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Eating disorders are serious, complex, and potentially life-threatening mental illnesses characterised by disturbances in behaviours, thoughts, and attitudes to food, eating and body weight or shape1. The Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (DSM-5) recognises 4 well-conceptualised eating disorders: Anorexia Nervosa (AN), Bulimia Nervosa (BN), Binge Eating Disorder (BED) and Avoidant/Restrictive Food Intake Disorder (ARFID)2. 

This guideline is designed to provide current evidence-based guidance on the inpatient treatment of young people with an eating disorder, specifically AN, however it may be utilised in the treatment of other eating disorders.

Background
While eating disorders can affect anyone at any age, they are most prevalent among adolescents and young people, with the average age of onset between the ages of 12 and 25 years3. Eating Disorders carry an increased risk of premature death due to long term medical complications and increased rate of suicide4. It is estimated that there are over 3.3 million healthy life years lost per year, worldwide, due to eating disorders5.

This current guideline supersedes previous guidelines in line with current evidence supporting accelerated treatment protocols and enhanced outcomes for paediatric patients requiring hospital admission for treatment of an eating disorder6. 

Key Objective
· To ensure that young people with eating disorders receive consistent, evidence-based treatment when they are admitted to the Paediatric and Adolescent wards of the Centenary Hospital for Women and Children
· To provide smooth transition of care for young people with eating disorders to outpatient and/or adult services

Alerts 
· Eating Disorders are serious conditions with life-threatening physical and psychological complications.
· Re-Feeding syndrome is a potential complication of initiating nutrition (re-feeding) after a period of poor intake or starvation and may be fatal. 
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[bookmark: _Int_o2nPc2av]This guideline applies to the management of patients with eating disorders on the Paediatric Wards at the Centenary Hospital for Women and Children, and those who present to the Emergency Department for admission. For the purpose of this document, the patient aged under 16 will be referred to as young person. This guideline acknowledges the different and unique support systems that young people have however, for ease, this document will refer to caregivers as family, parents or significant others. 
   
Please note - for management of patients admitted to the adult wards refer to Adults with Eating Disorders – Medical Management of (Inpatients).docx (sharepoint.com)
 
This guideline applies to the following staff working within their scope of practice: 
· Medical Officers 
· Registered and Enrolled Nurses
· Assistants in Nursing and Undergraduate Student Nurses 
· Allied Health Staff 
· Students with direct supervision. 

Recommendations included in these guidelines have been adapted from the Sydney Children’s Hospital Network (SCHN) Eating Disorder Service, The Children’s Hospital at Westmead, Eating Disorder Inpatient Program: Clinician Guide.
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This section has been adapted from the Royal Australian and New Zealand College of Psychiatrists clinical practice guidelines for the treatment of eating disorders7.

Person-centred informed decision-making
· Informed decisions made with the young person and their family/significant others.

Involving family and significant others
· Family or significant others should be enlisted as partners in the assessment and treatment process.
· Family should be provided with appropriate support and information considering the burden an eating disorder places on the family or significant others.

Recovery-oriented practice
· Practice which encapsulates mental health care:
· Recognise and embrace the possibility for recovery and wellbeing.
· Maximise self-determination and self-management of mental health and wellbeing.
· Assist families/significant others to understand the challenges and opportunities arising from the experience of the young person.
· Promotes safety.

Least restrictive treatment context
· Where possible, treatment should be offered in the setting that is least restrictive and best suited to the young person’s needs and preferences.

Multidisciplinary approach
· Expert consensus and clinical cohort studies support a multidisciplinary approach to ensure that the individual gets access to the combined medical, dietetic, and psychological interventions required to maximise the chances of a full recovery.
· A united approach in delivering treatment is critical.

Stepped and seamless care
· Ideally, a range of options including outpatient, intensive outpatient with meal support, day program, and inpatient treatment should be available.

A dimensional and culturally informed approach to diagnosis and treatment
· A rigid approach to diagnosis should be avoided.
· Studies have shown possible cultural and ethnic variability in the presentation of eating disorders.

Indigenous care
· Clinicians must demonstrate cultural competence when working with people with eating disorders from Indigenous and other cultural backgrounds. 
· Epidemiologic evidence indicates that Aboriginal and Torres Strait Islander people are no less likely, and may be more likely, to experience an eating disorder as non-Indigenous Australians.

LGBTIQ+ sensitive care8
· Health Services should take steps to accommodate the needs and ensure the cultural safety of LGBTIQ+ people. 
· Clinicians should reflect on their practice to ensure it is inclusive of diverse sexual and gender identities and that the language and approach used avoids heteronormative or gender-binary assumptions.

Neurodiverse sensitive care9
· Feeding and eating disturbances can occur across the lifespan and can be associated with negative impacts on health, quality of life, and morbidity and mortality.
· The factors underlying feeding difficulties and eating disorders in neurodivergent people are often different from neurotypical people and as such, adapted supports and interventions are warranted.
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For a young person to be admitted for inpatient treatment of an eating disorder, at least one of the following criteria must be met:

1. Medical instability
	Medical Status 
	Heart rate  
	< 50 bpm 

	
	Cardiac arrhythmia 
	 

	
	QTc 
	>450 msec 

	
	Postural Tachycardia 
	> 20 bpm

	
	Blood Pressure 
	<80/50 mm Hg

	
	Postural hypotension 
	>20mm Hg

	
	Temperature
	<35.5oC 

	
	Electrolyte abnormalities
	Hypokalaemia Hypophosphataemia

	
	Neutropaenia 
	 

	Weight 
	<75% of expected body weight,
i.e., <75% median Body Mass Index (BMI) (% median BMI = actual BMI ÷ BMI on 50th centile for age x 100) 

	
	· Rapid weight loss: 1kg per week over several weeks
· Grossly inadequate nutritional intake (<100kcal daily) 
· Continued weight loss despite community treatment 


OR
2. Failure to respond to outpatient treatment.
OR
3. Co-morbid medical or psychiatric problems that interfere with treatment.
· Co-morbid medical problems complicating management of the eating disorder, for example, insulin dependent diabetes mellitus.
· Co-morbid psychiatric problems which complicate outpatient treatment of the eating disorder, but do not preclude participation in the inpatient program, for example, major depression, anxiety disorder, or severe family dysfunction or breakdown. 
AND
Be aged under 16 years.

Primary Admission Goals
· Medical stabilisation
· Management of acute psychological risk factors
· Containment of eating disorder behaviours
· Establish a trajectory of weight gain
Back to Table of Contents 
	[bookmark: _Toc168404354]Section 3 – Emergency Department Management



	Physical Assessment
	· Weight and Height
Note: Weight will be discussed as part of routine care and thus, young people may be made aware of their weight after each check
· Calculate Body Mass Index (BMI)
· Pulse, blood pressure (including postural readings), temperature, respiratory rate
· Assess for dehydration
· Skin inspection – acrocyanosis, calloused knuckles, lanugo hair, marks/bruising on back indicating recent exercise
· Pubertal status
· Urinalysis


	Pathology
	Venous Blood Gas (VBG), Electrolytes Urea Creatinine (EUC), Liver Function Tests (LFT), Calcium (Ca), Magnesium (Mg), Phosphate, Full Blood Count (FBC), oestradiol / testosterone, Luteinising Hormone (LH), Follicular Stimulating Hormone (FSH), Erythrocyte Sedimentation Rate (ESR), 
Vitamin D, Thyroid-stimulating Hormone (TSH), Blood Glucose Level (BGL)
Consider: amylase, ferritin, Vitamin B12, folate, coeliac serology 


	Observations
	· Electrocardiogram (ECG)
· Continuous cardiac monitoring if Heart Rate (HR) < 50 bpm or changes present on ECG
· 4-Hourly (Q4h) vital signs
· 6-Hourly (QID) BGL


	Height, Weight & Urinalysis
	Pre weight urine in bedpan – Measure volume and perform urinalysis
Young person to wear hospital gown and underpants only

If there are any concerns about incomplete voiding in order to manipulate the recorded weight, perform a bladder scan to determine any residual bladder volume which should be between 0-20ml. 

Note: Low specific gravity on urinalysis can indicate manipulation of weight.


	Mobilisation
	Strict bedrest with toilet privileges


	Clothing & Room Temperature
	Ensure young person is dressed in appropriate clothing for the hospital setting, temperature of the room and time of year. 

If the young person does not have appropriate clothing, please ask their family to provide some. 
Provide warm blankets.
If room temperature can be controlled within the room, ensure it is kept at a reasonable level (follow ward procedures). 


	History
	· Recent weight loss in kilograms
· Identified changes to eating patterns and intake
· Any recent vomiting or diarrhoea
· Any food-related or exercising behaviours


	Nasogastric Tube (NGT)
	Insert as soon as possible and prior to transfer to the ward to reduce delay in commencing nasogastric feeds

Insertion of an NGT is a crucial aspect of treating individuals with an eating disorder. The primary goal is to ensure the safety and well-being of the patient. It is a duty of care to provide necessary medical interventions to prevent complications related to malnutrition and inadequate oral intake12.

Size 8FR or 10FR ENFit Nasogastric Tube (NGT) - long term tube

Medication: PRN PO olanzapine 2.5mg – 5mg, prior to NGT insertion, for distress.

Confirmation of NGT Placement to be undertaken by testing the pH.  If the pH is within the safe threshold (pH ≤4), no Xray is required. 
If the pH is >4, request an Xray through DHR to confirm correct position of NGT prior to use.


	Nasogastric feeds
	See Section 4 – Refeeding Flowchart
If NG placement confirmed and pathology results back prior to transfer to ward, DO NOT DELAY, commence nasogastric (NG) feeds as ordered by paediatrician, in consultation with dietitian. 

Ensure stat doses of thiamine and phosphate have been given – see Medication below

Pumps and feeds can be sourced from the Nutrition Department or, after hours, by contacting the Paediatric Team Leader.


	Medication
	Order the following
Stat, prior to commencing NG feeds: 
Sandoz phosphate 500mg
Thiamine 100mg
Multivitamin x 1

Followed by regular:
Sandoz phosphate 500mg BD
Thiamine 100mg daily
Multivitamin x1 daily
And any other medications previously prescribed

Liaise with Child and Adolescent Mental Health Services (CAMHS) regarding any psychotropic medications to be added or modified


	Referrals
	Ensure the following referrals are placed on DHR:
· Paediatric Medical team
· CAMHS Hospital Liaison Team (HLT)
· Paediatric Behavioural Care Nurse
· Paediatric Psychology
· Paediatric Social Work
· Nutrition Department 
· TCH MH Eating Disorder HUB




Young people presenting to the Emergency Department with a mental health concern will be referred to the Child and Adolescent Mental Health Services Hospital Liaison Team who operates 7 days a week, 0730-2130. Outside of these hours, a referral should be made to the Mental Health Consultation Liaison (MHCL). Referral to either service should be done through DHR as well as contacted via Switchboard.

Young people who require inpatient treatment of an eating disorder due to medical instability, will be admitted under the paediatric medical team.  The paediatric medical team are responsible for submitting a referral to the CAMHS team in DHR. Patients will be allocated to an appropriate bedspace either on the adolescent ward or paediatric high care ward.
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Young people with eating disorders are at greater risk of medical complications, particularly those with Anorexia Nervosa. It is therefore essential to have efficient and timely medical assessment and subsequent treatment commenced. The cause of medical complications can be due to weight loss, rapidity of weight loss and compensatory behaviour that may be being used. Medical instability is as defined in Section 2. Below is a flowchart for refeeding children and adolescents who present as medically unstable. 

Adapted from SCHN Eating Disorder Emergency Department Guidelines and the NSW Eating Disorder Toolkit9.

	Young person presents as medically unstable (HR <50bpm, BP <80/40, Temp <35.5°C, etc) 
· Bloods to be taken. 
· NGT to be inserted as above (8Fr or 10Fr). 
· Commence phosphate (500mg BD), thiamine (100mg OD) and multivitamin (OD) prior to NGT feeds to prevent refeeding.  
· Commence NGT Feeds: 
· Commence NGT Feeds at 100ml/hr of a 1 kcal/ml feed with 30ml water flushes every 4 hours.
· Unless phosphate <1.0, BMI <14, or young person is dehydrated, then feeds to start at 50ml/hr of 1 kcal/ml feed with 100ml water flushes every 4 hours. 
· Recheck phosphate every 6 hours until within normal range.
· Suitable Feeds: Nutrini or equivalent 1.0kcal/ml formula as held in stock by Nutrition Department or available through the Paediatric Team Leader.
· No oral intake to be provided. 
· Continuous Cardiac Monitoring 
· Bed Rest / Level 1 restricted activity  
 

	
â 


	Once HR > 50bpm during the day: 
· Cease Day feeds 
· Commence Red Meal Plan (1500 kcal) with bolus exchange 
· Feeds to run for 10 hours at night  
· 100ml/hr (1000ml of 1 kcal/ml feed) 
· Minimal mobilisation around ward 
· Daily bloods 
· Medication to continue: phosphate (500mg BD), thiamine (100mg daily) and multivitamin (daily). 
· Q4h observations during the day, cardiac monitoring at night
 

	
â 


	If HR remains >50 bpm with decreased feeds for >2 nights: 
· Decrease night feeds to 5 hours 
· 100ml/hr (500ml of 1 kcal/ml feed) 
· Increase day meal plan to Yellow (2100 kcal) with bolus exchanges 
· Bloods twice weekly 
· Medications and mobilisation as previous
· Q8h hourly observations 
 

	
â 


	If HR remains >50bpm with decreased feed for >2 nights: 
· Cease overnight feeds 
· Increase meal plan to Green (2400kcal/day) with bolus exchange 
· Increase mobilisation (20 minutes off ward supervised per day) 
· Weekly bloods 
· Continue phosphate (500mg BD), thiamine (100mg daily) and multivitamin (daily)



Refeeding Syndrome
Refeeding Syndrome is a medical emergency that can occur during the refeeding of a malnourished individual (www.insideoutinstitute.org.au). 

Please see nsw-eating-disorders-toolkit.pdf for further information and management guidelines.

Pumps and feeds
These can be sourced from the Nutrition Department or, after hours, by contacting the Paediatric Team Leader.
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	Physical Assessment
	· Weight, Height & Urinalysis
Note: Weight will be discussed as part of routine care and thus, young people may be made aware of their weight after each check
· Calculate BMI
· Observations: Pulse, blood pressure (including postural readings), temperature, respiratory rate
· Assess for dehydration
· Skin inspection – acrocyanosis, calloused knuckles, lanugo hair, marks/bruising on back indicating recent exercise
· Pubertal status

Daily rounding whilst young person medically unstable. Ongoing reviews throughout admission.

Indicate in notes the progress level (see Section 7) and meal plan (see Section 10) – these will be decided at the Multidisciplinary Team (MDT) meeting however, documenting these daily will ensure all staff are aware of the appropriate management


	History

	A comprehensive history should be taken to confirm the diagnosis and to evaluate any medical risks including re-feeding syndrome.

A comprehensive history may include the following:
· Duration of illness
· Description of eating disorder symptoms (onset, triggers, maintaining factors)
· Weight control behaviours (restricting intake, vomiting, laxative use, excessive exercise)
· Current eating pattern and preferences, including cultural considerations and allergies
· Premorbid weight and growth pattern
· Date of menarche
· Amenorrhoea
· Body distortion, fear of potential weight gain
· Insight into illness and motivation for change
· Impact on school
· Past and co-existing psychiatric history
· Social and family history


	Pathology
	Order daily electrolytes, including serum phosphate, until within normal range / medically stable

Please see Refeeding Guidelines - nsw-eating-disorders-toolkit.pdf

	Medication
	Stat, prior to commencing NGT feeds: 
Sandoz phosphate 500mg
Thiamine 100mg
Multivitamin x 1

Followed by regular:
Sandoz phosphate 500mg BD
Thiamine 100mg daily
Multivitamin x 1 daily
Monitor bloods to decide when to cease phosphate and thiamine replacement. Multivitamin should continue throughout admission and be prescribed on discharge.
And any other medications previously prescribed

Liaise with CAMHS regarding any psychotropic medications to be added or modified


	Level
	Allocate young person to a progress level (see Section 7)
Note: All young people commence on Level 1 unless specified otherwise


	Referrals
	Ensure there are referrals made to the following teams on DHR:
· CAMHS HLT
· Paediatric Behavioural Care Nurse
· Paediatric Psychology
· Paediatric Social Work
· Nutrition Department 
· TCH MH Eating Disorder HUB
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	Observations
	· Continuous cardiac monitoring if HR < 50 or changes seen on ECG
(Record hourly HR & RR rate, Q4h BP & Temperature)
· Once HR >50, Q4h vital signs
· 4/24 BSL until continuous feeds commence, and two stable blood sugars post commencement of feed.


	Weight, Height & Urinalysis
	Biweekly on Mondays and Thursdays
Young person to be weighed before breakfast, wearing only a gown and underpants
Pre weight urine in bedpan – volume measured, and urinalysis attended

If there are any concerns about incomplete voiding in order to manipulate the recorded weight, perform a bladder scan to determine any residual bladder volume which should be between 0-20ml. 

Note: Low specific gravity on urinalysis can indicate manipulation of weight.

Weight will be discussed as part of routine care and thus, young people may be made aware of their weight after each check


	NGT management
	NGT should be flushed q4h as per the CHS Guideline Tube feeding for Infants, Children and Adolescents (Nasogastric, Orogastric, and Nasojejunal). 

	Documentation
	Ensure the following are maintained:
· Strict Food chart
· Fluid Balance Chart
· Bowel chart 
· Paediatric Restrictive Eating Management Plan
· Paediatric Behavioural Assessment, Observation and Management (PBOAM) Plan (minimum ARC 2)


	Mobilisation & ADLs
	As per progress level as allocated by paediatric medical team 
(See Section 7)


	Bathroom use
	· Where possible, bathroom should be locked
· Young person to advise nurse if bathroom required
· Young person is permitted to use the toilet 2 times per shift, with a maximum of 5 times per day. A bedpan is required for additional toileting.
· Toilet visits will be for no longer than 5 minutes.
· Young person is able to have 1 shower per day for a maximum of 10 minutes – this is additional to a toilet visit.

Young people are not directly supervised whilst using the bathroom, however the door is to remain slightly open with a nurse standing at the door. If there is evidence of bathroom misuse or extended time spent in the bathroom, bathroom privileges will be revoked for 24 hours and the MDT will be informed.


	Clothing & Room Temperature
	Ensure young person is dressed in appropriate clothing for the hospital setting, temperature of the room and time of year. 

If the young person does not have appropriate clothing, please ask their family to provide some. 
Provide warm blankets.
If room temperature can be controlled within the room, ensure it is kept at a reasonable level (follow ward procedures). 


	Referrals
	Ensure there are referrals made to the following teams on DHR:
· CAMHS HLT
· Paediatric Behavioural Care Nurse
· Paediatric Psychology
· Paediatric Social Work
· Nutrition Department 
· TCH MH Eating Disorder HUB
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	LEVEL

	
	CRITERIA FOR PROGRESSION

	Level 1 / Bed rest
(at least the first 24 hours)
	· Complete bed rest with the use of the bathroom based on medical condition
· Nasogastric feeds as prescribed
· No school attendance

	Move to Level 2 when:

· Daytime HR > 50 bpm

	Level 2
	· 60 minute rest after all main meals and 30 minute rest after snacks (no bathroom use during this time)
· Meal Plans +/- feeds as ordered and documented
· Hospital School
· Gate passes as documented at the MDT meetings, on hospital grounds
	Move to Level 3 when:

· HR > 50 bpm day and night
· Completing meals without boluses


	Level 3
	· 60 minute rest after all main meals and 30 minutes after all snacks (no bathroom use during this time)
· Meal Plans as ordered and documented
· Menu/meals as per dietary guidelines
· Hospital School
· Leave from the ward with family for up to 30 minutes per day, on hospital grounds, at discretion of MDT
· Gate passes as documented at the MDT meetings, with meals off the ward

	Preparing for discharge when:

· Eating well with family supervision
· Outpatient treatment and follow up organised
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Young people admitted with an eating disorder should be reviewed by the psychiatric and psychosocial teams as close to admission as possible. 

Upon admission, the paediatrics team will need to submit an inpatient consultation request to CAMHS HLT for psychiatric assessment, as well as submit referrals to the behavioural care nurse, psychology, social work and the Eating Disorder Hub. Assessments normally include both the young person and their family to ensure a comprehensive review of symptoms and history of the illness.

The CAMHS team will assess for the type and subtype of eating disorder, as well as any comorbid psychiatric illness that may impact the young person and their treatment. The most common comorbid illnesses in young people with eating disorders include anxiety disorders, obsessive compulsive disorder, and major depressive disorder. There is also a higher incidence of neurodiversity.

Psychotropic medication is normally not indicated for anorexia nervosa. Any decisions regarding psychotropic medication will be made by CAMHS in conjunction with the paediatrics team depending on physical concerns, contraindications, and side effect profiles.

CAMHS HLT will attend the first MDT meeting, and any subsequent meetings upon request by paediatrics as needed.

Upon discharge, the young person may have continued management with the Eating Disorder Hub in the community.
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Family Assessment
A family assessment will be completed during the first half of the admission by the psychologist and social worker. The purpose of this assessment is to understand the context in which the young person lives and to help the family understand the illness their child is experiencing. It is well documented that all family members are affected by an eating disorder and it is important that this is acknowledged. 

The family assessment also provides an opportunity to discuss outpatient psychological treatment options. Primarily this will involve explaining Family Based Therapy (FBT) and what will be required of the family. The family assessment helps the therapist identify challenges the family might have in successfully negotiating treatment. It is important that all team members understand that the need for family assessment in no way implies that the family is to blame for the illness, but rather acknowledges that the illness will have significant effects on how the family functions. 

The provision of psychosocial counselling or therapy is offered at the discretion of the psychologist and social worker. 

Social Work intervention
Social Work intervention targets the family. Social workers generally do not provide individual counselling or emotional support to young people admitted as acute inpatients. Social work intervention occurs in partnership with psychological services. Typically, this will involve joint delivery of a Family Based Therapy (FBT) model. If there are additional social stressors in the family unit (e.g., domestic and family violence, extreme financial hardship), social work can support the family with referrals for practical or financial assistance. 

Social work intervention and support is consent based. A family can decline social work involvement at any time. 

Social Workers are available to the ward staff to guide and support staff in the context of challenging family dynamics and/or admission circumstances. 

Psychological Intervention
[bookmark: _Hlk165530030]Typically, when a young person is admitted they are malnourished and medically compromised, impacting on their brain functioning and making it difficult for them to engage in psychological therapy.  Psychological intervention will predominately focus on supporting the young person to manage distress associated with their illness and hospitalisation. Intervention will also focus on psychoeducation about eating disorders to assist the young person and their family to understand the illness. This alongside other Motivational Interviewing techniques is designed to support behavioural change while an inpatient.  

The psychosocial team are available to the ward staff to provide advice and support regarding with the management of challenging behaviours (Section 13).  
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Meal plans and changes to meal plans will be determined by the Paediatrician in consultation with the MDT at the biweekly MDT meetings.  Changes to meal plans will initially be based on progression with medical stability, then progressed to be based on weight gain and oral intake of the preceding week. No changes should be made to meal plans at other times except under extraordinary circumstances.

Meal selections will be completed by the young person’s family. The young person will have no role in making food decisions except under extraordinary circumstances. The young person’s family will be provided with menus, preference lists and information to make meal selections in line with the Green Meal Plan. Once completed, these selections will be adjusted up or down to the medically prescribed meal plan. This process will be supported by the dietitian and nutrition allied health assistants.

Meal Plans are organised into colours to avoid discussing calories with the young person. Most young people will require at least a Green or Blue Meal Plan for weight gain in hospital.

	Red
	Yellow
	Green
	Blue
	Purple

	1500kcal
	2100kcal
	2400kcal
	2700kcal
	3000kcal
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Meals
Meals will be served as follows:
Note: Exact mealtimes subject to change
	7:30 am
	Breakfast

	10 am 
	Morning Tea

	12 pm
	Lunch

	2:30 pm
	Afternoon Tea

	5 pm
	Dinner

	7:30 pm
	Supper


Meal and post meal support time limits
Time limits will be set for the length of time each main meal or snack can be consumed:
Main meal: 30 minutes
Snack: 15 minutes


After each main meal or snack, young people will be supervised resting for:
Main meal: 60 minutes
Snack: 30 minutes

Meal Supervision
Meals will be served on the adolescent ward in the Activity Room (or alternatively in a room on the paediatric ward). Young people will be escorted to the Activity Room during school hours for all main meals and snacks.

Meals will be served in a group setting with at least 1 nurse supervising the mealtime. 

Meals will be supervised by the nurse responsible for the young person however, supervision may be allocated to another staff member (including AINs) as required by the Nursing Team Leader. 

Parents will not routinely supervise meals unless deemed necessary or recommended by the MDT, for example, as part of discharge planning. In this instance, parents/guardians will supervise meals which could occur on the inpatient ward or hospital café. 

Post Meal Support
Post meal support will follow directly after the meal for a period of 60 minutes for main meals and 30 mins for snacks. During this time, bathroom use is not permitted. Young people may remain in the activity room, return to the Hospital School or their bedroom during this time. Nursing staff will perform regular checks through this time to ensure young people are resting.
Parents can provide post meal support only if recommended by the MDT. Nursing staff should ensure parents are aware of bathroom and activity restrictions during this time.
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Multidisciplinary Team (MDT) Meetings are held a minimum of twice a week (refer to paediatric team to confirm scheduled days and times).

The following disciplines may attend: 
· Paediatric medical officer/consultant
· CAMHS psychiatrist/registrar
· Behavioural Care Nurse (or CNM or Nursing TL)
· Clinical psychologist
· Social worker
· Dietitian
· School Teachers
· ED Hub clinician (or NSW CAMHS counterpart) 

Other disciplines who may be invited could include:
· Physiotherapy
· Occupational Therapy
· Play therapy 
· General Practitioner (particularly closer to the planned discharge date)

Meeting Chair
The MDT will appoint a Chairperson whose responsibility it is to run the meeting and ensure the MDT conduct themselves in a professional and respectful manner. If differences of opinion arise, all positive efforts must be made to address these differences to ensure the young person’s needs continue to be met. 

DHR documentation
Notes of the discussion will be documented in patient notes by any member of the MDT present in the meeting. If notes are not taken by a doctor, they will be signed off by a doctor from the paediatric or CAMHS teams. 

Updating of the Management Plan on DHR should be attended at each meeting by the Behavioural Care Nurse. 

The young person and a family member may be invited to attend at the conclusion of the meeting. A 15 minute time slot is allocated to each young person and their family member to enable them to be updated on what the MDT discussed and any changes to the treatment plan. If the 15 minutes allocated is not long enough, a second time will be arranged for the young person and their family to be seen on the ward by whichever discipline is best suited to respond to their questions, as well as the Behavioural Care Nurse.
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The program consists of Progress Levels 1, 2 and 3 (see Section 7). Progression through the levels is based on a combination of weight gain, improvement in eating habits, as well as medical and psychological well-being. It is not intended to be used as a ‘reward’ system, rather as an indication of improvement and progress towards discharge home.

The structure of the program includes planning in advance for meeting times with parents and, in particular, for discussion with the young person about progression through levels and changes to mealtimes. This means that wherever possible, these decisions can be planned for when the greatest team support is available if it is predicted that it could lead to significant distress for the young person (for example, discussion about weight gain, increase in meal plan, and change in expected discharge).

Hospital School
During the ACT school term, young people on Progress Level 2 or 3 are required to attend the Hospital School during the hours 9:30am – 12pm and 1pm – 2:30pm. Young people are required to return to the ward for snacks and to use the bathroom so these can be monitored and documented by the nursing staff. 

Visiting Guidelines
The MDT will document approved visitors and times of visits for each young person. No visiting will be approved during meal or school times, unless at the discretion of the MDT.
If the young person is admitted out of hours, immediate family can visit (as per the ward policy) however this will be reviewed at the next MDT meeting.

Bathroom use
To show respect to the young person and their right to privacy, bathroom use will not be supervised unless there is concern that challenging behaviours are occurring in the bathroom, for example, exercise or self-harm, or time within the bathroom is greater than what is allowed (see below).

The following conditions will be provided regarding toilet and shower use:
· Where possible, bathrooms should be locked
· Young person to advise the nurse when the bathroom is required, either to use the toilet or the shower. 
· Young person is permitted to use the toilet 2 times per shift, with a maximum of 5 times per day. A bedpan is required for further toilet requests.
· Toilet visits will be for no longer than 5 minutes.
· Young person can have 1 shower per day for a maximum of 10 minutes.
If there are concerns that challenging behaviours are occurring in the bathroom, privileges will be revoked, and the young person will return to level 1 for 24 hours (bed rest with no use of the bathroom). This will be documented in the patient record on DHR and the MDT will be made aware of the behaviour concerns and the action taken.
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	Slow weight gain
	Increase meal plan
Introduce a penalty bolus (bolus energy higher than food)
Reduce or no increase in Progress Level
Reduce gate pass leave
Increase rest period after meals and snacks
Implement direct bathroom supervision
Reinforce eating does not = discharge (if this is a concern)
Be open about expectations
Be patient


	Not eating
	Boluses for the whole value of the food portion
If patient is not wanting to eat, look creatively around initiating eating.
For example:
· Identify 1 meal at a time to eat and link positive outcome with it, usually start with a snack rather than a main meal
· Give gate passes as rewards
· Reinforce eating does not = discharge (if this is a concern)


	Messy eating
	This should be discussed when oral intake is commenced
One warning given per 24 hours
If messy eating is observed more than once in 24 hours:
· Full bolus if related to one food item
· If general messy eating then receives 50ml ensure bolus


	Hiding food
	Bolus for full value 
For example: Hides a few biscuits receives bolus for full amount of the biscuit serve


	Purging
	Bathroom restrictions
Blood tests
Physical examination
Post meal supervision increased


	Exercise
	Explain that this is not acceptable behaviour
Offer support around setting up distractions
Give one warning then 24 hours on level 1 with no toilet privileges or give additional penalty bolus as per MDT decision


	Unpermitted bathroom use

	Give one warning then 24 hours on level 1 with no toilet privileges

	Emotional distress
	Time out
Medication as charted
Implement traffic light system to assist with communication and pre-empting escalation


	Self-harm – cutting
	Explain that this is not acceptable behaviour
Offer support around setting up distractions
Medication as indicated
If continues, increase supervision (Nursing special)
Implement traffic light system to assist with communication and pre-empting escalation


	Self-harm – hitting head/self/others

	Try and de-escalate situation through talking
Give time out
Offer support around setting up distractions
Medication as indicated 
Implement traffic light system to assist with communication and pre-empting escalation


	Devices (Phones and other devices with internet access)
	Parents should be asked to remove mobile phone if impacting on program, e.g., causing increased distress or using their phone to access inappropriate sites (calorie counters, step counters etc)

No phone calls during school hours: 9:30am – 2:30pm
Parental discretion as to whether to take phone home or leave with nursing staff
No Smart watches


	Temperature Manipulation through room thermostat or inappropriate clothing
	Give one warning then 24 hours on level 1

Ensure room thermostat set to correct temperature (as per ward procedure)
Ensure appropriate clothing for hospital setting, indoor temperature and season, are worn
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Young people should be referred to the Eating Disorders Clinical Hub (EDCH) upon admission to support early engagement with outpatient services. This referral should be made specifically to the Transition Clinician (TC) through DHR (TCH MH ED CLIN HUB). If the young person is already engaged with the EDCH than a handover should be provided to the inpatient team using the ISBAR format.

The criteria for young people to be referred into this service are:
	EDCH

	· Have a primary diagnosis of a weight/shape related eating disorder (e.g., this includes, but is not limited to Anorexia Nervosa, Bulimia Nervosa and Binge Eating Disorder). Note- the Hub is not funded to treat people diagnosed with ARFID.
· A current resident of the ACT
· Medically stable
· Engage with their GP regularly for medical monitoring
· Be meeting 100% of nutrition needs orally
· If a family-based therapy approach is indicated, the family is to be engaged and supportive of treatment


	TC

	· Not currently engaged with an appropriate private/community service (e.g., EDP)- though TC may attend MDTs on behalf of EDP clinicians to support communication
· Agreeable to engage with TC support
· Resident of the ACT
· Have a weight/shape related eating disorder (e.g., Binge Eating Disorder (BED), Anorexia Nervosa (AN), Bulimia Nervosa (BN)- not Avoidant Restrictive Food Intake Disorder (ARFID)




During the young person’s admission, the TC will attend MDT meetings at least weekly and meet with the family on the ward to complete the intake process.

In preparation for discharge, the TC will provide support to the inpatient team for discharge planning. If the young person meets criteria to be referred to the EDHC, the young person will be able to access the services provided by the EDHC to assist in their recovery and prevent relapse. Treatment options for the young person and their family include the Eating Disorders Program and / or the Family based therapy parent group. 
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[bookmark: _Hlk43366294]Outcome
· Reduction in length of stay
· Young people admitted to the Adolescent and Paediatric wards receive consistent, evidence-based treatment
· Transition of care to outpatient services for young people with an eating disorder is managed smoothly

Measures
· Data reviewed regarding length of stay
· Ongoing monitoring and discussion among paediatric MDT
· Regular assessment and monitoring of all RiskMan incident reports and consumer feedback data related to young people admitted for management of eating disorders
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Policies
· Nursing and Midwifery  Board of Australia (NMBA) -Requirements for Practice
· Patient Identification and Procedure Matching 
· Informed Consent-Clinical 
· Child Protection 
· Emergency Detention in the Inpatient Setting and a Person’s Rights under the Mental Health Act 2015 

Procedures
· CHS Cancer Multidisciplinary Meeting (Adults Only) 
· CHS Emergency Department and Mental Health Interface
· Caring for Infants, Children and Adolescents During Procedures
· Care of Persons Subject to Psychiatric Treatment Orders (PTOs) with or without a Restriction Order (RO)

Guidelines 
· CHS Adults with Eating Disorders – Medical Management of (Inpatients)
· Tube feeding for Infants, Children and Adolescents (Nasogastric, Orogastric, and Nasojejunal)

Legislation
· Human Rights Act 2004
· Mental Health Act 2015
· Children and Young People Act 2008
· Health Records (Privacy and Access) Act 1997
· Guardianship and Management of Property Act 1991

Other
· Australian Charter of Healthcare Rights
· Sydney Children’s Hospital Network Eating Disorder Service, The Children’s Hospital at Westmead, Eating Disorder Inpatient Program: Clinician Guide [Available upon request].
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	Abbreviations/Acronyms
	 

	AN
	Anorexia Nervosa

	ARFID
	Avoidant/Restrictive Food Intake Disorder

	BED
	Binge Eating Disorder

	BMI
	Body Mass Index

	BN
	Bulimia Nervosa

	CAMHS
	Child and Adolescent Mental Health Services

	DHR
	Digital Health Record

	DSM-5
	Diagnostic and Statistical Manual of Mental Disorders Fifth Edition

	HLT
	Hospital Liaison Team

	kcal
	kilocalorie

	LGBTIQ+
	Lesbian, Gay, Bisexual, Transgender, Intersex, Queer, Questioning

	MHCL
	Mental Health Consultation Liaison

	SCHN
	Sydney Children’s Hospital Network

	Definition of Terms
	 

	Acrocyanosis
	A condition marked by bluish or purple colouring of the hands and feet, caused by slow circulation

	Lanugo hair
	Fine, soft hair, sometimes referred to as downy hair or peach fuzz. It usually grows in utero, while a foetus is developing.
In the context of an eating disorder, lanugo hair grows in the body’s attempt to regulate temperature due to the absence of bod fat.

	Refeeding syndrome
	Occurs when nutrition is increased following a period of starvation. During starvation, intracellular electrolytes become depleted from fat and protein catabolism. Upon refeeding, insulin secretion stimulates intracellular glucose and electrolyte uptake leading to:
· Derangement of serum electrolytes
· Vitamin deficiencies
· Sodium and fluid retention
Refeeding syndrome can be life-threatening leading to complications such as cardiac failure, arrhythmia, delirium and seizures.
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Attachment 2 – Progress Levels
	Level
	
	Criteria for Progression

	Level 1
	Complete bed rest with the use of the bathroom based on medical condition

Nasogastric feeds as prescribed

No gate passes

	Move to Level 2 when:

Daytime HR > 50 bpm

	Level 2
	60 minute rest after main meals, 30 minute rest after snacks

Meal plans +/- feeds as ordered and documented


	Move to Level 3 when:

HR > 50 bpm day and night

No NGT feeds

Completing meals without boluses

Behaviour contained (exercise, food hiding, purging)


	Level 3
	60 minute rest after main meals, 30 minute rest after snacks

Meal plans +/- feeds as ordered and documented

Menu / meals as per dietary guidelines

Leave from the ward with parents for up to 30 minutes per day


	Preparing for discharge when:

Satisfactory weight gain on external gate passes

Eating well with parental supervision

Outpatient treatment and follow up organised
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+ Bloods to be taken

+ Nasogastric tube to be inserted

+ Commence phosphate prior to feeds - 500mg bd
‘and thiamine - 100mg to prevent refeeding syndrome

+ Feeds commenced at 1 cal/mi at 100mis/hr (n over 14 years)
and at 50 or 75 mis /b in younger patients or if BMI < 14 or
ifat high risk of refeading syndrome)

+ Continuous cardiac monitoring Gf available)

+ Bedrest

+ Daily multivitamin

At2ahes:
+ Increase feed to 100mis provided electrolytes/ phosphate
etc corrected/stable

I children under
the age of 14 orin
individuals with
signs of cardiac
fallurs commence
feeds at a lowar
rate 1o avoid fluid
overload. Rate of

Once HR > 50 b/min during day:

+ Cease continuous nasogastric feeds during the day and
‘commence meal plan

+ Commence red meal plan 1500 k/cal) bolus exchange

+ Feeds to run for 10hrs at night
© 1000mis of feed 1 cal/ml

+ Minimal mobilisation around ward - toile privileges.

+ Daily bloods

+ Medication BD phosphate 500mg and daily multvitamin +
thiamine

+ Continue continuous cardiac monitoring at night

+ /24 observations during the ay.

I HR remains > 50 b/min with decreased feeds for 2 nights
+ Decrease night feeds to'5 hrs

o 500mis of feed Ical/m!
+ Increase day meal plan to yellow® (2100 k/Cal) bolus exchange
+ Medications and mobiliation as previously indicated.

I HR remains > 50 b/min with decreased feeds for 1 night

+ Cease overnight feeds

+ Increase day meal plan to green* (2400 k/Ca) bolus exchange
unless very young or very small in which case 2100 keal
may be enough

+ Increase mabilisation

+ Continue multvitamin unti discharge; review need for ongoing
phosphate and thiamine (cease if EUC/CMP remains stable)

Discharge is recommended when eating sufficiently to maintain stability and support ongoing recovery
without supplements. Real recovery means real food.
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MEAL SUPPORT FOR PEOPLE WITH

EATING DISORDERS:

THE VICTORIAN
cenres o
EXCELLENCE IV
EATING.
DISORDERS

How do we do it?

[WHAT 15 THE TASK? Helping a person to do something they need to do (eat for safety & health), but are

fearful and reluctant to doing.
Clincian Stance: Prepared Consistent cam hssertive Kind
o0 on't

Preparation & planning:

- Understand treatment goals and tasks (e.g, weight
restoration; normaregular eating; minimising binge
eating; minimising purging behaviour; containing physical
actiity)

- Prepare the dining environment (pro-normal eating)

- Keep clients nformed (meal plan, mea time schedule &

guidelines; what s expected of them & taff)

- Check meal accuracy

- What o do if the clent i having trouble

- What to do i the client can't complete the meal

- Find out what the client finds helpful & supportive.

- Address any concerns you may have about
the treatment plan with the clent. Take
this up i team discussions.

~Be inconsistent as aclincian or a team

- Assign this task to casualor inexperienced
staf without preparation & suppor

Coach-
- Encourage person to eat - break the taskinto smallsteps,
eg:“You need tomake a start”
- Remind them of the next step
g “just pick up the sanduwich”
-Stay calm outwardly, keep your voice at a normal evel
- Provide prais for efforts

~Behave inan angry orcritcal way;
-Nag.
~Humiliate or idicule clients

Distract.
Eg: Chat about other things; get to know the person & their

~Talk / Argue about food, calories, deting,

- Acknowledge thir feelings and the challenge of their task
Eg: I can see this s really hard for you”

nterests, have  oke together;read outlou; use puztles | 1" Orent of e meal
Compassionate Reflection- ~Talk about why's =

~Show the person that you know this s hard for them and | Eg: why the anorexia, why the treatment,
youare istening to them ‘why tis i hard, why ths food

~Talk that makes the ED seem impossible to
understand or stupid

‘Remind person of the bigger picture-
Eg: They need to eat; We all do. Food is thelr medicine and
they need to eat o get out of hospital & nto e
- Ask what they look forward to outside hospital

~Over focus on the details of food & weigh;
physical experience of eating

‘Remind yourself about externalising the Eating Disorder
Eg:This st person and this i the anorexis - the mental
illness,

- speak 1o the person who, on some level, wants to recover

~Forgeta clent doesrt choose to have an
)

B SO RN L
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1. Maintain an empathic and non-judgemental approach
Ensure your tone of voice is calm, firm and warm.

+ Lower the tone of your voice
Be patient, kind, gentle and firm
Be positive, focus on positive reinforcements rather than punishment
Remember how excruciatingly diffcult this i for the patient
Keep your focus on finishing the meal

2. Validate distress
Ifthe patient is distressed, scared, upset or angry, validate their experience.

* “Ican see that this s really difficult for you right now.”
“Iknowtis hard. But look how brave you are standing up to the eating
disorder.”
“Iknow you can do i, and I am here to support you."
“I can see you are hesitant to eat any more. Take a deep breath in with
me and a deep breath out"
“Thisis 5o tough, but you are ok, you're getting through i

3. Support the patient to eat more.
Explainto the patient that you are going to hlp them get through their meal or snack.
+ “'m going o stay right here and help you get through this. Can you pick up your fork and have.
another bite?”
+ “Pickup your fork...now take a bite.”
+ "You need to eat some more, can you ty take another bit. Let’s ry now.”

4.Validate progress and provide encouragement
Encourage the patient with positive reinforcement to keep going.
« “That was great, well done. Now, can you have another bite?"
+ "You are so brave. Keep going."
* "You are doing such a great job so far, let's keep it up."

5. Avoid negotiating with the eating disorder
Deflect any negotiations for discussion with the team at a later date and refocus on finshing the meal.
« B familiar with the hospital's meal guidelines and abide by these
* *lunderstand that you think thisis too much food, but this is what has been specifcally prescribed
for you. Let's focus on finishing this meal, and when the team comes in you can speak to them
about t."
* "The Dietitian has individually tailored this meal plan for your specific health requirements. Itis
important that you finish it
« *This food is medicine for your body."
* "l can't make any changes to your meal plan, so let's focus on eating what s here."

6. Refocus on their goals of treatment
If the patient is unable to eat more, help them to refocus on their goals of treatment

= “Can we take a step back from this meal right here and think about your goas. Is completing this meal
going to help you to achieve your goals”
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s completing this meal going to get you one step closer to discharging?"
“Can| help you to get through this meal? Let's start by taking another bite — you can doit.”

7. Encourage normal eating behaviours
Provide gentle reminders or intructions to prevent the patient from engaging in eating disorder
behaviours.
* "Rather take bigger bites please.”
*"it's more normal to use your hands to eat your muesli bar, can you put down the knife and fork ™
* *Please don't break up that piece of toast into more than 4 pieces.”
* Maintain a supportive tone of voice.

8. Address eating disorder behaviours aimed to minimise food intake
Deal with eating disorder behaviours in the moment as they occur.
« *Please don't smear food in your napkin, here Il take the napkin until you are finished."
« *Please pick that up from your lap and put it back on your plate.”
* "Please take off your jumper so that you cannot use your pockets to hide food."
* Maintain a supportive tone of voice.

9. Provide distraction
Distract the patient away from the distress of the meal when they are eating.
« Engage in light conversation
« Trivia questions, a puzzle or card game
.+ Music
* Radio, audio books or television if necessary.
Find the balance between providing distraction but always remaining focused on the task of completing.
the meal.

10. Stay focused on completing the meal
‘Whilst providing support, distraction and monitoring eating behaviours, remember that the goal i to
complete the meal.

* Keepan eye out for delayed breaks between mouthfuls, playing with food

+ or procrastinating eating,

* Remember every mouthful counts

« Sty calm, confident, consistent and compassionate
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