
 

Service Standards  
Standards for Inpatient Eating Disorder Units  
Pilot Edition  
 

To be read in conjunction with QNIC Service Standards 6th Edition 

HarrietC
Typewritten Text

HarrietC
Typewritten Text

HarrietC
Typewritten Text

HarrietC
Typewritten Text

HarrietC
Rectangle

HarrietC
Rectangle



No. Standard Rating 

1 Environment and Facilities    
  

ED 
1.1.13 

There is a specific space within the dining area set aside 
for close supervision and support for eating disorders 

1 

ED 
1.1.22 

There are facilities for young people to make their own 
hot and cold drinks and snacks where risk and care 
planning permits 

3 

ED 1.3.2 If the unit admits young people who have physical 
disabilities, the environment meets their needs and 
complies with current legislation 

1 

ED 1.1 Young people with eating disorders have appropriately 
controlled access to gym, basic shop or canteen when 
specifically prescribed in their care plan 

2 

ED 1.2 Doors have viewing panels and their use is managed to 
balance privacy and safety GUIDANCE: Staff should not 
be able to be alone in a room with a young person 
without being observed 

2 

ED 1.3 The unit can make adjustments to accommodate male 
patients and adapts the environment accordingly 

2 

ED 1.4 The unit is adapted to meet the challenges of the 
physical fragility that can arise from eating disorders eg. 
grab handles 

1 

ED 1.6.2 The unit has resuscitation equipment and its location is 
clearly identified Guidance: This should include a fast 
acting glucose supplement 

1 



No. Standard Rating 

2 Staffing and Training                                                                                      

ED 2.1 There are systems in place to ensure that all factors 
which affect staffing numbers and skill mix are taken 
into consideration, and staffing 
levels are reviewed on a daily basis. These factors are: 
 
- levels of observation; 
- sickness and absence; 
- training; 
- supervision; 
- escorts; 
- consultation, outreach and liaison functions; 
- the needs to promote young people’s independence; 
- therapeutic engagement; 
- acuity levels; 
- conformance with local human resources guidance; 
- staff capabilities; 
- clinical meetings; 
- relocation of staff 

 

1 

ED 2.1.6 Where bank and agency staff are used, they are familiar 
with the unit and are experienced in working with young 
people with mental health 
problems (and preferably have experience in working 
with young people with eating disorders) 

 

2 

ED 2.3.7 A typical unit with 12 (ED) beds includes a minimum of 
0.5 WTE dietician 

 

1 

ED 
2.3.16 

There is an identified duty doctor to attend the unit, 
including out of hours who has access to expert advice 
to deal with medical and psychiatric emergencies that 
occur in eating disorders 

 

1 
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ED 2.7.2 All staff, including temporary, bank and agency staff, 
have a comprehensive induction to the service which 
covers key aspects of care. This should cover: 
 
- the physical care of young people with eating disorders 
- mealtime protocols 
- the highly structured nature of the eating disorder 
ward programme 
- access to food, drink and exercise 
- suitable topics of conversation, with particular 
reference to discussions about weight, shape and eating 
- coercive behaviour 

 

1 

ED 2.2   The responsible consultant psychiatrist has relevant 
eating disorder experience as laid out by the Consult 
Report 174 

 

1 

ED 2.3 There are planned cover arrangements for both 
psychiatric and medical needs for when unit staff are on 
leave 

 

1 

ED 2.4 Staff who are involved in supporting young peoples' 
meal times have been trained to do so 

 

2 

ED 2.5 Staff who are involved in delivering individual, family 
and group therapies for eating disorders have been 
trained in evidence based therapies 

 

1 

ED 2.6 Staff who are involved in assessment and the 
formulation of care-planning have received training on 
managing distorted perceptions of food, body image and 
managing young people with an emerging personality 
disorder 

 

1 

ED 2.7 Staff are aware of the ethical implications of coercive 
practices 

 

1 
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ED 2.8 Permanent clinical staff who are involved in the day to 
day care of young people with eating disorders receive 
eating disorder specific training on psycho education, 
motivational enhancement and working with families 

 

2 

ED 2.9 All staff are aware of the risks involved with eating 
disorders as outlined in the MARSIPAN guidelines 

1 

ED 2.10 Health care professionals managing young people with 
anorexia nervosa are aware of the increased risk of self-
harm and suicide 

 

1 

ED 2.11 Staff implementing enteral feeding are trained in the 
physical and psychological aspects of its use 

 

1 

ED 2.12 Registered nurses and medical staff are able to 
recognise signs and symptoms of refeeding and 
underfeeding syndrome 

 

1 

3 Access, Admission and Discharge               

ED 3.1 A designated member of the team, with appropriate 
eating disorder experience, reviews all referrals and 
assigns priority within 2 working days of receipt 

 

1 

ED 3.2 The unit provides an initial verbal response to referrers 
within 2 working days of receipt of written referral, and 
this is documented 

 

1 

ED 3.3 A formal written assessment follows within 14 days of 
assessment with the unit 

2 
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ED 3.4 If a young person is referred for admission by a 
non‐specialist service and a space is not available, the 
eating disorder unit provides expert advice to the service 
to support the safety of the young person 
   
Guidance: This might include providing: 
- face‐to‐face and telephone consultation; 
- written protocols; 
- input into care plans, etc   

 

2 

ED 3.5 The unit provides written feedback to referrers, GPs and 
other relevant professionals at least once every 6 weeks 

 

2 

ED 3.6 There are written criteria for transferring young people 
into acute medical services comply with Junior 
MARSIPAN recommendations 

1 

ED 3.7 If a young person requires transfer to another ward(e.g. 
Paediatric/medical/psychiatric etc), the eating disorder 
unit ensures that arrangements are in place for 
nutritional support to be maintained 

 

1 

ED 3.8 If a young person requires transfer to another ward (e.g. 
paediatric/medical/psychiatric etc), the eating disorder 
unit ensures that psychosocial interventions are 
maintained and there are local policies in place for this 

 

3 

ED 3.9 The unit links in with local adult eating disorder services 
to develop a transition policy 

 

3 

ED 3.10 The unit provides support for carers during the young 
person's transition from CAMHS to adult services where 
possible 
Guidance: This should include inviting carers to 
transition meetings with adult services 

 

3 

ED 3.11 All young people have access to eating disorder 
professionals with knowledge of local resources to 
support them and their parents/carers on discharge. This 
access is facilitated by the team 

 

2 
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4    Care & Treatment             

4.1 All young people are assessed for their health and 
social care needs 

  

ED 4.1.1 Unit staff use a structured eating disorder specific and a 
general risk assessment tool for all young people. Risk is 
assessed using the formal risk assessment tool on 
admission and reviewed every six weeks as a minimum 

 

1 

ED 4.2 A record of the eating disorder risk assessment is made 
available to the young person (and carers where 
appropriate) and all those involved in the care plan, with 
appropriate consent 

 

1 

ED 
4.2.2.4 

Family therapy is provided for every young person at 
least once every two weeks 

 

1 

ED 4.3.1 A structured therapeutic programme, comprising a 
mixture of meal times, group work, individual sessions 
and education is run during weekdays 

 

1 

ED 4.8.5 There are arrangements for families to eat with young 
people at mealtimes and the cost of the meal is covered 
by the organisation. Guidance: This may include work 
with ED (independent eating programmes), OCD, 
psychotic patients etc.  

 

2 

ED 4.3 If initial assessment identifies co‐existing physical 
conditions that increase risk (e.g. diabetes, pregnancy), 
the assessing practitioner liaises with/refers to a 
physician or paediatrician, and this is documented 

 

1 

ED 4.4 Young people are informed of the level of risk to their 
physical health and this is recorded. Depending on the 
young person's competency/capacity, this is also shared 
with their parents/carers 

 

1 

ED 4.5 A formal assessment of nutritional status is carried out 
by a qualified dietician on admission within two working 

1 
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days 

 
ED 4.6 All young people with an eating disorder are offered 

dietetic interventions from a qualified dietician to 
prescribe individualised eating plans and support 
behaviour change around food 

 

1 

ED 4.7 Young people who are vomiting frequently or taking 
large quantities of laxatives have their fluid and 
electrolyte balance monitored, as 
determined by clinical need. 
 
Guidance: Interpretation of results should occur within 
24 hours 

 

1 

ED 4.7.2 Monitoring of fluid and electrolyte levels are recorded in 
the patient notes 

 

2 

ED 4.8 There is evidence that the frequency of investigations 
and assessments is adjusted in accordance with 
individual need and associated medical or psychiatric 
risk 

 

1 

ED 4.9 During intimate or physical examinations where a staff 
member and a young person are of different gender, a 
chaperone with the same 
gender as the young person is always provided 

 

1 

ED 4.10 There are written pathways to provide assessment and 
treatment by paediatric, endocrine and bone specialists 

 

2 
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ED 4.11 A young person is cared for on a medical/paediatric ward 
if they need a 
medical treatment that is unavailable on the specialist 
eating disorder 
unit, e.g.: 
 
• IV infusion; 
• artificial ventilation; 
• cardiac monitoring; 
• CVP lines; 
• provision of a resuscitation team; 
• treatment of serious medical complications 

 

1 

ED 4.12 Young people with eating disorders are offered 
evidence‐based family interventions that directly address 
the eating disorder, and this is recorded 

 

1 

ED 4.13 For all young people with an eating disorder, the 
therapeutic involvement of siblings and other family 
members is considered, and this is recorded 

 

2 

ED 4.14 Young people have access to interventions that promote:  

ED 
4.14.1 

Self care skills (e.g. eating, meal preparation, food 
shopping, eating in public, clothes shopping, body 
image, etc 

2 

ED 
4.14.2 

Work or study skills (e.g. career planning) 2 

ED 
4.14.3 

Leisure skills (e.g. creative, social, community based 
activities) 

2 

ED 
4.14.4 

Life skills (e.g. interpersonal skills, assertion skills, 
emotional coping skills, etc) 

2 

ED 4.15 Psychological treatment focuses on eating behaviour, 
attitudes to weight and shape and wider psychosocial 
issues  
Guidance: This might include healthy self‐care; 
productivity and leisure activities; independent living; 
communication and assertion; and emotional coping etc. 

 

1 
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ED 4.16 Staff and young people openly discuss the risks of social 
networking and pro‐anorexia nervosa websites in an age 
appropriate way 

 

2 

ED 4.17 Where coercive practices are used, there is a structured 
treatment plan and the risks and benefits are carefully 
considered, e.g. in clinic 
protocols and supervision 

 

2 

ED 4.18 For young people with eating disorders, the allocated 
nurse monitors the tolerability and side effects of new 
medication on a daily basis 

 

2 

ED 4.19 The responsible clinician and the primary nurse monitor 
the therapeutic response to medication on a weekly 
basis 

 

2 

ED 4.20 When prescribing drugs that may compromise cardiac 
function, the prescribing clinician can provide written 
evidence that risk has been 
considered and consultation has occurred where 
necessary 

 

1 

ED 4.21 When prescribing drugs that may compromise cardiac 
function, ECG monitoring is undertaken and repeated as 
appropriate 

 

1 

ED 4.22 Parents/carers are given information on sources of 
support for carers of people with eating disorders 

 

2 

ED 4.23 Parents/carers are included in dietary education or meal 
planning for young people with eating disorders, where 
appropriate 

 

2 

ED 4.24 Weighing is carried out regularly (no more than twice a 
week) and is documented 

 

1 
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ED 4.25 Goals around weight restoration targets (i.e. rate and 
amount of weight gain) are individually planned 
according to the needs of the young 
person 
 
Guidance: NICE recommend a target of 0.5‐1kg weight 
gain per week 

 

1 

ED 4.26 Height and weight are monitored and plotted on a 
development graph regularly and discussed with the 
young person and their parents/carers 

1 

ED 4.27 There is a written policy on how to manage refeeding 
Guidance: This is done following MARSIPAN guidelines 

 

1 

ED 4.28 There is a policy that states that oral refeeding is the 
preferred method and there is a policy for when enteral 
feeding is used 

 

1 

ED 4.29 When enteral feeding is used, a dietician is consulted to 
ensure the feed is nutritionally complete 

 

1 

ED 4.30 When nasogastric feeding is used, the Royal College of 
Psychiatrists, NICE and NPSA guidance is adhered to 

 

1 

ED 4.31 Restraint to feed and/or nasogastric bridles should only 
be used in life‐threatening situations, or as part of a 
carefully considered multi‐disciplinary care plan which is 
regularly reviewed 

 

1 

ED 4.32 Young people in the early stages of refeeding are 
monitored closely for signs of biochemical, 
cardiovascular and fluid balance disturbance 

 

1 

ED 4.33 Electrocardiographic monitoring is conducted when there 
is cardiac risk from electrolyte disturbance and is 
repeated as appropriate 

 

1 

ED 4.34 Young people have supported periods of home leave to 
develop independent eating, well in advance of 
discharge 

1 
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ED 4.35 Leave planning includes a crisis intervention plan and an 
agreement about who retains clinical responsibility for 
the young person. This is discussed at the CPA meeting 

 

2 

ED 4.36 When a young person is on leave, they are able to 
contact and return to the unit if problems arise, and are 
told how to do this 

 

2 

ED 4.37 Unit staff provide post‐meal/snack support to young 
people, appropriate to the individual's care plan 

 

1 

ED 4.38 Within a clearly described menu plan, the food choices of 
young people are respected, as per the individual's care 
plan 

 

1 

ED 4.39 Religious and ethical dietary restrictions are 
respected  unless they present a threat to recovery 

 

1 

ED 4.40 Where menu choices have been restricted as part of 
treatment, there is a clear plan for reintroducing choice 
and encouraging young people to improve their 
relationship with food in an age‐appropriate way 

 

1 

ED 4.41 A dietician oversees the catering provision to ensure the 
individual nutritional needs of the young people are 
being met 

 

2 

ED 4.42 Staff eat appropriate food when eating with young 
people 

 

2 

5 Information, Consent & 
Confidentiality                 

ED 5.1 Young people, and where appropriate parents/carers, 
are offered education and information on the nature, 
course and treatment of eating disorders. 

 

 2 
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ED 5.2 Young people and their parents/carers are offered 
information and harm minimisation advice about short 
and long‐term risks (e.g. damage to teeth, reproductive 
system, osteoporosis, growth and development in 
children and adolescents) and this is recorded 
 
Guidance: e.g. information sheets developed by 
BEAT,  Royal College of Psychiatrists, etc 

 

 2 

6 Young People's Rights and 
Safeguarding Children      

ED 6.1 There is a minimum weekly minuted community meeting 

 

2 

ED 6.2 Staff working in generic CAMHS units clearly document 
the risk of injury or collapse during restraint in the 
record of young people with eating disorders and 
communicate this to all MDT members 

 

1 

ED 6.3 Repeated restraint for the purpose of NG tube feeding is 
reviewed and a second opinion is sought and recorded 

1 

7 Clinical Governance                                              

ED 7.1 There are policies on the following medical and 
psychiatric emergencies that occur in eating disorders 
and staff demonstrate awareness of what to do in these 
situations: 
- refeeding syndrome; 
- suicidality; 
- electrolyte disturbance; 
- extreme agitation; 
- hypoglycemia 

 

1 

ED 7.2 There is a protocol to cover the process around gaining 
assistance in a medical emergency 

1 

ED 7.3 The unit encourages innovative practice and is evidence 
generating 

 

3 



 




