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Aims/method This national pre-pandemic survey compared demand and
capacity of adult community eating disorder services (ACEDS) with NHS
England (NHSE) commissioning guidance.

Results Thirteen services in England and Scotland responded (covering
10.7 million population). Between 2016–2017 and 2019–2020 mean referral
rates increased by 18.8%, from 378 to 449/million population. Only 3.7% of
referrals were from child and adolescent eating disorder services (CEDS-
CYP), but 46% of patients were aged 18–25 and 54% were aged >25. Most
ACEDS had waiting lists and rationed access. Many could not provide full
medical monitoring, adapt treatment for comorbidities, offer assertive
outreach or provide seamless transitions. For patient volume, the ACEDS
workforce budget was 15%, compared with the NHSE workforce calculator
recommendations for CEDS-CYP. Parity required £7 million investment/
million population for the ACEDS.

Clinical implications This study highlights the severe pressure in ACEDS,
which has increased since the COVID-19 pandemic. Substantial investment
is required to ensure NHS ACEDS meet national guidance, offer evidence-
based treatment, reduce risk and preventable deaths, and achieve parity with
CEDS-CYP.

Keywords Adult community eating disorders services; referral rates;
commissioning guidance; workforce levels; Ignoring the Alarms report.
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Eating disorders are increasing in the UK. According to the
2019 Health Survey for England, 16% of adults screened
positive for an eating disorder and 4% reported significant
impairment in their functioning.1 This represents a nearly
threefold increase since the Adult Psychiatric Morbidity sur-
vey of 2007.2

Historically, adult community eating disorder services
(ACEDS) in the UK have been under-resourced. The
Parliamentary and Health Service Ombudsman (PHSO) high-
lighted this in a report titled Ignoring the Alarms: How NHS
Eating Disorders Services Are Failing Patients.3,4 The PHSO
called for parity of investment for ACEDS, to match the
expansion of community services for children and young peo-
ple with eating disorders (CEDS-CYP) and the NHS England
(NHSE) access and waiting time standards for community
CEDS-CYP treatment.5 Subsequently, in 2019, NHSE pub-
lished commissioning guidance for adult community, day
and in-patient services.6 As part of the long-term plan, this
remains an aspirational document with no specific assess-
ment of implementation costs.7 The Welsh Government pub-
lished a review of eating disorder services in 2018,8 and the
Scottish Government in 2021.9 These included important
recommendations that are yet to be implemented.

In contrast to CEDS-CYP, there is no systematic data
collection at the national level regarding access and waiting
times for adults with eating disorders and there are no reli-
able baseline data on the size of the demand (e.g. number of
referrals) and capacity (number of staff needed) for ACEDS
to deliver the NHSE commissioning guidance for adults
with eating disorders.6

Aims and objectives

The aim of this survey was to establish a baseline of ACEDS
demand (e.g. referral rates) and capacity (e.g. staffing levels)
prior to the pandemic and prior to investment, as well as
whether services could comply with NHSE commissioning
guidance.6 This information, with costing implications, will
help guide future commissioning and improve timely access
to evidence-based treatment for adults with eating disorders.

Method

This is a survey of ACEDs regarding demand and capacity in
comparison with NHSE commissioning guidance standards.6

We asked participating services to report referral pat-
terns and staffing levels for total budgeted full-time equiva-
lent (FTE) and total actual FTE staff in post on 31 March
2020 (Supplementary Demand and Capacity Excel Survey
Questions, available at https://dx.doi.org/10.1192/bjb.2023.
57). We compared existing staffing levels with recommended
staffing levels using the NHSE CEDS-CYP workforce calcula-
tor and Personal Social Services Research Unit (PSSRU)
costs for health and social care in 2013–2014, as recom-
mended for commissioners of adult services.5

An additional online survey included 41 questions on
whether services could comply with the NHSE
Commissioning guidance, the majority of which asked
respondents to select ‘yes’, ‘partially’ or ‘not at all’, with

prompts to elaborate using an open-text box. The Survey
Monkey Questions are included in the Supplementary files.

Analysis

Data were analysed with Microsoft Excel. Individual service
statistics were converted to a million population to facilitate
comparisons of demand (i.e. median, range and mean num-
ber of referrals) and capacity (e.g. median, range and mean
total budgeted FTE and total actual FTE workforce) per mil-
lion population.

Two members of the research team classified qualitative
data separately for each question, and common concepts were
deductively classified into a coding scheme. Responses from
the online survey are summarised in Supplementary Table 1.

Setting

There was no information available at the time of the study
on the number of ACEDS in the UK. The first and last
authors approached 21 services using their professional net-
works (Faculties of Eating Disorders, British Psychological
Society Division of Clinical Psychology, and the Royal
College of Psychiatrists). In Wales and Northern Ireland,
there were no specialised services. In total, 13 ACEDS (12
from England and 1 from Scotland) covering a combined
population of 10.7 million completed the online survey.
Given that the survey was concluded on 31 March 2020
(i.e. a week after the first COVID-19 lockdown), the response
rate (62%) was satisfactory. In addition, up to 8 of the 13 ser-
vices (covering 7.3 million population) supplied further
information on referral patterns and workforce levels.

The participating services were:

(a) Berkshire Eating Disorder Service
(b) Buckinghamshire Eating Disorder Service
(c) Cambridgeshire and Peterborough Adult Eating

Disorder Service
(d) ‘Community Eating Disorder Service’ (location not

specified in service name)
(e) Dorset Eating Disorders Service
(f) Gloucestershire Eating Disorders Service
(g) Hertfordshire Community Eating Disorder Service
(h) NHS Forth Valley Eating Disorder Service
(i) Oxford Community Eating Disorders Service
(j) Sheffield Eating Disorders Service
(k) South London & Maudsley NHS Foundation Trust

Adult Eating Disorders Outpatient Service
(l) Surrey and Borders Partnership NHS Foundation

Trust Adult Eating Disorders Service
(m) Wiltshire Eating Disorders Service.

Services represented a variety of demographics, including
rural, urban and university populations; 62% of trusts pro-
vided in-patient care and 85% offered intensive day therapy.
We provide anonymised data in this paper.

Ethics

Individual patient consent was not needed. Each participat-
ing service registered a clinical audit with their respective
quality and audit teams. The Oxford Health NHS
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Foundation Trust Audit Department approved the overall
study.

Results

Demand: annual referral patterns

Only seven services (total population: 6.54 million) were able
to provide annual referral data for four consecutive financial
years. The mean number of referrals received increased
by 18.8% between 2016–2017 and 2019–2020, from 378
(s.d. = 106) to 449 (s.d. = 111, range: 330–643) per million
population. The rate of accepted referrals dropped from
94% to 87%, 88% and 84% over the 4 years.

Table 1 shows a breakdown (median, range, mean
percentage) of the available data per million population for
the referral sources, age and gender of referrals for 2019–
2020 for six services (total population 6 million).

General practitioners (GPs) and adult community men-
tal health teams (CMHTs) were the most common referral
sources. Less than half of those referred were under 25
years of age; 92% were female.

Capacity: workforce levels on 31 March 2020

Table 2 provides a snapshot of workforce levels on 31 March
2020 and compares the NHSE CEDS-CYP workforce calcu-
lator5 recommendations and associated staffing mix with the
median, range and total mean of budgeted and occupied FTE
staffing roles per million population for 449 referrals/year
for the 13 ACEDS.

The recommended staffing for CEDS-CYP for 100 refer-
rals per year is 21.5 FTE, at a cost of £1 559 061 (based on
PSSRU unit costs for health and social care in 2013–
2014).5 After adjusting for 449 referrals/year, the ACEDS
would require 96.5 FTE, at a cost of £7 000 183, to achieve
parity with CEDS-CYP. This meant that on 31 March
2020, the mean total budgeted FTE posts for the ACEDS
were 15% of NHSE recommendations for CEDS-CYP, with
14% of the necessary staff in post to meet the demand and
patients’ needs.

Capacity of ACEDS to meet the NHSE guidance for
commissioners and providers

Table 3 summarises survey responses on whether the 13
ACEDS had the capacity to meet the NHSE commissioning
guidance for adults with eating disorders.

Ninety-two per cent of the services had a waiting list for
treatment. More than half (7/13) of the services used a var-
iety of criteria for prioritising patients on the waiting list
(e.g. physical or psychiatric risks; severity of the eating dis-
order; pregnancy; discharges from day or in-patient services;
geographical transitions) (Supplementary Table 1). Some
services reported waiting times for treatment of up to 2
years.

Thirty-eight per cent of services (5/13) reported only a
limited capacity to manage risks safely, citing factors such
as a lack of staffing, long waiting lists and staff stress
(Supplementary Table 1).

Fifty-four percent reported difficulties with service evalu-
ation (e.g. insufficient staffing for collection, analysis and

reporting of data/routine outcome measures; Supplementary
Table 1).

Discussion

To the best of our knowledge, this was the first large-scale
survey of ACEDS demand, capacity and provision in the
UK since a Royal College of Psychiatrists report on
service distribution, development and training published in
2012.10

Annual referral rates increased by 18.8% between 2016–
2017 and 2019–2020, and the mean number of referrals per
million population in 2019–2020 was 449 (range: 330–643).
During the same period, the rate of accepted referrals fell
from 94% to 84%, reflecting system stress and increasingly
stringent referral acceptance criteria. In comparison, accord-
ing to a 2008 survey of child and adult eating disorder ser-
vices in the UK and Ireland, only 50% of services received
more than 25 referrals per year.10 In parallel, in-patient
admissions have also increased annually,11,12 indicating that
the current increased demand spans the full range of eating
disorder severity.

On 31 March 2020, in comparison with the 2015 NHSE
staffing recommendations for CEDS-CYP services,5 the
ACEDS were only 15% funded and 14% staffed (based on
the CEDS-CYP workforce calculator and the PSSRU costs
for health and social care in 2013–2014) and therefore
could not meet the needs of existing case-loads and annually
referred patients. To achieve parity with CEDS-CYP the esti-
mated budget of an ACEDS with 449 referrals/million popu-
lation/year should have been £7 million. These figures need

Table 1 Demand: source, age and gender of referrals to six
adult community eating disorder services in 2019–
2020 per million population

Referrals, median
(range)a

Mean % of
referrals

Source of
referrals

General
practitioner

294 (136–467) 68.3

Adult community
mental health team

22 (18–160) 13.3

Child and
adolescent mental
health services

6 (0–54) 3.7

Self 0 (0–36) 1.6

Acute mental
health in-patient
units

0(0–6) 0.5

Other 59 (1–99) 12.6

Age
range,
years

18 to <25 210 (157–341) 46.3

≥25 244 (163–340) 53.7

Gender Male 37 (25–59) 8.2

Female 416 (300–584) 91.7

Other 0.3 (0–1) 0.1

a. Medians and ranges are included as the data for ‘Source of referrals’ were not
normally distributed.
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to be adjusted for 2023–2024 and this should also include
capital investment.

The 13 ACEDS, unsurprisingly, lacked the capacity to
meet several NHSE commissioning standards, including
the ability to provide timely evidence-based treatments,
treat the entire spectrum of eating disorders (including
binge-eating disorder, avoidant/restrictive food intake dis-
order (ARFID) and other specified feeding or eating disorder
(OSFED)), manage transitions between services and provide
assertive outreach for vulnerable, hard-to-reach populations.
Liaison with primary care and acute medical services, as well

as the ability to provide medical monitoring, also fell short of
standards. The COVID-19 pandemic has further exacerbated
the long waiting lists caused by the demand exceeding
capacity.13,14

As in the Public Administration and Constitutional
Affairs Committee’s follow-up on Ignoring the Alarms in
2019,4 the national picture in this survey reflects little pro-
gress since the death of Averil Hart in 20123,15 and highlights
the ongoing high risk in ACEDS, as well as the potential for
additional avoidable deaths. Since the PHSO’s first report in
2017,3 another 19 deaths were identified where coroners

Table 2 Capacity: budgeted and occupied full-time equivalent (FTE) staffing roles for 13 adult community eating disorder
services on 31 March 2020 compared with NHSE CEDS-CYP workforce calculator5 recommendations

Role (NHS pay bands)

Total budgeted FTE
posts per million
population, median

(range)

Total actual FTE
occupied posts per
million population,
median (range)

NHSE CEDS-CYP workforce
calculator estimates of 21.5
FTE staff/100 referrals

adjusted to 449
referrals/year

Percentage of ACEDS total
budgeted mean FTE/NHSE

CEDS-CYP workforce calculator
staffing mix recommendations

Consultant psychiatrist 0.7 (0.3–1.7) 0.7 (0–1.7) 5.4 22%

Consultant
psychologist

0.1 (0–0.8) 0.1 (0–0.8)

Psychiatrists, e.g.
specialty doctors,
trainees

0 (0–0.7) 0.2 (0–0.9) 7.2 3%

Medical professionals:
GP or physician

0 0 0.9 0%

Psychologists (8B) No data No data 1.3 −
Operational/team
manager (8A)

0.6 (0–1.9) 0.7 (0.3–1.9) − −

Psychologists/
psychological
therapists (7/8A)

2.5 (1.4–7.1) 2.9 (1.2–6.2) 35.9 10%

Systemic family
therapists (7/8A)

0.3 (0–0.6) 0.3 (0–0.6)

Nursing staff (6) 2.2 (1.4–8.4) 1.5 (0.9–8.3) 11.2 30%

Social workers (6) 0 (0–1) 0 (0–1) − −
Occupational
therapists (6)

0.9 (0–1.9) 0.9 (0–1.6) − −

Dietitians (6) 0.9 (0.3–1.2) 0.9 (0.3–1.1) 6.7 12%

Assistant
psychologists

0.7 (0–2.3) 0.8 (0–2.3) 8.1 12%

Assistant
psychologists/data
analysts/research
assistants (4)

0 (0–0.3) 0 (0–0.3)

Support workers (4) 0.6 (0–2.2) 0.6 (0–2.2) − −
Peer support
workers (4)

0 0 − −

Office managers (4) No data No data 3.6 16%

Administrative
staff (4)

1.9 (1.4–2.5) 1.7 (0.8–2.5) 8.1

Other 0 (0–0.8) 0 (0–0.8) 8.1 2%

Total FTE posts,
median (range)

14.3 (10.3–19.2) 14.6 (9.9–17) − −

Total FTE posts, mean 14.3 13.9 96.5 15%

NHS, National Health Service; NHSE, NHS England; CEDS-CYP, child and adolescent eating disorder services; ACEDS, adult community eating disorder services;
GP, general practitioner.
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expressed concerns; 15 of these deaths were deemed avoid-
able.16 In 2023, the PHSO renewed his call for urgent
improvement in adult services, stating that patients are
repeatedly failed by the system and that lives are being
lost owing to lack of parity between child and adult services,
poor coordination between those involved in treating
patients and lack of training.17

Demand: annual referral patterns

The increase in annual referrals to the 13 ACEDS is com-
parable with the increase in eating disorder prevalence
estimates reported in the 2019 Health Survey and the

hospital statistics.1,12 It implies that only a small percent-
age of those who would benefit from treatment receive
care. The geographical distribution of eating disorders dif-
fers according to factors such as the presence of higher
education institutions and rural versus urban areas. The
next adult psychiatry morbidity survey should contribute
to a more accurate estimation of prevalence rates in
the UK.

Even though both men and women could benefit from
treatment, 92% of the referrals were of women. This is con-
sistent with earlier studies in specialist services.18 According
to the 2019 Health Survey, 3% of men aged 16 and older
report significant impairment due to eating disorders.1

Table 3 Survey responses on whether the 13 adult community eating disorder services met the NHS England commissioning
guidance for adults with eating disorders6

Survey statement
Able to meet
standard?

Yes Partially

Referrals of all presentations of eating disorders are accepted, regardless of length of illness, severity or BMI 31% 0%

Evidence-based treatment, care and support is offered for all eating disorders, including BED, ARFID and OSFED 54% 0%

The service has capacity for managing risks safely 62% 38%

The service has capacity to follow-up patients (e.g. who are not engaging, not attending appointments) and avoids inappropriate
discharge

46% 54%

The prevalence of eating disorders and demand for services in the local area has been assessed using e.g. the Public Health
Fingertips Tool

15% 15%

The service/trust offers intensive day-patient treatment for patients with eating disorders 85% 0%

The service received an increase in annual recurring investment over the last 5 years since 2014–2015 38% 0%

Access to care is equal regardless of whether a person presents for first time or with a long-term eating disorder 77% 23%

Individuals can self-refer to access the service, including when re-presenting at first sign of relapse 23% 8%

The service has a waiting list for treatment 92% 8%

Commissioners develop and implement local plans in collaboration with people with experience, service providers and partner
agencies

54% 15%

The service has the capacity to take responsibility for outreach, follow-up and engaging with people who are reluctant to receive
treatment

46% 8%

If a patient is reluctant to engage, and there is evidence of recent deterioration or severe risk, support is offered indirectly by
engaging patients’ families, partners, carers or members of their support network

77% 8%

The service provides full medical monitoring (including blood tests and ECGs with same-day results) 38% 31%

The service has an agreed protocol with primary care services to ensure physical assessment and monitoring of patients 23% 62%

The service has support from acute medical care, including emergency admissions 54% 46%

The service remains the lead in providing care, working closely with in-patient staff from the start of the admission to discharge,
to ensure persons receive appropriate levels of treatment

54% 46%

Intensive community treatment is offered as an alternative to in-patient treatment 38% 46%

For age-based transitions, the service works with the relevant CEDS-CYP team for a minimum of 6 months before planned
transitions

38% 39%

The service has sufficient capacity to ensure seamless transition for people needing in-patient and day treatment, including
admission and discharge planning, i.e. with psychological therapy and social components included

38% 46%

For geographical transitions, the service has capacity to work closely with primary care providers, ACEDS in other areas, and
university mental health services to ensure seamless transitions and avoid gaps and delays in handovers of ongoing care and
treatment, including for students during holiday times

38% 31%

Staff have specific training and skills to support patients with diabetes and diabulimia 23% 54%

Treatment is available and can be adapted for those who experience comorbid conditions, such as autism, substance misuse or
personality disorders

38% 62%

BMI, body mass index; BED, binge-eating disorder; ARFID, avoidant/restrictive food intake disorder; OSFED, other specified feeding or eating disorder; ECG,
electrocardiogram; CEDS-CYP, child and adolescent eating disorder services; ACEDS, adult community eating disorder services.
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This indicates a substantial level of unmet need that needs
to be addressed without delay.

The increasing demand for in-patient admissions11 may
indicate that ACEDS are unable to deliver timely evidence-
based therapies to prevent patients from deteriorating
severely. NHSE Digital12 reported a fourfold rise in hospital
admissions of people with primary or secondary eating
disorder diagnoses between 2007–2008 and 2020–2021
(∼70% were adults). In 2012, the Royal College of
Psychiatrists suggested six in-patient beds per million popu-
lation for the treatment of eating disorders.10 In contrast,
the HOPE Provider Collaborative required an average of 12
in-patient beds per million population in 2018–2019; after
the pandemic, this number has risen to 15.19 These results
strengthen the case for immediate investment in ACEDS
to improve access to levels comparable to those in
CEDS-CYP. This could help reverse the rising trend of hos-
pital admissions.

It is important to note that only 3.7% of referrals were
CEDS-CYP transitions. This demonstrates the success of
the investment in CEDS-CYP: the majority of patients do
not require further treatment for ACEDS after receiving
timely evidence-based treatment. The small number of
adolescents who transition to ACEDS usually have persist-
ently low weight and significant levels of complexity and
comorbidity, necessitating intensive resources following
transition.20

Approximately half of the ACEDS referrals were of peo-
ple between the ages of 18 and 25. This is consistent with
recent research indicating that the median age at onset of
eating disorders is 18 years.21 There has been some minor
investment in programmes for 18- to 25-year-olds in recent
years, particularly first-episode rapid early intervention for
eating disorders (FREED).22 Since the beginning of the pan-
demic, however, referrals to FREED services in England
have increased by a factor of 1.4 (compared with a referral
increase of 1.2 to CEDS-CYP), with a relative increase in
anorexia nervosa cases among these referrals.23 Given that
more than half of ACEDS patients are older than 25, it is evi-
dent that investments in FREED will not be sufficient to
meet the needs of the patient population. In addition,
FREED is not yet available outside of England and cannot
be implemented on a large scale until substantial invest-
ments are made.

Workforce levels on 31 March 2020

This survey confirmed geographical inequity of services,
with wide variations in staffing levels and roles. For example,
the budgeted posts for consultant psychiatrists in the
ACEDS in our study ranged from 0.3 to 1.7 FTE/million
population and those for psychologists/psychological thera-
pists ranged from 1.4 to 7.1 FTE/million population. The
budgeted FTE/million for the largest service (19.2) was
nearly double that of the least resourced service (10.3).
The mean case-load for psychiatrists was approximately
500/year. This is incompatible with the safe management
of physical and mental comorbidities, and results in poor
staff recruitment and retention. Similarly, the CEDS-CYP
workforce calculator suggested 36 FTE psychologists/thera-
pists for 449 referrals annually, but the services in our

survey had a mean of 3.6 psychologists/therapists in posts.
With this staffing level, only a small fraction of patients
can receive the NICE-recommended treatment. In addition,
case-loads will increase dramatically once services accept
the full spectrum of eating disorders (in terms of diagnosis
and severity).

The mean total number of budgeted FTE posts in our
ACEDS was 14.3/million population. By comparison, the
CEDS-CYP workforce calculator recommended 96.5 FTE
posts to meet the mean demand of 449 referrals/million
population. This means that, prior to the pandemic, these
ACEDS were only 15% funded and 14% staffed to meet
demand. Such grossly inadequate resources endanger
patient safety and may contribute to staff burnout across
the UK. Furthermore, the situation has deteriorated since
the pandemic.24 Given that evidence-based treatment bene-
fits two-thirds of patients,25 investment in services would be
cost-effective, as it would help reduce the number of people
developing a chronic condition.

Capacity of ACEDS to meet the NHSE guidance for
commissioners and providers

The aim of the NHSE commissioning guidance6 was to pro-
vide guidance on the most effective models of service deliv-
ery to enhance access to treatment and support for adults
with eating disorders. Owing to the annual increase in refer-
rals and inadequate staffing, most services in our survey
were unable to adhere to all the standards of good practice.

There was a waiting list for treatment for all except one
service, and rationing strategies were implemented (e.g.
body mass index, illness severity, exclusion of some eating
disorder diagnoses). This had an impact on patient safety
throughout the care pathway. Long waiting lists for those
with potentially life-threatening eating disorders requiring
hospital treatment have been reported, for example, by the
HOPE Provider Collaborative.19 There were additional com-
missioning challenges for individuals with complex pro-
blems and comorbidities (e.g. those with personality
disorders or autism), which have worsened since the pan-
demic.13,19 Excessive waiting times for admission drive up
the risks in ACEDS and are a contributing factor to an
increasing number of emergency medical admissions prior
to specialist eating disorder admissions. It is also likely
that the risk levels in ACEDS could contribute to recruit-
ment and retention difficulties, which further exacerbate
the situation.

Only 38% of services had the capacity to ensure seam-
less transition and treatment from day/in-patient units to
the community. Research suggests that the risk of relapse
is highest in the first 60–90 days after discharge from hos-
pital, and intensive treatment is necessary to help the
patient achieve the best outcome.26–30 Without the ability
to provide seamless transitions between in-patient and out-
patient settings, more than 50% of individuals relapse within
a year of hospital discharge; this number could be reduced to
15% with integrated treatment, and the number of high-risk
patients could be reduced over the medium term.27

Eating disorders are associated with high levels of
comorbidity and risk of mortality,31–33 and the effective
management of these requires sufficient highly skilled staff.
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In our survey, 62% of services reported only a limited ability
to modify treatment for patients with comorbid conditions
such as autism, substance use disorders or personality disor-
ders. Most teams lacked the necessary training to help
patients with diabetes. This is a previously ignored patient
population with a high risk of irreversible consequences
and poor experience of services.34–37

Risk management had significant shortcomings. Only
around 40% of services could provide complete medical
monitoring and had good links with acute hospitals.

Responsibility for outreach, follow-up and engagement
with patients who do not engage in treatment lies with the
ACEDS,6 yet only 50% of services met the guideline.
Unfortunately, as the severity of a patient’s illness increases,
the likelihood of seeking and accepting help decreases sig-
nificantly, so the inability to provide assertive outreach fur-
ther increases the risk of deterioration.

Students who leave home are an especially vulnerable
group as poor transitions between services have a significant
negative impact on their ability to achieve academic success
or benefit from broader aspects of university life.6,25 NICE
guidelines25 recommend well-coordinated care for students
who require help in different locations at different times of
the year. Yet, only 38% of the ACEDS were able to ensure
seamless transitions between home and university services
(including during holidays). Failure to provide safe transi-
tions between services is associated with increased risk,
poor care experiences, disengagement, poor treatment
outcomes and avoidable admissions.25,38,39

The co-production and co-delivery of ACEDS is essen-
tial,40 yet co-production is often not costed or adequately
remunerated for people with lived experience. In the future,
this issue will need to be addressed and funded co-production
has to be included in the staffing mix.

Our survey showed that even before the pandemic
ACEDS were severely underfunded and understaffed, leaving
services unable to meet rising demand. This had a major
impact on their ability to provide timely evidence-based
treatments and manage risks safely for adult patients.
Many of the NHSE Commissioning guidelines for ACEDS
were not met. Given that the median onset age for develop-
ing an eating disorder is 18, and that only 3.7% of patients
are referred from CEDS-CYP, investment in CEDS-CYP,
while beneficial, cannot reverse the rising trend of patients
over the age of 18 who require treatment. With the contin-
ued rise in eating disorders since the pandemic, ACEDS
requires significant new funding to prevent further avoidable
suffering and deaths, and to maintain its reputation for pro-
viding safe and effective NHS services without discrimin-
ation to people of all ages.

Strengths and limitations

This paper addresses an important gap in the literature
regarding the status of ACEDS in England and Scotland
and aimed to establish referral rates, staffing levels and abil-
ity to meet commissioning guidance prior to the COVID-19
pandemic. The large data-set contained information for a
population of 6–10 million people (17.2% of the population
of England and Scotland). We therefore consider the data to
be representative of the majority of ACEDS in England and,

to a lesser degree, Scotland (where only one service partici-
pated). Additional strengths of the paper are that staffing and
costing implications to address referral rates are discussed.

There are several limitations to this study. At the time
of the study 21 services were approached as no data were
available on the total number of ACEDS in the UK. Since
then the FREED study has identified 54 NHS trusts in
England with ACEDS (U. Schmidt, personal communication,
2023). The 13 services from which data were collected may
therefore not be representative, and were a convenience
sample based on personal connections, rather than system-
atic attempts to contact all ACEDS in the UK.
Furthermore, the sample of ACEDS were relatively well-
known and active in eating disorder research, publication
and conferences. This might have resulted in a more favour-
able impression of service provision and an underestimation
of the extent of unmet need (i.e. if lesser-known services had
been included). It would be interesting to learn how the
results compare with service provision, demand and capacity
in Wales and Northern Ireland.

Some services were unable to provide data on every
aspect of the survey. Unlike CEDS-CYP, ACEDS are not
required to record information about access and waiting
times. Data on ethnicity and other protected characteristics,
comorbidities and outcomes were unavailable for the major-
ity of services. The pandemic not only affected data collec-
tion, but also contributed to a worsening of the demand
and capacity crisis highlighted by this survey. Finally, the
differing costs between NHS and private/independent sector
services, and the consequences of a mixed economy for costs
and joined-up care, fell outside the scope of the survey.

Recommendations

Based on our findings the main recommendations are as
follows:

• The NHS should commission cost estimates to ensure that
national guidelines (e.g., NICE,25 NHSE commissioning
guidance,6 Welsh8 and Scottish9 reviews) are implemented
and funding should be allocated to achieve parity of access
to timely evidence-based treatment across the age range.

• As a result of an increase in the number and severity of eat-
ing disorder presentations related to the COVID-19 pan-
demic, the government should provide emergency
funding to meet the urgent needs of eating disorder
patients and services.

• Access and waiting time for eating disorder services
should be monitored across the age range as part of a
national audit of services.

• ACEDS should be co-designed, co-produced and
co-delivered in collaboration with adequately remuner-
ated and diverse groups of patients and carers who have
lived experience with a variety of eating disorders.

• Staff must be sufficiently trained to deliver high-quality
ACEDS and modify therapies for comorbid illnesses,
such as autism, substance misuse, personality disorders
and diabetes.

• Retention of experienced, highly trained staff is a priority
to ensure that recruitment and training occur alongside
the provision of service excellence.
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• All eating disorder services should offer training place-
ments for relevant disciplines, such as psychiatry, psych-
ology, nursing, dieticians.

• Men and individuals from ethnic minorities, as well as
other underserved populations, must be the focus of
new funding for treatment developments.

• Transitions (particularly for students and transfers
between in-patient/day patient and community services)
should be seamless for all patients across the care path-
way to help them achieve the best outcomes.

• The needs, obstacles and adaptations required in the
treatment of eating disorders in rural populations require
further exploration.

• ACEDS require dedicated resources for research and audits
to improve treatment outcomes and service development.

• A list should be produced of all ACEDS in the UK. The
study should then be replicated to include all ACEDS to
remove any potential participant bias.
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