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6:00pm Registration, Stalls & Dinner
6:30pm Welcome & GPLO Update

6:45pm Main Presentation: Eating Disorders
8:15pm Questions

8:25pm Evaluation

8:30pm Workshop Close
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General Practice Liaison Officer Program

Metro North Hospital and Health Service and
Brisbane North PHN respectfully acknowledge the
Traditional Owners of the land on which our services
and events are located. We pay our respects to all
Elders past, present and future and acknowledge
Aboriginal and Torres Strait Islander people across
the State.
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General Practice Liaison Officer Program

GPLO Program Page

GP and primary care education | Metro North Health

Refer your patient GP and primary care education

The information contained on these pages is for GPs and health professionals to help refer patients and find services available at Metro North Health.

Referral Tools (updated 2025)

Latest updates Presentations and further resources from past education

events

Virtual Ward

The Virtual Ward phone number has recently changed, to refer a patient to Virtual Ward, please contact 1300 001 966 in hours Caboolture Hospital education

(0800-1600hrs). If your patient is accepted by the Virtual Ward Consultant, please complete the Virtual Ward referral form

(MN341) found on QHEPS. Cardiology (updated 2025)

Rapid Access Clinics Championing Generalism Workshop (updated 2026)
Rapid Access Clinics and Services - Local GPs can refer patients requiring escalation of care to these services for urgent
assessment and treatment within a few days to provide an alternative to an emergency presentation. Diabetes

Gastroenterology and Hepatology (updated 2025)

GP and primary care education &

events Gender Services
SpeCIBIISt outpatlent services Specialists list Genetics
Specialist outpatient referrals are coordinated through the Metro North Health Central Patient Intake Unit for hospitals in the
region. Gynaecology (updated 2024)
Find outpatient referral guidelines by speciality or referred condition below: Does your p atient Haematology and Oncology
Go ferre Go reside in the Metro Heart Failure
North Health

RGP Referrals Enquiry Line: 1300 364 938

[ +]

Immunology & ENT (updated 2024)

catchment?

a

Kidney Health

 +]

Maternity (updated 2025)

]

Men's Health (updated 2024)

+

Mental Health (updated 202



https://metronorth.health.qld.gov.au/refer-your-patient/gp-events/education-resources
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Medicare Mental Health- referring a patient
Mental Health

Medicare Mental Health services provide free, confidential mental health and

* Patients can be referred via the Health Link icon WaIBSI BUPORLIGH RORe In AUGTGHG,
Wlth Inm ed ICa l reco rd S SOftwa re Anyone can use our services, even if you have never reached out for mental health

support before. You don’'t need a referral or appointment.

* Ability to upload a copy of the Mental Health
Care Plan with this referral

Depending on your preferences, you can access Medicare Mental Health services by:
e visitinga Ioc1 Medicare Mental Health Centre qr Kids Hub (formerly ‘Head to
* GP will receive automatic notification (to your e L
inbox) that referral has been received by MMH
phone service (MMHps)

* MMHps will contact the patient to help them find 0 Medicare Mental Health Check In
the right service for their needs (saving GP time)

calling 1800 595 212 t™speak with a trained professional for advice and
SRQCL propriate supports.

alalifaWal=

Medicare Mental Health Check In provides free guided digital
support for you to take care of your mental health and wellbeing
early. Working one step at a time, this service will help you build

¢ G P Wl l.l. b e a dVl S e d Of th e O thC O m e (l n C l.u d | n g |f practical skills and confidence to feel more prepared for life’s ups
. . . and downs.
unable to contact the patient) via Medical |
Objects (to your inbox) sl il Sl i idibint g

In is here for you.

It's completely free for people living in Australia, no referral or tal Hi
diagnosis needed. 3 ﬁ;‘;

g
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Brisbane North PHN Mental Health Services Map

Urgent Support The Initiol Assessment and Decision Support Tool (IAR-DST) provides a standardised,

For acute or hospital presentations please call evidence-based and objective approach to support clinical decision making. The IAR-DST is built
1300 MH CALL on 1300 64 22 55. In an emergency into the My Mental Heolth Services eReferral or can be occessed of: lar-dst.online/#/

present fo your nearest emergency depariment To make a referral to Medicare Mental Health for
or coll 000. service navigation support, you can:

Medicare Mental Health ,
Medicare Mental Health can connect people with

The Medicare Mental Health phone line will operate
8:30 om - 5:00 pm, Monday to Friday (excluding
public holidays). Services incur no out-of-pocket cost.

@ LEVEL 1: SELF MANAGEMENT

« submit o secure eReferral using the HealthLink . LEVEL 2: LOW INTENSITY

mental health services in the Brisbone North and
Moreton Bay region ond is the preferred gateway
for accessing Brisbane North PHN-commissioned
mentol health services.

Medicare Mental Health phone line 1800 595 212
can be accessed by consumers, their fomilies,
carers, as well as GPs, service providers and other
health professionals.

SmartForm, embedded in GP practice software,

or via the Health Professional portal

form.referralintake.org.au/?phn_code=PHN301
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call 1800 595 212 1
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1
|
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@ LEVEL 3: MODERATE INTENSITY
. LEVEL 4: HIGH INTENSITY

@ LEVEL5: SPECIALIST AND ACUTE

"
) Sunshine Parenting Program Shark Cage Peer 2 Peer Meets Problem Management Plus
o Peach Tree Perinatal Wellness Peach Tree Perinatal Wellness Peoch Tree Perinatol Wellness World Weliness Group
é sunshine@peachtree.org ou programs Rpeachiree org ou progroms@peochires.org.ou 07 3333 2100
w Support for mg u.m.\n oged 0-12 months A7-week group progrom which helps women fo Apeer-lod B-wesk group desgned to help birthing Group foce-to-face wupport for people who iderdify
T and/or ncrecse their knowledge oround heolthy ond porents make sense of and understand their birth 03 culturally and lingusticolly diverse 1o help
- mnm.mhns.mlm, - healthy rel hip eAperence monoge stress ond odverse stuatons ower the
18 yoors ond clder 18 yoors ond clder 18 ywars and older course of 7-sessions.
Self or health professional referrd Internal referral only Intarnal referral ondy 18 yeors and cider
b4 Self or heolth professional referral
ol uumm.:.J L muvnx.) wuvtu.} mmux.J
9
o} Brisbane MIND ho in Aged Care Norfolk Island Mental Health Medicare Mental Health Centres Safe Spaces
pa
I Contoct Medicare Mental Health (PAC) Wellbeing and Wellbeing 1800 595 212 Bardon (Communify): 07 3004 0101
g 10 find a provider Change Futures Norfolk Islond Heolth Innver North Brisbane - Lutwyche (Communify) Caboolture (STRIDE): 07 5232 1590
2 1800 595 212 07 3857 0847 001 6723 22687 Cabeolture (STRIDE) Redcliffe (Redeliffe Youth Spoce): 0435 827 817
Short-term psychological theropy for Healthcare of Respectiul, Houma-aware support for older odults NIHARCS Heolth and Wellbeing steering commites Redclitfe (Community) Strathpine (Neami National): 07 3493 6710
M’;"m‘:" holders. Eligible “"‘: st idenity in Ing in residentiol aged care provided hrough work collaboratively with the Norfotk ldond Strathpine (Neomi Noticnol) Free, safe and wekoming ofler-hours, peer-ted
one following under serviced groups: indvidual counseling and suppart groups. y to devslop, implemant and evoluate o Free, wok-in mentol healih Support, 0ssessment ond alernative 1o Emergency Departments (EDs) for
*  cuturally ond Inguistically diverse communites P and sider health promotion plon based on best practice health u)v-'ku odulls in dairess or with ey ol peopie in emotionol distress of suxidal criss. Caling
o LGETIQ« communities Rederral con be mode disetly with promotion values ond principles ond The Otawa heolth care reeds through immediate, shor! and oheod s encouroged o8 wles con reach maximum
*  people who hawe experienced rouma of abuse Charter for Heolth Promotion 01 defined by the Worlkd capacity of lierwa
Change Futures Health Organisation medim Serm core. Low indaniily 10 severe and
*  people of risk of sicide complex prychosociol support. Mo Medicare cord, 7 days o week, fram Spm - Spm (Semes may vory on
o residents of Brible Island ond Kicoy. Contact the service directly appointment or GP referral is required weskends and public holidays)
12 yeors and older 18 yuors and clder Al oges
Heolth profesiionol referral Self or health profassional referral No appontment of referral needed
e v @ meuevees @ wruvies @
\ > < J J
X
5 Headspace Brisbane MIND4KIDS Norfolk Island Psychology Services Specialist Youth Mental ASHA
Richmond Fell ip Qu lond STRIDEXids (Bordon): 07 3447 6500 Norfolk halond Heolth Health Services Redcliffe Area Youth Space
o National Youth Mental Health Foundation yourtown (Deception Bay): 07 3888 0758 00N 6723 22687 Brisbone Youth Service 07 3283 8769
z Caboolture: 07 5428 1599 Sho-term piychological theropy for chidren of Shant-term prychologicol therapies for chddren, 07 3620 2400 Mobie outreach support 1o wirerable young people
Indooroopily: 07 3157 1555 families covered under a HeolthCare or Pension card young pecple (0-25 years) and their famiies lving on l.dbyomldmdoddoxonpawh&dw (l) 25 yoors) in the Morston Bay North region who
=z Nundah: 07 3370 3900 who hawe, or are of risk of developing an emationol, Norfok hland gist, the senvi compe g or of risk of g severe and
< Redchife: 07 3897 1897 behavioural of mentol heolth conddtion 25 years and under mentol heolth inter mu. mantol health concerra and multiple ond
= Strathpine: 07 3465 3000 Not for formal d: or or Self, parent or health professonal referrol and connections %o adddonol W serdoes 1o complax associoted prychosocial concerrs.
w », for of dasobil b o leorring x eniure that yourg pecple (0ged 12-25 years) receive 12-25 yeors
g Brible Island: 07 5428 1599 deordern o3 speciolised, :owdlnal-d core that is taslored 1o their Internal referral anly
needs
= | Early indervention wupport services includng 11 yoars and under
— to- courseling supp family 1225
Health professiond referral -25 yean
5 prycho-education ond support groups for young Self or health professonal referral
12-25 yeors
Sell, parent or professnol
it v e wurLeviezs @ e LeveL2s @ ueLeveLzs @ neeveL s+ @ anLeviL« @
- J - J J




IUIH Social Health Services

FIRST NATION

ALCOHOL AND OTHER DRUGS

SUICIDE PREVENTION

SPECIALIST SERVICES

Project Yarn Circle
Youth 2 Knowledge
chorles@y2k com.ou

Six, weekly sessions jo Aborgingl ond Torres Stroit
Islonder school students thot focus on the pr

Yarns Heal
Queeniland Council for LGBTI Health
07 3017 777

A cubturally nlpomhn cm-bund wicde
program ! ond

of mental health resilence and cultural connection
with the aim 10 reduce sicidolity.

12-17 ywors

Condoct the for referrol

9

Life Back Program
Lived Well
727 957
It -focused,
doy hvnoph h wonting
bo oddreas their wui Ube concerns. Services ore
Pelvared during business hours from service hubs in
abooiture, yheld, Reddiffe and Str

2 yoors and older

jalf or health professional referral

bosed |

fhe Way Back Support Service
juner City (Community): 07 35%0 2727

e 4 Fellowsh

pedchtie/ Cob (R P
=it

based piychosocal support to people
ot riak of suicide following o suicide attermpt or
Juicide crisis. Clents ore oble 10 occess up 1o three
rontha of non-dlinical support coordination end

are navigation which faclitates ther occess fo
Lormmunily services that meet their needs

IS years and clder
Refarral only from TPCH, REWH, Redciffe ond

ICaboolture Hospital folowing o suicide oftempt
Jor exisis.

Transwomen's Youth Wellbeing
Open Doors Youth Service
07 3257 7660

Provides pesr led mental health and welbeing
wpport for young tronsgender women oged 12 - 24
yoors. Services indude ore-on-one cose
manogement and counseling, as well as secial
wppart groups That foster community and social
conrection

12-24 yoors
Self or professional referral

'lum lm-lﬂaldnpoophlmwn l‘NU\ Goy,

Biseauol, hw hum Quaer « (LGETIQ.)

gency and

follow up core for % wu‘ol uum ond o provide
bosed for

¥
18 yeors and clder
No referral nesded

Brisbane Youth Service

07 3620 2400

A drug and clcohol program along with o counseling
ervice forf young people experiencing concerns with
sbstance ute ond mentol health problama, ensuring
he specific needs of youth, women, familes with
children, and Aboriginal and Torres Steait lslander
people ore met

12-25 yeors

Mental Heolth providers

Family & Friends Support Program
1UIH: 07 3832 3600
Commaunity: 07 3510 2727

dond: 1300 180 608

mm»nrmawvm-wb
recte o community that supports and volues those

who are coring for someons experiencing o suicidol

crisis of following o suicde oftempt

18 years and clder

Health professional community service or
sellreferrol

Open Doors Youth Service

07 3257 7660

Provides o safe spoce for Siilergirl ond Brotherboy
young pecple to connect and theive through group,
face-to-foce, outreach and online support.

12 - 24 yeors

Self or professionol referral

3 bowed social and el
services for Aboriginal and Torres Stralt llander
people lving in the Brisbone north region
8 yoors and over
ATSICHS GP referrol required

Queensland Injectors Health

Network (QuIHN)

1800 172 076

073620 811

Initiol ', briet inter: ling and

mmnmmmw‘qhmw'a
outpatient rehabilsalion services for members of the
srring mental health

and substonce-related disorden.
15 yeors and over

Corruclive Services for people post releose, and
menial health professionals

Regional Suicide Prevention

Kurbingui Youth Development

07 3156 4800

Sociol and emotional welbeing support services for
people who ore experiencing o wicide crisis, have

mm»m-md.mmummuw

one %0 suicide provided by seciol and Ei

Wellbeing Prochitioners.

This s 0 spedialsed service for Abariginal and Torres

Strod Wander people.

Al oges
Self or heolth professionol referral

Recovery Warriors
Eoting Disorders Queensiand
07 3844 6055
A monthly group that indudes octivities ond strotegies
for coping and staying connected. This group is
alernoies between online and in-pernon
Participants ore introduced 1o various therapeutic
and wpport wotions os well s pr 9

y skils ond ders 10 help their
nawvypdhww
16 yeors ond older
Internol referral ondy

MATSICHS
Mob Link: 1800 254 354
Caboolture cline: 07 5428 5855
Deception Bay cline: 07 3884 1999
Margote clinic: 07 3480 8100
Strathpine clinic: 07 3897 0500
A spediolised service for Aboriginal and Torres Strait
uwmﬁmmom

prima ith model induding
Mww:.mswondom«
drug Wreatmen! services and suide prevention
services.

Aloges
Self or heolth professional referral

Qld Aboriginal & Islander Corp. AoD
Dependence Services (QAIAS)
07 3358 5™

m foce-to-foce mdmdualond outrecch services,
duding beiel for e lf\

mpp in treatment, ;npoﬁon :-vtmt m
information and oftercare support. People with
co-enstng AOD and mentdl health iiues con access
mansal heolth nurses

Mol service usens are Aboriginal and/of Torres Stralt
Islonder, however non-indigencus people may also
occess support

12-25 yeors

Corrective Services for people pos! release, and
menstal heolth professonals

Brisbane MIND Suicide Prevention
Contact Medicare Mentol Heolth to find o provider
1800 595 212

Short-term holoaical for Heolth
hwtﬁmmomummnmld
uitide defined by

*  Sulcidol behoviours within the post 3 months or

o Suicidol ideation within past 1 month with
thoughts of meons, some plonning but no intent

Inchudes recent suicide oMtempt or sell-injury, but dows

not inchude wperficial ingury without intent to end e

IUIH First Nations The Way Back
Support Service
Intitute for Urbon Indigenous Health
07 3832 3600

¥ free e d %o wpport First
WMMWHIMG)MMMD
suicide oftempt o sulcidol crisis. The service oima o

Referrol anly from TPCH, REWH, Redciffe and
Caboolture Hoipital foliowing o suicds ofempt or crisis

waieve s« @
J

ADIS

24/7 Alcobol ond drug support

1800 77 833

2477 wppon for peophe with akcchol ond other drug
concerns, thair kved ones ond hedth professioncls

10 10lk about their concerna, receive information,
courseling and referrol

Al oges
Self referrol

Aftercare

Queenslond Council for LGBTI Health

073077

Evidence-based emergency ond follow up care for

people who belong o the LGETQLs Brotherboy ond

Sustergir] communities who are

*  currently experiencing suiciddl ideation and/ o

+  hawe recently been hoapitalised in relotion to
wicidolity ond/or

+  are impacted by the suicidality of loss by sucide of
someocne they know.

12 ywars and older 18 yeors and older

Heolth professional referral Self or health professional referral

School Readiness Program School Readiness Program
Youthrive Insfitute of Urban Indigenous Health (1UIH)

North Lokes/ Everton Hills: 07 3850 3232
Children aged 3-5 years identfied 03 eaperiencing
doval o delo > SRR
fidsciplinary inter % by o Spesch

Pothol, o

3.5 yeons
Internol referrol oniy

Aboriginol and Torres Strolt lslond

umornum

CaK Caboolty y Kinderg: and

Preschook 07 5499 1588

In @ kindergorten setting (Kecbore and CAX

Cabooiture) olled health professionols, such os
ek ond O« o TH

work with chidren oged 3-5 years identified s
mem

3-5 yeons

Internal reterral only 5 “.‘




ey
Request for Advice (RFA) Pathway %

GP submits Outpatient

Request for Strategies
Advice via GP

Smart Referrals

RFA is received by RFAis returned
QLD Health to GP and is
system - Smart received via GP

Referrals Workflow Smart Referrals

Clinician provides
Advice/Response



Request for Advice (RFA

Specialty

Gender Services Statewide

Metro North Persistent Pain Centre/ Tess Metro North

Cramond Pain and Research Centre Central
Queensland
Central West
Darling Downs
West Moreton

Neurology Metro North
Paediatric Medicine TPCH
Paediatric Medicine Redcliffe

@ Exclusion Criteria

Patients under 18 years

Psychiatric advice only (medical advice relating to hormone

therapy treatment is offered as part of this service)

Excludes patients under 16 years
Excludes outside catchment

Excludes patients under 16 years

Excludes outside catchment

Patients currently seen by Metro North Neurology (call
Registrar via switch or use "Update Request" in GP Smart
Referrals)

Out of catchment for TPCH
Excludes patients over 16 years

Out of catchment for Redcliffe
General behavioural issues

A2

"
i

Rheumatology

Thoracic Medicine - Interstitial Lung
Abnormalities (ILA)

Thoracic Medicine - Lung Nodules

Urology

Metro North

Metro North

Metro North

RBWH

General Practice Liaison Officer Program

Out of catchment for Metro North

Patients currently seen by Metro North Rheumatology (call
Registrar via switch or use "Update Request" in GP Smart
Referrals)

Excludes patients under 16
Excludes Outside Metro North referral catchment
Patients known to TPCH Thoracic Medicine

Excludes patients under 16
Excludes Outside Metro North referral catchment
Patients known to TPCH Thoracic Medicine

Out of catchment for RBWH




Specialty

General Medicine and Rapid
Access Clinic

Caboolture Hospital Discharge Support Services
Supporting adult patients who have been discharged
in the last 30 days. Specialties include:

» General Surgery
* General Medicine

Haematology

Heart Failure Service and Rapid
Access Clinic

Inflammatory Bowel Disease

Catchment*

TPCH

Caboolture

Metro North

Redcliffe
RBWH
TPCH

Redcliffe
Caboolture

4 Metro Morth Persistent Pain Centre/ Tess Cramond Pain and
Research Centre
Clinical advice available Monday - Friday 9:00am - 12:00pm

Metro Morth Virtual Ward

Healthy Ageing Assessment Rehabilitation Team (HAART)

Rapid Access to Community Care

REWH Post Operative Discharge Support Services

Supperting adult patients who have had a procedure at REWH and
hawve been discharged in the last 30 days. Surgical specialties
include:

General Surgery (hepatobiliary, upper G, hernia, thoracic,
colorectal)

Plastics

Urology

Orthopaedics (elective lower limb surgery only)

Metro North
Central
Queensland
Central West
Darling Downs
West Moreton

Metro North
Central West
Norfolk Island

Kallangur
Satellite Hospital

Metro North

REWH

Patients may be ineligible if:

General Practice Liaison Officer Program

Clinical Advice Line 1800 569 099 M-F 0830-1600

Connecting GPs directly to Metro North specialties

Excludes patients under 16 years  Redcliffe Post Operative Discharge Support Services
Supporting adult and paediatric patients who have had a
procedure at Redcliffe Hospital and have been discharged in the

last 30 days. Surgical specialties include:

Excludes outside catchment

« General Surgery

Excludes patients under 16 years "
HEUES patients uncer 18 ye » Orthopaedics

Excludes Residential Aged Care
residents (Call RADAR - 1300 072
32n + Gynaecology

« Urology

+ Ear, Nose and Throat
+ Endoscopy

» Currently accessing equivalent

-

services in public or private sector
Reside autside of catchment area
Medically unstable requiring
inpatient assessment or currently
an inpatient

Only require therapy for
maintenance of chronic condition  Surgical Rapid Assessment Unit (SRAU)
Residential aged care facility

residents

Sexual Health

Excludes Patients under 16years
Excludes Acute mental health,
alcohol or drugs related.
Excludes Residential Aged Care
Facility Residents (Call RADAR -
1300072 327)

Trauma Service (RBWH)

Excludes paediatric patients

Excludes surgical patients outside

these specialties

- ) Termination of Pregnancy
Patients over 30 days since
discharge from REWH

Fatients who have had their

procedure at anather fadility Vestibular Rapid Access Service

Redcliffe

Metro North

RBWH

Metro North

Metro North

TPCH

Neonates

Excludes surgical patients outside
these specialties

Patients over 30 days since
discharge from Redcliffe Hospital

Patients who have had their
procedure at another facility

Excludes Patients under 14 years

Excludes patients under 16 years

Non-urgent elective general
surgical conditions

Excludes patients under 16 years
Single system injury suitable for

other services (ie. isolated limb or
pelvic fractures)

Excludes Outside Metro North
referral catchment

Out of catchment for TPCH

7 [ 4
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Sneaky Services : Search term in BOLD:

Paediatric audiology — Caboolture (MN catchment)

Physiotherapy

TPCH: MSK, pelvic floor, vestibular, pulmonary rehab, lymphoedema, oncology
RBWH: MSK, pelvic floor, vestibular, pulmonary rehab, neonatal, hydrotherapy, lymphoedema
Redcliffe: MSK, pelvic floor, hand

Caboolture: MSK, paediatric, hand therapy, haem/onc

Orthopaedics scoliosis clinic — RBWH

Occupational therapy cognition clinic (concussion, cognitive impairment) — TPCH
Concussion clinic (Neurology) — RBWH -> refer under “Neurology” with no condition
ICU follow up clinic — Redcliffe (accepts patients from any ICU) | Post-acute care
Comprehensive Diagnostic Breast Clinic — RBWH (MN catchment, TPCH location)
Paediatric gynaecology from 14yo — RBWH

Antibiotic allergy assessment/de-labelling clinic — RBWH, Redcliffe | Infectious diseases
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Q, Search HealthPathways

}_‘-’{ Community
%" HealthPathways

Brisbane North

Home
About HealthPathways v
Acute Services v
Allied Health v
child and Youth Health v B r i S ba n e N O rth e
End of Life v y
Investigations v H E A I I H P A I H W AG )
Lifestyle and Preventive Care v A
Medical v
Pathway Updates /] HEALTH PROVIDER PORTAL
Mental Health - @ Health Alert y Up (4
Older Adults' Health There is a large outbreak of Ebola disease caused by &
v Bundibugyo virus in the Democratic Republic of Congo (DRC) fcasas Ju{y ) ﬂ METRO NORTH HHS
Pharmacology $ and Uganda. On 17 May 2026, the WHO declared the outbreak Alcohol Intervention and Withdrawal
a public health emergency of international concern (PHEIC).
Public Health v No human case of Ebola disease has ever been reported in Updated - 20 July 69 PRACTICE SUPPORT WEBSITE
Australia. Read more... e )
Reproductive Health v Recurrent Epistaxis in Children
Specific Populations G 1y 2026 = Gy alert: hpiherta U LOCAL RESOURCES
Surgical v Case numbers continue 1o rise from a large outbreak of Breast Symptoms and Breast Cancer
Women's Health diphtheria, primarily among Aboriginal and Torres Strait ﬂ CLINICAL RESOURCES
¥ Islander peoples in the Northern Territory and Western Ubdated — 30 J
Our Health System v Australia. o s
Mastitis and Breast Abscess
Clinicians should consider diphtheria when a patient presents 9 QUEENSLAND HEALTHPATHWAYS PORTAL
with a clinically compatible iliness, especially if they have had thdated = 80 ke
direct or indirect contact with a remote Aboriginal community. Z
Ensure all patients are up 1o date with diphtheria vaccinations. Superficial Foreign Body in Eye ‘€ EDUCATION FOR GPS AND STAFF
Notify your local public health unit[Z immediately of any
suspected diphtheria cases.
See the Australian Immunisation Handbook [2 and VIEWMOREUEOATES. . ,(‘9 NHSD
the Queensland Health website [Z for more information.




General Practice Liaison Officer Program

HealthPathways- Eating Disorders

A / MentalHealth / Eating Disorders ‘

Expand all Print Share

Eating Disorders e = B3

ABOUT THIS PAGE
In This Section

@ Prage information S
Eating Disorders in Adults
@® Topic ID: 447727
Eating Disorders in Children and Youth @ pi

GP Eating Disorder Care Plan (EDP)

PD REPORTING @

(© 2026 HealthPathways. All rights reserved. | Terms of Use

2 Add learning notes

GD Create a CPD repor




General Practice Liaison Officer Program

Background

ABOUT THIS PAGE

W] Sources

About eating disorders in adults v

Assessment o Page information

@ Topic ID: 552190

>

Practice point

Seek collateral information

Patients with eating disorders may be difficult to engage, as they often don't realise the need for treatment or deny the reality of
the problem. When possible, seek the patient's consent and obtain collateral information from family or carers.

CPD REPORTING @

2’ Add learning notes

1. Consider an eating disorder in people who present with any suggestive features v.
GD Create a CPD report
2. Seek the patient's consent to obtain collateral information from:

» family, carers, or significant others.

« other health providers. If relevant, seek patient's permission to access their Queensland Health mental health record via the
Health Provider Portal (i.e., The Viewer).

Patients with eating disorders may be difficult to engage as they often don't realise the need for treatment, or deny the reality of
the problem.

3. Explain limits of confidentiality v to the patient.

4. Consider using one of the available screening tools to determine the likelihood of an eating disorder — note that routine screening
of adults is not recommended:

e SCOFF questionnaire v
o Eating disorder screen for primary care (ESP) v
e Binge-eating disorder screener — 7 (BEDS-7) &

5. Take a history. This may be done over several appointments to build a rapport and avoid overwhelming the patient. An EDE-Q
questionnaire v may facilitate the process. Ask about:

e weight v — note that this is not the most reliable measure of severity.

e physical activity and food-related behaviours .

¢ signs or symptoms of severity v and physiological changes v.
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Eating Disorders in Children and Youth

Assessment

1. Consider an eating disorder in patients who present with any suggestive features ». Young persons with an eating disorder may
appear well and may be reluctant to talk about their disordered eating. Establish a supportive, non-judgemental environment.
2. Explain the limits of confidentiality v to the patient, and always consider obtaining collateral information .
3. Cons]derusi
4. Take an age-appropriate history and ask about:
« weight % — obtain previous records for percentiles, being mindful that weight is not the most reliable measure of severity
« physical activity and food-related behaviours
« signs or symptoms of severity v

« psychosocial factors v

co-morbidities and medications .
5. Perform an age-appropriate examination:
= Atevery visit, check general appearance and alertness, and record baseline parameters w.,
« Check for signs of recurrent vomiting .
= Consider on-the-spot blood glucose level (BGL) (glucometer) test.
= Check pubertal development v if appropriate. Follow recommended protocol » and consider a chaperone. iz

+ Complete a mental state examination [, including risk of suicide and self-harm.

6. Arrange baseline investigations =5
7. Determine if the patien igh risk or medically unstable v.

8. Consider the s iz based on the comparison of eating disorders table [4, or for more detailed information, the

9. Assess for risk of refeeding syndrome .

10. Consider assessing for other complications of disordered eating .

General Practice Liaison Officer Program
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GP Eating Disorder Care Plan (EDP)

Find Eating Disorder Help

The connect-ed searchable directory includes an ever-growing list of Credentialed Eating inicians - health professionals recognised for their

training, skills and experience in providing eating disorder care.

Listed dietitians and mental health professionals (such as psychologists, social workers, occupational therapists (OTs), mental health nurses, n
practitioners, psychiatrists and general practitioners (GPs) who provide psychological evidence-based treatment) are trained in providing eating

disorder treatment.

Listed GPs are trained in providing screening, assessment and diagnosis of eating disorders and referral to appropriate services for treatment.

The search options allow you to find and connect with ANZAED Credentialed Eating Disorder Clinicians from around Australia. You can also search via
appointment availability, in person or Telehealth services, languages spoken and other options as needed.

Search by location Search by clinician

City/Postcode

Search Telehealth providers

Within (Km)

10km -

Name contains Credentialed Select %0
Profession

Gender Delecs v Languages spoken Select -

Areas of interest Select v Practice sector Select v

General Practice Liaison Officer Program

Management

1. Document all results of the assessment in the patient's GP Eating Disorder Care Plan, including:
« patient needs, goals, actions.
« referrals, required treatment and services.
« review date.
2. Discuss the assessment with the patient, including the eating disorder diagnosis or provisional diagnosis.

3. Identify and discuss referral and treatment options with the patient, including appropriate support services (e.g., psychological
services, dietitian, specialist mental health services).

« All health practitioners who are providing services under these MBS items must have appropriate training, skills, and
experience in the treatment of patients with eating disorders. See Inside Out — Medicare for Health Professionals: Approved
Treatments for Those on an EDP and Training Options (4.

» The Australia and New Zealand Academy for Eating Disorders (ANZAED) accredits dietitians and mental health professionals
treatment. However, not all clinicians with appropriate skills are credentialed. Find an

ANZAED-credentialed provider ZXANZAED expanded its eating disorder credential [ to include GPs).

» Patients with an EDP will be eligible for up to 20 dietetic services, and up to 40 Medicare-subsidised psychological services, in
a 12 month period, depending on their treatment needs.

« Consider early referral for specialist assessment (e.g., psychiatrist or paediatrician), as specialist review is required for the
patient to continue accessing Medicare-subsidised psychological services beyond 20 sessions.

« The Queensland Eating Disorders Service does not provide ongoing case management, and is therefore not able to provide a
review under the Medicare EDP requirements.

4. Agree on goals of treatment with the patient, and any actions they will take.
5. Provide psychoeducation and written information to the patient and their family or carers.

6. Make a plan for crisis intervention and/or relapse prevention, if appropriate.

7. Make arrangements for required investigations, referrals, treatment, appropria E "
[ ]
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Creating a CPD report from Health Pathways

Access Smart Search from HealthPathways (short

version) | Videos & Movies on Vimeo

Otitis Media in Children

Atrial Fibrillation (AF) and Flutter

ADHD in Adults

Pre-conception Consultation

Child and Youth Health

Cardiology

Mental Health

Pregnancy

Brisbane North Community HealthPath...

Brisbane North Community HealthPath...

Brisbane North Community HealthPath...

Brisbane North Community HealthPath...

CPD REPORTING @

[ Z#’ Add learning notes ]

GO Create a CPD report

10 mins
9 mins learn risk factors for AF
8 mins

8 mins
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CPD report continued...

Learning notes CPD reports

All Reports / ED education event / Add pages

Add pages to your report
Date range
Clearall  01/07/2025 - 27/07/2026 @
Page Category Site Total time @ Learning notes
Bipolar Affective Disorder Mental Health Brisbane North Community.. 26 mins CPD activity report for :‘X'C HealthPathweys
ADHD in Adults Mental Health Brisbane North Community.. 8 mins Caroline Clancy
GP Eating Disorder Care Plan (EDP) Mental Health Brisbane North Community.. 5 mins ED education event
Eating Disorders in Adults Mental Health Brisbane North Community.. 5 mins Date range Report total time
01/07/2025 - 27/07/2026 57 mins
Psychosis - Established Mental Health Brisbane North Community.. 3 mins

Pages and total time

Site
Brisbane North Community HealthPathways

Bipolar Affective Disorder 26 mins
ADHD in Adults & mins
GP Eating Disorder Care Plan (EDP) 5 mins
» Change v Save and export as PDF — Eating Disorders in Adults 5 mins
Depression in Older Adults 3 mins
Psychosis - Established 3 mins
Suicide Risk in Young People 2 mins
[Eating Disorders in Children and Youth 1 mins
[Eating Disorders 1 mins
Developmental Dysplasia of the Hip (DDH) 1 mins
Anxiety in Adults 1 mins

Psychotropic Medications in the Perinatal Period 1 mins
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Keep up with the latest — GP Link e-newsletter

 Latest LOCAL health service & GP news - new services, supports & hospital
information

* Published weekly ER.SBANENORTH GP LINK
. Sign up here: = o r— - Your local source of GP news
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ADULT EATING DISORDER UPDATE 2026

Dr Kate Murphy — Director and Consultant Psychiatrist
Queensland Eating Disorders Service (QUEDS)
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Butterfly

LET’S TALK eating dlsorders

1800 334 673
Webchat

/ days/week
8am — midnight
(AEST/AEDT)




Queensland Eating Disorder service — operationally under Metro North —
based at Windsor (service development, education and intake) and
Indooroopilly (Treatment), clinics at Spring Hill Community Mental Health
clinic

Statewide service and support to the Eating Disorder Specialist Services
(EDSS) - Gold Coast, Metro South, West Moreton, Darling Downs, Sunshine
Coast, Townsville, North Queensland

We offer:

- Specialist assessment clinic (MDT — medical/ dietitian/ nursing) —
diagnostic clarification, treatment recommendations — generally a 1-off
assessment 90minutes minimum and support to GP

- Treatment — evidence based individual intervention (CBTe, SSCM,
MANTRA, CBT-t) and group options (Day program (SMT + therapy) and
Schema therapy)

- Consultation services — Individual peer support/ MDT support to any
professional teams who are providing clinical services to patients with eating
disorders/ malnutrition online

- Education — inpatient training, community training, CBTe and SSCM,
medical education, dietitian masterclasses, annual forum, SMT etc

- Supervision — individual and group supervision within discipline and across
the MDT — to both public and private providers of care

- Research — full time research officer with multiple projects and including
wider stakeholders

©



QuEDS Contact Details

Ph: (07) 3114 0809, Email: quedsfax@health.qgld.gov.au

Ph: 3114 0809, Email: quedsconsultationservices@health.qld.gov.au

Ph: 3114 0809, Email: quedseducation@health.qld.gov.au

Ph: 3100 7500, Email: quedstreatment@health.qld.gov.au

Ph: 3114 0809, Email: quedsdietitians@health.qld.gov.au



mailto:quedsfax@health.qld.gov.au
mailto:quedsconsultationservices@health.qld.gov.au
mailto:quedseducation@health.qld.gov.au
mailto:quedstreatment@health.qld.gov.au
mailto:quedsdieticians@health.qld.gov.au

Resources for Clinicians

*** please note that a lot of these websites (particularly CCI) have great
resources (easy to understand fact sheets., etc.) that can be given to
consumers and their families as part of providing them with

psychoeducation***




Carers, Loved Ones and Kin
Supports —

https://www.edfa.org.au/

https://www.feast-ed.orqg/

https://eatingdisordersqueensland.org.au/

»

https://nedc.com.au/eating-disorder-resources/families-supports

I

CCI Information Sheets and Workbooks for Mental Health Problems

”

WORKING WITH FAMILIES AND SUPPORTS OF ADULTS WITH AN EATING
DISORDER — April 2024

”

Families - Butterfly Foundation

Butterfly National Helpline

)

—

(


https://www.edfa.org.au/
https://www.feast-ed.org/
https://www.feast-ed.org/
https://www.feast-ed.org/
https://eatingdisordersqueensland.org.au/
https://nedc.com.au/eating-disorder-resources/families-supports
https://nedc.com.au/eating-disorder-resources/families-supports
https://nedc.com.au/eating-disorder-resources/families-supports
https://nedc.com.au/eating-disorder-resources/families-supports
https://nedc.com.au/eating-disorder-resources/families-supports
https://nedc.com.au/eating-disorder-resources/families-supports
https://nedc.com.au/eating-disorder-resources/families-supports
https://www.cci.health.wa.gov.au/Resources/Overview
https://ceed.org.au/wp-content/uploads/2024/05/Working-with-families-and-supports-of-adults-with-an-eating-disorder.pdf
https://ceed.org.au/wp-content/uploads/2024/05/Working-with-families-and-supports-of-adults-with-an-eating-disorder.pdf
https://ceed.org.au/wp-content/uploads/2024/05/Working-with-families-and-supports-of-adults-with-an-eating-disorder.pdf
https://ceed.org.au/wp-content/uploads/2024/05/Working-with-families-and-supports-of-adults-with-an-eating-disorder.pdf
https://butterfly.org.au/families/?gad_source=1&gad_campaignid=22979437620&gclid=EAIaIQobChMI7tKM_f2nkwMVDKhmAh0mYAtdEAAYASACEgJmVfD_BwE
https://butterfly.org.au/families/?gad_source=1&gad_campaignid=22979437620&gclid=EAIaIQobChMI7tKM_f2nkwMVDKhmAh0mYAtdEAAYASACEgJmVfD_BwE
https://butterfly.org.au/families/?gad_source=1&gad_campaignid=22979437620&gclid=EAIaIQobChMI7tKM_f2nkwMVDKhmAh0mYAtdEAAYASACEgJmVfD_BwE
https://thebutterflyfoundation.org.au/our-services/helpline/

(Deloitte Access Economics, 2024)

The number of The number of The number of
Australians living with Australians who died Australians to
an eating disorder in from an eating experience an eating
2023 disorder in 2023 disorder in their lifetime

1.1 million 1273 10.5%




(Deloitte Access Economics, 2024)

The economic and social cost of eating disorders in Australia in 2023

$66.9 billion

Less than 1 in 3 people seek Average time to recover after
help for their eating disorder seeking treatment
®@ O O -
- 1-6 years

®



, Do you think tha
' these statistics
are accurate?
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National

25155
= NATIONAL EATING DISORDERS STRATEGY 2023-2033
= Call to action for all health practitioners

= Supported by government

= Lays out a framework for health care providers to follow in
order to have systems in place to identify individuals who
have eating disorders or who are at risk of developing and
ED to provide the best stepped care approach

= Early identification and prevention are key to support change
= Lived experience as experts

= https://journals.sagepub.com/doi/full/10.1177/10398562241249
906



https://journals.sagepub.com/doi/full/10.1177/10398562241249906
https://journals.sagepub.com/doi/full/10.1177/10398562241249906
https://journals.sagepub.com/doi/full/10.1177/10398562241249906
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Person experiencing
an eating disorder

Core treatment team:
Medical practitioner and
mental health professional

Dietitlan (often in core
treatment team)

Other key roles involved in care

- ST
l

I Medical practitioners,
I ~ including psychiatrist,
S f—‘ paediatrician and specialists

(S Allied health professionals
\
™ Psychosocial supports

THE
CARE
TEAI







Shared care

QuEDS are not a case management service

If you consider case management appropriate — either directly related to the eating disorder or a co-
occurring mental health condition, please contact local MH-Call

All QUEDS input is voluntary and requires consent — patients can be on a Treatment Authority but their
attendance at QUEDS is voluntary

All patients sign up to the non-negotiables of care

This includes regular medical monitoring by their own GP — depending on weight, nutritional intake and
medical stability — weekly, fortnightly or monthly — we will make recommendations based on our assessment

We cannot safely engage in therapy if medical risk is not safety-netted and therefore it is a requirement of
care










The person is The person is not the
the problem problem, the problem
IS the probkm

0 e Externalising

®



“Voices” of an Eating
Disorder

You’re disgusting
You don'’t deserve to eat
You’re weak if you eat
If you do eat you MUST get rid of it
You'll only find happiness if you lose more weight
If you eat you will be fat
No one will like you/love you if you gain weight
If | lose weight, I'll feel more in control
The less | eat, the more I've achieved
My self worth is determined by the number on the scales



(Butterfly, 2025)

UNHEALTHY

BEHAVIOUR

DIETING
Restricting amount
of food
umed for a

of time

INCREASED BODY
DISSATISFACTION

Frequent thinkir
100Ut faod, eating

and body

the need
Or resinct to
I 15ate
nal binge

eatng

Across all stages people will present in a variety of shapes and sizes.

THE EATING AND
BODY ATTITUDE SPECTRUM

DISORDERED
EATING

FREQUENT
UNHEALTHY
EATING
BEHAVIOURS

HIGH LEVEL
OF BODY
DISSATISFACTION

about body

ith eating

yod

« Cutting out meals
and food groups
» Compensating by
vomiting, fasting,

extreme ercising

SUB CLINICAL
EATING
DISORDER

« Severe

but not all

MENTAL
ILLNESS/
DIAGNOSES

CLINICAL
EATING
DISORDER
Anorexia Nervosa,
Bulimia Nervosa,
Other Specified
Feeding & Eating
Disorder (OSFED),
Binge Eating
Disorder

X
@

Butterfly

Foundation fer Eating Disoeders




“No matter vour size, shape,
abilities, gender identity, sexuzality,
cultural or linguistic background,
economic status, profession or
location, anyone can experience an

eatmg disorder.”
(D) j. (Butterfly Foundation, 2025)




= More than half of all people with an ED are in larger
bodies with rates of eating disorders increasing most
in people with higher weight.

= LGBTQIA+SB community

= ~27% amongst Aboriginal & Torres Strait Islander
peoples

= People seeking weight loss,

= People with co-occurring mental health condition,

= People in competitive occupations (including sports),
= Transition periods

= Restrictive diets

= Neurodivergent individuals

= History of trauma




(NEDC, 2022)

May present as muscularity-oriented disordered eating
55% of 12-18yr old males want to change their body
May be missed by health professionals
Maijority of studies on eating disorders are based on female samples
Delayed help-seeking
Stigma




e: Buﬂ-erﬂy Talk to someone now. Call our National Helpline on 1800 33 4673. You can also chat online or email Need help? A

P""r."ﬁ"‘..r
z« f o ey
r z v e
A

WELCOME TO

THE BODYPRIDE
RESOURCE HUB

Resources, tips and advice specifically for LGBTQIA+
individuals experiencing eating disorders and body image
concerns.



Eating Disorders and
Neurodivergence

EATING DISORDERS
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NEURODIVERSITY
AUSTRALIA

Eating Disorders and Neurodivergence:
A Stepped Care Approach




Eating Disorders & Aboriginal and

Torres Strait Islander People

(Burt et al., 2020; Hall et all., 2020; Hay & Carriage, 2012)

= Limited research available, ~ 10 studies
available.

= Eating disorders are more common prevalent
among adult (27%) and adolescent (29%)
Indigenous Australians.

= Higher levels of overevaluation of weight and
shape.

= Binge eating disorders are as common, if not
more common, among Aboriginal and Torres
Strait Islander youth.

= Currently no studies available on appropriate
treatment interventions or adjustments
needed to be made to treatments.

®



= Information available in medical settings encouraging starting the
conversation

= Being mindful of weight stigma in medical settings — asking
permission to weigh, blind weighs and not announcing weight, T

= Weight neutral space - try not to celebrate weight loss or suggest
dieting prior to asking about disordered eating, use language such as
weight change, nutrition and eating patterns

= Using your relationship to encourage gentle opening up of the
content - Consider having several appointments lined up to explore
this content and encourage reflection

= Using appropriate screening tools where appropriate (acknowledging
that these tools are not necessarily validated in certain populations)

= SCOFF can be used but may miss BED, ARFID and those not in low
weight bodies

= Offering written information
= Suggesting a formal route for diagnostic clarification
= Use of tools such as the EDE-Q

= Using the physical examination and investigations as a way to be
curious, consider psychological harm as well as medical risk

©




GENERAL
« Marked weight changes

« Weakne

« Dehydr

« Abnorm

« Poor concentration, irntabi

o Dr

SKIN, HAIR, AND TEETH

in (AN, BN
. N

ENDOCRINE

« Delayed growth, short

stature, delayed puberty, low

hormor 7

« Delaye X "

loss of periods 2

(AN. BN 1
s

* Abnormal thyroid levels

(sick euthyroid

« Insulin resistance of Type 2
diabetes (BED

« Loss of libido (AN

GASTROESOPHAGEAL

ominal pain/bloating

PSYCHOSOCIAL

« Depressior

self-esteem
* Over concern with
veight/shape

e Shame or quiit

» Withdrawal from

friends/activitie

CARDIOVASCULAR
« Low pulse (AN, BN
« Dizziness (AN, BN)

« Low blood pressure (AN
BN)

« High blood pressure
(BN/BED)

« Arrthythmia/irregular

heartbeat (AN, BN)

MUSCULOSKELETAL
« Low bone densit
osteopenia, ostec n;vu,m SIS

o Stress

fractures (AN, BN)

eased muscle mass

JENNIFER L. GAUDIANI
MD, CEDS, FAED

READ BY DONNA POSTEL
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Changes in Severe
behaviours, disturbances in
thoughts, and eating
attitudes to behaviours that
food, eating, interfere upon
weight, or body an individual’s
shape functioning

Over-evaluation
of control of

eating, shape, or
weight




Owver-evaluation of eating, shape
and weight and their control

Strict dieting and other -

weight-control behaviour

|

Low weight

Over-evaluation of eating, shape
and weight and their control

|

*Starvation syndrome™

F 1

|, Strict dieting and other
weight-control behaviour

.

— Binge eating | Low weight

I l

Compensatory | “Starvation
vomiting/laxative | syndrome”
misuse

Cognitive
transdiagnostic
model of Eating
Disorders

FAIRBURN ET AL




Diagnostic Flux...

Anorexia nervosa

« Schematic representation of
temporal movement between
the eating disorders (Fairburn &
Harrison, 2003)

» Migration between eating
disorder diagnoses has been

ﬂggﬁ'gaﬂﬂa Bulimia nervosa shown to occur in 53% of cases

over a 30-month period (Milos

et al., 2009)

(Cooper, 2015)

©



* Egosyntonicity Maladaptive coping strategy

* Perception that the eating
disorder is a valued part of the
self, or serves a valued function
in day-to-day life

Numbing from emotions
Providing distraction

Helping to feel in control

Informing a meaningful
identity




Case Presentation - Jenny

For discussion:

WHAT DIAGNOSES ARE GOING THROUGH
YOUR MIND?

WHAT WOULD YOUR FIRST FEW
QUESTIONS BE IN THIS CASE?

WHAT EXAMINATIONS AND INVESTIGATIONS
WOULD YOU WANT TO DO?

WHO MIGHT ELSE YOU INCLUDE IN YOUR
ASSESSMENT?




= Prior to June 2024

= “l was always dieting and trying to lose weight but never really stuck to it”
= “Did a lot of Tony Ferguson shakes and trying to eat health”

= “Would try doing it for a week and then stop”

= Then in June last year - started using Mounjaro prescribed by the GP

= “It took my appetite away”

= Was still eating normally but would become fuller more quickly

= Weight at that time - 104kg

= Has lost nearly 40kg now

= "Don't really eat that much and I think that | am little bit obsessed with losing
weight"

Now (12 months later)

Weighs herself everyday on own scales for the past year

Want to make sure its going down

“If its going down then "nothing happens”

= If it doesn't go down - she feels disappointed and as though she needs to eat
less

= Dietitian has asked her to stop weighing herself - doesn't feel great about that
and hasn’t been able to stop

©



NOW:
BF: Coffee
Lunch: Fortisip

Dinner: Fortisip

= Started having fortisip when she got sent to hospital 6
weeks ago - was having 4-5 fortisips in hospital

= Prior to fortisip she was having a bow! of cereal for
dinner

= She is avoiding social situations where food is involved -
last few months this has happened

= Dietitian has been working with her on adding another
fortisip to her intake but she is unable to do this due to
fear of gaining weight - or a worry about not losing weight

= Last ate solid food a few weeks ago




= Lowest recorded adult weight: 67.4 kg (BMI: 25.68) at age 30 years.
= Highest recorded adult weight: 104 kg (BMI: 39.63) at age 29 years.
= Goal or ideal weight: 60 kg (BMI: 22.86).

= Understanding of healthy weight: “When it started this | wanted to be 60kg” but
thinks that it might be less than that

= Feels like she would be "happier" if she were thin

= On further conversation regarding thoughts of suicide she talked about "making a
deal with myself that this was the last time | would try to lose weight and if it didn't
work then | might not live through this" - on clarification she was indicating that her
suicidal thoughts/ plans might increase if she was to remain at this weight or if she
gained weight

= During dieting episodes, she would drop a kilo or 2 and then go back up

= No sense of stable weight/ set point.

= Weight Observations

= Weight: 67.4 kg

= Height: 162 cm

= BMI: 25.68 kg/m?

= Change since referral: -6.6 kg

= BMI change since referral: -2.51 kg/m?




(American Psychiatric Association, 2022)

« Anorexia Nervosa

e Bulimia Nervosa Reqgardless of diagnosis, eating
disorders are associated with a

* Binge Eating Disorder wide range of physical and
- _ _ _ psychological symptoms; and

 Other Specified Feeding or Eating Disorder increased risk of premature

death due to medical

* Unspecified Feeding or Eating Disorder complications and suicide risk.

* Avoidant/Restrictive Food Intake Disorder
* Pica

 Rumination Disorder

@



(American Psychiatric Association, 2022)

Restriction of energy intake relative to requirements, leading to significantly low
body weight in the context of age, sex, developmental trajectory, and physical
health.

Intense fear of gaining weight or of becoming fat, or persistent behavior that
interferes with weight gain, even though at a significantly low weight.

Disturbance in the way one's body weight or shape is experienced, undue
influence of body shape and weight on self-evaluation, or persistent lack of
recognition of the seriousness of the current low body weight.

Specifiers: restricting type, binge-eating/purging type

E\
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Nervosa

(American Psychiatric Association, 2022)

Recurrent episodes of bingeing. An episode of binge eating is characterised by
both of the following:

1. Eating, in a discrete period of time, an amount of food that is definitely larger than what
most individuals would eat in a similar period of time under similar circumstances.

2. Asense of lack of control over eating during the episode
Recurrent inappropriate compensatory behaviour in order to prevent weight gain.

The binge eating and inappropriate compensatory behaviours both occur, on
average, at least once a week for three months.

Self-evaluation is unduly influenced by shape and weight.
Does not occur exclusively during episodes of Anorexia Nervosa.




© >

mo o

Binge Eating Disorder

(American Psychiatric Association, 2022)

Recurrent episodes of binge eating.

Binge eating associated with 3 or more of the following:
1. Eating much more rapidly than normal
2. Eating until feeling uncomfortably full
3. Eating large amounts when not physically hungry
4. Eating alone from embarrassment
5. Feeling disgusted with oneself, depressed, or very guilty afterward.

Marked distress regarding binge eating is present.
The binge eating occurs, on average, at least once a week for 3 months.

The binge eating is not associated with the recurrent use of inappropriate
compensatory behaviour as in bulimia nervosa and does not occur
exclusively during the course of bulimia nervosa or anorexia nervosa.




Other . - Feeding and Eating

(Amerlcan Psychlatrlc Assomatmn 2022)

Eating behaviours that cause clinically significant distress and impairment, but do not meet full
criteria.

Diagnosis may specify why the presentation does not meet criteria (e.g. BN low frequency).

Example OSFED presentations:

Atypical anorexia nervosa: All criteria met, except despite significant weight loss, weight is within
or above normal.

Bulimia nervosa (of low fregency and/or limited duration)
Binge-eating Disorder (of low frequency and/or limited duration)

Purging Disorder: Recurrent purging behaviour to influence weight or shape in the absence of
binge eating

Night Eating Syndrome: Recurrent episodes of night eating after awaking from sleep



Avoidant Restrictive Food Intake Disorder

(ARFID)

(American Psychiatric Association, 2022; Thomas & Eddy, 2018)

Eating or feeding disturbance manifested by persistent failure to

" . . Fear of aversive
meet nutritional needs associated with one (or more):

. . consequences
-1 Significant weight loss (or failure to achieve expected gains)
- Significant nutritional deficiency
1 Dependence on enteral feeding or supplements Sensory
0 Marked interference with psychosocial functioning sensitivity
= No fear of weight gain or body image disturbance Lack of interest in
= Not due to lack of available food or cultural practice eating
= Not accounted for by another medical or psychiatric condition @
\//’



) | reare &Schmid,200
55% - 97% of individuals living with an eating disorder, have
at least one additional co-occurring condition (neoc, 2017)

 Trauma-related disorders
* Anxiety disorders

Mood disorders
Self-harm and suicidality
Substance use disorders
Personality disorders
ADHD, Autism

OCD







Queensland Health Guideline

Eating Disorders:

Inpatient care on adult
wards

Queensland Eating Disorders Service (QUEDS)

SR
222/ Queensland
1 ‘j“'.’g
(" Government

Metro North
Health




What makes this
guideline different?

Evidence-informed
Recovery-oriented
Statewide

Clinical

Multidisciplinary expertise

Co-designed with lived experience

Least restrictive

Metra North
Health

‘@ Queensland @
Government



How was it developed?

Literature Consumer/ o Feedback
; carer lived g)l(lnéc:; MHAODB and Endorsement
Evidence experience P consultation

Metro North
Health

Queensland

Govemment @




How to use the guideline

1. Background - foundation of knowledge

2. Practical guidance for standardised 4 ‘
care /‘ :

Medical officers

Dietitians/ nutrition considerations ' 9 g
Nursing care J ? IN

Allied health/ MDT

3. Additional considerations for special * : i)
groups

MetroNorth | $&82P Queensland
ealth | (A Gmemmentb
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1. Eating disorders have the highest

Evidence for
mortality rate of any mental iliness. i
Among eating disorders, anorexia nervosa g u i d a m c e

has the highest mortality rate, with suicide

being the second leading cause of death. It
is estimated that one in five individuals
with anorexia who die do so from suicide.

e“ Mental Health A-Z  Self-Improvement Psychology News AboutUs

ING DISORDERS AW NESS v VENTION

Why Interventlon Is Necessa
Prevent Eatlng Dlsorder Deat

Print %
v
We often hear about the dangers of obesity, b » hear less trequently
about the risks of eating disorders. Eating disorders may seem benign, but
this is a myth. Every 62 minutes someone dies as a direct result of an eating

disorder. !

Early intervention markedly improves treatment outcome, which is one siis

reason to ensure individuals with eating disorders recelve a prompt Metro North ? :IEUEEHSLiﬂd
%1 Government

-||.|__~"l'l~'\{\ and access to rreatment, ;ln‘fﬂ:.ﬂuiv,' evidenced - based wherever h

possible.



THE GREAT STARVATION
EXPERIMENT

| Will you Starve .50 that they
-Mherﬂgnm’. s

Ancel Keys and
the Man Who Starved
for Science

Todd Tucker

Minnesota
starvation
study




World Federation of Societies of Biological Psychiatry
(WESBP) consensus statement on candidate

biomarkers for anorexia nervosa

Hubertus Himmerich 1 2, Johanna Louise Keeler 1,Joseph AKinm 3 Stafan Fhrlich 3 4

Lisa-Katrin Kaufmann ® ©, Cynthia M Bulik 7 8, Sarah Cohen-Wc
Howard Steiger 10 ', Linda Booij ' !, Palmiero Monteleone !
Alessio Maria Monteleone 12, Ulrich Cuntz 1* 13, Ulrich Voderhe
Selamawit Alemayehu Tessema 17, Yael D Lewis 8 19, Magnus S
Jochen Seitz 2!, Marta Tyszkiewicz-Nwafor 22, Olga Karpenko 23
Serguei O Fetissov 2, Isabelle Mack 26 27, Namrata Dhopatkar
Maria M Uribe 39, Kazuhiro Yoshiuchi 3!, Nadine Abuobeid 1, Di
Daniel Stein 19 34, Sevgi Bektas ' 3%, Daniel J Miiller 36 37 Phili

Philibert Duriez 32, Chloé Tezenas du Montcel 28 3% Elzbieta Pas
' 1 - R e - 42 - T - 1 a 44 4

Results: Candidate biological markers that have been associated with AN include clinical (e.g. body

weight), molecular (e.g. genetic, epigenetic, hormonal, immunological, metabolomic), cellular (e.g.

leukocytes), neuroimaging (e.g. structure, function, connectivity), digital, cardiac and
neurophysiological parameters. Some clinical and laboratory parameters are risk markers in clinical
practice. Biological markers have pathophysiological relevance in understanding the biological and
metabolic pathophysiology of AN and its physical health consequences. Few studies have examined
pharmacogenetics or therapeutic drug monitoring as tools to monitor and guide the treatment of AN.

Conclusions: Biological markers will hopefully soon enable clinicians to intervene earlier in a more
targeted manner to mitigate treatment resistance. However, the current scientific basis for most
biological markers are group comparisons only. Studies on sensitivity, specificity and the prognostic
value of these markers are lacking.




Cardiovascuiar risk factors and serious heaith events in
individuals with eating disorders: A systematic review

Dr Kate Murphy, Dr Morgan Sidari, Dr Thomas Skerlij, Dr Kirsten

NicViahon, Dr Stephen Parker, Chioe Pearson, Jana Waldmann, Dr
Elizabeth Eggins

B BMC

Journdl
of Eating
Disorders

5 |
Metro North %} Queensland
Healtl '_.%l Government




The
Clinical
Problem

Eating disorders —
significantly elevated mortality

Cardiovascular abnormalities
common (HR, BP, QTc)

Unclear which markers
Indicate imminent risk

Variation in admission
decisions across services

Impact on patients, families,
and clinicians

Metro North
Health

Queensland
Govenment




To identify cardiovascular
predictors of:

Death or cardiac arrest or

Aim Of the malignant arrhythmia

Review | o
To inform guideline review

Queensland

Government

Metro North
Health




Systematic review (PRISMA)

15 databases searched (to
Oct 2025)

Inclusion: ED population + CV

Methods parameter + serious outcome

Focus on prognostic
(predictive) studies only

Al-assisted + dual reviewer
screening

Metro North
Health

Queensland
Government




PRISMA records

Records identified n=21,015

Records screened
n=14,034

Full text reviewed
n=1,397

NCIUC ,%HE
n 6 MEHIII.I?'I'JT[h [‘:_h!.?u__,l E:‘-E':%m::: @
1\/:’;



All studies: anorexia
nervosa

Sample sizes: 3 — 6,937

CharaCte I’iStiCS Predolminantly female
of Included —

Stud ies High heterogeneity Iin

measures and outcomes

All studies high risk of bias

Metro North
Health

Queensland
Government




Summary of Included Studies

Edakubo 2020

Guinhut 2021

Frederiksen 2018

Facchini 2006

Yahalom 2013

Okabe 1993

AN n=6937

AN n=384

AN n=430

AN n=3

AN n=12

AN n=20

Hypotension

Cardiac

complications

QTc
QTc

Bradycardia

QTc/Bradycardia

Mortality

Mortality

Mortality
Arrhythmia
Arrhythmia

Mortality

OR 8.65

HR 3.29

No association

Unclear

No association

Unclear

sl
Metro North ?%{f? Queensland

AT Govenment



Key
Findings

Hypotension:

= OR ~8.65 for in-hospital
mortality

Composite cardiac
complications:

= HR ~3.29 mortality
= Bradycardia:

= No clear association with
mortality

= QTc prolongation:
= |nsufficient / low confidence

evidence
% Queensland
L Govemment

Metro North
Health

®




What Was
Not Studied

No eligible studies
examining:

= Postural hypotension
= Postural tachycardia
= Heart rate variability

= Dynamic changes over
time

= Significant gaps in evidence

base

Metro North
Health

% Queensland
[ Govermnmen t

@



Interpretation

Cardiovascular abnormalities
# equal risk

Hypotension likely reflects
physiological instability

Bradycardia/QTc may reflect
adaptation or iliness severity

Risk is multifactorial and
context-dependent

Absence of evidence #
absence of risk

i wl
Metro North %} Queensland
Health | a8l Govemment



Prioritise markers
of instability (e.g.,
hypotension)

Avoid reliance on
single thresholds Nutritional status
(HR, QTc)

Clinical
I m p I i Cat i O n S Integrate: Electrolytes

Support
transparent
communication
with patients

Clinical trajectory

Metro North
Health

Queensland
Government




Implications for Guidelines

« Shift from threshold-based — risk formulation approach
* Acknowledge limited prognostic evidence

» Support least restrictive care where safe

» Balance risks of over- and under-admission

 Embed clinical judgement within structured guidance

Metro North ?%7 Queensland

|8 Government




Table 1. Assessment and admission indicators

Minimum assessment to be complated for all ndividuals with & diagnosed OR suspected eating disorder:

« measure blood pressure and heart rate at rest plus postural changes (gitting and standing with 2 minutes in between)

» gollect blood t2sts including full blood count. electrolytes. liver function tests, glucose, phosphate. magnesium

=  measure helght and weight (do not rely on self-report) and calculate cument BMI

= pblain an objectve measure of any weight changes within the past 4 weeks

» @sgess oral intake and fluld status over the past 4 weeks, and particularly the past 5 days

= complete mental health screening assessment by including a risk assessment of sulcide and consult Mental Health ED team
accondingly

= Consider further assessment for sepsés (increased rsk in this population ) particulardy where there are other signs of infection present *

INDICATOR OF ADMISSION TO ADULT MEDICAL WARD INDICATOR OF ADMISSION TO AN ADULT MENTAL
{If any one of these factors & prasent) HEALTH WARD
(If any one of these factors = present)
= Sysiolic BP <80mmHg = Systolic BP 80-90mmHg
= Systolic Postural BP drop of =20mmHg (2 minutes apart)
= Resting Heart Rate <d0bpm or >120bpm* = Resting Heart Rate 40-50bpm
s Mew ECG changes including GTe =460ms or STIT wave
abnomaliies.
s Temgeraiure <355°C = Temperature 35.5-36.0°C

»  Glucose (venous) <3 Ommol’L
=  Potassium <3.0mmoliL = Potassium 3.0-3.5mmolL
= Sodiem <125mmalil = Sodium 125-130mmoliL
= Magneskurm <0 FmmodL

=  Phaaphate <0 Fmmaolil

= gGFR <60mifmin or 25% drop within 1 week
s Albumin =30/l

s LFT= {AST or ALT) = 2% upper limé of normmal
= Meutrophils <1.0 10/L

« BMI <130 ka'm* = BMI13-15.0 kg'm2

= =10% total body welkoht loss over 4 weeks™ or, more than 1kof week |« =25% total body welght loss in 6 months o less®™
for over 4 waeaks™

= Oral inteke of less than 1000kcal’day for =4 weeks of
et

= Significent deterioration or leck of progress In community
despite access o eatng disorder restment

If none of the abowe parameters are identified during assessments inthe [« Suicide risk that is aculely hegher &s compared with
emergency department then please refer all individuals to payehiatric Individual baseline or a8 compared with community
emergency for a mental health assesament prior lo discharge. population.

Additional notes fer table reference:

» Importantly, clinical judgament should abweys be applied slongside the interpretation of the data points presented In this table,

s Currently, there i insufficient evidence to determne whether postural tachycanda should be an indicator for admession in [solation.

= Individuals who have blood glucose of 3.0—4.0mmodL or postural tachycandia are exhibating festures of clinical deterloraton and
require increased monitonng in the community with nutritonal support.

= |Individuals with systolic BF of 30-80mmHg on Mental Health wards requie G-ADDS amendment review every T2 hours ménirmum o
enaure compliance with local procedures on MET calla

= There will be clrcumstances when the BMI <15 |s not considered reasonable for an edmission basaed on that criteria alone or having
achieved that but for the vast majonty of individuals, the treatment they need (s paychologcal and dietetic freatment in the community
and accessing this at a welght less than 15kg/'m?2 k= problematic due to the significant cognitve effects of stervation and would
therefore leeve most individuals at significant risk of deterioration

+ For young people under 18 years of age, the sdmission guidance outlined n 1l i
with sating disorders in Guesnsisnd [1] may have been used to guide a referral, or may neead 1o be consulied to E:upporl transfer to &
«child and edolescent mental haalth inpatent unit.

et

- Refers to the concerns regarding nsk of infection
- Measured, objective or vedfiable

Indicators for
admission

Queensland
Government

gy

&



Table 1. Assessment and admission indicators

Complete usual triage emergency department assessment

Minimum assessment to be completed for all individuals with a diagnosed OR suspected eating disorder:
measure blood pressure and heart rate at rest plus postural changes (sitting and standing with 2 minutes in between)
collect blood tests including full blood count, electrolytes, liver function tests, glucose, phosphate, magnesium
measure height and weight (do not rely on self-report) and calculate current BMI
obtain an objective measure of any weight changes within the past 4 weeks
assess oral intake and fluid status over the past 4 weeks, and particularly the past 5 days
complete mental health screening assessment by including a risk assessment of suicide and consult Mental Health ED team
accordingly
Consider further 1t for sepsis (ir d risk in this pc ion) particularly where there are other signs of infection present *

INDICATOR OF ADMISSION TO ADULT MEDICAL WARD INDICATOR OF ADMISSION TO AN ADULT MENTAL
(If any one of these factors is present) HEALTH WARD
(If any one of these factors is present)

Systolic BP <80mmHg Systolic BP 80-90mmHg
Systolic Postural BP drop of >20mmHg (2 minutes apart)
Resting Heart Rate <40bpm or >120bpm* Resting Heart Rate 40-50bpm

New ECG changes including QTc >460ms or ST/T wave
abnormalities.

Temperature <35.5°C Temperature 35.5-36.0°C

Glucose (venous) <3.0mmol/L
Potassium <3.0mmol/L Potassium 3.0-3.5mmol/L
Sodium <125mmol/L Sodium 125-130mmol/L
Magnesium <0T7mmo|IL
Phosphate <0.7mmol/L

.QEB <60ml/min or 25% drop within 1 week
Albumin <30g/L
LFTs (AST or ALT) > 2x upper limit of normal
Neutrophils <1.0 10/L
BMI <13.0 kg/m? BMI 13-15.0 kg/m2

>10% total body weight loss over 4 weeks** or, more than 1kg/ week >25% total body weight loss in 6 months or less**
for over 4 weeks™

Oral intake of less than 1000kcal/day for >4 weeks or
more™*

ignificant ioration or lack of prog in
despite access to eating disorder treatment

If none of the above parameters are identified during assessments in the Suicide risk that is acutely higher as compared with
emergency department then please refer all individuals to psychiatric individual baseline or as compared with community
emergency for a mental health prior to ge. population.

Additional notes for table reference:
Importantly, clinical judgement should always be applied alongside the interpretation of the data points presented in this table.
Currently, there is insufficient evi to whether p tachycardia should be an for admi in isol
Individuals who have blood glucose of 3.0-4.0mmol/L or postural tachycardia are exhibiting features of clinical de ration and
require increased monitoring in the community with nutritional support.
Individuals with systolic BP of 80-90mmHg on Mental Health wards require Q-ADDS amendment review every 72 hours minimum to
ensure compliance with local procedures on MET calls
There will be circumstances when the BMI <15 is not considered reasonable for an admission based on that criteria alone or having
achieved that but for the vast majority of individuals, the treatment they need is psychological and dietetic treatment in the community
and accessing this at a weight less than 15kg/m2 is problematic due to the significant cognitive effects of starvation and would
therefore leave most individuals at significant risk of deterioration
For young people under 18 years of age, the admission guidance outlined in Assessment and treatment of children and adolescents
with eating disorders in Queensland [1] may have been used to guide a referral, or may need to be consulted to support transfer to a
child and adolescent mental health inpatient unit.

Refers to the concerns regarding risk of infection
Measured, objective or verifiable




23-year-old woman
BMI 25.7

Pulse 42

BP 86/58

QTc 455

Says: “I'm fine, | don’t need to go to hospital.”

Metro North
Health

% Queensland
Gowernment




Jenny -
more
information

18% weight loss in 3 months
Vomiting up to 4 times daily

Lives alone

Wants to leave to get back to work

Family concerned

s
Metra North ‘%’ (ueensland
Healtt (VAT Govemment






support decision

Consider the principles of care
What are the suggested indicators of medical admission

If these are not met — does your clinical judgement, consider her to require
admission despite “not meeting QUEDS criteria”

If so, given that she wants to leave ... consider the legislative considerations
section

Then implement the medical treatment and monitoring aspects of guideline
and refer to dietitian

Make sure there are nursing considerations in the plan — e.g. level of
observations etc

If not, does she need a MH assessment?

If not, what discharge arrangements/ considerations would you want to have
in place?

Metro North ‘ﬂ%’? Queensland

(WAT Government ,—-\\




and enaciment of the legislative provissons (refer to saction 1.4 Legslation). This responsability requires
careful climcal judgment, comgprahensive documentation, and adherence o both the MHAZ2016 [26] and
EZAAZ000 [28)] frameworks, wilh particular attention 1o the principles of least restrictive practics and
respect for hurnan nghts.

2.2.2.1 Key responsibilities of medical officers

» Assessment of capacity: Medical officars must assess whather an indivsdual has capacity 1o
consant 1o reatment. Capacty should not be assumed based solely on BMI or physical appearance
as it reflects & cognitive process. Importanily, cognitive mpainment related to malnutrition or
starvation can occur at any bady welght and should be canefully considerad in the assesament. The
clinical state of mdividuals with eating disorders can change rapidy, paricularly during refeeding
and medical stabilisation. Medical officers are responsible for regularly reassessing capacity and
reviewing the need for involuntary treatment, with consideration given 1o transitioning 1o volunary "
treatmeant as soon as clinically appropriate. When considerning application of MHAZ2016, [26], | T h e RO I e Of M e d I Ca I
determination of an individual's capacity to consent io reatment of a mental diness can pose
challenges for medcal officers unfamiliar with eating discsders dus o the nuance of assessing the

| n u
risks of reatment and no treatmeant in the context of the nead for physical heallth frestmeants. In this O I I I Ce rS I n I n a Ctl n g

instance, additional support may be reguired (e.g. by contacting local EDSS or QuEDS).

« Determination of involuntary treatment criteria: When an individual lacks capacity, medcal L - I t' f t'
officers must assass whather the crileria for involuntary treatment under the MHAZ2016 [26] are mat, e g I S a I O n O r e a I n g
Ir'IE|LHir'IQ consideration of less resirictive allermatives o grovede MECEsaany Ireatment and cans. i a ¢ ¥ e
T reaimant P.IJ“'II:lrltjl' 8 made the medcal oflicer mwst congider the indevidual s views, wighas and
preferances and ensure the individual is supponed to use and understand their rights under d I S O rd e rS I n p atl e n t Ca re
MHAZOTE [26].
- In circumstances where hare is a I:|E|E:|l' in EI:’::E-’EE-ir'Ig hdHAZD1E |EE| gEaassmeant and the nsk =
imminent wurgant care provision undar the GAAZ000 28] may be wlillsed (ses balow) to enable

freatrmant for medical risk, ||"||'.'|Ll'dll"!':'| mutritian. In this scanano an assesament tor the EFIFI"IZ&'ZI-EI"I
of the MHAZ016 should be completed 8t aarliest opportunity snd reviewed regulary.

- Under the MHA201E [26] reatment encompasses anything done or 1o be done with the
inention of having a therapeutic effect on the person’s mental iliness. This may include all
components reguired for the managemsant of an ealing disorder, includng nutrition, hydration,
glacirolyle replacement, vitamin supplemantabon and the provision of nursing and MDT
sUpports necassary to ensure bolh the delivery and the maintenance of the adeguate nutribenal
intake, including the managemeant of compensatory behaviows.

Uz of IJI'ﬂEI"II. health care Iﬂll'l!l'l'iﬂ-ll!lI'I‘Ha.I Medical aflicars may nead 10 nvoke Section B3 of the
GAAZD0D [28] when urgent healthcare |8 required. All such decislons must be cearly documentad
m the ndivdual's health record, ir'llﬂl.ll:lir'lg the rationake for I:I-EJ:I"!'I"I"I'III"II"Il':'| that treatmsant was ur-gefﬂ
and that it was not rEEEII:lI'IEH'g' FIfEI:iIEENE' I ablaim congant.

B _ih. @R .. _Ea_ o & . _F . g = 2 a2 o i F_ . o E gy 3 _ogamm o aa



Initial interventions for Eating Disorders

Medical stability

Nutrition and meal planning
Reversal of starvation effects
Supportive psychotherapy
Family and carers support
SMT

Psychoeducation

Motivational interviewing and building rapport




NICE Guideline (NICE, 2020)

Anorexia Bulimia
Nervosa Nervosa
First line: A First line: First line:
irst line: irst line: irst line: Consider using
« CBT-ED __ + CBT Guided _ + CBT Guided treatment for the
|+ SSCM Self Help Self Help — eating disorder it
- MANTRA most closely
\ J resembles
p _ - Second line: (Second line: )
Second line: . CBT-ED . Group CBT-ED
|+ Focal
Psychodynamic
_ Therapy* ) A ’
"Third line: )
|+ Individual
CBT-ED




First-line Anorexia Nervosa Treatments (rairbum, 2008; Hay et al., 2016:
Mcintosh et al., 2024; Schmidt et al., 2019; Stiles-Shields et al., 2016; )

CBT-ED SSCM

Well suited for patients: Well suited for patients:

MANTRA
Well suited for patients:

guidance from therapist
Motivated to engage

»  Willing to complete homework

» Seeking active treatment, with ~ »

Wanting a flexible approach .

Ambivalent about change
With little change in previous
therapy

With co-occurring personality

With anxious, sensitive,
perfectionistic, detail-focused
and/or obsessional traits
With longstanding iliness
Who value their iliness

disorders

Willing to complete homework

Contraindications:
Compromised physical health
Suicide risk
Severe clinical depression
Persistent substance misuse
Major life events or crises
Inability to attend treatment
Absence of the therapist




Severe and Enduring Eating Disorders (SEED) vs Long-
standing Eating Disorders

Can have long standing but not severe and vice versa —
often shorter duration but very severe

The staging model used duration 7 years

Samples of individuals with this presentation prefer the
term long standing

They also described having the definition relatively
“arbitrary” — the duration, the BMI

PERSISTENT SYMPTOMS (functional impairment, regular
MDT requirement, shape and weight concerns ongoing,
dietary behaviours continue, underweight)

ENDURING

TREATMENT RESISTANCE (low motivation or lack of
response to evidence based and evidence informed
treatments)




There is research into effectiveness of evidence-based treatments in
long standing ED — in 2017 compared CBTe in SE-AN vs nSE-AN —
similar response in BMI and other recovery domains and this was
sustained recovery

Australia and New Zealand guidelines — focus on maintaining hope,
harm minimisation and improving quality of life

“‘Holding Hope” — published in June 2024 Holding Hope (nedc.com.au)

While recognising the ongoing discourse surrounding clinical
characterisation of eating disorder stage and prognosis, this paper
places its emphasis on advocating for compassionate care, primarily
through palliative approaches, irrespective of prognosis. It is important
to dispel the common misconception that palliative care is synonymous
with end-of-life care. Rather, it embodies a comprehensive approach
designed to enhance overall well-being and quality of life for individuals
navigating the complex interface of physical and mental health
challenges due to the impacts of longstanding eating disorders.

America — maintain hope +/- move away from traditional ED treatments

Overall agreement that there needs to be optimal staff mix, adaptive,
flexible, co-produced, personalised care

+/- weight restoration and reduction of eating disorder symptoms

Or harm reduction + improvements in Quality of Life measures



https://nedc.com.au/eating-disorder-resources/holding-hope

The Web of Hope

Treatment and recavecy re-imagined

Personalised
Web of

- N 1D Ve AI0O OF Nape e thwe N
s f agency. hawing O vesre




Thank you for
listening

Kate.Murphy2@
health.qld.gov.au
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