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1. BACKGROUND
In October 2014 the NHS Five Year Forward View was published. The paper outlines the
vision for the future of the NHS. The strategy is agreed between six leading NHS groups
including Monitor, Health Education England, the NHS Trust Development Authority, Public
Health England, the Care Quality Commission and NHS England. In launching the review
the direction for the way services need to improve is broadly outlined and the deliverables
supported by way of an overarching Taskforce.
The Young People’s Mental Health and Wellbeing Taskforce was established in September
2014. The aim of the Taskforce is to consider ways to improve access to mental health
provision for children, young people and their families.
At a national level the Taskforce have identified the following key areas of focus:


Development of new access and waiting times standards for Eating Disorder



Delivering waiting times standards for Early Intervention in Psychosis by April 2016



Commissioning a new national prevalence survey of child and adolescent mental
health



Implementing the Child and Adolescent Mental Health Services Minimum Dataset
including CYP measures



Continuing to focus on case management for inpatient services for children and
young people



Testing clear access routes between schools and specialist services for mental
health



Improving children’s access to timely support from the right service through
developing a joint training programme to support lead contacts in mental health
services and schools



Improve public awareness and understanding of children’s mental health issues,
through continuing the existing anti-stigma campaign



Encourage schools to continue to develop whole school approaches to promoting
mental health and wellbeing through a new counselling strategy for schools

In England £150 million has been identified to improve services for children and young
people with mental health problems, with a particular emphasis on eating disorders as it has
been identified that children and young people with eating disorders are particularly at risk
and who more often than other groups of young people require Tier 4 admissions which lead
to worse outcomes as well as disruption for the family and usage of scarce resources.
In the Autumn Statement 2014, £30 million per year was identified to implement the
proposed transformation of eating disorder services which includes improvement of
consistency and quality and an enhanced community and day treatment care provision.
2. Current Service
In the Mental Health Trust’s CAMHS transformation Sep 2014, the focus for establishing a
Tier 3 Dedicated Community Eating Disorder Team (subsequently called CEDT) was
founded on a need to treat established ICD-10 threshold eating disorders. Since the service

was established, swifter access has been achieved, thus improving significantly on the
previous model of Tier 3 locality CAMHS having an eating disorder mini-team mechanism for
addressing low number, high need cases.
Current Clinical Model
The current provision of the dedicated service is based on treating established ICD-10
threshold eating disorders with core treatments, focussing on quick access, specialist skills,
and a co-ordinated, consistent approach. The team delivers better access over the old
model of Tier 3 locality CAMHS eating disorder mini-teams, and on the whole, expertise in
eating disorders has increased over the previous multiple mini-teams.
The Dedicated team has developed significant links with Paediatrics at St George’s, which
was a key priority and an important reason for locating on the Springfield site. Paediatric
liaison has been more consistent and there have been reductions in numbers of acute
admissions to Paediatric wards. Paediatric liaison for inpatient re-feeding on a paediatrics
ward has been used effectively to keep a couple of patients out of Tier 4 SEDUs.
Similarly there has been development of unified processes in guiding GPs on medical
management has improved liaison with GPs and greater clarity of roles.
The service is one of the few centres in the country to have started using Emotion-Focussed
Family Therapy (EFFT), which enhances carer management of emotions and so helps with
the very difficult task for parents in the management of re-feeding the young person at home.
Limitations of the current Service
The service currently operates on an acceptance criteria based on ICD-10 threshold eating
disorders, which is much narrower than current guidance. Feeding disorders / ARFID are
excluded, as are all sub-threshold cases and some cases where the eating disorder is not
the primary problem.
Access is by GP, school nurse, or locality team referral. Self-referrals are not accepted.
The current establishment is a fraction (1/4 to 1/6) of the staff identified in the new
commissioning guidance. Available resource is focused on the delivery of a single main
intervention, i.e. ED-based family therapy for Anorexia Nervosa and CBT for Bulimia
Nervosa.
In order to be responsive the service has focussed on swift access, achieving an
assessment in 2 weeks for most urgent cases and 4-6 weeks for routine cases. Whilst swift
access has been achieved, the service has been unable to offer the full course of treatment
delivered later in the care pathway, and without full treatment of all co-morbidities. This
results in young people and families getting ‘stuck’ and so requiring Tier 4 admissions later
down the line, and incomplete / partial remission that results in higher subsequent morbidity
and rates of relapse.
Untreated co-morbidities inhibit overall progress and increase psychiatric morbidity even
when there has been adequate weight gain. This has resulted in many instances of
improved physical but worsening mental health, and inadequate provision to manage this.

Many families have taken to paying for private individual therapy, which can cause problems
of interface – splitting between professionals, not working together, variable practice, etc., is
poor practice, and should not constitute a relied-upon part of a service-delivery model.
There is presently no intensive treatment; the only option is referrals to NHSE Tier 4
provisions if more intensive help is deemed necessary. Admissions to Tier 4, on the whole,
have probably been slightly less since the dedicated services was established.
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Current Access Times
% of children referred to CAMHS Dedicated Service for a routine
appointment who are assessed within 8 weeks of referral
Qtr 3 2014/15
100% (28/28)
Qtr 4 2014/15
96.4% (27/28)
Qtr 1 2015/16
86.2% (25/29)
Qtr 1 2015/16 – (Average) Length of wait for access to CAMHS ED service is 3.2 weeks

Tier 4 admissions Sept 2014 – August 2015
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The above shows the proportion of T4 admissions against referrals accepted by the ED team.

3. Proposed Models
3.1.1 Gold standard
A fully costed gold standard service should deliver all the requirements of the guidance:

Access and wait times to the required standard

Range and depth of work with all eating and ARFID diagnoses

Full evidence-based treatments for the whole range of eating disorders

Full range of treatment for all co-morbidities within the team with evidence-based
treatments

Fully integrated physical health management

Ongoing training and development to the required standard

Intensive treatment to the required standard to ensure 7% overall admission rate

Outcomes measured and meeting the required standard.
All of the above will be monitored in detail and published on a publically-available national
website to allow for comparisons between areas.
As stated in the guidance (p49) and further evidenced in detail in the workforce skill mix cost
calculator, such a service will cost £1.56m for 100 referrals and £2.34m for 150 referrals.
The initial model proposed was for a gold standard service for over 100 referrals, and was
costed at £1.67m. Excluding the current Community ED team budget, this would require
£1.33m additional funding. Furthermore, as shown in the first year referral data, a fully
functioning gold standard service in South West London would need to cater for more than
150 referrals even at current Tier 3 threshold criteria.
We understand that establishing a service anywhere near the gold standard is well beyond
the scope of the funding made available at this point in time; however, the guidance
indicates this is the level to work towards for 2020.

This business case therefore sets out two options (we have called them ‘bronze’ and ‘silver’
standard models), both of which are significantly smaller and more limited than a ‘full’ goldstandard service. It is noted that due to partial funding at this point in time, many areas of
delivery of the gold-standard service are not fully realised. It should be noted that in all
proposed models safeguarding will be operationalised as with all other services. Specifically
to this cohort of patients it is recognised that many young people develop eating disorders
when distressed about difficulties in their lives and that these often reflect safeguarding
concerns. Assessments will always include an individual time when the young person is
seen without their parents or carers. Many will continue to have individual therapy. The
team assessment protocol will (and currently) includes consideration of possible factors such
as domestic abuse, sexual abuse, bullying, concerns about parental health or disputes. The
team will always refer these through the appropriate LA SPA/ MASH to ensure any concerns
are flagged and that safeguarding is promoted. The work of the team includes significant
work with families to improve communication and to help parents understand their young
person’s distress, needs and how best to support their recovery.
The Bronze Standard option focusses on an enhanced community team to deliver a much
safer core service. It does not include any intensive treatment with minimal outreach for a
brief period of time that will be mainly deployed for engagement of hard to reach young
people and families. It should be noted that this in itself will not constitute an intensive
service within the reference of the guidance.
The Silver Standard option that is possible within current available funding includes all of
the Bronze Standard with an additional part-time day programme with the view that this
provides scope for further development over time. This will constitute an intensive service
that is a key part of the recommended model referenced within the guidance. Although not
meeting the gold standard it does establish a base from which to work towards compliance
with the guidance.
3.1.2 Bronze Standard (Option 1)
Key Features:


An enhanced responsivity, with daily triage and phone calls to new referrals will be
introduced. There will be increased capacity to offer assessments and so quicker
response times. This should take us a long way towards compliance with the access
and wait times, particularly with urgent and emergency cases, but not be to final
standard.



Consultant Paediatric input to the CEDS-CYP will introduce integrated specialist
physical assessment and management in liaison with GPs. This should reduce the
burden for GPs and improve overall safety significantly, although GPs will still be
primarily responsible for monitoring and managing the physical health needs of
patients. The single-handed consultant paediatrician will be able to assess and
manage most acute presentations, and likely will be able to follow up most urgent
cases to some degree. Other benefits will include consultation to other paediatricians
for outpatients and inpatients, direct management of paediatric inpatients in St

George’s Hospital, as well as some development of expertise in inpatient
management of ED.


Self-referral will be introduced through the Single Point of Access (SPA) in each
borough excluding boroughs with Single Points of Referral (SPR) where no
assessment function is available. Access should improve but will not be to the final
standard.



The CEDS-CYP will develop processes for initial screening measures to be
introduced before first contact, to support swift access.



Assessments will be offered to the whole pathway as specified in the guidance,
including feeding disorders who currently receive little specialist help. This may go
some way towards the target timeframes but will not meet the final standard.



Additional therapeutic capacity will go towards providing NICE-compliant treatments
for common co-morbidities. Many of these require individual therapy, which will go
from virtually non-existent to reasonably provided-for. Treatment packages will be as
full as possible given the constraints.



Additional therapeutic capacity will go towards providing NICE-compliant treatments
for common co-morbidities. Many of these require individual therapy, which will go
from virtually non-existent to reasonably provided-for. Treatment packages will be as
full as possible given the constraints.



The CEDS-CYP will increase the availability of on-line resources for young people
and families including CBT oriented self-help programme for young people
(Overcoming Bulimia Online), Self-help for parents whose children are severely
restricting (Overcoming Anorexia Online)



Evidence-based multi-family group therapy (MFT) providing peer-to-peer interaction
between parents and between young people will be introduced as part of the overall
service offer available to all families. This will be a limited provision for a few families
each term that are struggling the most with progress in re-feeding.



Nurses will mainly deliver treatment on site, but there will be an option to provide
brief episodes of intensive support to families in managing young people, including
outreach to paediatric wards, inpatient units, and home visits at meal times. This will
be mainly for engagement and brief intensive work.



Together, MFT and limited nursing outreach will partially contribute to, but not
constitute, an intensive service within the scope of the guidance. It is anticipated that
there should be a very modest impact on reducing inpatient admissions.

3.1.2 Silver Standard (Option 2)
Key Features are as for above for Option 1, plus:



A part-time day service will be provided to families with young people who are most
unwell. This could be provided for 2 days a week in blocks



There would be one team working across the Community service and Day
Programme, ensuring seamless and integrated support between out-patients and
day care.



The day service would operate during the week for either two whole days or three
half days and include supervised meals, support to families around managing meals,
intensive group therapy and individual therapeutic work with the young people. In
addition, physical health and nutrition monitoring and dietetic guidance will be
provided.



The introduction of group therapy will be significant for young people who need help
to progress, are hard to engage by professionals, and/or have limited insight.



Significantly extended therapies especially art, music and movement are helpful for
young people who find it hard to engage in talking therapies. Individual
psychotherapy might be helpful for young people with the most disturbed or
disorganised backgrounds.



Family meals within the programme are a powerful part of the intervention so the
programme would be scheduled to include an early evening Family meal. These
times also increase interaction and learning between parents and whole families,
which goes beyond MFT, which will also be offered to all who attend these blocks of
treatment.



Nursing and other capacity will be used flexibly between core out-patient treatments,
running the Day programme, and limited outreach.



The enhanced benefits of this would represent a significant increase in intensity of
therapeutic work over an out-patient based service within the scope of the guidance.
For the first time, there would be the option of intensive treatment within the service
(albeit without full coverage). We would aim to provide this service for the highest
priority cases, but would wish to develop this in future as the programme expands.
There will therefore start to be availability of intensive work, albeit not to final
standard.



There is evidence that Day patient care for this client group offers better outcomes
than in-patient care and so would be of significant benefit to the health of the local
population. Research shows that Day programmes particularly help those with lower
motivation to change and so facilitates recovery. This should show as partial
reduction in the rates of Tier 4 admissions.



Young people’s health status and ability to engage in education to be assessed and
plans agreed together with their school/ LEA re the following options while they
attend the Day Unit for intensive treatment:

o
o
o

Signed off sick for a period while very fragile- if that longer than couple weeks
consider referral for home tuition
If possible part-time attendance at the PRU within their Borough
If appropriate part-time attendance at school for key lessons

This option represents a significant improvement on current service provision although it falls
short of the service provision endorsed in the Commissioning guidance of a “gold standard
service” for 100 referrals a year, and a third of the “gold standard service” for 150 referrals a
year.
Although the partial day service that is proposed does not meet the full compliance required
by 2020 as set out in the NHS England’s commissioning guide (July 2015), the proposed
model provides a robust platform for meeting expectations in the future, and enhances the
current provision by providing NICE evidence treatments to the current cohort of patients
accessing the dedicated Eating Disorder Service. As data shows the benefits of the
improved service, investment to increase the day care and further reduce in-patient
admissions would be expected.
4. Expected Outcomes
We propose to work with commissioning colleagues in the coming months to design
expected outcomes from the enhancement to the current service offer. It is quite possible
that these will be set centrally as part of the monitoring process.
The expectations for delivery will depend on the option chosen. The main areas we will focus
on with respect to delivery will be:
 Compliance to access and wait time standards
 Increase the numbers of patients receiving the appropriate evidence-based
treatment, with appropriately-trained staff, and delivered in a consistent way, with
recovery aided and evidenced by outcome measures. Continual development of skills
will be a focus, which will impact on efficiency and quality. Improvement in data
collection, analysis and presentation will also be a priority.
 All patients with an eating disorder will receive a service from the dedicated service
including any of those currently being seen in the local services, although the actual
packages offered will depend on which option is chosen
 Limitation in the reduction in the number and length of in-patient admissions,
depending on option chosen.
 Training for GPs, the extent of which depending on option chosen.
The key benefits to be realised through this proposal will include the offering of NICE
compliant treatments, improving the service user experience and thus delivering an
improvement in outcomes for patients.
5. Skill Mix
This provides the details of the additional staff required to increase the current community
service to deliver each option.

Bronze standard

Silver standard

Gold standard

Option 1- additional staff for
Enhanced community service

Option 2 – additional staff for
enhanced community service
plus partial day service

Not an option at this time –
Addition staff time for fullycosted service for 100 referrals

0.3Consultant Child
psychiatrist
0.3 Consultant Paediatrician
0.4 Family Therapist
1.3 Clinical psychologist
3.0 Nurses
0.2 Dietitian
0.5 Assistant psychologist

0.3Consultant Child
Psychiatrist
0.3 Consultant Paediatrician
0.6 Family Therapist
1.5 Clinical Psychologist
3.5 Nurses
0.4 Dietitian
0.7 Assistant
psychologist/HCA
0.7 Admin

0.3Consultant Child
Psychiatrist
1.0 Associate Specialist
0.1 Consultant Paediatrician
1.0 Family Therapist
1.9 Clinical Psychologist
5 Nurses
1.1 Dietitian

0.5 Admin

0.4 specialist therapies e.g.
art/drama therapy, teacher

1.0 Assistant
psychologist/HCA
0.4 HCA
1.6 Admin
1.4 OT+specialist therapies
e.g. art/drama therapy,
teacher

6. Finance
Additional Resources to increase Eating disorders Community services to Gold Standard
2015/16
Full Year £k
1466
Increase in Direct Pay
8
Increase in Direct Non Pay
Contribution to Overheads
Additional Recurrent Funding Required (@ 2015/16
prices)

216

1690

Notes:Excludes set up costs

Additional Resources to increase Eating disorders Community services to Bronze
Standard – Option 1
2015/16
Full Year
£k
Increase in Direct Pay
345
Increase in Direct Non Pay
5
Contribution to Overheads
52
Additional Recurrent Funding Required (@ 2015/16
prices)

402

Notes:Excludes set up costs

Additional Resources to increase Eating Disorders Community services to Silver
Standard - Option 2
2015/16
Full Year
£k
Increase in Direct Pay

427

Increase in Direct Non Pay

6

Contribution to Overheads

65

Additional Recurrent Funding Required (@ 2015/16 prices)
498
Notes:Excludes set up costs

7. Trajectory - Gold Standard.
The trajectory towards gold standard will require further investment as initially described to
commissioners in the paper presented by Dr Khor. As stated in the guidance (p49) and
further evidenced in detail in the workforce skill mix cost calculator, such a service will cost in
the region of an additional £1.2m taking into account the funding agreed as outlined in the
silver model.
The shortfall in funding from the agreed silver to gold model does not support an
enhancement of service and therefore a trajectory is impossible to map without agreed
financial enhancements over a period of time and leading up to 2020.
8. Summary
The current community eating disorder service is focused on those young people meeting
ICD-10 diagnostic criteria for a recognised eating disorder. Assessment and treatment is
being achieved within timeframes better than under the previous Tier 3 mini-teams models,
and liaison work in relation to young people admitted to a paediatric ward has improved.
Importantly the dedicated service has been able to reduce some admissions to paediatric
wards. However, the service is very significantly underfunded, and coverage, though more
consistent, is incomplete and inadequate in all domains.
Investment in the dedicated service would support the following:
 Improve access and wait-times
 Expand the range and depth of work with all eating and ARFID diagnoses
 Deliver evidence-based treatments for the whole range of eating disorders
 Offer a range of treatment for all co-morbidities within the team with evidence-based
treatments
 Enable a fully integrated physical health management service



Establish ongoing training and development to the required standard.

Service users and families would benefit from having easy access to an intensive day
treatment, which is an evidence-based intervention that reduces the number of young people
referred for admission as inpatients, and improves outcomes.

