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Executive summary
Context
The Council of Australian Governments Fifth National Mental Health Plan: an agenda for
collaborative government action in mental health, highlights that:
“Eating disorders are complex mental disorders that result in significant physical impairment and have high rates of
mortality. People with eating disorders experience higher rates of comorbid mental health problems than the general
population… (and) …can also experience significant physical comorbidities…Treatment for an eating disorder requires
not only responses to the underlying pathology but also integrated responses to relevant mental and physical health
comorbidities.”
Eating disorders most commonly develop during adolescence, with a peak age on onset between
13 and 18 years. The Royal Australian and New Zealand College of Psychiatrists state that eating
disorders have the highest mortality rate of any psychiatric illness. The availability of dedicated,
specialist eating-disorder services has been shown to improve outcomes. Offering evidencebased, high-quality care and support as soon as possible can improve recovery rates, lead to
fewer relapses and reduce the need for inpatient admissions. Studies show that the great majority
of young people with anorexia nervosa can be treated on a purely outpatient basis, with 70%–90%
at least partially recovered by the end of 6–12 months of treatment and relapse rates of less than
10%. It is vital that children and adolescents with eating disorders, and their families and carers,
can access effective help quickly.

Objective
To address identified gaps relating to access to specialist care for children and young adults with
eating disorders, the SA Government has committed to establish a dedicated Paediatric Eating
Disorder Service (PEDS) with nine full time medical and allied health clinicians and administrative
support positions. Clinicians will be dedicated to both inpatient and outpatient services. SA Health
is seeking advice on the optimum governance structure for the service to enable delivery of a highquality service that is safe, effective and offers equitable access to consumers across the state.

Adult service model
The Statewide Eating Disorder Service (SEDS) is a specialised mental health service that utilises
an early intervention framework to provide assessment, care and information for people aged 16
and over living with an eating disorder, or where an eating disorder may be developing. Core
components of the service includes: a dedicated intake worker; outpatient treatment and a four-day
per week Group Day program at Brighton; inpatient treatment via six dedicated public eating
disorder beds on Flinders Medical Centre (FMC) ward 4G, Bedford Park; and consultation liaison
on a case-by-case basis. SEDS is under the governance of the Southern Adelaide Local Health
Network (SALHN).

Paediatric service model
The State Government has not historically provided specified funding for a PEDS. The current
service system provides for multiple outpatient and inpatient admission sites. This has led to
challenges regarding:
◼
Inequitable patient access to specialist outpatient staff;
◼
Variability in the service provision in the inpatient setting; and
◼
Fragmented governance arrangements, and associated tensions regarding reporting lines.
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Outpatient services are led by the Women’s and Children’s Health network (WCHN) CAMHS
Eating Disorder Service. Based at FMC, the team includes a Consultant Psychiatrist, Registrar,
Nurse Practitioner Candidate and Social Worker. There is also a clinic run weekly at WCHN.
There are no dedicated paediatric eating disorder inpatient beds. Inpatients are currently admitted
at both FMC and the WCHN. The core service models are detailed in section 4.2.

Service profile
In 2017-18, service utilisation for patients 11-15years with principal diagnosis F50-F59
(behavioural syndromes associated with physiological disturbances and physical factors) included:
60 outpatient episodes; 53 inpatient admissions; and 50 emergency department presentations
(Section 6.2).

Statewide planning
In June 2018, the Chief Psychiatrist undertook a review of eating disorders services provided to
young people under the age of 18 years. The scope of the review was inpatient services at WCH
Adolescent Ward and the FMC Paediatric Ward. Key findings from focussed or limited announced
inspections are outlined in section 5.1. Necessary actions to improve the safety and quality of the
service at the WCH included improved mental health input into inpatient admissions and staff
training in Maudsley Family Based Therapy. Concern has been raised that insufficient access to
mental health expertise at WCHN prohibits optimal service delivery and may impact outcomes for
these patients. WCHN have now largely addressed the above issues raised by the Chief
Psychiatrist. No significant issues were found in relation to the FMC service.
The Chief Psychiatrist held a joint meeting on 30th October 2018 to discuss short-term service
provision in view of these challenges. Whilst the in-principal outcome of this meeting was that
there should be a single statewide SA Inpatient PEDS, both services will continue to deliver their
existing service model until a decision is made to change this.

National jurisdictional review
The most common model around Australia is to deliver a CAMHS led paediatric eating disorder
services at the main children's hospital. It is noted that in the more populous states there are
multiple service sites, including inpatient units.
There is significant support for the establishment of eating disorder networks to drive, organise and
coordinate a network of responses across the continuum of prevention, early identification,
treatment and support activities.

Governance model options
Proposed options for the governance of the Statewide PEDS involve WCHN and SALHN/FMC, as
outlined in Table ES-1.
Under all models, it is proposed that the CAMHS team provide the clinical governance for the new
outpatient services.
The key variables are as follows:
◼
Administrative governance and ‘base’ outpatient service: WCHN or SALHN/FMC; and
◼
Clinical governance for inpatient services: mental health or medical.
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Table ES-1: Statewide PEDS governance model options
OPTION
1A

OUTPATIENT SERVICES
Clinical governance: WCHN CAMHS
Administrative governance: WCHN

2B

3

Clinical governance: WCHN CAMHS
Supported by: WCHN Adolescent Medicine
Clinical governance: WCHN Adolescent
Medicine Supported by: WCHN CAMHS

1B

2A

INPATIENT SERVICES

Clinical governance: WCHN CAMHS
Administrative governance: SALHN/FMC

Clinical governance: WCHN CAMHS
Supported by: SALHN/FMC Paediatric
Medicine & SEDS
Clinical governance: SALHN/FMC Paediatric
Medicine
Supported by: WCHN CAMHS & SEDS

Clinical governance: WCHN CAMHS
Administrative governance: Shared - WCHN & SALHN/FMC

Core principles
The preferred governance model is one which optimally supports the delivery of an effective and
efficient service model. The following five core principles have been proposed for consideration:
1. A single governance model is to provide transparent decision-making and clear accountability
for the delivery of high-quality standards of care and continuous service improvement.
The pivotal role of CAMHS must be recognised in the overarching governance model.
2. An evidence-informed outpatient model of care that ensures family/carer involvement and
access to specialised inpatient care when needed. The preferred overarching governance
model will deliver:
a. A specialised outpatient service lead by a CAMHS multidisciplinary team with expertise in
Family Based Therapy, supported by other clinicians; and
b. A specialised inpatient model that provides mental health support in addition to medical
treatment to ensure physical stabilisation and treatment for any medical or psychiatric
comorbidities.
3. Age-appropriate specialist eating disorder services to ensure flexibility based on the
developmental needs of individual patients and ensure appropriate transition within and
between services.
4. A collaborative approach between multidisciplinary team members with specialist expertise in
mental health, child and adolescent health, and paediatric eating disorders.
5. Equitable access to the Statewide PEDS and related specialist services and ensuring
appropriate transition to community and/or other services (e.g., adult services) if required.
This includes consideration of the optimal geographic location and mechanisms to build on the
expertise that have developed over the past 5 years within the Statewide WCHN CAMHS
team and the FMC PEDP. This may include, for example, mechanisms to embed an outreach
model in the funding agreement, and/or joint appointments.

Assessment
Whilst there is consensus that the highly specialised care required for this low volume patient
group prohibits an effective long-term shared governance model, this does not however prohibit
service delivery at multiple sites to meet service demand. There is a strong case for both
SALHN/FMC and WCHN to provide the Statewide service. Table ES-1 provides a summary of the
key strengths and weaknesses of the two core options against the five core principles. The third
option has not been further explored as it would be a very poor compromise and has little support
from key stakeholders.
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Table ES-2: Assessment of governance models against core principles
PRINCIPLE

SALHN/FMC

WCHN

A single governance model is to provide transparent decision-making
and clear accountability for the delivery of high-quality standards of
care and continuous service improvement.

▪ Alignment with SEDS.
▪ Enduring commitment to organic development of paediatric program

▪ Alignment with designated statewide CAMHS.
▪ Strong commitment from the executive and clinical leadership

▪ Adherence with current evidence-informed practice.
▪ FMC offer a specialised outpatient service lead by a WCHN/

▪ Recent service improvements required to meet best-practice.
▪ WCHN offer a developmentally appropriate inpatient Adolescent

▪ Little evidence exists for an all-ages service, largely due to the age

▪ There is a strong rationale for the CAMHS to deliver the eating

An evidence-informed outpatient model of care that ensures
family/carer involvement and access to specialised inpatient care when
needed.

Age-appropriate specialist eating disorder services to ensure flexibility
based on the developmental needs of individual patients and ensure
appropriate transition within and between services

A collaborative approach between multidisciplinary team members with
specialist expertise in mental health, child and adolescent health, and
paediatric eating disorders.

Equitable access to the Statewide PEDS and related specialist services
and ensuring appropriate transition to community and/or other services
(e.g., adult services) if required.

without funding.

CAMHS multidisciplinary team with expertise in Family Based
Therapy, supported by a multi-disciplinary team and comprehensive
treatment/discharge planning in partnership with patients and their
families/carers.
▪ Inpatient Paediatric Medicine model supported by FBT-trained ward
staff and indirect access to sub-specialty expertise.
▪ Proven outcomes: increased BMI; reduced readmissions.
of onset, low relapse rates, and the different recovery approaches
for youth vs adults.
▪ Paediatric inpatient setting may be considered less than ideal with
an Adolescent Ward preferred.
▪ Central triage facilitates flexibility.
▪ A single provider will still require appropriate transition policies as
the treating clinical team and service location may change.

▪
▪
▪
▪

teams to service development.

Medicine model with Mental Health and sub specialist expertise
readily available.
▪ Service improvements through improved integration of mental
health services and adolescent services and staff training in Family
Based Treatment are underway.
▪ Limited access to CAMHS led PEDs outpatient services as
resources are primarily located at FMC.
disorder service for patients aged 0-18years.

▪ Inpatient beds in stand-alone adolescent unit provides a suitable
environment with young people of similar age.

▪ Collaborative working relationships required to facilitate flexibility
and appropriate transition.

Specialist expertise has developed since 2013.
Extensive FBT training in outpatient and inpatient settings.
Outpatient: WCHN/ CAMHS led MDT.
Inpatient:
 Current clinical governance: 0.3 EFT paediatrician with eating
disorder experience. CAMHS embedded in routine practice.
 Complimentary psychological and medical protocols delivered
by an integrated multidisciplinary team.
 Access to sub-specialties as needed.

▪ No specialist service currently exists. Limited FBT training.
▪ Outpatient: limited CAMHS led sessions as resources outposted

▪ Misaligned with models in other Australian jurisdictions.
▪ Southern metropolitan location. Northern suburb patients tend not to

▪ Aligned with models in other Australian jurisdictions.
▪ Central metropolitan location.
▪ Outreach and robust transition policies are a part of routine

access these services.

▪ Existing hub and spoke model for paediatric ED and SEDS provides
outreach.
▪ Central SED triage.

primarily at FMC.

▪ Inpatient:

 Current clinical governance: 0.4 EFT adolescent medicine with
eating disorder experience. Limited consultation liaison from
CAMHS.
 Adjacent Boylan Unit provides 24hr onsite child adolescent
mental health access.
 Quaternary child service – sub-specialty availability for
comorbidity management.

business for quaternary children’s service and for statewide
CAMHS.
▪ Central CAMHS triage.
▪ Cultural change management and service disruption to be
considered.
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Summary
If there were no prior commitment to the development of delivery of a Paediatric Eating Disorder
Program, it is evident that the new designated Statewide PEDS should be primarily based at
WCHN with outreach services to other metropolitan areas and the rest of the State. This is largely
due to WCHN being the Quaternary Paediatric Hospital and the designated Statewide CAMHS
service provider. As such, WCHN offer access to: integrated mental health and medical services
on a 24/7 basis; paediatric subspecialty and intensive care services; and developmentally
appropriate inpatient services. It would align with other Australian jurisdictions service models and
facilitate access from a central metropolitan location. This would build on Child and Adolescent
Mental Health expertise, noting the WCHN service model delivers services to all young people with
Mental Health issues including those with eating disorders and associated comorbidities. If this
governance option were to be adopted, the FMC PEDP would be dismantled, with the relocation of
CAMHS staff and integration of the newly funded positions.
Whilst WCHN may offer an age-appropriate service well supported by CAMHS and have equitable
Statewide service access, SALHN currently offer a superior evidence-informed model of care,
supported by an integrated multi-disciplinary team with expertise in mental health, child and
adolescent health, and paediatric eating disorders.
Since establishment of the FMC PEDP in 2013, there has been significant local investment in the
development of clinical expertise. If the new Statewide PEDS were to be established at FMC, this
would enable additional resources to be embedded in an existing collaborative team to build on the
current service and facilitate further collaboration with the adult Statewide Eating Disorder Service.
The acquired skill set of the multi-disciplinary outpatient and inpatient teams is key to the strength
of this model. For a highly specialised low-volume service, collaboration between paediatric and
adult eating disorder services provides the critical mass of expertise to further improve service
provision. Under this model, there will inevitably still be some patients presenting and being
treated at the WCHN given their Statewide role in Paediatric and in Child and Adolescent Mental
Health. Should this model be adopted, collaborative relationships between WCHN and FMC would
require strengthening and formal protocols agreed to ensure optimal outcomes for vulnerable youth
and adolescents presenting at the emergency department and admitted for inpatient care at
WCHN.
There are several key considerations relating to age and service location;
◼
Based on the clinical indication for Family Based Treatment for patients 18 years and younger,
consideration is to be given to defining a child and adolescent model for 0-18 years and the
adult statewide eating disorder service for patients 19 years and over. This may have an
impact on the current funding of SEDS;
◼
There were 171 community episodes in 2017-18 for patients 18 years and younger from
residential locations across northern, central and southern Adelaide and regional South
Australia. Over time, the development of a statewide PEDS model is to facilitate patient
access to outpatient services by a specialist team close to their home. It is expected this may
include onsite outpatient clinics at FMC, WCHN and Lyell McEwin Hospital, and remote
support for regional and rural patients; and
◼
There are multiple factors that influence the location of an emergency department
presentation or inpatient admission, including the admission pathway and place of residence.
Where inpatient admission is indicated, consideration must be given to factors including the
clinical diagnosis, known comorbidities, and patient age. For patients 18 years and younger,
there were 239 inpatient separations in 2017-18. It is noteworthy that 35.7% of separations
were for patients aged 10-15years and 64.3% were for patients aged 16-18years. Whilst the
inpatient service model at FMC is currently considered to be superior to that available at
WCHN, there are steps being taken by WCHN to ensure consistent access to evidence-based
inpatient service provision. The WCHN adolescent ward is favourable for the typical age of
the patient cohort.
9
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Recommendations
Recommendations for the overarching eating disorder service, the short-term service model, the
medium to long-term service model and system enablers are outlined in Table ES-3.
Table ES-3: Recommendations
RECOMMENDATION
1a. The Statewide Child and Adolescent Eating Disorder Service is to provide specialist outpatient services for
patients aged 0-18years.
1b. Importantly strict age cut offs are to be avoided with some flexibility in admission provided based on the
development needs of individual patients. Up to 18 years for the Statewide PEDS is suggested and there can be
an overlap for 17 years and up with the adult SEDS.
Overarching
service model

2. The clinical governance of outpatient services is to be led by the WCHN CAMHS Eating Disorder team.
3. The Statewide outpatient service is to establish links to other public and private services to facilitate service
access across metropolitan and regional South Australia.
4. A Statewide Eating Disorder Advisory Group is to further support evaluation and continuous service
improvement. Whilst decision-making would remain with the Governance Committee, an Advisory Group can share
clinical expertise and may undertake specific planning and service development projects to drive optimal standards
of care. This Advisory Group may include: recovered peers and families; academic appointments; SA Health
representative; SEDS representative; private practitioners; and other community partners.
5a. For the immediate future, SALHN offer the preferred administrative governance structure for outpatient services.
Under this model (option 2A), the new outpatient team are employed by the WCHN, as occurs for the CAMHS staff.
Here, the outpatient staff will retain professional and employment links to WCHN whilst being ‘based’ at FMC.
Formal mechanisms to ensure collaboration are required to reduce tensions relating to reporting lines.
5b. It is further suggested that the WCHN CAMHS staff at FMC be rotated back to WHCN from time to time and
replaced with other CAMHS staff to enable upskilling of other CAMHS staff.

Short-term
service model
(Figure ES-1)

6a. Inpatient services may be provided at both FMC and WCHN. Clinical governance will be provided by paediatric
medicine and adolescent medicine respectively, with support from the CAMHS team.
6b. It is not considered appropriate to cease access to child and adolescent eating disorder services at WCHN. The
WCHN service model will require formal review by the Chief Psychiatrist to ensure mental health leadership is
embedded in the service model and processes to upskill CAMHS and ward staff have been implemented.
7. An overarching Governance Committee is to:
▪ Include representation from CAMHS, SALHN Paediatric Medicine and WCHN Adolescent Medicine;
▪ Deliver a unified governance model; and
▪ Provide transparent decision-making and clear accountability for an integrated community & inpatient service.

Medium/longterm service
model
(Figure ES-2)

System
enablers

8a. Service planning is to be informed by ongoing evaluation and performance monitoring. This is to include
patient-level data relating to: age; residential address; service delivery; service location; and outcomes.
8b. Based on service data over the coming years, the primary location of the Statewide service is to be reviewed.
9a. In the long term, it is likely that the more appropriate service model will be option 1A, with WCHN providing the
administrative governance and statewide responsibility for child and adolescent eating disorder services.
9b. Whilst clinical governance by WCHN CAMHS is not expected to change over time, a transfer of administrative
governance from SALHN/FMC (model 2A) to WCHN (model 1A) will require a collaborative approach to transition
planning to ensure service disruption is minimised.
10. The key enablers of optimal statewide service delivery must also be considered. This may include:
▪ Statewide guidelines for assessment of a child or adolescent presenting with a possible eating disorder;
▪ Statewide access pathways for management of children and adolescents with eating disorders;
▪ An agreed schedule for outpatient service delivery across sites;
▪ Specialised support services for parents and families; and
▪ Programs to facilitate earlier recognition of eating disorders by health professionals, families and schools.
10
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The recommended short-term governance model is outlined in Figure ES-1 below.
Figure ES-1: Recommended short-term governance structure and service location

Figure ES-2 outlines the resulting governance model should the administrative governance and
statewide responsibility for child and adolescent eating disorder services transition in the future to
WCHN.
Figure ES-2: Potential medium/long-term governance structure and service location
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Evaluation
It is proposed that the Statewide Eating Disorder Advisory Group will lead the development of an
Evaluation Framework to:
◼
Further define the expectations for the provision of services and appropriate and measurable
indicators against which data is to be collected;
◼
Embed quality assurance and continuous improvement processes; and
◼
Ensure robust ongoing processes are in place to measure, monitor and evaluate the quality of
the service.
This will require definition of the intended short-term and long-term outcomes of the service. The
following indicative output/outcome measures may relate to each service and the service system
as a whole:
◼
Access.
 Geographical appropriateness. An assessment of the service type and location based on
demographic data, including age, diagnosis, and principal place of residence;
 Service responsiveness. Time between referral, triage and commencement of outpatient
treatment by triage category; and
 Service responsiveness. Time between inpatient admission and CAMHS engagement.
◼
Service quality and consistency.
 Health outcome measures may include BMI restoration/maintenance, ED/inpatient
admissions/readmissions;
 Implementation of workforce development activities. This may include a measure of
inpatient ward staff who have undertaken FBT training; and
 Client satisfaction. Formal feedback mechanisms from clients/family may also be sought.
◼
Sustainability.
 Workforce capability measures would include a measure of the proportion of relevant
statewide CAMHS clinical staff who have undertaken ‘rotation’ through Paediatric Eating
Disorder service; and
 The efficiency of service design and implementation. This requires assessment of the
level of productive activity arising from the resources provided.
Ongoing monitoring of the above indicators at regular intervals may highlight opportunities to
improve the appropriateness and effectiveness of the service. It is expected that evaluation
activities will drive optimal standards of care through specific planning and service development
projects in response to identified opportunities.
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1. Background
Eating disorders
The Council of Australian Governments (COAG) Fifth National Mental Health Plan: an agenda for
collaborative government action in mental health, highlights that:
“Eating disorders are complex mental disorders that result in significant physical impairment and have high rates of
mortality. People with eating disorders experience higher rates of comorbid mental health problems than the general
population. These include depression and anxiety disorders, substance misuse and personality disorders. People with
eating disorders can also experience significant physical comorbidities, such as higher levels of cardiovascular disease
and neurological symptoms and are likely to experience stigma and discrimination as a result of their disorder. Treatment
for an eating disorder requires not only responses to the underlying pathology but also integrated responses to relevant
mental and physical health comorbidities.”1

Onset & prevalence
Eating disorders (ED) most commonly develop during adolescence, with a peak age on onset
between 13 and 18 years. 2 Between 1% and 4% of adolescents aged 13 to 18 years meet the
criteria for anorexia nervosa or bulimia nervosa, and an additional 5% meeting the criteria for
another type of eating disorder.3 For Australians aged 15 years and over, the estimated
prevalence of eating disorders is between 4% and 16%.4

Burden of disease
The Royal Australian and New Zealand College of Psychiatrists (RANZCP) state that eating
disorders have the highest mortality rate of any psychiatric illness, with a death rate higher than
that of major depression.5 Estimates of mortality rates vary depending on the sampled population
and diagnostic thresholds. A review of the literature indicates that eating disorders have an overall
mortality rate of up to 20%.6 This increased risk of premature death exists for all types of eating
disorders. When specifically looking at the mortality rate of children and adolescence with an
eating disorder, the mortality rate ranges between 2% and 5%.7
Children and adolescents with an eating disorder are at increased risk of developing neurological
complications and can experience additional physical consequences, such as arrested growth and
development.8 Physical complications include cardiac complications, gastrointestinal disorders,
electrolyte disturbances, endocrine complications, renal complications and neurological
complications.9 In addition to an increased risk of premature death, associated psychiatric and
physical morbidities exist in up to 97% of people with eating disorders.10 Common comorbidities
include depression, anxiety, obsessive-compulsive disorder, post-traumatic stress disorder,
personality disorders, substance abuse disorders, and self-harming behaviours.11,12

1. COAG Health Council, 2017.
2. Suetani et al. 2015.
3. Allen et al. 2013.
4. AIHW, 2018a.
5. AMA, 2002.
6. National Eating Disorders Collaboration, 2012.
7. Suetani et al. 2015.
8. National Eating Disorders Collaboration, 2012.
9. Campbell et al. 2014.
10. National Eating Disorders Collaboration, 2012.
11. Campbell et al. 2014.
12. National Eating Disorders Collaboration, 2012.
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Treatment considerations
There are a range of approaches to the treatment of paediatric eating disorders, with patients
usually receiving a combination of treatments. Whilst there is varying evidence for a best practice
approach for specific patient groups depending on diagnosis and age of onset/diagnosis, a
multidisciplinary approach is considered a prerequisite for treatment of an eating disorder.13 Core
treatment approaches are outlined below.

Outpatient services
Outpatient interventions include: medical/risk assessment and monitoring; management of
concurrent physical and mental health conditions; psychoeducation; psychological therapies; and
nutritional counselling/support in accordance with NICE guidelines.14
Specialised outpatient treatment is considered effective in treating young people with eating
disorders. Studies show that the great majority of young people with anorexia nervosa can be
treated on a purely outpatient basis, with 70%–90% at least partially recovered by the end of 6–12
months of treatment and relapse rates of less than 10%. Specialised outpatient services can
significantly reduce the need for inpatient care, with as few as 20% of cases requiring more
intensive inpatient treatment. 15 Key approaches to outpatient treatment include:
◼
Family based treatment (Maudsley approach). Family-based treatment (FBT) is an
intensive outpatient treatment that empowers parents to be proactive and take control of their
child's eating and behaviour. The focus is on returning the young person to their healthy
weight and previous physical health. The family works with a trained therapist and a specialist
team. The young person is also medically monitored by doctors and nurses throughout the
treatment. This evidence-based treatment is supported by both open trials and randomized
controlled studies.16,17,18,19 Recovery rates of between 74% and 90% have been recorded for
children/adolescents who have undergone FBT.20 Further, these findings are favourable, with
significant improvements over a relatively short period of time (mean = 10 months; mean
number of treatment sessions = 17).21 A November 2018 Australian Medical Association
South Australia member publication states that:
‘Young people up to the age of 19 can benefit from the Family Based Treatment, depending on the
developmental needs of the individual patient and the preferences of family.’22

◼

Limitations to the suitability of FBT include complex family pathology where splitting (in the
simplest sense, playing one person off against another) is common. As such, access to
flexible and innovative models of care is recommended;
Enhanced cognitive behaviour therapy (CBT-E). CBT-E refers to a transdiagnostic
personalised psychological treatment for eating disorders. It was developed as an outpatient
treatment for adults but is an intensive version for day patient and inpatient settings, and a
version for younger people.23 Treatment typically involves about 40 sessions over 40
weeks.24; and

13. National Eating Disorder Collaboration b.
14. Joint Commissioning Panel
15. House et al. 2012.
16. le Grange et al. 2009.
17. Lock et al. 2006.
18. Eisler et al. 2007.
19. Findlay et al. 2010.
20. Fisher et al. 2010.
21. Le Grange 2005.
22 AMA, 2018
23. Fairburn et al. 2013.
24. Centre for Eating and Dieting Disorders, 2014.
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◼

Multi family group therapy (MFG). MFG therapy is an activity-based program used to treat
anorexia nervosa in young people. During MFG, up to 8 families meet for a 4-day intensive
workshop and then for 6 single workshop days over the following 9 months with a small team
of therapists and medical staff. MFG can be utilised as a standalone intervention or to
compliment concurrent community-based treatment.25

Inpatient services
Highly specialised 24-hour care by a multi-disciplinary team is necessary in some circumstances
for people with ED. This includes where there is a physical health risk, where weight restoration
has not been achieved with less intensive treatment, or where the care targets a particular aspect
of an ED (e.g. self-induced vomiting, over-exercise). The primary goals of an inpatient admission
are: sufficient correction of electrolyte imbalance; sufficient refeeding to stabilise medical status
and correct sequelae of acute starvation; and refeeding at a point that the risk of refeeding
syndrome is no longer present.26

Specialist services
In a Victorian 2009–10 effectiveness study, attendance at a specialist programme was shown to
produce ‘demonstrable, clinically significant improvements in eating disorder pathology, quality of
life, disability measures and mood symptoms. At the same time, patients have, where required,
also improved their weight and BMI, which are important proxies for physical health’.27
The availability of dedicated, community eating-disorder services has been shown to improve
outcomes and cost effectiveness.28 The specialised team should be able to provide:29
◼
Child and adolescent psychiatric assessment;
◼
Family therapy for ED;
◼
Other evidence-based psychological interventions (e.g. CBT);
◼
Access to dietetic advice;
◼
Medical assessment and monitoring; and
◼
Rapid response to referrals, usually within 1-2 weeks, maximising the chance of avoiding
inpatient treatment.
The United Kingdom Joint Commissioning Panel for Mental Health is a collaboration co-chaired by
the Royal College of General Practitioners and the Royal College of Psychiatrists. The 2013 Joint
Commissioning Panel Guidance for commissioners of eating disorder services found that:
◼
80% of those seen in specialist services received continuous care without any need for further
referrals, as compared to 42% of patients in non-specialist care; and
◼
Those patients who commenced treatment in a non-specialist Child and Adolescent Mental
Health Service (CAMHS) had 2.5 times the rate of admissions for inpatient treatment during
the following 12 months than those initially treated in a specialist service.

Treatment length
In line with National Institute for Health and Care Excellence (NICE) guidelines, the Australia &
New Zealand Academy for Eating Disorders (ANZAED) state that “the length of outpatient
psychological treatment and physical monitoring following inpatient weight restoration should
typically be at least 12 months”. 30
25. The Butterfly Foundation for Eating Disorders, 2018.
26. Joint Commissioning Panel, 2013.
27. Newtton et al., 2013.
28. The Butterfly Foundation, 2015.
29. Joint Commissioning Panel, 2013.
30. Australian & New Zealand Academy for Eating Disorders, 2009.
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Prognosis
There is a critical window for intervention for people with ED with early detection and intervention
critical to successful outcomes. For patients with a relatively recent onset of an eating disorder,
the first 3-5 years represent a critical window for intervention - after this period, the likelihood of
recovery is reduced.31
When delivered early in illness by health professionals with appropriate knowledge and skill in
eating disorders, treatment can lead to full clinical recovery and improved quality of life for about
75% of people with eating disorders.32
The National Eating Disorders Collaboration (NEDC), an initiative of the Australian Government
Department of Health, outline the risk factors for relapse, including:
◼
Age of the person at onset of the eating disorder - the older the person is at onset the more
likely they are to relapse;
◼
Where the person has been treated - patients who are treated in an eating disorder clinic are
much less likely to relapse than those treated in a general healthcare setting. In addition, the
relapse rates for those who have responded well to outpatient family therapy are significantly
lower (5-10%) than those following inpatient care; and
◼
Duration of time of the eating disorder - the longer the duration the higher the chances of
relapse.33,34
Key messages
◼

◼

Studies show that the great majority of young people with anorexia nervosa can be treated on
a purely outpatient basis, with 70%–90% at least partially recovered by the end of 6–12
months of treatment and relapse rates of less than 10%.35
It is vital that children and young people with eating disorders, and their families and carers,
can access effective help quickly. Offering evidence-based, high-quality care and support as
soon as possible can improve recovery rates, lead to fewer relapses and reduce the need for
inpatient admissions.36

31. Joint Commissioning Panel for Mental Health, 2013.
32. The Butterfly Foundation, 2017.

33. National Eating Disorder Collaboration a.
34. Joint Commissioning Panel for Mental Health, 2013.
35. House et al. 2012.
36. National Collaborating Centre for Mental Health, 2015.

16

SA Health
Paediatric Eating Disorder Governance Advice
Final Report - 18 December 2018

2. Objective & approach
2.1. PROJECT OBJECTIVE
The South Australian Government has identified that:
◼
Early identification and access to specialist care improves outcomes for children and young
adults with eating disorders;
◼
Currently, the main source of mental health support for children is the Flinders Paediatric
Eating Disorder Program which operates within the FMC supported by WCHN CAMHS but
receives no dedicated funding; and
◼
Public outpatient services for children in this age group are understaffed compared to best
practice.
To address the identified gaps, the SA Government announced it will establish a dedicated
Paediatric Eating Disorder Service with nine full time medical and allied health clinicians and
administrative support positions. Clinicians will be dedicated to both inpatient and outpatient
services.37
Current government policy states that the paediatric service will be established within the FMC
SEDS (Refer to section 4.1), under the governance of the SALHN. It is envisaged over time that
services from this initiative could be provided at FMC, WCHN, the Lyell McEwin Hospital and, by
telemedicine to country sites. An alternate proposal is that the initiative is administered and led by
WCHN which operates the Statewide CAMHS across the state.
SA Health is seeking advice on the optimum governance structure for the service to enable
delivery of a high-quality service that is safe, effective and offers equitable access to consumers
across the state.

2.2. APPROACH
The approach to the project included the following project components:
◼
Rapid literature review;
◼
Review of policy and planning documents;
◼
Review of service use and demand;
◼
National jurisdictional review;
◼
Stakeholder consultation; and
◼
Synthesis and reporting.
Refer to Appendix 1 for the stakeholders consulted.
The scope of the governance advice did not include a detailed review of international jurisdictions
or consumer consultation. Whilst the benefits of involving consumers in service planning and
evaluation are well documented, this advice is focussed at the high-level overarching governance
model. Consumer engagement in any future comprehensive review of the paediatric and adult
service model is encouraged.

37. South Australian Liberal Party, 2018.
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3. Policy context
This section outlines relevant policy considerations in the development of the paediatric eating
disorder governance model.

3.1. NATIONAL POLICY
The Roadmap for National Mental Health Reform, 2012-2022
In 2012, COAG developed the 10-year Road Map for National Mental Health Reform. The Road
Map has a strong focus on early detection and intervention, putting individuals at the centre of their
own care, and taking environment and context into account. Early intervention and youth specific
services were identified as priority areas, with strategies including: to support integrated and
recovery-oriented approaches to service delivery, including through the Mental Health Recovery
Framework, to help reduce the recurrence of mental illness and, where possible, prevent future
episodes of such illness.

Fifth National Mental Health Plan: an agenda for collaborative government action in
mental health
The Fifth National Mental Health Suicide Prevention Plan was endorsed by COAG in August 2017.
It sets out eight priority areas, including:
◼
Achieving integrated regional planning and service delivery;
◼
Making safety and quality central to mental health service delivery; and
◼
Ensuring that the enablers of effective system performance and system improvement are in
place.

3.2. SA HEALTH POLICY
In addition to the legislative framework of the Mental Health Act 2009, there are several guiding
State policies summarised below.

South Australia’s Mental Health and wellbeing policy (2010-2015)
There are eight principles that underpin the Mental Health and wellbeing policy, including:
◼
Mental health care is focussed on recovery. The goal of mental health care is to promote
recovery and achieve full citizenship for everyone who experiences mental ill-health.
◼
Early in life, early in illness, early in episode. Prevention and early intervention will be
prioritised in all areas of health promotion and service delivery to build resilience, prevent the
onset of illness and reduce the severity and duration of illness when it is experienced.
◼
Mental health care is accessible, evidence-based and meets the highest possible standards of
safety and quality. Safe, high quality mental health care based on evidence-based best
practice will be accessible to all South Australians regardless of age, gender, cultural
background or geographical location.
◼
Resources for mental health must be used wisely. Resources and funding allocated for mental
health care in government and non-government organisations must be spent wisely and
allocated according to clearly defined priorities.
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Key policy directions include:
◼
Equality of access to health care and health services. Ensure that all population groups,
including those with specific mental health care needs, are able to access mental health
services that meet their needs on a non-discriminatory basis, irrespective of where they live,
their age or cultural background.
◼
Children and young people. Develop a model of care for CAMHS to ensure that services
specific to the needs of children and young people are provided in accordance with a
consistent and agreed state-wide model.
◼
Governance and accountability. Ensure:
 Good governance structures are put in place, decision-making is transparent and there is
clear accountability for the delivery and continuous improvement of services;
 There are clear processes for clinical performance and evaluation, clinical risk
management, clinical audit and ongoing professional development; and
 Mental health care is delivered in accordance with evidence-based best practice in all care
settings.

Child and Adolescent Mental Health Service Model of Care (2016)
WCHN CAMHS is a state-wide service that provides mental health assessment and therapeutic
services for infants, children and young people up to the age of 18. The core objectives of CAMHS
are to:
◼
Deliver clearly described, age appropriate mental health services for infants, children, young
people and their families in South Australia (SA);
◼
Make use of best clinical evidence to, deliver metal health care that is effective and efficient;
◼
Ensure staff who provide mental health care are competent, well-trained and supported in
their work;
◼
Form strong, effective partnerships with consumers and the community to best work together
for improved mental health;
◼
Value and contribute to ongoing research, innovation, evaluation and training; and
◼
Be a lead agency for quality mental health services for infants, children, young people, new
parents, caregivers and their families in South Australia.
Regarding eating disorders, the SA CAMHS Model of Care notes:
◼
Eating disorders are psychological disturbances with profound physical and developmental
implications, and are associated with a high burden of disease and mortality;
◼
The incidence of eating disorders is increasing;
◼
Emphasis is on working with families at all stages, with careful support at transition points (e.g.
between in and out patient, from CAMHS to Youth and Adult services); and
◼
The Family Based Therapy model is the primary evidence based guiding framework for
delivery of services.

Mental Health Services Clinical Services Capability Framework (2016)
The SA Health Clinical Services Capability Framework (CSCF) sets out the planned structure of
public health services across South Australia. It defines the criteria and capabilities required for
health services to achieve safe and supported clinical service delivery. It also provides planners
and clinicians with a consistent approach to the way clinical services are described and identifies
interdependencies that exist between clinical areas. The CSCF outlines consumer-centeredness,
family/carer involvement and recovery planning as the fundamental principles that underpin
effective mental health services. The Mental Health module requires that state-wide eating
disorders be planned with Level 6 capability. The service description for the Statewide Eating
Disorders Service is outlined in Appendix 2.
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3.3. OTHER POLICIES
Royal Australian & New Zealand College of Psychiatrists (RANZCP)
The RANZCP 2014 Clinical practice guidelines (CPG) for the treatment of eating disorders38
outlines the following general principles of treatment for all eating disorders:
◼
Person-centred informed decision-making;
◼
Involving family and significant others;
◼
Recovery-oriented practice;
◼
Least restrictive treatment context;
◼
Multidisciplinary approach;
◼
Stepped and seamless care; and
◼
A dimensional and culturally informed approach to diagnosis and treatment.
The guideline also specifies that: the assessment and management of people with anorexia
nervosa should be multidisciplinary and include specific specialist psychological therapies and
family-based treatments in younger people; and the majority of people can be treated as an
outpatient with inpatient or day patient care needed for more severe illness, and particularly low
weight people with anorexia nervosa.

National Eating Disorders Collaboration (NEDC)
In 2009 the Federal Department of Health & Ageing funded a national collaboration to bring
together eating disorder stakeholders and experts in mental health, public health, health promotion,
education, research and the media to help to develop a nationally consistent approach to eating
disorders in Australia. The NEDC 2012 An integrated response to complexity - national eating
disorders framework provides a detailed description of the continuum of care. It concludes that the
necessary continuum of care includes six core components with access at all levels to tertiary
consultation and support:
◼
Primary, secondary and tertiary prevention;
◼
General outpatient support provided in both hospital and community settings with flexible
access to a range of services delivered with variable frequency of access, with particular
emphasis on relapse prevention / early intervention;
◼
Intensive outpatient support for people living with their family or other support structures who
require intensive clinical support;
◼
Day programs, providing a more structured program, including group therapy;
◼
Residential programs, providing 24-hour support ideally located in the community; and
◼
Inpatient services for medical intervention and stabilisation; and intensive, structured inpatient
programs to address severity and co-morbidity.
Further, the NEDC Framework outlines the following seven practice principles:
◼
Person and family centred care that addresses the needs of individuals;
◼
Prioritization of prevention, early identification and early intervention;
◼
Safety and flexibility in treatment options;
◼
Partnering to deliver multi-disciplinary treatment in a continuum of care;
◼
Equity of access and entry;
◼
Tertiary consultation accessible at all levels of treatment; and
◼
Support for families and carers as integral members of the team.
38. Royal Australian & New Zealand College of Psychiatrists 2014.

20

SA Health
Paediatric Eating Disorder Governance Advice
Final Report - 18 December 2018

Australian Medical Association (AMA)
The 2009 AMA Body Image and Health position statement notes the following in relation to eating
disorder treatment services: services for eating disorder patients vary widely in their accessibility,
availability and the type of care provided to patients and their carers. This variability is most
pronounced for those living in rural and regional areas. A greater focus is needed on ensuring
appropriate access to early intervention and treatment services for young people in rural and
remote locations; and a ‘one size fits all’ approach to the treatment of eating disorders does not
adequately cater for the needs of all those who have eating disorders or body image problems.

Australia & New Zealand Academy for Eating Disorders (ANZAED)
The ANZAED Position Statement on Inpatient Services for Eating Disorders outlines the following
principles as important in considering the role of inpatient services for people with eating disorders:
1. Most eating disorders can be treated in outpatient settings using the available evidence‐based
treatments.
2. Inpatient treatment is still required at times, however, for reasons of medical or psychiatric
safety, or if outpatient treatment is ineffective.
3. Inpatient treatment needs to be part of a continuum of care and is not a stand alone treatment
for an eating disorder. The best outcomes for inpatient treatment occur when the goals of
treatment are clearly negotiated from the outset of care between patients, their families and
clinicians.
4. The age and developmental needs of the patient should always be taken into account.
5. It is important that the treatment be provided in a person‐centred and culturally informed way.
6. People with eating disorders and their families should have access to a continuum of care
based on residential, day hospital, intensive outpatient, traditional outpatient and guided self‐
help.
7. The least restrictive treatment option should be used, but if the patient’s decision‐making
capacity is impaired, substitute decision‐making legislation including the mental health act
should be considered.
8. The best inpatient option is a specialist, multidisciplinary unit.
9. In the absence of available specialist beds, another option that has been used with some
success is admission to a general medical or mental health bed with specialist consultation‐
liaison input.
10. Wherever possible, carers need to be consulted, supported and provided with the knowledge
and skills they need to help their loved one, during admission and following discharge to
minimise the risk of relapse and readmission.
11. Inpatient clinicians should consult with outpatient treatment providers prior to discharge.
12. Effective collaboration is essential between medical, psychiatric, psychological, dietetic and
other services to ensure the various needs of the patient are met.
13. Specialist inpatient Eating Disorder Services should evaluate and review their programs,
including seeking feedback from consumers and carers about how regularly to improve their
programs.
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4. Service system
The following sections provide an overview of the eating disorder service delivery in South
Australian public health services. There have been several reviews into eating disorder services in
South Australia that identified service gaps and that more comprehensive services could be
provided, including services for people in rural and remote areas. Many of the recommendations
of these reviews have not been implemented for a variety of reasons.

4.1. ADULT SERVICE MODEL FOR EATING DISORDERS
The FMC SEDS is a specialised mental health service that utilises an early intervention framework
to provide assessment, care and information for people aged 16 and over living with an eating
disorder, or where an eating disorder may be developing.
SEDS is under the governance of the SALHN and works closely with the FMC Emergency
Department, Paediatric and Medical Departments.
The 2011 Service Model states the vision statement to “…develop a system of care … that is
accessible, equitable, appropriate, integrated and comprehensive, ensuring that people affected by
eating disorders will have their needs met through the provision of appropriate integrated and
quality services delivered by a range of public, private and non government agencies”.
The guiding principles of the Statewide Eating Disorders Service Framework39 include:
◼
A whole of health philosophy where services seek to build up resilience and health across
physical, psychological, spiritual and social domains;
◼
An integrated spectrum of service delivery recognises the importance of the services being
part of the overall client journey through stepped care treatment offered for eating disorders
(e.g. inpatient, outpatient, individual or single-family sessions, group family training) requiring
a central point of communication along the spectrum associated with a care co-ordinator, and
a central patient register; and
◼
Early intervention and access to evidence based best practice is essential.
The Framework outlines a hub and spoke model to provide increased specialist expertise and
support for both generalist services and rural and remote areas. Under this model:
◼
A state-wide approach ensures appropriate access and support to clients across SA;
◼
Links are established between the central health care resource and all other health care
providers, thereby increasing efficiency of health care delivery, professional support and
information exchange;
◼
The hub day program team share administration and clinical accommodation close to clinical,
academic, transport and community hubs; and
◼
Bed-based services are focussed on six dedicated eating disorder beds in the central hub with
additional resources available via medical beds across the public inpatient sector, including in
the paediatric services. Here, the SEDS service co-manages with physicians ‘nutritional
resuscitation’. Patient care in the non-dedicated beds is contributed to, but not led, by the
SEDS.
The South Australian government committed $1.3 million to establish an initial team of
approximately 8.4 FTE staff, with $1.2 million in recurring annual funding.

39. SA Health, 2013.
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The service provides:
◼
A dedicated intake worker, available five days a week during business hours. SEDS receives
referrals and enquiries for all ages and redirects when appropriate;
◼
Outpatient treatment40 and a four-day per week Group Day program41 at Brighton42,43. The
Hub and Day Program multidisciplinary team comprise of a psychiatrists, psychologists,
dieticians, occupational therapists, social workers, and specialist mental health nurses;
◼
Inpatient treatment via six dedicated public eating disorder beds on FMC ward 4G, Bedford
Park;
◼
Liaison on a case-by-case basis with private providers, including GPs and clinical
psychologists, who specialise in, or have an interest in, working with people experiencing an
eating disorder and their families;
◼
Research and evaluation. Government funding provides for a research position to assist with
on-going review of the service, support implementation of evidence-based practice and to
carry out evaluation. As such, SEDS patients and families can participate in research that
contributes to quality improvement and international level research in eating disorder care.
This occurs through formal partnership with Flinders University.

4.2. CHILD AND ADOLESCENT SERVICE MODEL FOR EATING DISORDERS
The State Government has not previously provided specified funding for a Statewide PEDS. There
are no dedicated paediatric eating disorder inpatient beds at either WCHN or FMC or elsewhere.

CAMHS
CAMHS is a state-wide service provided through the WCHN and they are primarily based at the
WCHN. The total staffing profile in 2013 included:44
◼
11 FTE Aboriginal health workers;
◼
9 FTE occupational therapists;
◼
16 FTE psychiatrists;
◼
37 FTE psychologists;
◼
74 FTE registered nurses;
◼
73 FTE social workers;
◼
7 FTE speech pathologists; and
◼
43 FTE administration
Outpatient paediatric eating disorder services for young people aged under 16 are provided by
private providers and the WCHN CAMHS staff.
It is noteworthy that all WCHN CAMHS staff can access ongoing training and education provided
by the FMC SEDS.

40. Includes nutritional assessment/advice from a dietitian; or individual therapy with a clinical psychologist, psychiatrist, occupational therapist or mental health nurse.
41. The four-day per week group program includes meal support for people aged 15 and over. As well as providing nutrition support, there is a strong focus on
helping participants to challenge disordered eating behaviours and thought patterns using motivational strategies and skills development. Clinicians work closely
with clients to reach their personal goals and evaluate progress on a regular basis. The program includes: therapeutic meal support and supervision; individual
and group therapy; psychotherapeutic skills groups; nutritional education and review; and ongoing recovery planning.
42. SALHN advise that the outpatient service is planned to transition to the Repatriation General Hospital precinct in a dedicated, purpose-built facility supported by
funds raised by the Flinders Foundation. Other proposed concepts for the site include: Rehabilitation – Brain and Spinal and community rehabilitation; Enduring
Mental Health; Day Surgery; Overnight stay surgery; Multi-day surgery; Care transition; Veteran homelessness accommodation; Cluster housing and Children’s
support service
43. Democracy Co 2018.
44. Gruner 2014.

23

SA Health
Paediatric Eating Disorder Governance Advice
Final Report - 18 December 2018

The CAMHS Eating Disorder Service consists of a Consultant Psychiatrist, Registrar, Nurse
Practitioner Candidate and Social Worker. These practitioners, working predominantly at FMC,
receive referrals from CAMHS, SEDS, GPs and families.
Whilst outpatient data (contacts per discipline) has not been available for the purpose of this
review, it is estimated that 2.6 FTE of the 3.9 FTE core clinician team is dedicated to the PEDS. It
is understood that this includes the provision of outpatient treatment at the WCHN one afternoon
per week, and advice when requested to WCHN inpatient services.
Table 4-1:

WCHN CAMHS workforce at FMC, estimated FTE distribution

CAMHS TEAM MEMBER

PEDS - INPATIENT

PEDS - OUTPATIENT

CONSULTATION LIAISON

TRAINING

Consultant Psychiatrist

0.3

0.4

0.3

0.0

Registrar

0.5

0.1

0.2

0.2

Nurse Practitioner Candidate

0.1

0.5

0.1

0.2

Social Worker

0.2

0.5

0.3

0.0

Total

1.1

1.5

0.9

0.4

The WCHN CAMHS consultation and liaison service at FMC focuses on the mental health needs
of children 0-17years and their families across inpatient paediatric services. The service is
multidisciplinary and provides a range of therapeutic interventions including assessments,
individual psychological therapies and family work. The target group is children most at risk of
poor outcomes as a result of mental health and emotional difficulties in the context of acute and/or
chronic medical conditions, including: psychological and behavioural problems associated with a
medical illness; mental illness within the medical setting; physical or medical-like symptoms where
psychological and/or relational issues are suspected to contribute to the presentation; and
significant psychosocial issues in relation to physical illness or disability. 45
In the inpatient setting, the WCHN CAMHS Eating Disorder team at FMC meet with the paediatric
medicine team twice weekly to assess the treatment pathway. This includes clinical review
meetings that occur both at Flinders and SEDS, where FPEDS and SEDS inpatients are
discussed. These clinical review meetings account for an estimated one third of the PEDS
inpatient time allocation, with the remainder spend directly with patients on the paediatric ward.
The CAMHS Eating Disorder team also support the delivery of Family Based Therapy in
community CAMHS and work with private practitioners with expertise in eating disorders.

FMC Paediatric Eating Disorder Program
In February 2013, SALHN commenced the delivery of the FMC PEDP with the clinical leadership
of the statewide WCHN CAMHS service. No additional resources were funded. FMC has internally
assigned 0.3 FTE paediatrician (0.2 outpatient and 0.1 inpatient) to co-deliver an evidenceinformed service model that provides acute medical stabilisation together with the re-establishment
of healthy eating patterns within the Maudsley model. The model is supported by a multidisciplinary team that includes paediatricians, nurses, dieticians, physiotherapist, occupational
therapists, psychologists and a teacher.46
The FMC inpatient paediatric eating disorder services are delivered on a Paediatric ward, ward 4E,
through an integrated team approach with paediatric care provided by SALHN and mental health
care provided by WCHN CAMHS.

45. SA Health, 2016.

46. Suetani et al. 2015.
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The FMC Eating Disorder Management Paediatric Procedure notes that the aims of an inpatient
admission are to:
◼
Attain physiological stability;
◼
Initiate nutritional recovery;
◼
Commence appropriate re-feeding regimen;
◼
Ensure the young person is eating and drinking;
◼
Reach desired weight gain 0.5-1 kg per week; and
◼
Engage the patient and family in regular therapy sessions (CAMHS, weight disorder unit or
private psychologist.)
Core components of the inpatient model include:47
◼
Initial meetings with parents are held within 48 hours of admission to discuss the aims of the
inpatient treatment. Family meetings are held every Monday to discuss progress and plans,
and to allow families to share concerns;
◼
During admission, the patients receive a daily medical review and their weights are monitored
twice weekly before breakfast;
◼
Serum electrolyte levels and heart rate are monitored closely. The need for a special nurse is
assessed in patients with behavioural difficulties including eating disorder related behaviours
such as purging or excessive exercising, risk of self-harm, or those requiring high dependency
nursing care due to a comorbid medical condition such as diabetes mellitus;
◼
Multi-disciplinary meetings are held on Mondays and Thursdays to discuss the progress and
the treatment plan;
◼
CAMHS assesses families’ suitability for Family Based Therapy and, if suitable, prepares
families for the commencement of FBT on discharge. The preparation includes
psychoeducation regarding the nature of the illness and the basic principles of Family Based
Therapy as well as its current evidence for the paediatric population;
◼
Regardless of the planned therapeutic mode upon discharge, the CAMHS provides
psychological support for the patients while on the ward by utilising the principles of supportive
psychotherapy;
◼
Discharge planning commences upon admission. By discharge, most families have a therapist
in place to commence Family Based Therapy. The paediatric unit follows up patients to
monitor weight and medical issues. In the rare cases when the family decides against Family
Based Therapy, alternative mental health follow-up is arranged; and
◼
The program aims to produce positive clinical outcomes by presenting a coherent and
integrated treatment model to families, across both inpatient and outpatient services in
harmony with Family Based Therapy.
Over the period 2013 to 2017, there were 179 patients under 20years admitted at FMC. Of these:
◼
Age: 59.2% were aged 10-15 (coloured blue in Figure 4-1 below);

47. Suetani et al. 2015.
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Figure 4-1:

FMC paediatric eating disorder patient admissions, 2013-17

It is noteworthy that whilst patients aged 16 and over are eligible for the SEDS program, most
patient aged 16-18years are under the PEDP and admitted to the paediatric ward. It is understood
that SEDS supports CAMHS through liaison on a case-by-case basis.
◼

◼

Patient living suburb: Country (32.4%); South (23.4%); East (20.7%); West (12.2%); North
(10.1%); and Interstate (1.1%);
Follow-up services: 82.1% received follow-up FBT (shaded blue in Figure 4-2 below);

Figure 4-2:

Follow-up services for FMC paediatric eating disorder admissions, 2013-1748

48. APS = Advanced Psychology Service (private psychology practice).
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◼

◼

Frequency of admission: 72.9% were admitted only once; 17.8% admitted twice; 8.9%
admitted 3-6 times; and 0.5% admitted 7-9 times; and
Readmissions: There were 54 readmissions from a total of 274 admission (19.7%). It is
noteworthy that the quality of the service has significantly reduced the clinical need for readmission (Table 4-2).

Table 4-2:

FMC paediatric eating disorder patient readmissions, 2013-17

YEAR

ADMISSIONS + FBT

ADMISSION - FBT

TOTAL

READMISSIONS

2013

58

-

58

18

2014

51

4

55

17

2015

58

10

69

8

2016

38

10

48

6

2017

38

6

44

5

Total

243

30

274

54

WCHN Paediatric Eating Disorder Services
The service provided by WCHN for young patients up to 18years includes:
◼
A medical outpatient weight management clinic;
◼
Inpatient admissions (medical) to the adolescent ward;
◼
Inpatient admissions (psychiatric) to the statewide designated child and adolescent psychiatric
inpatient facility; and
◼
Limited access to CAMHS specialists in paediatric eating disorders.
The Service will see children and young people up to the age of 18 when appropriate who are
referred for assessment and/or management of an eating disorder. The referrals are managed
through the CAMHS Centralised Triage, from within CAMHS Community Teams, SEDS,
paediatricians, psychiatrists and general practitioners.
The existing WCH inpatient model is not designed to offer FBT.
WCHN recently undertook a review of eating disorder admissions over the financial year 2017-18.
During this period, there were 49 admissions for 33 individual patients (aged 12-17years).
◼

◼

Of the 33 patients, 10 (30.3%) were specifically admitted for primary eating disorder
management whilst 23 (69.7%) had complex issues often involving mental health services or
were admitted for non-eating disorder related conditions including migraine, perforated bowel,
obsessive compulsive disorder, self-harm etc.
Of the 10 primary ED diagnosis: 9 were followed up at the WCH Weight Management Clinic; 4
had specifically been followed up after discharge by CAMHS; 3 proceeded to FBT, 2 chose
not to undertake FBT and 5 were unknown; all patients had post-discharge involvement of
services including private therapists, headspace, GP, gastroenterologists, dieticians etc.

Advanced Psychology Services (APS)
Advanced Psychology Services (APS) is an Adelaide-based private practice consisting of eight
psychologists and therapists. APS provide care to approximately 200 eating disorder patients per
annum where two thirds are children and adolescents. APS note that:
“The vast majority of patients at our service do not require a hospital admission at any point of their treatment (<5%).
This in addition to very good clinical outcomes for our patients and families, we also save governments very significant
amounts of money in prevented hospitalisations and other adverse outcomes”.

27

SA Health
Paediatric Eating Disorder Governance Advice
Final Report - 18 December 2018

It is recognised that in the establishment of a Statewide PEDS, access to skilled and experienced
practitioners may be limited. An option for strengthening the collaboration between the public and
private sectors is proposed by APS. Refer Appendix 3.

4.3. OUTCOMES
Results of a health roundtable for Australian paediatric inpatient eating and obsessive-compulsive
disorders reveals (Table 4-3):
◼
An average length of stay of 16.1 days; average patient age of 14 years; and an average
readmission rate of 10.5% across all admissions;
◼
52 of 66 (78.8%) of public SA admissions at FMC; and
◼
A longer length of stay and higher readmission rate at FMC.
Table 4-3:

Eating and Obsessive-Compulsive Disorders, April 2017 – March 2018
WCH

Episodes
Average length of stay (days)
Average age
Emergency readmission*

FMC

ALL

14

52

1,300

12.55

16.55

16.1

14

14

14

0 of 14 (0.0%)

5 of 48 (10.4%)

124 of 1,179 (10.5%)

* This is the percentage of episodes that have an unplanned admission to hospital within 28 days after discharge

It is noted that the readmissions rate in the FMC PEDP has decreased by 85% in the last 2 years.
It is understood that the average length of stay has also decreased more recently. Program
evaluation has demonstrated that patient Body Mass Index was significantly increased during
admission and at 3-month follow-up. This demonstrated the program effectiveness.
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5. Statewide planning
A need for further work in state-wide planning for paediatric eating disorder services has been
identified. The following section provides an overview of the current status.

5.1. CHIEF PSYCHIATRIST INSPECTIONS
The Chief Psychiatrist recently conducted a review of eating disorders services provided to young
people under the age of 18 years. The scope of the review was inpatient services at WCHN
Adolescent Ward and the FMC Paediatric Ward. In addition, on 28 June 2018 concerns were
raised by the Principal Community Visitor about the mixed clinical use of Ward 4G in FMC.
Appendix 4 provides a summary of key findings from focussed or limited announced inspections
conducted in July 2018. The following changes have been documented in response to the
inspection findings.

WCHN
The Chief Psychiatrist concluded that “while recognising the commitment of staff present,
combined paediatric and mental health care is fundamental to the provision of in-hospital care to
eating disorder patients as they are resuscitated and treated, and in particular the provision of FBT
or equivalent. The immediate addition of mental health input for this purpose at the WCHN is
welcomed.”
In response, WCHN have advised the following approaches are now in place:
◼
The CAMHS Eating Disorder staff are involved in routine inpatient treatment with a
collaborative team approach between paediatric/adolescent services and mental health
services. Key changes include:
 CAMHS ED staff are alerted to admission. If there are immediate issues a clinical review
by Advanced Child and Adolescent Trainee (located in Department of Psychological
Medicine) is initiated;
 CAMHS ED staff liaise with team on the Adolescent ward to ensure that appropriate
multidisciplinary care is being provided;
 CAMHS ED staff attend multi-disciplinary team meetings either in person or by telelink;
 Comprehensive discharge/treatment plans will be jointly developed by the acute and
CAMHS team in partnership with consumers and their families; and
 A more comprehensive discharge plan in partnership with all stakeholders and their
families.
◼
The upskilling of staff has commenced:
 Training for Maudsley Family Based Therapy is currently being rolled out for Adolescent
ward staff. This will also occur for CAMHS staff who have not previously undertaken this
training;
 Nursing Staff ED education framework has been completed;
 ED Nurse Practitioner Candidate engagement to run ongoing staff education sessions; and
 It is anticipated that WCHN will recruit two Family Based Therapy therapists to provide
outpatient care;
◼
The nursing Unit Manager has reviewed the eating disorder care plan and has amended meal
supervision guidelines; and
◼
Young people admitted to the eating disorder service attend school from 0930-1030 and 1:303:30 Monday to Friday.
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It is further understood that WCHN will transition the governance of eating disorders from
gastroenterology to the Department of General Medicine under the Medical Unit Head of
Adolescent Medicine Dr Jemma Anderson, in November 2018 when Dr Anderson returns from
maternity leave. Dr Anderson has undertaken a twelve-month placement at Royal Children’s
Hospital in Melbourne under Dr Susan Sawyer (Director, Centre for Adolescent Health) to upskill in
paediatric eating disorders.

FMC, Ward 4E
No immediate actions were recommended.

FMC, Ward 4G
FMC advise the following actions have been taken:
◼
To mitigate intrusion risks in the interim period:
 Bed management practices have been reinforced to, wherever possible, not admit acutely
confused, behaviourally disturbed patients to ward 4GM; and
 A reduction in bed numbers (10 to 8) within Ward 4GP whilst maintaining full staffing
establishment; thereby increasing the nursing availability and supervision per patient;
◼
To mitigate ligature and other safety concerns:
 Bed locker and furniture handles have been removed and replaced with anti-ligature
devices;
 Anti-ligature door handles have been ordered and installed ensuite bathrooms: shower
curtains/rails have been removed with one of two bathrooms locked when not in use.
These ensuites will form part of the medical ward once physical separation works have
been completed;
 Main bathroom: shower curtain and rail has been removed with the bathroom locked when
not in use;
 More substantive anti-ligature works to the bathrooms will be completed as part of the
ward separation and refurbishment; and
 Medication trolleys and IV equipment is now kept locked in medication room;
◼
With respect to the co-existing ward environment with medical and psychiatric units:
 Concept plans for full physical separation have been agreed by the divisions of medicine
and mental health;
 Engineering and architectural plans are expected to be complete by mid-August followed
by what is anticipated to be a 3-week tender process for building works; and
 Works are expected to commence in October 2018 and be completed this calendar year.

5.2. IMPLICATIONS FOR ONGOING SERVICE DELIVERY
The Chief Psychiatrist held a joint meeting on 30th October 2018 to discuss short-term service
provision in view of inspection findings. Whilst the in-principal outcome of this meeting was that
there should be a single state-wide SA PEDS, both services advocate that they are best place to
be the Statewide provider. In the interim, both LHNs will continue to deliver their existing service
model.
Concern has been raised that insufficient access to mental health expertise at WCHN prohibits
optimal service delivery and may impact outcomes for these patients. As such, an interim
document to guide consistent high-quality inpatient service delivery is to be developed through
collaboration between WCHN and SALHN.
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6. Service demand
The following section summarises the expected service population and the existing level of service
utilisation in South Australia.

6.1. PATIENT POPULATION
Key figures on national health service utilisation for all ages in 2016-17 published by the Australian
Institute of Health and Welfare (AIHW) reveal:49
◼
There were 83,699 community mental health care service contacts for a principal diagnosis of
eating disorder, with 4,836 (or 5.8%) in SA;
◼
There were 5,243 admitted mental health separations for a principal diagnosis of eating
disorder:
 1,850 overnight admitted mental health separations, with specialised psychiatric care;
 1,897 overnight admitted mental health separations, without specialised psychiatric care;
 1,179 same day public admitted mental health separations, with specialised psychiatric
care;
 317 same day public admitted mental health separations, without specialised psychiatric
care; and
◼
Of the overnight admitted mental health separations, 70.4% were public hospitals and 29.6%
were private hospitals.
In 2016, the estimated resident population of South Australia 15-19 years was 103,903.50 Based on
an estimated prevalence of 1% to 4%, 1,039 to 4,156 South Australian adolescents may meet the
criteria for anorexia nervosa or bulimia nervosa. Stakeholders note that the expected incidence far
exceeds the public outpatient episodes (outlined below). In contrast, there is anecdotally a high
representation of patients with a history of eating disorders in other adolescent sub-specialties.

6.2. SA SERVICE UTILISATION
The following outlines the 2017-18 service utilisation for patients 20 years or younger with principal
diagnosis F50-F59: behavioural syndromes associated with physiological disturbances and
physical factors.

6.2.1. Emergency department
Of the 165 emergency department presentations in 2017-18 in SA, 41.2% were for patients 16
years and over; 30.3% were for patients aged 11-15years; and 28.5% were for patients 10years or
younger.

49. AIHW, 2018b-d.
50. Australian Bureau of Statistics, 2017.
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Table 6-1:

SA Emergency Department presentations, 2017-18, patients aged <21 years
AGE

Diagnostic category

Anorexia nervosa (F500)

TOTAL

≥10

11

12

13

14

15

16

17

18

19

20

(count)

1

1

2

3

15

5

8

7

6

6

6

60

Bulimia nervosa (F502)
Vomiting, oth psych. disturbance (F505)

2

1

1

Other eating disorders (F508)

2

Eating disorder unspecified (F509)

44

Total presentations (count)

47

1

2

1

3

2

3

13

9

7

8

6

7

18

18

19

15

15

1

1

2

6

1

6

10

3

92

9

165

6.2.2. SA Inpatient admissions
Of the total 157 inpatient admissions in 2017-18:
◼
80.9% were for anorexia nervosa, atypical anorexia nervosa or bulimia nervosa;
◼
33.8% were aged 11-15years (Table 6-2).
Table 6-2:

SA Inpatient admissions, 2017-18, patients aged <21 years, all services
AGE

Diagnostic category

Anorexia nervosa
Atypical anorexia nervosa
Bulimia nervosa
Eating disorder unspecified
Other eating disorders
Vomiting ass w oth psychol disturbance
Total

TOTAL

11

12

13

14

15

16

17

18

19

20

1

1
1

2
4

14
5

11
2
3
1
3

14
5
1
3
2
2
27

10

22

11

15

1
3
3

3
3

1
3
1

1
1

3

2
1

1
7

22

20

17

1
29

16

(count)

101
17
9
15
12
3
157

15

TOTAL
(%)

64.3%
10.8%
5.7%
9.6%
7.6%
1.9%

75.2% of inpatient episodes were admitted to SALHN Ward 4E or Ward 4G; 15.3% to WCHN
Adolescent ward; and 9.6% to other LHN (Table 6-3).
Table 6-3:
LHN

SALHN
WCHN
Other

SA Inpatient admissions, 2017-18, patients aged <21 years, per LHN
AGE

11
1

12
2
1

13
6
1

14
16
6

15
12
7
1

(count)

TOTAL
(%)

118
24
15

75.2%
15.3%
9.6%

TOTAL

16
16
8
3

17
14
1
2

18
26

19
12

20
13

3

4

2

6.2.3. SA Outpatient episodes
In 2017-18, there were 275 community episodes for patients under 21years. Of these, 23.3% were
for patients 15 years or younger, with 51 of the 64 youth/adolescents aged 14-15years (Figure
6-1).
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Figure 6-1:

SA Outpatient episodes, 2017-18, patients aged <21 years

6.3. PATIENT PLACE OF RESIDENCE
Appendix 5 illustrates the statistical local area (SLA) of patients under 16 years per service type,
where this data was available. This illustrates that:
◼
As expected, emergency department presentations at WCHN (22) originate from both north
and south Adelaide, whilst SALHN (28) tends to receive only southern and central Adelaide
residents;
◼
Of 37 inpatient admissions at FMC, only 6 were from north of WCHN, 18 reside south of
WCHN and north of FMC, and 11 were from elsewhere in the State. In contrast, of 15 inpatient
admissions at the WCHN, 10 were from northern Adelaide, 5 were from central/southern
Adelaide and there were no country resident admissions; and
◼
There is a distribution of residents across the northern, central and southern Adelaide regions
for the CAMHS community episodes.

6.4. PROJECTED DEMAND
No projections for service demand are currently available.
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7. National jurisdictional review
The following provides an assessment of the service and governance models in place in other
Australian jurisdictions.

7.1. SERVICE MODEL
The delivery of paediatric eating disorder services in each state/territory is outlined in Table 7-1.
Table 7-1:

Paediatric eating disorder service delivery, per jurisdiction

CORE MODEL

MODEL OF CARE

ACT

Single provider;
0-18 & 18+

▪ The ACT Eating Disorder Program is a community-based specialist outpatient service that
provides assessment and therapy programs for people with an eating disorder. The program
provides FBT for adolescents up to age 18, and a day program for adults aged 18 and over.

NSW

Children’s hospital
network; 0-16

The Children’s Hospital Westmead delivers tertiary services for adolescents aged up to 16years,
including:
▪ Child and Adolescent Outpatient clinic. Weekly clinic for new clients and weekly follow-up clinic;
▪ Child & Adolescent Inpatient Unit. 8 beds on an adolescent medical unit with medical treatment
and re-feeding program;
▪ Outpatient Family Therapy. Delivered by a specialist team of Clinical Psychologists, Family
Therapists, Psychiatrists and Social Workers delivering Maudsley Family Therapy treatment;
▪ Eating Disorder Intensive Program for Adolescents. A comprehensive multidisciplinary service
specially designed for adolescents who have not progressed with previous treatment by
addressing specific barriers;
▪ Multi Family Group Program. Up to eight families meet for a 4-day intensive workshop and then
for 6 single workshop days over the following 9 months with a small team of therapists and
medical staff. MFG can be utilised as a standalone intervention to compliment current treatment
in the community; and
▪ Through the Child and Adolescent Psychiatry Telemedicine Outreach Service, the Westmead
Eating Disorder Team provide limited case coordination, clinical consultation and outreach
support for children and adolescents managed in other health services throughout NSW.
Additional services available for young people with eating disorders that vary across the NSW
Health Networks. These include:
▪ Sydney Children’s Hospital Randwick delivers a Child and Adolescent Day Program for eating
disorders for people aged 10-18 years, in partnership with the Butterfly Foundation. The Day
Program staff provide consultation and education through telehealth and abridged residential
treatment programs to reduce the duration young people and their families need to be away from
home; and
▪ John Hunter Children’s Hospital, Newcastle, provides an integrated program for adolescents (1218years), based in the adolescent unit, under the dual care of mental health and paediatrics, with
community CAMHS inter-linkages

NT

Single provider

▪ Top End Mental Health Services, Darwin, provides specialist clinical mental health services to
clients in the Top End, including the Darwin/Palmerston, Darwin Remote, Katherine and East
Arnhem Regions. Specific information on paediatric eating disorder service delivery is
unavailable.

QLD

CYMHS; 0-18

▪ The Child and Youth Mental Health Service (CYMHS) at Children’s Health Queensland provide
services for children and young people up to 18 years of age with eating disorders. The
Greenslopes CYMHS Eating Disorders Team provides assessment and treatment services for
families living in the Greater Brisbane area.
▪ The Queensland Eating Disorder Service (QuEDS) is based at the Royal Brisbane and Women's
Hospital Mental Health Centre. QuEDS provides: a Specialist Consultation clinic assessment
service via referral from a GP; outpatient clinic (CBT-E for ages 18+); and an intensive Day
Program held for 4 days a week for 8 weeks (for 16 years and older).
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CORE MODEL

MODEL OF CARE

TAS

CAMHS; 0-17

▪ The three Tasmanian Child and Adolescent Mental Health Services (South, North West and
North) each provide assessment, education and treatment services for young people under 18
with eating disorders.
▪ The Multi-Disciplinary Youth and Family Eating and Exercise Disorders Service (MYFEEDS) is a
joint program run by the Child and Adolescent Mental Health Service (North) and the Paediatric
and Allied Health Services of the Launceston General Hospital, Tasmanian Health Organisation
— North. It provides an integrated inpatient and outpatient service for young people under 18
years of age and their families who are experiencing issues with Eating and Exercise Disorders.

VIC

Varies; 0-17

▪ Specialist child and adolescent eating disorders services are provided for young people aged up
to 18 years by Royal Children’s Hospital, Austin Health and Monash Health. Each service is
staffed by experienced and trained clinicians and co-located paediatricians and is committed to
providing evidence-based treatment for eating disorders, including FBT. These services include
onsite medical expertise and offer inpatient, day-program and outpatient services.
▪ The clinical governance of the services varies. For example, the statewide child inpatient unit at
Austin Health is governed by paediatrics with consultation liaison from CYMHS, whilst at the
RCH, there exists a partnership model between adolescent medicine and mental health.

WA

CAMHS; 0-15

▪ The Perth Children’s Hospital CAMHS Eating Disorders Program provides outpatient care, day
treatment and in reach support for young people up to 16 years with eating disorders.
▪ The Centre for Clinical Interventions is a specialist statewide mental health service, administered
through the North Metropolitan Health Service which offers an eating disorder programme for
adults with Anorexia Nervosa and Bulimia Nervosa and adolescents with Anorexia Nervosa.

Key finding
It is noted that where there is a likely population to sustain an efficient independent service model
for youth and adolescents, there is preponderance for the provision of the service by the state
CAMHS/CYMHS provider.

7.2. SYSTEM ENABLERS
Statewide eating disorder services in other jurisdictions employ several systems/processes to drive
collaborative approaches to service delivery and quality improvements. These include:
◼
Service-level framework;
◼
Specialist eating disorder advisory group;
◼
Eating disorder networks;
◼
Eating disorder service coordinators to support specialist services;
◼
Local service leads to support clinical pathways and networks and support local capacity
building;
◼
Annual service development forum;
◼
Central data collection; and
◼
Chief Psychiatrist oversight.
Further discussion of the governance structures is outlined in Appendix 6.
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8. Governance models
The current service system provides for multiple outpatient and inpatient admission sites. This has
led to challenges regarding: inequitable patient access to specialist WCHN/CAMHS Eating
Disorder outpatient staff as they are primarily located at FMC; variability in the service provision in
the inpatient setting; and fragmented governance arrangements, and associated tensions
regarding reporting lines.
The following section outlines the proposed governance models together with an overview of the
core principles and an assessment of the models against these principles.

8.1. CORE PRINCIPLES
The preferred governance model is one which optimally supports the delivery of an effective and
efficient service model. The following five core principles have been proposed for consideration:
1. A single governance model is to provide transparent decision-making and clear accountability
for the delivery of high-quality standards of care and continuous service improvement.
The pivotal role of CAMHS must be recognised in the overarching governance model.
2. An evidence-informed outpatient model of care that ensures family/carer involvement and
access to specialised inpatient care when needed.
The preferred overarching governance model will deliver:
a. A specialised outpatient service lead by a CAMHS multidisciplinary team with expertise in
Family Based Therapy, supported by other clinicians; and
b. A specialised inpatient model that provides mental health support in addition to medical
treatment to ensure physical stabilisation and treatment for any medical or psychiatric
comorbidities.
3. Age-appropriate specialist eating disorder services to ensure flexibility based on the
developmental needs of individual patients and ensure appropriate transition within and
between services.
4. A collaborative approach between multidisciplinary team members with specialist expertise in
mental health, child and adolescent health, and paediatric eating disorders.
5. Equitable access to the Statewide PEDS and related specialist services and ensuring
appropriate transition to community and/or other services (e.g., adult services) if required.
This includes consideration of the optimal geographic location and mechanisms to build on the
expertise that have developed over the past 5 years within the Statewide WCHN CAMHS
team and the FMC PEDP. This may include, for example, mechanisms to embed an outreach
model in the funding agreement, and/or joint appointments.
Appendix 7 further outlines the values and principles of good governance, key governance model
risks, and supporting context for an assessment of governance model options.

8.2. MODEL OPTIONS
Proposed options for the governance of the Statewide PEDS involve WCHN and SALHN/FMC, as
outlined in Table 8-1. Under all models, it is proposed that the CAMHS team provide the clinical
governance for the new outpatient services.
The key variables are as follows:
◼
Administrative governance and ‘base’ outpatient service: WCHN or SALHN/FMC; and
◼
Clinical governance for inpatient services: mental health or medical.
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Table 8-1:

Statewide PEDS governance model options
OPTION
1A

OUTPATIENT SERVICES
Clinical governance: WCHN CAMHS
Administrative governance: WCHN

Clinical governance: WCHN CAMHS
Administrative governance: SALHN/FMC

Clinical governance: WCHN CAMHS
Supported by: SALHN/FMC Paediatric
Medicine & SEDS
Clinical governance: SALHN/FMC
Paediatric Medicine
Supported by: WCHN CAMHS & SEDS

2B

3

Clinical governance: WCHN CAMHS
Supported by: WCHN Adolescent
Medicine
Clinical governance: WCHN Adolescent
Medicine Supported by: WCHN CAMHS

1B

2A

INPATIENT SERVICES

Clinical governance: WCHN CAMHS
Administrative governance: Shared - WCHN & SALHN/FMC

Following the recent inspections, the key attributes of each service model are outlined in Table 8-2.
Table 8-2:

Current paediatric eating disorder service models
WCHN

SALHN/FMC

Health service

▪ Quaternary care provider (level 6)
▪ Statewide paediatric ICU + 2 HDU

▪ Tertiary care provider (level 5 paeds)
▪ Paediatric ICU available

Location

▪ 1.8kms north of Adelaide GPO

▪ Inpatient - 13kms south of Adelaide
GPO
▪ Outpatient - 14.6kms south of
Adelaide GPO

Guiding framework

▪ Development framework

▪ Recovery framework:
recovery-rehabilitation
model with family

Outpatient model

▪ Medical
outpatient
weight
management clinic.
▪ Service provision via statewide
CAMHS team one afternoon per
week.

▪ Dedicated outpatient adolescent
program, including FBT and/or CBT-E.

Inpatient governance

▪ Gastroenterology (to October 2018)
▪ Adolescent medicine (from November
2018)

▪ Paediatrics.

Inpatient setting

▪ Adolescent Ward commissioned for
10.8 beds (physical capacity 18) colocated with the CAMHS inpatient
ward.
▪ Medical/surgical patients, young
people admitted following overdose or
intoxication, and young people with
chronic disabilities.

▪ Paediatric Ward 4E: 33 beds
▪ Acute presentations across age
ranges and conditions, such as
respiratory
illness,
metabolic
conditions, seizures and overdoses.

Multi-disciplinary team

▪ Team includes adolescent medicine,
paediatrics, nursing (no ED training)
and dietetics. This team works in
partnership with physiotherapists and
other ancillary staff as needed.

▪ Team includes psychiatry, paediatrics,
mental health and paediatric nursing,
dietetics, other allied health and
education.
▪ FBT delivered since 2013 by 0.3 FTE
paediatrician.

preventionintegrated
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WCHN

SALHN/FMC

Inpatient - MH clinical involvement

▪ CAMHS
consultation
liaison.
Additional
support
from
the
Department
of
Psychological
Medicine, where needed
▪ Collaboration with the adjacent Boylan
Inpatient Unit. Boylan has 24-hour
child adolescent mental health staff on
site, and access to child adolescent
consultant psychiatrists at all times.

▪ Collaborative working relationship
exist between paediatrics and both
WCHN/CAMHS and FMC/SEDS.

Education

▪ Young patients attend school from
09:30-10:30 and 1:30-3:30 Monday to
Friday.

▪ Continuity of schooling is supported
with the use of the closely located
school room.

Family involvement

▪ Training in FBT has commenced.
▪ Family involvement occurs on
admission, during multidisciplinary
reviews, when changes to treatment
are made and prior to discharge.

▪ FBT delivered in both outpatient &
inpatient setting.
▪ The process of refeeding involving
family includes education of parents
on the process and its principles.

Interaction with adult service

▪ Transition to adult services after 18
years as per other clinical streams.

▪ Direct linkage to SEDS which now
takes admissions from 16 years
provides a direct transition, with
continuity of care by an integrated
team.

8.3. DISCUSSION
The following provides discussion of the proposed models against the core principles.
The different principles have not been weighted.

8.3.1. Leadership and governance
The governance of paediatric eating disorder services in SA is currently fragmented, with a
program at FMC delivered by SALHN staff and the WCHN statewide CAMHS eating disorder team,
and WCHN offering limited outpatient services and admitted services with restricted CAMHS input
at their primary site. Continuation of this model limits the efficiency and effectiveness of each
service model and puts undue burden on the limited CAMHS resources.
It is noted that:
◼
Patients and health professionals often struggle through a seemingly fragmented system of
care between different professionals and in different settings;51
◼
Ambiguous reporting lines reduce clarity relating to relationships and accountability;52 and
◼
People with an eating disorder must relate to many different professionals across the multiple
services they may be accessing. If care is not adequately coordinated across these services,
there is a high risk that it will fail to effectively address all of the person’s needs in a coherent
way.53
Eating disorders represent a low volume, high expertise specialty. Governance of the service
requires a single lead organisation.

51. Suetani et al. 2015.
52 Uhrig, 2003.
53. Victorian Department of Health and Human Services, 2014.
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It must be recognised that:
◼
Both WCHN and FMC have demonstrated strong commitment from the Executive and clinical
leadership teams;
◼
FMC, with the contribution of the WCHN Statewide CAMHS resources, has built on SALHN’s
expertise in adult eating disorders and extended their reach to the child and adolescent
population through the delivery of a separate, but integrated, paediatric service. There has
been little outside assistance in the development of this model; and
◼
Given the scarcity of the specialist resources, WCHN have had inadequate access to their
outposted CAMHS team to assist in building internal capacity.
Section 5.1 outlines the findings of recent inspections of the services by the Chief Psychiatrist.
Whilst the FMC paediatric model was found to meet standards, improvements have been identified
at WCHN to ensure that the service model achieves the highest possible standards of care,
adheres to current evidence-informed practice, and increases the likelihood of desired outcomes
for consumers.

8.3.2. Evidence-informed model of care
It is understood that current best practice requires:
◼
Outpatient services delivered by a multi-disciplinary team with the Maudsley Family Based
Therapy approach;
◼
A collaborative team approach to inpatient admissions with paediatric/adolescent services and
mental health services working together during the stay; and
◼
Effective transitions within and between services to support patients to engage and remain
engaged in their treatment and support.
Appendix 8 outlines the recommendations of the United Kingdom Royal College of Psychiatrists
regarding the management of really sick patients under 18 with anorexia nervosa.
These include:
◼
Every hospital into which a young person with severe anorexia nervosa is likely to be admitted
should identify a consultant paediatrician with the interest, training (or willingness to be
trained) and expertise to coordinate paediatric care for patients with anorexia nervosa in that
setting. This includes admission to psychiatric units as well as acute hospitals; and
◼
Every hospital into which a child or adolescent with severe anorexia nervosa is likely to be
admitted should identify a consultant psychiatrist and team with the training and expertise to
coordinate care and with whom a working relationship can be built to support an acute
admission; and
◼
The model of care and the quality of liaison between paediatric and CAMHS Eating Disorder
services and experience in managing malnutrition, as well as the clinical condition of the
patient, should be the primary factors in deciding appropriate location of care;
As the service models currently stand, FMC are currently delivering consistent with the guidelines,
with the support of the WCHN CAMHS team. Whilst WCHN have recently made improvements to
the service model, CAMHS resource limitations prohibit further capacity building. It is noted that
the CAMHS team are integral to the delivery of a best practice model.
Other considerations relating to the model of care are further outlined below.

Comorbidities
A Statewide PEDS may require access to paediatric/adolescent medicine, mental health expertise
and other specialist sub-specialties.
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Common psychiatric and physical comorbidities associated with eating disorders including cardiac,
gastrointestinal, endocrine and renal complications and depression, anxiety, obsessive-compulsive
and other personality disorders. The Joint Commissioning Panel noted the need for eating
disorder services for children and adolescents to ‘work closely with primary care, child health,
dietetics, endocrinology and gastroenterology’.
Whilst FMC advise there is access to sub-specialties as needed, the quaternary children’s hospital,
WCHN, as the statewide level 6 paediatric and adolescent service, provides complex care across
the full range of subspecialist services. WCHN is no doubt much better positioned to effectively
manage comorbidities in this patient cohort.
There is an emerging eating disorder burden in children who have avoidant restrictive food intake
disorder (ARFID). Evidence is emerging that ARFID can occur in children who have long-term
feeding issues in infancy or childhood which continue into adolescence. High risk populations
include children who have received long-term PEG (tube) feeding, patients with
neurodevelopmental disorders (such as autism), or patients with food-related anxiety secondary to
medical treatments or illnesses (such as anxiety after chemotherapy, severe food allergies,
surgeries or renal transplantation). It is understood that the majority of these medically complex
children are seen by subspecialty teams at WCH, with links to the Feeding Team and Home
Enteral Nutrition Service. They may have a long-standing history of allied health and medical
support at the WCH, with medical records and a degree of institutional familiarity which makes
ongoing support at the WCH beneficial to the family.

Inpatient model
While many patients with an eating disorder can be treated effectively as outpatients, ANZAED
takes the position that there is a continued need for specialist inpatient services for those with
severe illness.54 ANZAED further endorses the following principle:
‘The inpatient ward environment is very important to a successful outcome. Patients (and their families) may suffer
psychological trauma when treated in inappropriate settings.‘
With the relatively small number of paediatric eating disorder patients requiring inpatient
admission, it is desirable for SA to have one statewide eating disorder inpatient unit. Ideally this
would be located with the Quaternary Childrens hospital and located alongside the CAMHS
inpatient ward where there will be psychiatric patients with a diagnosis that include eating
disorders. If the unit is to be at FMC it is essential that it have onsite CAMHS expertise in eating
disorders as it currently has.

Efficiency and Effectiveness
There is no efficiency data available although if Length of Stay is used as a proxy for efficiency the
limited data available shows the WCHN Length of Stay somewhat less that the FMC length of stay.
In terms of effectiveness, it is understood that FMC data indicates that the current service model
has led to reduce readmissions and significantly increased BMI during admission and at 3-month
follow-up. No comparative data is available for WCHN.

8.3.3. Age-appropriate services
Recovery approaches for adolescents and young people are focused on prevention, early
intervention, building resilience and enhancing wellbeing. They also support transition through
developmental phases and where necessary, a return to expected developmental trajectories.55

54. Australian & New Zealand Academy for Eating Disorders, 2009.
55. Commonwealth of Australia, 2013.
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A particular consideration for SA Health is the age group being considered under the proposed
model. It is noted that:
◼
Eating disorders most commonly develop during adolescence, with a peak age on onset
between 13 and 18 years;
◼
The service model for youth/adolescents and adults differ, with a family-based focus for
paediatrics and an individual focus for adults;
◼
The age and developmental needs of the patient should always be taken into account;56
◼
The length of outpatient psychological treatment and physical monitoring following inpatient
weight restoration should typically be at least 12 months;
◼
When delivered early in illness by health professionals with appropriate knowledge and skill in
eating disorders, treatment can lead to full clinical recovery and improved quality of life for
about 75% of people with eating disorders;
◼
Whilst the illness can potentially be of a long-term nature, the great majority of young people
with anorexia nervosa can be treated on a purely outpatient basis with 70-90% at least
partially recovered by the end of 6-12 months of treatment with the relapse rate less than
10%; and
◼
Anecdotally, there is a rise in early-onset eating disorders i.e. for children under 13 years.
In South Australia:
◼
The FMC SEDS is funded to deliver services to South Australians aged 16 and over;
◼
The FMC PEDP admitted 179 patients over the period 2013 to 2017. Of these, only 106
(59.2%) were aged 10-15years. Most patient aged 16-18years are admitted to the paediatric
ward under the PEDP;
◼
WCHN admits up to 18 years which is consistent with other services within WCHN; and
◼
The 16-18year age group represents the highest service users across all clinical settings
(Figure 8-1).
Figure 8-1:

Service utilisation, 2017-18, patients 10-20years, per clinical setting

Based on the above, local stakeholders have expressed concern about the transition of
adolescents to adult services at the 15-16year point.

56. ANZAED, 2009.
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The South Australian SEDS 2011 service model states that:
‘Although Child and Adolescent services are primarily for individuals under 18 years of age, clinical assessment and
treatment must be cognisant of the young person’s developmental stage and treatment needs, therefore some flexibility
and clinical judgement may be needed when deciding the most appropriate service for individuals.’
From an academic perspective, it has been proposed that:
‘The division of mental health care along the paediatric or adult model, inspired by the traditional organisation of somatic
medicine, is unfortunate, as this division cuts across the age when risk for mental disorders peaks, with obvious
consequences in terms of undertreatment, discontinuity of care, and unmet needs.’57
The 2014 Victorian Eating Disorder Strategy identifies that:
‘There is no one-size-fits-all response to eating disorders, and different approaches work for different people… Core
considerations of person-centred care include: flexible approaches that accommodate individual needs; readiness for
change; type and stage of illness; age and developmental stage; gender; cultural background; and circumstances in
which people live… Mental health services that support adolescents and young people to remain engaged in
developmentally appropriate treatment and care are vital. This may be achieved through specialist child and youth
mental health services delivering treatment and care for young people with eating disorders up to the age of 25.
Depending on the circumstances of the individual, including their stage of illness, development and family context,
specialist adult mental health services may be better placed to respond.’
Further, the United Kingdom Joint Commissioning Panel propose that the:
‘ideal approach would be to develop ‘ageless’ ED services with seamless treatment from childhood through to old age. In
the absence of this, clear transition protocols need to be in place and excellent relationships fostered between teams
with the development of shared competencies to aid engagement with adult services.’
It is understood that the delivery of an all-ages service at FMC would not see the treatment of
children and adults treated together, such as on the same ward.
Whilst the Statewide PEDS will focus on outpatient services, there is also a need for specialised
inpatient care for people needing intensive treatment. RACP note that care is to be provided is
safe and appropriate for the age and stage of development of children and adolescents. The
Australian Standards for the Care of Children and Adolescents and in Health Services state that:
◼

◼

Ideally adolescents should only be admitted to a designated adolescent area. Admission of
adolescents must take into account their psychosocial history, relevant medical history and
their suitability to be accommodated in either a paediatric or an adult ward. The risks must be
assessed by the Nursing Unit Manager in consultation with the attending physician.
Consideration should also be given to the adolescent’s own wishes and preferences; and
Adolescents should be admitted to the most developmentally appropriate area which is
consistent with their best interests and wishes.58

It is thus noted that based on the average age of inpatient admission of ~14 years, an age
appropriate setting would favour a dedicated adolescent ward over a paediatric ward.
Education and socialisation are important aspects of everyday life for children and adolescents,
even if seriously unwell. Young persons are likely to return to school on recovery, therefore these
crucial aspects of development should be fostered and facilitated while in the inpatient setting.59 It
is noted that both service models facilitate access to education during inpatient stay.
Importantly strict age cut offs are to be avoided with some flexibility in admission provided based
on the development needs of individual patients. Up to 18 years for the Statewide PEDS is
suggested and there can be an overlap for 17 years and up with the adult SEDS.
57. Raballo et al. 2017.
58. RACP, 2008
59. NSW Health, 2008.
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8.3.4. Workforce expertise
The delivery of an optimal paediatric eating disorder service requires expertise in: mental health;
child and adolescent health; and paediatric eating disorders.

Mental health
Eating disorders are a psychiatric illness. Central to the delivery of a Statewide PEDS is the
CAMHS Eating Disorder team (described in section 4.2). As noted, this team is part of the
statewide CAMHS delivered by the WCHN. The team is not currently resourced to deliver a multisite service, nor to deliver in reach into emergency department presentations.
The core objectives of CAMHS are to:
◼
Deliver clearly described, age appropriate mental health services for infants, children, young
people and their families in South Australia;
◼
Make use of best clinical evidence to, deliver metal health care that is effective and efficient;
◼
Ensure staff who provide mental health care are competent, well-trained and supported in
their work;
◼
Form strong, effective partnerships with consumers and the community to best work together
for improved mental health;
◼
Value and contribute to ongoing research, innovation, evaluation and training; and
◼
Be a lead agency for quality mental health services for infants, children, young people, new
parents, caregivers and their families in SA.60
Not only is the CAMHS Eating Disorder team well positioned to deliver an appropriate model of
care, the team can deliver training and develop robust consultation-liaison partnerships with
general practitioners, paediatricians, psychologists, dieticians and school/education staff.
It is noted that FMC seek to realign the CAMHS experts under a new regional structure to establish
an integrated all-ages service. This model is not supported. Whilst the SALHN model is dependent
upon these resources, it is noted that the Department of Psychological Medicine at WCHN is also
able to deliver child and adolescent mental health care, albeit without eating disorder expertise.
Further, the close proximity of the WCHN adolescent ward to the CAMHS Boylan Ward facilitates
24/7 access to mental health expertise for inpatient admissions.

Child and adolescent health
Both services have significant experience in paediatric care:
◼
WCHN is SA’s quaternary children’s hospital, offering paediatric emergency department,
paediatric medicine, paediatric surgery and CAMHS. A comprehensive team of paediatric subspecialists are available, along with paediatric HDU and ICU; and
◼
FMC have a paediatric ward in their tertiary hospital and their emergency department see
upwards of 25,000 children each year, with ~20% of these are admitted to the 33 bed
Paediatric Inpatient Unit. High dependency care is provided on the ward and paediatric ICU is
also available. They do not have paediatric subspecialties.
Table 8-3 outlines the service delivery for patients 14years and younger at each service.

60. SA Health, 2016.
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Table 8-3:

Services delivered, 0-14years, 2017-18, SALHN/FMC+Norlaunga and WCHN

ED presentations
Inpatient separations

SALHN/FMC + NORLAUNGA

WCHN

25,027
6,394

39,958
20,654

Very sick paediatric and adolescent patients require direct access to the highest level of medical
care. It is noteworthy that as the Quaternary children’s service, WCH offers:
◼
Access to acute mental health assessment on the ward and in the Paediatric Emergency
Department 24/7;
◼
Continuous availability of all subspecialist paediatric medical and surgical services. This
includes cardiology, gastroenterology, endocrinology and other sub-specialist medical
services which are commonly required for management of unwell patients with eating
disorders; and
◼
South Australia’s only Paediatric Intensive Care Unit.

Paediatric eating disorders
Clinicians delivering specialist child and adolescent mental health eating disorder services are
required to have appropriate knowledge and training in child and adolescent mental health.
They are also required to have training in evidence informed therapeutic models and practices for
eating disorders.
It is recognised that the field of eating disorders is a low volume, high complexity speciality. As
such, clinical expertise takes some time to develop.
The United Kingdom Royal College of Psychiatrists note that on the paediatric ward:
◼
Children exhibiting anorexic behaviours (e.g. refusing and hiding food, exercising excessively
and vomiting) can prove particularly challenging for acute paediatric admission services;
◼
Staff need a working knowledge of the illness and to be backed up by close liaison during the
admission; and
◼
The psychiatric liaison team play a key role in both training and support.
The clinical expertise at FMC for paediatric eating disorders is considered at this time to be
superior to that at WCHN. Considerations include:
◼
Outpatient service models. FMC has had the benefit of WCHN/CAMHS resources and the colocation with SEDS to build on the commitment of the paediatric medicine team, led by Dr
Mandy Yiu. In contrast, WCHN has historically relied on limited CAMHS clinics and private
sector outpatient services;
◼
Inpatient service models. The recovery focus at FMC has seen the embedding of Family
Based Therapy on ward 4C and the engagement of the workforce. In contrast, the approach
at WCHN has been more focused on medical stabilisation. Only recently has WCHN
identified the need to address this service gap, and they have now made steps towards
upskilling their staff; and
◼
Inpatient service volume. Whilst there were only 106 admissions for patients aged 10-15
years with eating disorders to FMC Ward 4E over the period 2013 to 2017, there were an
additional 73 admissions for patients aged 16-18years to the ward. Noting the average length
of stay of approximately 2 weeks, this has afforded a significant opportunity to upskill the ward
staff in specialist family-based care for young patients with an eating disorder. Although the
total number of admissions at WCH over this period is unknown, it is understood to be far less.
It is known that in 2017-18, there were 15 admissions for patients aged 11-15years, and nine
admissions for patients aged 16-17years.
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Unsurprisingly for a highly specialised field, both teams are fragile based on the dependence on
individual clinicians to deliver the optimal service. This fragility is difficult to overcome. The UK
Joint Commissioning Panel note that the development of larger teams with a greater breadth of
skills and knowledge may reduce vulnerability to staff turnover and patient volume. In particular,
the SA Statewide CAMHS service is limited in resources and it has not been possible to
adequately service both FMC and WCHN with paediatric eating disorder resources. If it is agreed
that the short-term model of SALHN/FMC having administrative oversight of the Statewide service,
then it is suggested that the CAMHS clinicians currently located at FMC rotate back to WHCN and
be replaced by other CAMHS clinicians. This will help build expertise in the Statewide CAMHS
teams and provide some succession planning and redundancy in the relatively small Statewide
CAMHS team.
In considering workforce expertise, it is also important to consider the workplace culture.
SALHN/FMC describe a 2-3year period being required to strengthen the workforce upskilling with a
culture shift away from acute stabilisation towards recovery. This is supported by Hughes et al.
who describe the process of change experienced within a multidisciplinary specialist eating
disorder service when implemented a new evidence-based model of care focusing on outpatient
FBT. The review highlights the most challenging systemic change as the shift to the FBT clinician
being the coordinating clinician and parents being the key decision makers. It identifies several
factors perceived to be critical to the program’s success, including integration of medical and
mental health services, communication, and training.61

8.3.5. Equitable statewide service access
There are several considerations relating to equitable statewide access to specialist services.
These include: geographical location; outreach services; referral pathways; service transitions; and
potential service disruption.
The most common model around Australia is to deliver a CAMHS led paediatric eating disorder
services at the main children's hospital. It is noted that in the more populous states there are
multiple service sites, including inpatient units.

Geographical location
The Australian Bureau of Statistics 2016 data for 0-15year old residents reveals: 28.0% reside in
Country Health SA Local Health Network; 26.0% reside in Central Adelaide Local Health Network;
24.9% reside in Southern Adelaide Local Health Network; and 21.1% reside in Northern Adelaide
Local Health Network.
Analysis of 2017-18 data relating to the place of residence of patients under 16 years illustrated
indicates that:
◼
Inpatient admissions at FMC have a bias towards southern metropolitan and country patients;
◼
Inpatient admissions at WCH have a bias towards northern metropolitan Adelaide; and
◼
There is a distribution of residents across the northern, central and southern Adelaide regions
accessing CAMHS community episodes.
Consideration has been given to reducing disadvantage for families in northern metropolitan
Adelaide. It is proposed that the co-location of outpatient and inpatient services in North Adelaide
is superior to the delivery of outpatient services at Brighton and inpatient services at Belford Park.

61. Hughes et al. 2014.
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If there is a single Statewide PEDS, there may be emergency department paediatric eating
disorder presentations at the non-host health service, and as such, formal mechanisms are
required to ensure consistent access to evidence-based service provision and to prevent
disadvantage due to presenting location. Statewide leadership and collaboration are required.

Outreach services
As per the CAMHS and the SEDS model, a hub and spoke model is proposed for the statewide
paediatric service. The SEDS service model specifies that: a ‘hub and spoke model’ provides
increased specialist expertise and support for both generalist services and rural and remote areas;
and this needs to be supported by active use of telemedicine. Further, it is understood that a
Statewide PEDS will have responsibility to deliver outpatient services across specified locations,
potentially including Lyell McEwin Hospital in Elizabeth Vale and elsewhere in SA.
The current paediatric program at FMC provides a scantily resourced hub and spoke service model
across the state, with consultation liaison and collaboration with CAMHS community teams,
country mental health services, GPs and private sector physicians. As noted above, a core
objective of CAMHS is to ensure staff who provide mental health care are competent, well-trained
and supported in their work. This work is expected to broaden with additional resource availability.
It is noted that there are two key challenges for country patients:
◼
The need to offer suitable accommodation for the parents of country patients to facilitate full
access to Family Based Therapy and parent involvement in the refeeding program.
◼
Across SA, there are currently two public and eight private family-based therapists. The
upskilling of regional community based CAMHS teams in Family Based Therapy is necessary
to enable follow-up options for country consumers. It is noteworthy that all Victorian CAMHS
staff have training in Family Based Therapy.

Referral pathways
In SA, the source of referrals for paediatric eating disorder services includes SEDS central triage,
CAMHS central triage, and direct referrals. Consideration is required of the most suitable model
for referral triage in the future. CAMHS is probably the most suitable service for this role.

Service transitions
In addition to the currently overlapping roles of the two services, it must be recognised that there
also exist intersections with community services, private providers, and the adult SEDS.
The Commonwealth of Australia (2013) National framework for recovery-oriented mental health
services notes that:
‘An integrated approach across mental health and allied service systems is required to provide flexible and individually
tailored connections between child, adolescent, and adult focussed services, both hospital-based and in the community.’
The UK Joint Commissioning Panel note that:
‘Transitions between different services are the norm for patients with ED: primary, secondary and tertiary care; medical
and mental health services; child and adolescent services and adult services; family home and student abode. Robust
transitional policies must be developed and training needs met to avoid the associated risks to patients.’

46

SA Health
Paediatric Eating Disorder Governance Advice
Final Report - 18 December 2018

The NSW Service Plan for people with eating disorders (2013-2018)62 states that
‘Transition between services and accessing continuing care are major points of treatment disengagement and pose
significant risk for deterioration in health status of the individual. Issues include coordination of care between emergency
responses, inpatient treatment and community follow up, across multiple specialist interventions and service subspecialities, and at points of transition including between paediatric/adolescent/adult services is a key capability and
capacity of specialist hubs.’
It is further noted that the majority of eating disorders develop in adolescence, and if early
intervention is achieved, most patients will not go on to develop chronic disorders.
There is a shared concern for vulnerable 14-15yr old’s under care for eating disorders. As
discussed in section 8.3.3, the transition of adolescents (aged 15years and under) to an adult
service (aged 16years and over) may be considered clinically unsuitable. A transition at age 1819 is preferred although flexibility is suggested taking into consideration the development needs of
the patient.
The UK Joint Commissioning Panel recommend that where multiple services exist:
‘there needs to be agreed shared pathways for those who still require the input of specialist services once they reach the
age of 18’
The requirement for an all-ages service has not been established or recommended.

Potential service disruption
If the Statewide Paediatric Eating Service (inpatient and outpatient) is to be at WCHN, it is
recognised that there may be clinical risks if there is inadequate transition of existing patients from
FMC to WCHN. It is expected that adequate statewide planning and appropriate transition
approaches can mitigate these risks. Particular consideration is to be given to the time required for
the necessary workforce development requirements and the embedding of the associated culture
shift. If the Statewide PEDS is to be located at FMC it must recognise the need to support patients
at WCHN and referral of patients from PEDS to the Statewide CAMHS.

8.4. ASSESSMENT
Whilst there is consensus that the highly specialised care required for this low volume patient
group prohibits an effective long-term shared governance model, this does not however prohibit
service delivery at multiple sites to meet service demand.
There is a strong case for both the SALHN/FMC and WCHN to provide the Statewide PEDS.
Table 8-4 provides a summary of the proposed governance models against the core principles.
The third option has not been further explored as it would be a very poor compromise and has little
support from key stakeholders.

62. NSW Health, 2013.
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Table 8-4:

Assessment of governance models against core principles
PRINCIPLE

SALHN/FMC

WCHN

A single governance model is to provide transparent decision-making
and clear accountability for the delivery of high-quality standards of
care and continuous service improvement.

▪ Alignment with SEDS.
▪ Enduring commitment to organic development of paediatric program

▪ Alignment with designated statewide CAMHS.
▪ Strong commitment from the executive and clinical leadership

▪ Adherence with current evidence-informed practice.
▪ FMC offer a specialised outpatient service lead by a WCHN/

▪ Recent service improvements required to meet best-practice.
▪ WCHN offer a developmentally appropriate inpatient Adolescent

▪ Little evidence exists for an all-ages service, largely due to the age

▪ There is a strong rationale for the CAMHS to deliver the eating

An evidence-informed outpatient model of care that ensures
family/carer involvement and access to specialised medical inpatient
care when needed.

Age-appropriate specialist eating disorder services to ensure flexibility
based on the developmental needs of individual patients and ensure
appropriate transition within and between services

A collaborative approach between multidisciplinary team members with
specialist expertise in mental health, child and adolescent health, and
paediatric eating disorders.

Equitable access to the Statewide PEDS and related specialist services
and ensuring appropriate transition to community and/or other services
(e.g., adult services) if required.

without funding.

CAMHS multidisciplinary team with expertise in Family Based
Therapy, supported by a multi-disciplinary team and comprehensive
treatment/discharge planning in partnership with patients and their
families/carers.
▪ Inpatient Paediatric Medicine model supported by FBT-trained ward
staff and indirect access to sub-specialty expertise.
▪ Proven outcomes: increased BMI; reduced readmissions.
of onset, low relapse rates, and the different recovery approaches
for youth vs adults.
▪ Paediatric inpatient setting may be considered less than ideal with
an Adolescent Ward preferred.
▪ Central triage facilitates flexibility.
▪ A single provider will still require appropriate transition policies as
the treating clinical team and service location may change.

▪
▪
▪
▪

teams to service development.

Medicine model with Mental Health and sub specialist expertise
readily available.
▪ Service improvements through improved integration of mental
health services and adolescent services and staff training in Family
Based Treatment are underway.
▪ Limited access to CAMHS led PEDs outpatient services as
resources are primarily located at FMC.
disorder service for patients aged 0-18years.

▪ Inpatient beds in stand-alone adolescent unit provides a suitable
environment with young people of similar age.

▪ Collaborative working relationships required to facilitate flexibility
and appropriate transition.

Specialist expertise has developed since 2013.
Extensive FBT training in outpatient and inpatient settings.
Outpatient: WCHN CAMHS led MDT.
Inpatient:
 Current clinical governance: 0.3 EFT paediatrician with eating
disorder experience. CAMHS embedded in routine practice.
 Complimentary psychological and medical protocols delivered
by an integrated multidisciplinary team.
 Access to sub-specialties as needed.

▪ No specialist service currently exists. Limited FBT training.
▪ Outpatient: limited CAMHS led sessions as resources outposted

▪ Misaligned with models in other Australian jurisdictions.
▪ Southern metropolitan location. Northern suburb patients tend not to

▪ Aligned with models in other Australian jurisdictions.
▪ Central metropolitan location.
▪ Outreach and robust transition policies are a part of routine

access these services.

▪ Existing hub and spoke model for paediatric ED and SEDS provides
outreach.

▪ Central SED triage.

primarily at FMC.

▪ Inpatient:

 Current clinical governance: 0.4 EFT adolescent medicine with
eating disorder experience. Limited consultation liaison from
CAMHS.
 Adjacent Boylan Unit provides 24hr onsite child adolescent
mental health access.
 Quaternary child service – sub-specialty availability for
comorbidity management.

business for quaternary children’s service and for statewide
CAMHS.
▪ Central CAMHS triage.
▪ Cultural change management and service disruption to be
considered.
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8.5. SUMMARY
If there were no prior commitment to the development of delivery of a Paediatric Eating Disorder
Program, it is evident that the new designated Statewide PEDS should be primarily based at
WCHN with outreach services to other metropolitan areas and the rest of the State. This is largely
due to WCHN being the Quaternary Paediatric Hospital and the designated Statewide CAMHS
service provider. As such, WCHN offer access to: integrated mental health and medical services
on a 24/7 basis; paediatric subspecialty and intensive care services; and developmentally
appropriate inpatient services. It would align with other Australian jurisdictions service models and
facilitate access from a central metropolitan location. This would build on Child and Adolescent
Mental Health expertise, noting the WCHN service model delivers services to all young people with
Mental Health issues including those with eating disorders and associated comorbidities. If this
governance option were to be adopted, the FMC PEDP would be dismantled, with the relocation of
CAMHS staff and integration of the newly funded positions.
Whilst WCHN may offer an age-appropriate service well supported by CAMHS and have equitable
Statewide service access, SALHN currently offer a superior evidence-informed model of care,
supported by an integrated multi-disciplinary team with expertise in mental health, child and
adolescent health, and paediatric eating disorders.
Since establishment of the FMC PEDP in 2013, there has been significant local investment in the
development of clinical expertise. If the new Statewide PEDS were to be established at FMC, this
would enable additional resources to be embedded in an existing collaborative team to build on the
current service and facilitate further collaboration with the adult Statewide Eating Disorder Service.
The acquired skill set of the multi-disciplinary outpatient and inpatient teams is key to the strength
of this model. For a highly specialised low-volume service, collaboration between paediatric and
adult eating disorder services provides the critical mass of expertise to further improve service
provision. Under this model, there will inevitably still be some patients presenting and being
treated at the WCHN given their Statewide role in Paediatric and in Child and Adolescent Mental
Health. Should this model be adopted, collaborative relationships between WCHN and FMC would
require strengthening and formal protocols agreed to ensure optimal outcomes for vulnerable youth
and adolescents presenting at the emergency department and admitted for inpatient care at
WCHN.
There are several key considerations relating to age and service location;
◼
Based on the clinical indication for Family Based Treatment for patients 18 years and younger,
consideration is to be given to defining a child and adolescent model for 0-18 years and the
adult statewide eating disorder service for patients 19 years and over. This may have an
impact on the current funding of SEDS;
◼
There were 171 community episodes in 2017-18 for patients 18 years and younger from
residential locations across northern, central and southern Adelaide and regional South
Australia. Over time, the development of a statewide PEDS model is to facilitate patient
access to outpatient services by a specialist team close to their home. It is expected this may
include onsite outpatient clinics at FMC, WCHN and Lyell McEwin Hospital, and remote
support for regional and rural patients; and
◼
There are multiple factors that influence the location of an emergency department
presentation or inpatient admission, including the admission pathway and place of residence.
Where inpatient admission is indicated, consideration must be given to factors including the
clinical diagnosis, known comorbidities, and patient age. For patients 18 years and younger,
there were 239 inpatient separations in 2017-18. It is noteworthy that 35.7% of separations
were for patients aged 10-15years and 64.3% were for patients aged 16-18years. Whilst the
inpatient service model at FMC is currently considered to be superior to that available at
WCHN, there are steps being taken by WCHN to ensure consistent access to evidence-based
inpatient service provision. The WCHN adolescent ward is favourable for the typical age of
the patient cohort.
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8.6. RECOMMENDATIONS
Recommendations for the overarching eating disorder service, the short-term service model, the
medium to long-term service model and system enablers are outlined in Table ES-3.
Table 8-5:

Recommendations
RECOMMENDATION
1a. The Statewide Child and Adolescent Eating Disorder Service is to provide specialist outpatient services for
patients aged 0-18years.
1b. Importantly strict age cut offs are to be avoided with some flexibility in admission provided based on the
development needs of individual patients. Up to 18 years for the Statewide PEDS is suggested and there can be
an overlap for 17 years and up with the adult SEDS.

Overarching
service model

2. The clinical governance of outpatient services is to be led by the WCHN CAMHS Eating Disorder team.
3. The Statewide outpatient service is to establish links to other public and private services to facilitate service
access across metropolitan and regional South Australia.
4. A Statewide Eating Disorder Advisory Group is to further support evaluation and continuous service
improvement. Whilst decision-making would remain with the Governance Committee, an Advisory Group can share
clinical expertise and may undertake specific planning and service development projects to drive optimal standards
of care. This Advisory Group may include: recovered peers and families; academic appointments; SA Health
representative; SEDS representative; private practitioners; and other community partners.
5a. For the immediate future, SALHN offer the preferred administrative governance structure for outpatient services.
Under this model (option 2A), the new outpatient team are employed by the WCHN, as occurs for the CAMHS staff.
Here, the outpatient staff will retain professional and employment links to WCHN whilst being ‘based’ at FMC.
Formal mechanisms to ensure collaboration are required to reduce tensions relating to reporting lines.
5b. It is further suggested that the WCHN CAMHS staff at FMC be rotated back to WHCN from time to time and
replaced with other CAMHS staff to enable upskilling of other CAMHS staff.

Short-term
service model
(Figure 8-2)

6a. Inpatient services may be provided at both FMC and WCHN. Clinical governance will be provided by paediatric
medicine and adolescent medicine respectively, with support from the CAMHS team.
6b. It is not considered appropriate to cease access to child and adolescent eating disorder services at WCHN. The
WCHN service model will require formal review by the Chief Psychiatrist to ensure mental health leadership is
embedded in the service model and processes to upskill CAMHS and ward staff have been implemented.
7. An overarching Governance Committee is to:
▪ Include representation from CAMHS, SALHN Paediatric Medicine and WCHN Adolescent Medicine;
▪ Deliver a unified governance model; and
▪ Provide transparent decision-making and clear accountability for an integrated community & inpatient service.

Medium/longterm service
model
(Figure 8-3)

System
enablers

8a. Service planning is to be informed by ongoing evaluation and performance monitoring. This is to include
patient-level data relating to: age; residential address; service delivery; service location; and outcomes.
8b. Based on service data over the coming years, the primary location of the Statewide service is to be reviewed.
9a. In the long term, it is likely that the more appropriate service model will be option 1A, with WCHN providing the
administrative governance and statewide responsibility for child and adolescent eating disorder services.
9b. Whilst clinical governance by WCHN CAMHS is not expected to change over time, a transfer of administrative
governance from SALHN/FMC (model 2A) to WCHN (model 1A) will require a collaborative approach to transition
planning to ensure service disruption is minimised.
10. The key enablers of optimal statewide service delivery must also be considered. This may include:
▪ Statewide guidelines for assessment of a child or adolescent presenting with a possible eating disorder;
▪ Statewide access pathways for management of children and adolescents with eating disorders;
▪ An agreed schedule for outpatient service delivery across sites;
▪ Specialised support services for parents and families; and
▪ Programs to facilitate earlier recognition of eating disorders by health professionals, families and schools.
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The recommended short-term governance model is outlined in Figure 8-2 below.
Figure 8-2:

Recommended short-term governance structure and service location

Figure 8-3 outlines the resulting governance model should the administrative governance and
statewide responsibility for child and adolescent eating disorder services transition in the future to
WCHN.
Figure 8-3:

Potential medium/long-term governance structure and service location
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8.7. EVALUATION
It is proposed that the Statewide Eating Disorder Advisory Group will lead the development of an
Evaluation Framework to:
◼
Further define the expectations for the provision of services and appropriate and measurable
indicators against which data is to be collected;
◼
Embed quality assurance and continuous improvement processes; and
◼
Ensure robust ongoing processes are in place to measure, monitor and evaluate the quality of
the service.
This will require definition of the intended short-term and long-term outcomes of the service. The
following indicative output/outcome measures may relate to each service and the service system
as a whole:
◼
Access.
 Geographical appropriateness. An assessment of the service type and location based on
demographic data, including age, diagnosis, and principal place of residence;
 Service responsiveness. Time between referral, triage and commencement of outpatient
treatment by triage category; and
 Service responsiveness. Time between inpatient admission and CAMHS engagement.
◼
Service quality and consistency.
 Health outcome measures may include BMI restoration/maintenance, ED/inpatient
admissions/readmissions;
 Implementation of workforce development activities. This may include a measure of
inpatient ward staff who have undertaken FBT training; and
 Client satisfaction. Formal feedback mechanisms from clients/family may also be sought.
◼
Sustainability.
 Workforce capability measures would include a measure of the proportion of relevant
statewide CAMHS clinical staff who have undertaken ‘rotation’ through Paediatric Eating
Disorder service; and
 The efficiency of service design and implementation. This requires assessment of the
level of productive activity arising from the resources provided.
Ongoing monitoring of the above indicators at regular intervals may highlight opportunities to
improve the appropriateness and effectiveness of the service. It is expected that evaluation
activities will drive optimal standards of care through specific planning and service development
projects in response to identified opportunities.
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A1. Consultation stakeholders
Table A1-1:

Consultation stakeholders

ORGANISATION

REPRESENTATIVE

SA Health

Dr Chris McGowan, Chief Executive
Dr John Brayley, Chief Psychiatrist

Southern Adelaide Local Health Network

A/Prof Sue O’Neill, Chief Executive Officer
David Morris, Chief Operating Officer
Dr Diana Lawrence., Executive Director
Dr Michael Batterham, CAMHS Consultant Psychiatrist
Andrew Lawrence, CAMHS Nurse Practitioner Candidate
Rebecca Perry, NUM
Sandy Bridgland, ANUM
Dr Randall Long, Psychiatrist Senior Consultant

Women’s & Children’s Health Network

Lindsey Gough, Chief Executive Officer
Lisa Lynch, Chief Operating Officer
Dr Gavin Wheaton, Medical Director, Division of Paediatric Medicine
Dr Prue McEvoy, Clinical Director, CAMHS

Other

Dr Neil Coventry, Chief Psychiatrist, Victoria
Dr Tarun Bastiampillai, SA Health
Dr Louise Newman, Director of the Centre for Women's Mental Health,
Royal Women’s Hospital

An invitation to provide a written submission was also provided to:
◼
Dr Anna Steele, Advanced Psychology Services,
◼
Jeremy Freeman, Australia & New Zealand Academy for Eating Disorders; and
◼
Christine Morgan, The Butterfly Foundation.
The Butterfly Foundation elected not to contribute to the review.
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A2. Statewide Eating Disorder Service
A.2.1. SERVICE DESCRIPTION
The service description for the Statewide Eating Disorders Service, as outlined in subsection 4.3 of
the Mental Health Services Clinical Services Capability Framework is as follows:
◼
Provides specialist resources and support enabling mental health ambulatory and acute
inpatient care services 24/7;
◼
Integrated service delivered to targeted adult population diagnosed with (or at high risk of
developing) serious and/or complex eating disorders;
◼
Provides acute ambulatory and inpatient mental health care to voluntary and involuntary adult
mental health consumers with an eating disorder who present with problems ranging from low
to highest risk/complexity, and may have special care needs;
◼
Adolescent consumers older than 14 years may access this service, where clinically and
developmentally appropriate, and in line with policy and procedural documentation of the
eating disorders service;
◼
Services may be delivered from a range of sites across the state; however, this service is
centrally coordinated;
◼
Ambulatory service components may include statewide consultation-liaison service, outpatient
assessment and treatment recognition services, specialist outpatient therapy and/or intensive
outpatient program (consumers referred to ambulatory service components present with
problems ranging from low to highest risk/complexity, some of whom may demonstrate most
extreme comorbidities and/or indicators of treatment resistance);
◼
Acute inpatient service components at this level are co-located with a Level 5 or 6 adult acute
inpatient mental health service (consumers meeting admission criteria for acute inpatient
component present with problems defined as highest risk/complexity and these consumers
are unable to be adequately or safely cared for within their local acute inpatient mental health
service);
◼
Service provision includes:
 Comprehensive multidisciplinary assessment;
 Targeted specialist interventions by mental health and medical health professionals;
 Care coordination;
 Consumers and carer education;
 Documented frequent case review;
 Targeted group programs;
 All levels of prevention programs / services;
 Consultation-liaison with lower level mental health services; and
 Referral, where appropriate; and
◼
Lower level services for mental health consumers with an eating disorder are delivered as part
of core business associated with ambulatory, acute inpatient and non-acute inpatient services.
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A.2.2. SERVICE REQUIREMENTS
The specified service requirements are as follows:
◼
Authorised service under Mental Health Act 2009;
◼
Identification, ongoing assessment, monitoring and interventions of complex mental health
problems;
◼
Integrated approach to identification, assessment and intervention of any co-occurring
substance-use disorders;
◼
Targeted clinical programs for individuals / groups / families / carers;
◼
Medication management;
◼
Forward referrals for assessment / diagnosis / intervention as required;
◼
Development of comprehensive individual mental health recovery plan within 1 week of
assessment;
◼
Referral to community mental health clinicians on hospital discharge, as appropriate;
◼
Extensive range of primary (e.g. stress management), secondary (e.g. re-feeding syndrome)
and tertiary (e.g. treatment maintenance) prevention services;
◼
Psychoeducation for consumers, families/carers and groups;
◼
Separate clinical services for families / carers, if required;
◼
Specialist mental health assessments / interventions conducted by clinicians of this service;
◼
Specialist consultation-liaison to other health and non-health services/agencies for target
population;
◼
Current policy and procedure documentation informs the processes of consultation-liaison with
lower level services who provide an eating disorders mental health service;
◼
Documented processes and collaborative partnerships with key stakeholders associated with
eating disorder treatment, research and education (e.g. Eating Disorders Association);
◼
Clinicians providing mental health services participate in clinical practice supervision with
clinician/s qualified and experienced in eating disorders and mental health;
◼
May provide extensive range of additional clinical programs and service components, such as
an outreach service, telehealth services or a day program;
◼
As clinically indicated, electroconvulsive therapy services may be facilitated and/or provided
by authorised mental health services;
◼
Statewide clinical forums to assist dissemination of clinical expertise; and
◼
Extensive clinical detail collected to inform assessment / diagnosis / intervention / recovery
and broader service delivery in all levels of service.
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A3. Advanced Psychology Services submission
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A4. Chief Psychiatrist inspection findings
Table A4-1:

Chief Psychiatrist inspections findings, 4 July 2018

INSPECTION

FINDINGS

WCH

1. There are many dedicated and skilled clinicians involved in
the provision of paediatric eating disorder inpatient services on
the Adolescent Ward.
2. There has been no routine mental health input for eating
disorder inpatients, unless they have a presenting mental health
problem that is additional to the eating disorder.
3. There is no dedicated comprehensive outpatient adolescent
eating disorders program.
4. Current best practice requires a collaborative team approach
between paediatric services and mental health services with
involvement of both services working together during the
inpatient stay. Maudsley Family Based Therapy is the preferred
treatment nationally and of WCHN CAMHS. Some CAMHS staff
have received training however it is only available in outpatient
services, and FBT does not currently begin on the adolescent
ward.
5. Support for parent re-feeding once a nasogastric tube has
been removed is not systematically provided and could prove
difficult to implement in the current ward environment.

FMC, ward 4E

1. SALHN’s Women’s and Children’s Division and WCHN
(CAMHS) at the Flinders Medical Centre site are providing
combined paediatric and mental health care at Flinders Medical
Centre Ward 4E.
2. Current best practice requires a collaborative team approach
between paediatric services and mental health services with
involvement of both services working together during the
inpatient stay. Maudsley Family Based Therapy is the preferred
treatment nationally and of the WCHN CAMHS. This approach
is being used to provide inpatient and outpatient care. This
includes parental support for refeeding once a nasogastric tube
has been removed.
3. Staff are commended for their team approach and service
delivery.
4. Continuity of schooling is supported with the use of the
closely located school room.
5. There is a dedicated comprehensive outpatient adolescent
eating disorders program.
6. Further work is required in state-wide planning for paediatric
eating disorder services.
7. Country patients access to care would be improved if there
was suitable affordable accommodation for parents, the lack of
which inhibits the ability for parents to participate in the program
whilst the young person is in hospital. They are further
disadvantaged by the lack of country-based outpatient services.
This is of concern as according to FMC data country areas
accounted for the highest aggregated admission totals in 20132014 (53 of 155).
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INSPECTION

FINDINGS

FMC, ward 4G

Since August 2017, Ward 4G has been shared by two clinical
divisions: 16 bed general medical ward (4GM); and 10 bed
mental health ward (4GP) consisting of 6 beds for ED, 2 for
anxiety and gambling related disorders, and 2 general
psychiatric disorders. The volume and nature of work required
to support a high turnover medically acute patient cohort in
Ward 4GM is at odds with the requirement to provide a
therapeutic environment to support the recovery of people
experiencing mental illness.
Further, a review of Safety Learning System Incidents from 1
September 2017 to 1 July 2018 revealed 15 incidents of
concern: intrusion by a medical patient into the bedroom of a
mental health patient (7); medication and medical instruments
being accessible to mental health patients that would be
considered high risk items and out of reach of patients in a
mental health specific facility (5); incidents of patients from
Ward 4GM entering the nurses’ station (2); and handover of a
Ward 4GM patient being overheard by a Ward 4GP patient (1).
1. It is well accepted that people with a mental illness have
experienced higher rates of trauma than the rest of the
population. A fundamental mental health treatment principle is
to actively avoid the re-traumatisation of people during
treatment. The current situation needs to be urgently addressed
to prevent further intrusions.
2. The availability of medicines (through unlocked medication
trolleys), tourniquets, sharps and other common medical
devices to patients in need of inpatient psychiatric care presents
an unacceptable level of risk to these patients and staff.
3. The ligature risks identified during the inspection of Ward
4GP pose a significant level of risk that should be addressed in
an inpatient mental health setting.
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A5. Service utilisation, 2017-18, 0-15years
Figure A5-1: SLA, emergency department presentations, 2017-18, 0-15 years, per LHN
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Figure A5-2: SLA, inpatient admissions, 2017-18, 0-15 years, per LHN
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Figure A5-3: SLA, outpatient episodes, 2017-18, 0-15 years
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A6. Governance structures
An examination of the governance structures in other States/Territories reveals the following
components to support the governance and operation of the service.

New South Wales
The NSW Service Plan for People with Eating Disorders 2013-2018 outlines the following
mechanisms to support the adult Statewide Eating Disorder Service:
◼
Statewide access to treatment and support will be underwritten by service agreements that
stipulate statewide access. Service access will be supported by a Statewide Eating Disorder
Service Coordinator that will operate within a Centre of Excellence – working with four Eating
Disorder Service Coordinators and a network of identified local health districts (LHD)
clinicians. These positions will operate as the specialist front line, supporting all LHDs to
develop local capacity to drive access to local treatment and more intensive specialist
treatment for those who need it;
◼
The four NSW Eating Disorder Service Coordinators currently supporting individual specialist
services will take on a wider cross LHD/regional network role to further support LHD capacity
building, clinical networks and facilitation of access to local and tertiary care options. These
positions will report directly to the Statewide Eating Disorders Service Development
Coordinator funded by the Ministry of Health and operating through the Centre for Eating and
Dieting Disorders of the University of Sydney. This statewide role will be integrated through a
service partnership with the tertiary eating disorders service within Sydney LHD to support the
ongoing patient flow and integrated care models across NSW;
◼
A senior person will be identified within each LHD to be the contact person to support clinical
pathways and networks and to support local capacity building. These positions will need to be
able to work across age-specific services, subspecialty and service setting. The focus for
these positions is to ensure people can access services and that there are mechanisms for
internal referral, processes for specialist consultation and escalation of care options, as well
as training and supervision;
◼
These structures will be supported by data collection, service access monitoring and an
annual service development forum to assist the implementation of the plan. An annual forum
will strengthen implementation of the plan by disseminating best practice, skills enhancement,
support leadership roles, engagement and networking; and
◼
System monitoring and feedback is an element of the plan that will guide implementation and
quality care improvement. Data will be collected by the Ministry of Health, with six-monthly
data reports indicating service utilisation for eating disorders. The NSW Chief Psychiatrist will
be engaged in an oversight role, assisting to resolve clinical placement or other issues where
necessary. The Agency for Clinical Innovation will ensure that clinicians from relevant Clinical
Networks provide input and support for the development of the processes by the Ministry of
Health to enhance access to inpatient and community-based treatment services, build clinical
capacity and support regional capability to better respond early and effectively to people with
eating disorders.

Queensland
The Queensland Government Statewide Mental Health Network Child and Youth Eating Disorders
Working Party advocated that eating disorder networks are established as a way of organising and
coordinating a network of responses across the continuum of prevention, early identification,
treatment and support activities within and across existing specialist eating disorder network areas.
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The Working Party note that whilst the child/adolescent remains an inpatient:
◼
The paediatric team maintains the clinical governance of the patient;
◼
CYMHS provide a consultation liaison role with regards to support, treatment planning and
linkages to community supports; and
◼
Collaboration must be maintained between the two services during the admission period and
to facilitate discharge planning.

Victoria
The Victorian Eating Disorders Strategy 2014 identifies:
◼
Service innovations representing a shift to intensive community-based care, including: the
Body Image and Eating Disorders Treatment and Recovery Service (Austin Health in
partnership with St Vincent’s); the Wellness and Recovery Centre (Monash Health); and the
intensive FBT treatment program (Royal Children’s Hospital); and
◼
The role of local health services in planning and delivering treatment and care for their local
communities, emphasising the need for strong service collaboration being locally driven by
area mental health services to address the needs of people with eating disorders.
Key objective of the strategy include:
◼
Timely, coordinated and integrated assessment, treatment and care for children, young
people, adults and older people with eating disorders and their families and carers should be
in developmentally appropriate settings in both metropolitan and rural areas.
◼
Eating disorder networks are established as a way of organising and coordinating a network of
responses across the continuum of prevention, early identification, treatment and support
activities within and across existing specialist eating disorder network areas.
Key actions to deliver against these objectives are to
◼
Develop a service-level framework that details the expected roles and relationships between
the multiple services with a role to play in identifying, treating and supporting people with
eating disorders, across sectors and levels or tiers of care which can be locally translated. The
service-level framework will affirm the role and responsibility of local health services to plan
and deliver eating disorders care for their local population (with the support of relevant
specialist eating disorder services), including development of integrated child and youth
mental health services (in partnership with paediatricians, GPs and physicians) to assess,
treat, and support children and young people with eating disorders up to 25 years and their
families and carers;
◼
Establish a specialist eating disorder advisory group to provide advice on appropriate access,
utilisation and transitions into and from specialist eating disorder and other acute bed-based
treatment to community-based care;
◼
Establish eating disorder networks to drive collaborative effort across a range of programs and
services, including, but not limited to:
 State-funded mental health service providers including mental health community support
services and recovery support services (e.g. occupational, vocational and housing
services);
 Acute hospital emergency, medical, paediatric and allied health services;
 GPs, private health services and specialists;
 Primary Health Networks and Primary Care Partnerships;
 Community health services;
 Youth-specific services such as headspace, tertiary student health services, local
government youth services; and
 Primary and secondary school nursing and welfare programs;
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◼

◼

◼

◼

Support the role of local health services to plan and deliver eating disorders treatment and
care for local populations through stronger integration with key partners including GPs,
specialist eating disorder services and private providers within the network;
Affirm the role of specialist eating disorder services within each network to provide and lead
individualised and supportive treatment and care for people with complex and severe eating
disorders;
Support arrangements for greater permeability in service access so that consumers can
access services from any network when recommended services, programs or interventions
are not available from the network where they reside; and
Provide a structure for stronger collaboration, particularly in areas of eating disorders
prevention and in the generation and application of research.

In addition, the Victorian Centre of Excellence in Eating Disorders (CEED) is a state-wide program
of Victoria's specialist public mental health services managed by North Western Mental Health to
support clinicians and services to provide up- to- date and evidence- based care for people in
Victoria experiencing an eating disorder.63 CEED was established in 2002 as part of the Victorian
government's commitment to addressing and improving the quality of services available to people
with eating disorders. CEED provides leadership and support through clinical consultation,
training, resource and service development, to build quality and sustainable eating disorder
treatment responses within the public specialist mental health service. CEED promotes excellence
in eating disorders treatment through a focus on the following principles:
◼
Care should be based on current evidence;
◼
Service design and workforce development should be recovery oriented;
◼
Families and carers are central members of any team; and
◼
A planned care team approach.

63. Victorian Centre of Excellence in Eating Disorders, 2018.
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A7. Governance considerations
A.7.1. GOOD GOVERNANCE
Definitions of governance typically refer to the organisational structures and processes to support
accountability for decision-making, provide oversight of strategy, promote effectiveness of
organisational performance and enable risk management. For example, the Australian Public
Sector Commission defines governance as:
“…the set of responsibilities and practices, policies and procedures, exercised by an agency’s
executive, to provide strategic direction, ensure objectives are achieved, manage risks and use
resources responsibly and with accountability.”64
The Australian National Audit Office describes governance in the following way:
“Public sector governance has a very broad coverage, including how an organisation is managed,
its corporate and other structures, its cultures, its policies and strategies and the way it deals with
its various stakeholders. The concept encompasses the manner in which public sector
organisations acquit their responsibilities of stewardship by being open, accountable and prudent in
decision-making, in providing policy advice and in managing and delivering programs.”65
There are two fundamental pillars to good governance:66
◼
Conformance. The governance processes used ensure that systems, services and products
are delivered in conformity with legal, regulatory, performance standards and community
expectations of probity, accountability and transparency; and
◼
Performance. The governance processes used ensure effective strategy development and
management of strategy execution to deliver outcomes relevant to the organisation’s mission.
Beyond the simple dichotomy of conformance and performance, the Australian National Audit
Office specifies the following ‘better practice’ governance principles:67
◼
Accountability is the process whereby public sector organisations, and the individuals within
them, are responsible for their decisions and actions … and submit themselves to appropriate
external scrutiny. It is achieved by all parties having a clear understanding of those
responsibilities and having clearly defined roles through a robust structure. In effect,
accountability is the obligation to answer for a responsibility conferred. This responsibility
extends across a range of concerns, including probity and ethics as well as the effective and
efficient implementation of programs and encompasses a range of processes.
◼
Efficiency. Ensuring the best use of resources to further the aims of the organisation with a
commitment to evidence-based strategies for improvement. Efficiency thus requires objectivity
and the application of the merit principle. For example, in carrying out public business,
including making public appointments, awarding contracts, or recommending individuals for
rewards and benefits, holders of public office should make choices on merit.
◼
Stewardship. Public officials exercise their powers on behalf of the nation. The resources
they use are held in trust and are not privately owned. Officials are therefore stewards of those
powers and resources.
It is important to govern public sector organisations so that their capacity to serve Government
and the public interest is maintained or improved over time. This includes financial
sustainability and the efficient and effective management of resources, as well as less tangible

64. Australian Public Service Commission, 2007.
65. Australian National Audit Office, 2004.
66. Tricker, 1994.
67. Australian National Audit Office, 2004.

68

SA Health
Paediatric Eating Disorder Governance Advice
Final Report - 18 December 2018

◼

◼

◼

factors, such as maintaining the trust placed in the organisation and/or the Government as a
whole.
Leadership sets the ‘tone at the top’ and is critical to achieving an organisation-wide
commitment to good governance.
Transparency/Openness is required to ensure that stakeholders can have confidence in the
decision-making processes and actions of public sector organisations, in the management of
their activities, and in the individuals within them. Being open, through meaningful consultation
with stakeholders and communication of full, accurate and clear information, leads to effective
and timely action and stands up to necessary scrutiny.
Integrity comprises both straightforward dealing and completeness. It is based upon honesty
and objectivity, and high standards of propriety and probity in the stewardship of public funds
and resources, and management of an entity’s affairs. It is dependent on the effectiveness of
the control framework, influenced by relevant legislation and ultimately determined by the
personal standards and professionalism of the individuals within the entity. It is reflected both
in the entity’s decision-making procedures and in the quality of its financial and performance
reporting.

A.7.2. GOVERNANCE MODEL RISKS
There is a plethora of governance issues that may be cited as pitfalls to be avoided. These
include:
◼
Accountability cannot be outsourced. Over recent years there has been a trend for many
public sector service delivery functions to be devolved and outsourced to non-government
entities or to be provided through networked partnership arrangements. From a governance
perspective, the fundamental issue is that although the responsibility for actual service
delivery may be outsourced, accountability and risk management cannot be outsourced.68,69
◼
Lack of clarity in complex service delivery arrangements. With the fragmentation of
service delivery roles often associated with out-sourcing, there is a significant risk that this
may contribute to uncertainty and gaps in accountability.70 These risks are particularly
significant in health care, where services are increasingly, planned and delivered across
pathways of care, further reinforcing the importance of effective governance within
partnerships and across organisational boundaries.71,72 Strategies to mitigate such risks
include:
 Providing assurance that accountable bodies effectively oversee performance and hold
subsidiary agencies to account;73
 Clearly outlining and communicating roles and responsibilities to reduce confusion and
gaps, and to address all relevant functions;74
 Developing strong accountability frameworks that emphasise the importance of standards
which can be contractual and/or set through service charters and other governance
arrangements;75 and
 Jointly auditing critical processes across the boundary (clinical, financial, information etc)
at appropriate depth and frequency respective to risk.76
◼
Safety and quality. SA’s Department of Health and Ageing in its Accreditation Resource to
support Health Services outlines the department’s expectations for proactive steps that health
services are encouraged to take relation to Governance for Safety and Quality in Health
Service Organisations:
68. Australian Public Service Commission, 2007.
69. Victorian Auditor-General’s Office, 2012.
70. Ibid.
71. Corbett-Nolan et al. 2015.
72. Healthcare Commission, 2008.
73. Victorian Auditor-General’s Office, 2012.
74. Ibid.
75. Australian Public Service Commission, 2007.
76. Audit Commission, 2005.
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“Health service organisation leaders must implement governance systems to set, monitor and
improve the performance of the organisation and communicate the importance of the patient
experience and quality management to all members of the workforce.”77
◼

Avoidance of conflict of interest. A cornerstone of effective governance is that control
processes and transparent disclosure processes are in place to ensure a robust process to
address conflict of interest issues.
Processes by which organisations interact with
stakeholders are also relevant to the management of potential conflicts of interest:
“Relationships with stakeholders need to be reflected formally in governance structures to provide
adequate communication flows and manage possible conflicts of interest.”78

A.7.3. CRITERIA FOR ASSESSING GOVERNANCE MODELS
The values and principles of good governance together with the key policy directions outlined
above provide the supporting context for an assessment of governance model options.
Table A7-1:

Governance model assessment criteria

PRINCIPLE

CRITERIA

Accountability / Integrity

▪ Appropriate accountability mechanisms that are fit for purpose.
▪ Clearly defined roles and responsibilities.
▪ Clear organisational relationship with government and
collaborative partners.

▪ Defined standards of propriety and probity.
▪ Control frameworks to assure organisational interests upheld and
conflicts of interest managed.

Leadership

▪ Strategic orientation supported by relevant strategic plan.
▪ Organisational structure serves its key strategic goals and
outcomes.

▪ Appropriate mechanisms for statewide oversight, system
monitoring and implementation of quality improvement initiatives.

Transparency

▪ Structured processes for meaningful consultation and decisionmaking.

▪ Open, accessible and responsive communication and engagement
with relevant stakeholders.

Effectiveness

▪ The service model drives care coordination and integration

Safety and quality assurance

▪ Comprehensive performance management systems are integrated

Efficiency / financial sustainability

▪ Ability to respond to the needs of South Australians, irrespective of

between services. This requires:
 A focus on consumer-centred, recovery-oriented practice with
family/carer involvement;
 Flexible entry, exit and transition between services to support
stepped and seamless care and individually tailored care
planning; and
 Flexibility in treatment options to address all aspects of
illness: physical, behavioural and psychological.
with governance processes to enable organisations to:
 Actively manage and improve the safety and quality of health
care; and
 Identify and manage risks.
 Provides for both the physical/medical needs of paediatric
patients as well as their mental/psychiatric health needs.
residential location.

▪ Systems to promote efficient and effective management of
resources and deliver maximum productivity.

▪ Safeguards to ensure financial integrity and accountability.

77. SA Health, 2013.
78. Australian National Audit Office, 2004.
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A8. Royal College of Psychiatrists (UK)
The United Kingdom Royal College of Psychiatrists 2012 report Junior MARSIPAN: Management
of Really Sick Patients under 18 with Anorexia Nervosa outlines the following recommendations:
1.

All health professionals should be aware that anorexia nervosa is a serious disorder with lifethreatening physical and psychological complications. A sick child or adolescent with an
eating disorder who needs hospital admission requires the same level of care as a child with
any other serious illness, and should be subject to the same emergency protocols.
2. For young people with anorexia nervosa some risk parameters need to be adjusted for age
and gender. This includes the body mass index (BMI). We recommend using percentage BMI
(BMI/median BMI for age and gender × 100) to quantify malnutrition below the second BMI
centile.
3. Parents/carers should have a central role in care and decision-making up to the age of 18,
with autonomy for the young person increasing with age, developmental stage and capacity.
4. The role of the primary care team is to monitor patients and refer them to appropriate services
early.
5. The quality of liaison between paediatric and CAMHS eating disorder services and experience
in managing malnutrition, as well as the clinical condition of the patient, should be the primary
factors in deciding appropriate location of care.
6. Every hospital into which a young person with severe anorexia nervosa is likely to be admitted
should identify a consultant paediatrician with the interest, training (or willingness to be
trained) and expertise to coordinate paediatric care for patients with anorexia nervosa in that
setting. This includes admission to psychiatric units as well as acute hospitals.
7. Every hospital into which a child or adolescent with severe anorexia nervosa is likely to be
admitted should identify a consultant psychiatrist and team with the training and expertise to
coordinate care and with whom a working relationship can be built to support an acute
admission.
8. Clinicians and managers from paediatric and adult medical wards and CAMHS services likely
to see young patients with anorexia nervosa should develop protocols in advance of situations
of risk developing.
9. Transitions should include careful multidisciplinary planning supported by joint protocols where
possible. Young people aged 16–18 need specific consideration.
10. The key tasks of the in-patient paediatric/medical team are to:
(a) safely re-feed the patient, avoiding re-feeding syndrome due to too rapid re-feeding, and
underfeeding syndrome due to too cautious re-feeding;
(b) manage, with the help of the CAMHS staff, the behavioural manifestations of anorexia
nervosa secondary to the fear of weight gain, for example compulsive exercise;
(c) occasionally treat young people under compulsion (using parental consent, the Children
Act or the Mental Health Act, depending on the setting, age and capacity); and
(d) arrange transfer of the young person to appropriate CAMHS care as soon as it is safe to
do so.
11. Health commissioners should:
(a) ensure that robust plans are in place for the care of young people with anorexia nervosa,
including adequately trained and resourced paediatric, nursing and dietetic staff in the acute
services and appropriately skilled staff in specialist mental health services;
(b) support joint working between services (e.g. funding for CAMHS nursing staff while the
patient is in an acute hospital); and
(c) be aware of gaps in local resources and be willing to support referral to national centres for
advice or treatment when necessary.
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