osteoporosis (CG146) for further guidance.

Amenorrhea is no longer included among the diagnostic criteria for anorexia nervosa in females. However, assess-
ment of menstrual function, determination of amenorrhea and separation of primary and secondary amenorrhea/
functional hypothalamic amenorrhea (FHA) due to disordered or restrictive eating should still be performed. Where
secondary amenorrhea is present and associated with low bone mineral density for age (based on bone mineral
density z-score if under 40 years), then hormone replacement therapy (HRT) is indicated. Where subclinical ovulatory
disturbance, rather than "full" FHA, is detected and HRT is initiated to maintain bone health, an attempt should be
made to synchronise sequential HRT with the menstrual cycle.

3.3.2.1 Adults with anorexia nervosa

For adults with anorexia nervosa, psychological treatment should be offered in the form of individual eating disor-
der-focused cognitive behavioural therapy (CBT-ED), the Maudsley Anorexia Nervosa Treatment for Adults (MANTRA)
or specialist supportive clinical management (SSCM). If CBT-ED, MANTRA or SSCM is unacceptable, contraindicated
or ineffective, the guideline recommends offering one of the other options from this group that has not already been
tried or, alternatively, offering eating disorder—focused focal psychodynamic therapy (FPT). See Table 2 for a compar-
ison of these interventions.

3.3.2.2 Children and young people with anorexia nervosa

The guideline recommends considering anorexia nervosa-focused family therapy (FT-AN) for children and young
people with anorexia nervosa, either in the form of single-family therapy or combined single-family and multi-fam-
ily therapy. Children and young people should be offered the option to attend some sessions separately from their
family and carers. If FT-AN is unacceptable, contraindicated or ineffective, individuals should be offered individual
CBT-ED or adolescent-focused psychotherapy for anorexia nervosa (AFP-AN). See Table 3 for a comparison of these
interventions.

3.3.3 Treating binge eating disorder

Psychological treatments for binge eating disorder are not aimed at weight loss. Where obesity is a concern in indi-
viduals with binge eating disorder, further reference should be made to the NICE guideline on obesity identification,
assessment and management (CG189).

3.3.3.1 Adults, children and young people with binge eating disorder

The guideline suggests all individuals with binge eating disorder should be offered a binge eating disorder-focused
guided self-help programme. If this is unacceptable, contraindicated or ineffective, group or individual CBT-ED should
be offered. See Table 4 for a comparison of these approaches.

3.3.4 Treating bulimia nervosa

Individuals with bulimia nervosa should be advised that psychological interventions have a limited effect on body
weight.

3.3.4.1 Adults with bulimia nervosa

Adults should be offered a bulimia nervosa—focused guided self-help programme incorporating cognitive behav-
ioural self-help materials for eating disorders. Guided self-help should be supplemented by a series of brief support
sessions. The guideline suggests 4 to 9 sessions of 20 minutes each over 16 weeks, initially on a weekly basis.

If guided self-help is unacceptable, contraindicated or ineffective after 4 weeks, adults with bulimia nervosa should be
offered individual CBT-ED (see Table 5).

3.3.4.2 Children and young people with bulimia nervosa

Children and young people should be offered bulimia nervosa-focused family therapy (FT-BN). As part of this ap-
proach, the young person and their parents should be encouraged to develop a collaborative approach to estab-
lishing healthy eating behaviours. Support should also be considered for family members not involved in the family
therapy sessions. If FT-BN is unacceptable, contraindicated or ineffective, CBT-ED should be considered (see Table 5).

3.3.5 Treating other specified feeding and eating disorders

There are no specific recommendations for the treatment of OSFED. Instead, the guideline suggests that the most
appropriate treatment be selected based on consideration of the eating disorder it most closely resembles.




4. Physical and mental health comorbidities

Eating disorder specialists and other healthcare teams should collaborate to monitor the effectiveness of the treat-
ments for the eating disorder and comorbid conditions using appropriate outcome measures and assess the potential
impact of each treatment on the others.

4.1 Diabetes

The guideline specifies collaboration between eating disorder and diabetes teams to monitor and manage physical
and mental health. Additional recommendations for the treatment of eating disorders in people with comorbid dia-
betes include close monitoring of blood glucose and blood ketones and addressing the possibility of insulin misuse.
People with bulimia nervosa and diabetes should also be considered for monitoring for glucose toxicity (hypergly-
caemia-induced inhibition of insulin secretion and glucose metabolism (11, 12)), insulin resistance, ketoacidosis and
oedema. Clinicians are advised to refer to the NICE guideline on type | and type Il diabetes in children and young
people (NG18), type | diabetes in adults (NG17) and type Il diabetes in adults (NG28) for further guidance.

4.2 Comorbid mental health problems

Decisions on whether to treat comorbid mental health problems in parallel with the eating disorder or separately and
in sequence should be taken with consideration of the relative severity and complexity of the eating disorder and the
mental health problem, the individual's level of functioning and the preferences of the individual as well as those of
their family or carers, where appropriate. Clinicians are advised to refer to the NICE guidelines for the specific mental
health problem for further guidance.

4.3 Medication risk management

Where medication is prescribed to treat a comorbid mental or physical health condition, consideration should be
given to the possible effects of malnutrition and compensatory behaviours on effectiveness and side effects, and the
possible effect of the eating disorder on medication adherence, for example, where medication might affect body
weight. Pre-existing medical complications should be considered and ECG monitoring offered to individuals taking
medication that might affect cardiac function.

4.4 Substance or medication misuse

Substance misuse should not preclude treatment for eating disorders unless it interferes with treatment. If substance
misuse does interfere with treatment, a multidisciplinary approach involving substance misuse services is proposed.

4.5 Growth and development

The guideline suggests that concerns about delayed physical development or faltering growth in children and young
people with an eating disorder should be referred to a specialist paediatrician or endocrinologist.

5. Conception and pregnancy

Treatment for eating disorders during the perinatal period should follow the standard treatment guidelines for the
appropriate eating disorder. More intensive prenatal care for women with current or remitted anorexia nervosa
should be considered to ensure adequate prenatal nutrition. Education and advice should be offered to all women
with an eating disorder who plan to conceive, in order to increase the chances of conception and to reduce the risk
of miscarriage. A dedicated professional (e.g., GP or midwife) should be responsible for supporting and monitoring
women during pregnancy and the postnatal period to reduce possible risks to the health of the mother and child,
with reference to the NICE guideline on antenatal and postnatal mental health (CG192). Guidance on providing advice
to pregnant women about healthy eating and feeding their baby is available in the NICE public health guideline on
maternal and child nutrition (PH11).

6. Inpatient and day-patient treatment

Previously, inpatient care was central to the management of eating disorders. More recently, community-based care
has been preferred, and inpatient hospital admissions are generally limited to those with severe medical risk or who
have failed to respond to outpatient care.

If physical health is severely compromised, individuals should be admitted to a medical inpatient or day-patient ser-
vice for medical stabilisation and refeeding, if this is not possible in an outpatient setting. The decision on whether to
admit to inpatient or day-patient care should not be based on absolute weight or BMI. Inpatient care is recommended
in cases of rapid weight loss (e.g., more than 1 kg per week), or when medical risk parameters (e.g., blood tests, phys-
ical observations and ECG) have values or rates of change in the concern or alert ranges requiring active monitoring.
Other factors that might influence the decision to admit to inpatient care include a significant decline in physical
health and whether parents or carers of children and young people have the ability to support them and avoid sig-
nificant harm under day-patient care. Clinicians are advised to consult the Royal College of Psychiatrists' resource on
Management of Really Sick Patients with Anorexia Nervosa (MARSIPAN) or the junior MARSIPAN report. Since 2022,
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these guidelines have been superseded by the Medical Emergencies in Eating Disorders (MEED) guidance (13).

A care plan should be developed in collaboration with individuals admitted to inpatient care, their families or carers,
and the community-based eating disorder service. This should include the objectives and outcomes for the admis-
sion, planning for discharge and transition back to community-based care.

Inpatient care should not be used solely to provide psychological treatment for eating disorders. In individuals con-
sidered to be at acute mental health risk (e.g., significant suicide risk), psychiatric crisis care or psychiatric inpatient
care should be considered. Inpatient care for children and young people should be provided in age-appropriate set-
tings and be located near the individual's home.

Refeeding should take place under the direction of staff trained to recognise the symptoms of refeeding syndrome
and how it should be managed.

Inpatient care should be reviewed within 1 month of admission. The decision to discharge an individual from inpa-
tient care should not be made solely on the basis of an achieved healthy weight.

7. Compulsory treatment and the Mental Health Act

Where it is determined that a person's physical health is at serious risk due to an eating disorder, they do not consent
to treatment and it is considered that they can only be treated safely in an inpatient setting, the guideline recom-
mends following the legal framework for compulsory treatment set out in the Mental Health Act 1983. Where this
situation applies to a child or young person, their parents or carers should be asked to provide consent on their behalf,
if necessary, under the terms of a legal framework for compulsory treatment, for example, those set out in the Mental
Health Act 1983/2007 (14) or the Children Act 1989 (15).

8. Comment
8.1 Quality of evidence

Despite forming the basis for the treatment recommendations made in the guideline, the quality of the evidence
supporting the use of psychological interventions for eating disorders was, in most cases, considered low or very low
according to GRADE (Grading of Recommendations Assessment, Development and Evaluation) criteria. Evidence was
frequently downgraded due to indirectness, imprecision and risk of bias. A further limitation was the general lack of
data for the efficacy of treatments in males. Evidence for pharmacological and nutritional interventions (e.g., nutri-
tional counselling and dietary supplements) were graded low or very low, leading to the recommendation that they
should not be used as sole treatments for eating disorders. Evidence for physical interventions (e.g., physiotherapy,
yoga, physical exercise and acupuncture) was, in most cases, considered to be very low quality.

8.2 Recommendations for future research

The guideline makes several recommendations for further research to address limitations of the current evidence.
These include:

« Comparison of the clinical and cost effectiveness of individual CBT-ED, group CBT-ED and guided self-help for
adults with binge eating disorders.

Investigation of the effectiveness of reduced duration and intensity of psychological treatments for eating disorders
compared with standard treatment.

+ Investigation of the clinical biochemical markers that best predict acute physical risk for people with eating
disorders.

+ Investigation of the impact of comorbidities on treatment outcomes for eating disorders and effective approaches
to the management of comorbidities.

« Investigation of factors associated with continued benefit after successful treatment for anorexia nervosa.
9. Challenges to implementation

In their summary of current treatment provision for eating disorders in the NHS, the guideline committee highlighted
a number of disparities in the care offered in both paediatric and adult services, often reflecting regional inequalities
in funding and referral criteria. These inconsistencies apply to all aspects of eating disorder care provision, including
recognition, assessment, treatment, including access to specialist eating disorder services, and transition between
services, and are reflected in a high degree of variability in basic treatment strategies and settings. For example, the
lack of specialist eating disorder services in some regions has meant that children and young people with eating dis-
orders may be treated by generic Child and Adolescent Mental Health Services teams. The age thresholds for access
to specialist services and transitioning to adult services also vary. In an attempt to standardise access to care pathways
for children and young people, a commissioning guide, the Access and Waiting Times initiative, was published in 2015.
However, this only applies to individuals under the age of 18. Access to specialist care for adults is highly dependent
on funding allocation, with some regions offering referrals only to those who meet strict criteria, for example, based




on BMI thresholds, despite attempts to gain parity for eating disorders across the lifespan.

Primary care practitioners are often the first point of contact for individuals with eating disorders, but experience, skill
and confidence in making a preliminary assessment and diagnosis are highly variable. Clinicians also have varying
degrees of knowledge of and experience in delivering specific interventions.

With regard to inpatient care, there are no internationally recognised criteria for admission. In practice, the availability
and form of inpatient care depend on the extent of local facilities and the acute care they are able to provide. In the
UK, the MARSIPAN protocol, recently superseded by the MEED guidance, outlines the care pathway for admission to
inpatient care for those at extreme medical risk and highlights the responsibilities of healthcare professionals at every
level of care provision.

It remains highly desirable to avoid inpatient admissions, not least due to the potential stigma involved, in particular
that associated with compulsory admissions. This may have a negative effect on both self-image and the quality of
life of the individual. In the last two decades, practice in England and Wales has moved away from an emphasis on in-
patient treatment and the focus is now on limiting the duration of hospitalisation and minimising compulsion, which
is in line with the NHS Long Term Plan (16). Although not mentioned in the NICE guidance, this situation is exempli-
fied by recent changes in the protocol for nasogastric tube feeding which can now be delivered, in most cases, in an
intensive outpatient setting without the need for extended inpatient admission (see the article on nasogastric tube
feeding under physical restraint elsewhere in this issue).

Conflicts of interest
The authors declare that they have no conflicts of interest.

References

1. National Institute for Health and Care Excellence (NICE). Eating disorders: recognition and treatment. NICE guideline [NG69] 2017. Updated
16 December 2020. Accessed 01 January 2024. Available from: https://www.nice.org.uk/guidance/ng69.

2. Griffith R.What is Gillick competence? Human Vaccines and Immunotherapeutics. 2016;12(1):244-7.
LarcherV, Hutchinson A. How should paediatricians assess Gillick competence? Archives of Disease in Childhood. 2010;95(4):307-11.

4. BartA, Hall GA, Gillam L. Gillick competence: an inadequate guide to the ethics of involving adolescents in decision-making. Journal of
Medical Ethics. 2023:;jme-2023-108930.

Zimmermann N. Gillick competence: an unnecessary burden. The New Bioethics. 2019;25(1):78-93.
6.  Brierley J, Larcher V. Adolescent autonomy revisited: clinicians need clearer guidance. Journal of Medical Ethics. 2016;42(8):482-5.

Care Quality Commission (CQC). Guidance on the treatment of anorexia nervosa under the Mental Health Act 1983. Newcastle, UK. Care
Quality Commission (2008).

8. UK Government. Protection of Children Act. London. HMSO (1999).
Chen J, Zeng R. Emaciation. In: Wan X-H, Zeng R (editors). Handbook of Clinical Diagnostics. Singapore. Springer Singapore (2020). p. 17-8.

10. Morgan JF, Reid F, Lacey JH. The SCOFF questionnaire: a new screening tool for eating disorders. The Western Journal of Medicine.
2000;172(3):164-5.

11.  Yki-Jarvinen H. Glucose toxicity. Endocrine Reviews. 1992;13(3):415-31.
12.  Rossetti L, Giaccari A, DeFronzo RA. Glucose toxicity. Diabetes Care. 1990;13(6):610-30.

13.  Royal College of Psychiatrists. CR 233: Medical emergencies in eating disorders (MEED). Guidance on recognition and management 2022.
Accessed 23 November 2023. Available from: https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-
reports/college-report-cr233-medical-emergencies-in-eating-disorders-(meed)-guidance.pdf?sfvrsn=2d327483_63.

14. UK Government. Mental Health Act 1983. London. HMSO (1983).
15. UK Government. Children Act 1989. London. HMSO (1989).

16. UK National Health Service (NHS). The NHS Long Term Plan. 2019. Accessed 28 November 2023. Available from: https://www.longtermplan.
nhs.uk




Q
s
)

9

(4°)

—
o
=

>

—
)
©
e

9

>

(%]
(a8

)

(@)
©
Ll

(@)}

C
=
i)

-]
O

CEPiP.org

"SpU? juswieal}
usaym uaddey ||Im 3eym INOge SUISDU0D
ssaippe pue 31| AepAIans uj suoljenyis oy
sadualadxa Adesay) buliaysuel) uo sndo4

aseyd |euly

nolAeyaq buies 1oaye asayy moy pue sjdoad
13430 yum sdiysuoiie|as JUBAS|DJ UO SND04

aseyd puodss

"WID3)$9-4|9S P|INg pue $J2113 DIUOIUAS
-063 pue Jnoiaeyaq dixasoue-oid ssaippy

NV Y3m uosiad pue isidesat) usamiaq
aouel||e di3nadesayy buidojaasp uo snd>o4

aseyd 1si14

1s1desayy
93 YyHm pue siay3io yum sdiysuoneas
s,uosiad ay3 souanjul swoldwAs syl MOH -

‘uosiad 3y} 10aye swodwAs 3y} MOH -
‘uosiad sy} 03 ueaw swodwAs ay3 JeYm -

1S9SSIPPE 1BY] [eNpPIAIPUL DY)
03 dy1dads sisaylodAy [ed0) pasjuad-juslied

"S}93M (O 49O SUOISSas Of 03 dn AjjedidAL

(G 3]qeL Jo W03I0q 3y} Je papuedxa aJe § - Z SI|qeL Ul PIsN SUOIIRIASIGQY) S}HNPE Ul BSOAISU BIXSI0UR 10) SjudWIeal} [ed16ojoydAsd papuswwodal o uoisiiedwo) *z ajqeL

‘Adesay3 119y} Jo 1ed se papnpdpul aq
pINOYs 35[3 1eYym apIdap 03 uosiad ay) moj|y
"9DIAPE pUe uol1edNpPa

|euonuINU pue uolesnpaoydAsd spiroid

‘bunes Ayyeay pue
1yb1am Apoq Ayyeay e buiyoeas sbeinoduz

‘|leob abues ybiam e ysijgels3y

‘bunioyuow yyjeay |esisAyd spnpdu

yb1om 2103591 03 Wiy

Jnoineysq buies

Jewouge 119y} pue swoldwAs J1sy) ussmiaq
Mul| 9y asiubodas 9jdoad djay 03 wiy
usuonioeld syl pue uosiad Y3 Uaamiaq
diysuoneas aanisod e dojaAsp 03 wiy

‘swajqoud
K33 malnai AjJeinbai pue Ajauapi ‘ssassy

*(A3119A3s uo buipuadap)
suoIssas Apjeam aiow 1o g AjjeardA

9bueyd
InolAeyaq pue Juswabeuew woirdwAs
‘UoNIIINU J9A0D ‘Apeal S| uosiad 3yl Uy

“JInoIARYDq 419y} abuey) -

"1X91U0D |eID0S

J3pIM 3y} 01 3ul| 9Y} pue sasned } swajqoid
SU3 pue UoIHPUOD JISY} puelsispun -
:uosiad

9y3 d|ay 01 542183 JO SISqUISW A|ILE) SA[OAU|
- A11uspi oixa1oue

-uou, e dojaAap 0} uosiad ay3 abeinodug
‘pasiseydwa pue paJaniidp

a1 VY LNVIA JO S3|nPOW 3Y3 Moy ul 3|qixa) 29

JIsuoydeld a3yl yum yiom
0} way} abeinodus pue uosiad sy} 21eAOW

uofuanaid ssdelsy ‘6

J9pIosip

Huirea ay3 jo apisino Ayuspl buidojansqg ‘g
|'e3sp 03

uonuae 4siuoidayiad ‘pibu ale jey) s9Ays
Buibus|jeyd pue ‘sa|A3s bujuiyy buuojdxy -/
Alinyday

suonows o} burlejas pue buipuelsiapun ‘9
s|eob yuswiealy buidojanaq ‘g

eIXaloue buipuelsiapun ‘&

yjeay [euoniinu buinordwi '€

s1ayjo

pue Ajiwey buipnjpui ‘uoddns yyum Bunjiop -z
K19n0231

J10j uoneanow buipuy pue payels buipeo °|
swa|qo.d xa)dwod

yum 9)doad 1o} suoissas eaxa 0| 03 dn
'SUOISS9S

9Y3 JO JSpuleW?l 3y} JoJ 3|NPaYS 3|qIX3) e
pue s)9aMm Q| 151l 9Y3 10} SUOISSIS AR\
'suolssas 0z A[jea1dAL

ybramispun
buiaqg pue uonunujew Jo sysu ay3 uiejdx3

‘uonuanaid asdejal pue Wa3s9-4|9s
‘su19du0d abewi-Apoq ‘s||1s [e10s ‘uole|nbal
poow ‘6uln}dNIISal SAIHUBOD ‘UoILIINN

‘paules| aney Asy3 1eym a1 Ajiep J1ay3 ul
9211oeud uosiad ay) djay 01 sJomawoy apnpu|

'sbulj93y pue syybnoyy pajerdosse
pue ayejul A1e331p jo HuliojUOW-4|3S dpN|dU|

*Aoedyya-J|as dueyug

‘wid|qosd Bunes sy
Bujurejuiew aq 03 Jeadde jeyy sassadoid uo
paseq ue|d Juswieal} pasijeuossad e ajeald)

‘yb1am Apoq Ayyeay
e buiyoeal pue buiyes Ayjjesy sbeinodug

I9pJosip bunea sy jo swoldwiAs 1aylo Aue
pue yyjeay |edisAyd 01511 3yl 9onpal 03 Wiy

*S}OIM € JO 7 ISIY DY) Ul SUOISSIS A[YaM-2IIM |
*S399M Q7 JONO SUOISSDS Ot A|jed1dAL

syusauodwod

yoeoiddy

uoneing




‘paddois si Juswieas
J1 1oddns 196 ued uosiad BunoA 1o pjiyd sy Moy ssauppy

“JnolAeYq 119y} abueyd 03 uosiad Hunok
1o pjiy> 3y 1oddns siaied Jo syuaied djay ‘suoissas Ajiwey uj

'9)1] KepAIana Ul suolzenyis 03 duadx

Adesay} ay3 BulIdjsURI} UO SN0 ‘JUBWIEDI) JO PUD SPIEMO]
"9duapuadapul

p|INg pue A}13uapI JO sanss! a10]dxa Juawea} Jo sabeys 1aje| u|

'ssaJ1s abeuew o) uosiad 92y} 10} saibajesys 9Aljeulalje pul4

"Adeiay} jo 1ed |ednud e si buiyes Ayyesy pue uieb
1yb1am 1eyy asiseydwa pue uieb 1ybiam 1noge siesy ssauppy

‘ABajens
Huidod e se unoireyaq dixaioue asn A3y} moy pue sanssi [ed160|
-oydAsd s,uosiad bBunoK 1o pjiyd sy} jo uonenwoy e dojPAsg

“JapIosip
Builes 1193 1239)e 3say3} moy pue sassadoid [euosiadiaiul pue
suolowsa ‘abewi-43s s,uosiad BunoA 1o piyd 3y} UOo SN0
"UOI}IINU|eW JO SIDO3YS dY} PUB UOI}LIINU JNOGE Uoljesn
-paoydAsd apn|pul ‘SUOISSSS [BNPIAIPUL Ul PUB SUOISSSS AJiwey u|
“JUSWIRI} JO UOIIRINP PUE SUOISSIS JO

Ayreinbai ysijqeisa 03 syuow ¢ A19A Usy3 pue juswiealy bul
-}4e1S 43R $HIIM t U0sIad BUNOA 10 PjIyd Y1 JO SPAU MIIADY
‘(1endoidde se) siaied 1o syuased Jivy3 pue uosiad

HunoA 10 pJIyd aY3 YHm SUoIssas Ajiwey [euoiippe | 03 8
“JInoiAeY3q 419y} 8bueyd 03 way}

9)eAnow pue Jauondeid ay3 yum diysuonieas e pjing uosiad
H6unoA 1o pjiy> ay3 djay 03 uo Ajies suolssas Jejnbal 1o
"SYIUOW 8| 0} Z| J9A0 SUOISSIS [eNPIAIPUI Of 03 Z€ Ajjed1dAL

9)doad HunoA pue ua.p|Iyd Ul BSOAISU BIX3I0UR 10} SJUBWILII} |edI6ojoYdAsd papuswiwodal jo uoistedwo) € d|qeL

‘ybramiapun buiag pue uonnuew Jo sysu ay3 urejdx3

‘WI9)SI-4|9S PUE SUIdU0D dbewi-Apoq ‘s||1js |e120s ‘uone|nbal
poow ‘buninidniisal aAIHUDH0D ‘uonyuanaid asdejal ‘uoniINN

‘paddoys st Juswieal
J1140ddns 396 ued uosiad HunoA 1o pjIyd 3y} Moy ssaIppy

*3)1] Ajlep 419y Ul paules| aAey £3y3 1eym
92110e4d uosiad HunoK Jo pjiyd sy djay 03 uomawoy apn|du|

'sbuljasy pue syybnoyy
pajedosse pue ayejul A1e1a1p Jo buliojuow-§|9s apn|pu|

"Aoed1)a-9s 9dueyul

‘Spaau JuswW
-dojansp dy1dads s,uosiad BUNoA 1o plIyd 3y} JUNOddE O e

‘wid|qosd Bunes sy bujurejuiew aq 03 Jeadde jeyy
$9s59204d a3 uo paseq uejd Juswieal) pasijeuosiad e jeal)

‘bunes Ayyeay pue ybram Apoq Ayyeay e buiyoeas sbeinoduz

1apJosip bues sy Jo swo)
-dwis 1ay10 Aue pue yyjeay |edisAyd 013s11 9Y3 9dNpal 01 Wiy

‘sue|d |eaw ssndsiq -

'SIY3 ssaippe 03} skem puy pue
InoIARYS(Q J19Y3 96ueYD 03 WY} 404 YNDLJIP H 3Xew pjnod Jeyy
91| swoy s,uosisad BunoX Jo pjiys ayy ur buiyihue Ayusp -

:SUO0ISSas Ajlwey u)

"UOIIINUIEW JO S}D94d 9y} pUE UOILIINU INOCe uoljesn
-paoydAsd apn|pul ‘SUOISSIS [ENPIAIPUI Ul pUR SUOISS3S Ajiwiey U]

‘(1endoidde se) s1aied 1o spuaied Jiay3
pue uosiad sy} Ym suoissas Ajiwiey Jaliqg [euolippe ¢ | 03 8

"SY99M € 4O 7 3514 3Y3 U SUOISSIS A|Dam-2dIM |
'S29M Q1 SN0 SUOISSS O 03 dn AjjedidAL

‘paddois si Juswieal

J1110ddns 196 ued uosiad BunoA 10 pjIyd 3yl Moy SsaIppY
‘uonuanaid asdejau

uo pue (Aey Ajiwey J19y3 pue uosiad BunoA 1o pjiyd sy} suiad
-uod Aue buipnjpul) spua JuaWeI} USYM Joj suejd uo sndo4
aseyd |eul

"Juswdo[aA3P JO [9AJ] J19Y3 JO}

9)endoidde souspuadspul JO |9A3)] B YSI|eISD 0} (S48 U0 SIUD
-led J19y3 wouy dj3y yym) uosiad BunoK Jo pjiyd ayy poddng
aseyd puodag

‘sIaquIsW

Ajlwey 1Yo pue siaied Jo sjuaied J1ay) ‘uosiad bunok Jo pjiyd
93 U9aM]aq dduel|je dianadelsy) poob e ysijgelss o) wiy
aseyd 15414

'9104 Aresodwiay e st siy3 Jeys asiseydwiy

‘bunyes 419y} abeuew uosiad BunoA 1o pjiyd buidjay uj ool
|el3udd e ey 03 s1aJed Jo syualed Joddns ‘uswiessy ut Alie3
‘uonINUjew

JO 5129449 93 pue UOIIIINU JNOge uoledNPaoYdAsd spnpdu|
's191ed 10 $I9q

-wawi Ajiwey 119y} 4o uosiad HunoK Jo pjiyd sy} bulwe|q ploay

190231 0} uosiad burdjay ul Ajlwey ay) Jo 9joi 3y} asiseydw]

"JU3W]eal] JO UoIIeINP PU. SUOISSDS JO
Auienbai ysijqeiss 01 syuow ¢ A19A usy) pue juswieall bul
-14e]S U91JB SY99M 7 U0SIad BUNoA 10 pjIyd Sy} JO SPRU MIIADY

"Je3A | J9AO suolssas O 03 8| AjjedidA|

sjusauodwod

yoeoiddy

uoneing




)
=
)

9

O

—
o
=

>

—
)
O
e

9

>

(%]
(a1

Q

(@)}
©
Ll

(@)

(@
=
i)

-]
O

CEPiP.org

‘Bunyes abuiq 1066111 Jybiw siyy se Juswieasy bul
-Inp (Bbunaip Aq “69) ybiam Buiso| 1e 3dwalie Jsulebe asIApY

“Juasaid §i sanss| abew|-Apoq ssaippy
"lenpIAIpUL YUM paleys 39 0} SPI0dai YBIaM

‘Jybram pue ayeyul
Kiealp ‘sanoineyaq buiea abuiq jo buuoyuow Apj@am spnjpu|

*2Insodxa pue sjuswadxa |einoineyaq ‘bunnioniysal
aAIHUb0D Buisn burres abulq 1oy s19661) [euorrows ssauppy

‘K1buny bBui|aa4 pioAe 0} sydeus pue sjeaw Jejnbas 3es 0} SSINpY

‘buries abuiq ayy
01 9INQ1IIUOD S103DB) [BUOIIOWD Pue AIRIDIP MOY SUIWIIDP
01 sanss| |ed160joydAsd |enpiaipul jo uole|nwioy e dojaasq

'SuoISsas 0z 031 91 Ajjed1dAL
d3-19D [enplAlpu]

a1doad BunoA pue uaip|iyd ‘synpe ul Japlosip Buiies sbuiq 10j suswIea) [ed16ojoydAsd papuswwodal Jo uoisuedwo) v djqeL

's19b6611)
pue sysil 3NNy pue jua1ind pue asdejas buiploae yym djsH

‘Apoq 41943 1noqe syl aA1ebaU [enpiAlpul
Hu1a1105 pue bulkyuapi ul djay pue buiurel) ainsodxs Apog

'sand Buiyes abuiq
J0 uoredyiuap! pue uejd axeul pooy Ajiep Jo Juswdolpaag

's|eob pue swsajqoid [enpialpul buisAjeue ul djay
pue JnoiAeyaq buiies Jo HuIoHUOW-J|3S ‘UOIIEINPS UO SN0

‘syjuow
 JOAO 2B S2)InulW 06 JO suolssas dnoab Apjam 9| AjjesidA)

@3-1g> dnoig

“(s1seq A]PJ9aM [B11IUI UB UO ‘S)93M 9| JSAO Ydea Sanuiul OZ Jo

SUOISSas 6 01 {7 “B°9) suolssas aalioddns Jaq yym yusws|ddng
‘swweiboud djay-J|9s ay1 01 9dU3I3YpPe UO SN0

'SI9pIOSIp

Buiyes 1oy sjerssrew d|ay-4|3s |eiNolARYSq SAINUBOD 35

djay-j|as papinb pasndoj-g3g

yoeoiddy

uoneing




juswabeuew |eduld
aAlpoddns 1sijeads = NDSS ‘SHNPY 10} JUSWIRAI] BSOAISN BIXalouy A3|spnep = YH 1INV ‘Adeiayl Ajiwe) pasndoj-esoniau elwing = Ng-14 ‘Adeiayy Ajiwey pasndoj-esonlau eixaloue = Ny-14 ‘Adesayy dsiweukpoydAsd
|ed04 = | d4 ‘Adeiay} |eanoineyaq aaiHubod pasndoy-1aplosip bunes = g3-1gD ‘4aplosip bues abuig = q3g ‘esoAIdU eIxaloue = NY ‘eSOAIdU eixaloue Joy AdelayloydAsd pasndoj-juadssjope = Ny-d4V :suolieinaiqay

BSOAJSU BIWIING 10} SjUSWIEaI} [ed160]0ydAsd papuswwodal o uoisiedwo) *S ajqeL

‘sinoineyaq A1oyesuadwod
19Y30 J0 SaA1leXe| ‘BuIlWoA padnpul-§as Aq
1013u0d 3ybIam je sydwisne JO $3109Y)D SSISAPY -

‘Bunaiq -
‘yb1am Apoq bune|nbay -
:noge uolewIoul apNPU| syusuodwo)
‘uonuanaid
‘K19n0d31 oddns ued Ajiwey moy ssnasiq - asde|a1 Uo pue spus JusWIeI} USYM 10}
nolaeyaq buibueyd wouy uosiad bunok sueyd Juauneai uo sn2o} ‘aseyd jeuy uj
1o pj1y> dojs 1eyy sio3oey Ajiwey Ayuap) - "JUSWAO[SASP JO [9A3] J19Y3 O}
$19pIOSIp BUIES JNOGE UOREINP3 SPIAOI - o1elidoidde souspuadapul Jo [9A3] ysi|gels
0} $494BD 10 SIaquIdW Ajiwey 119y pue uosiad
:s1a1ed pue syuaied Y}m suoissas u| Bunok Jo pjiy> 3oddns ‘saseyd Jaze| u|
'$32eQ19s 24NNy [ennualod 1ebiiw pue Joy “s191e5
aJedaid 01 sa1ba1e41s uonuanaid asdejal asn 10 SI9GISW AJILUE U3IM SUOISSNISIP PUB
"BulA|OS WI3|qoid YHM SINOIARYSC pue $J2119q | SINOIARYS] dlWiNg JO BulIoUOW-§|3s apn|du|
‘s3ybnoy3 oinews|qolid ssaippe 03 uosiad “UMO 1193 UO UOsIad JUSWIIE34} SUO-03-2U0 Yyum djay
BunoA 1o piyd ay3 abeinodud pue sieob 1S | Funof o PIIYD Yaim sBunaau h.m_:mw‘_ apnpu| 01 SI9Y30 Juedyiubis anjoaul ‘Sreidosdde
‘sinolAeyaq pue sbuijaay ‘syybnoyy J1ayy ‘sInoineyaq ‘asde|al Jo ysil
J0)uow 03 uosiad BunoA Jo pjiyd ay3 yoea| A101esuadwion asiwiuIw pue mc\_wzma.mc_umw Buisiwiuiw pue sabueyd aanisod Bujuiejurew
‘uosiad | 1ejnBai ysijqelss o3 uosiad BunoA 1o pjiyd pue U0 SNJ0j JUSWIIERIR JO PUS SpIeMOL
BunoA 1o pjiy> yum uonenwioy ased dojpaasg | sjuaied usamiaq yoeosdde anijeioqe|od e asn *(sbuij@ay pue syybnoyy }nduyip 03 asuodsal
‘suqey bues sejnbal ysijgeisa ‘s12183 10 SIaquiaW Ajiwey Jiay) ‘uosiad | U 383 3BuIq 03 £5uspusy ‘sueduod Jyblam pue
03 A|jenpe.b uosiad 6unoA 1o pjiy> sbeinoduy BunoK 1o pjiyd 03 swe|q buiNgule ploAy adeys Apoq ‘Jurensal A1e3alp awaixe “6-9)
KbojoyiedoydAsd 1apiosip buies ssaippy
‘pauleluiew aie swoldwAs moy pue siaplosip *K19A0D31 U 3sISSR ‘(siseq A]J}99M |e13IUl UB UO ‘S)99M 9|
Bunes ynoge uonesnpaoydAsd apiroid 0} sJaqwiaw Ajiwey sbeinodus pue poddng tmoao_:m vcmmeEwmmSMu%m buipiroid J19A0 Y23 S3INUIW 0T 4O SUOISSIS 6 03 1 “6°3)
"abueyp 01 uoneAlow *$191B2 1O SIaqUIaW pue bues 12jnbal jo tished bulyslqelss - SuUOISsas dAI0ddns Ja1ig yim Jusws|ddng
Buipjing uo pue 3y s,uosiad BunoX 1o pjiyd Ajiwey 19y pue uosiad Bunok 1o piiyd yum uonesnpa pue juswabebus - "s19piosip Bunes 1oy
Ul BSOAJDU BlWI|NG JO 3]0J UO SN0} A[jeiu] diysuonejal oiynadesayy poob e ysijgeisy :uo sndoy Ajjeimu] | sjeazew djay-J|as [eanolreyaq aAIubod asn yoeosddy
's1a1ed Jo sjualed
Y3IM SUOISS3S [euonippe ¢ 03 dn apnpdu|
"Judw3ieal} Ui A|4ea suoissas Juanbauy 10N ‘9seyd 1S4 Ul SUOISSIS A|39aM-9D1M}] JaPISUOD
"SYIUOW 9 JIAO SUOISSas 8| AjjedtdA] *SYIUOW 9 JIAO SUOISSIS 07 01 81 Ajjed1dAL *S)99M (7 J9A0 SUOISSaS 0z 03 dn AjjesidA uoneing

d3-143 [enplAlpu]

9|doad bunoA pue uaipjiyd

a3-14D [enplAlpu]

d|ay-§|as papinb pasndo)-Ng

SINpy




	CEPiP6_ONLINE_V172_HIGH_Part119
	CEPiP6_ONLINE_V172_HIGH_Part120
	CEPiP6_ONLINE_V172_HIGH_Part121
	CEPiP6_ONLINE_V172_HIGH_Part122
	CEPiP6_ONLINE_V172_HIGH_Part123
	CEPiP6_ONLINE_V172_HIGH_Part124
	CEPiP6_ONLINE_V172_HIGH_Part125
	CEPiP6_ONLINE_V172_HIGH_Part126
	CEPiP6_ONLINE_V172_HIGH_Part127
	CEPiP6_ONLINE_V172_HIGH_Part128
	CEPiP6_ONLINE_V172_HIGH_Part129

