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Introduction
Beat Eating Disorders is a UK charity that is committed to supporting people affected by eating disorders, along with their families. Through our national helpline, we provide essential guidance, support, and resources, while our support programmes offer direct assistance to those affected, including families. We deliver expert training to health, and education professionals, and campaign for change in policy and practice.
We are submitting evidence to this inquiry because it provides a crucial opportunity to call for the urgent action that is required from Government, NHS and education leaders to rebalance the system toward effective prevention and early intervention, while delivering high-quality care for those that are already severely ill.
A recent meta-analysis on the global point prevalence of eating disorders in children and young people produced a pooled estimate of 5% or 1 in 20[footnoteRef:2]. However, all but one of the studies included were conducted before the pandemic. The 2023 NHS Mental Health of Children and Young People (MHCYP) survey estimated that 12.5% of 17 to 19-year-olds (1 in 8) in England have an eating disorder[footnoteRef:3]. [2:  Faria, C. (2026) ‘The global prevalence of eating disorders in children and young people: a systematic review and meta-analysis’]  [3:  NHSE (2023) ‘Mental Health of Children and Young People in England, 2023 - wave 4 follow up to the 2017 survey: Part 3: Education, services, and support’] 

The incidence of diagnosed eating disorders among adolescent girls in primary care was far higher than expected between March 1, 2020, and March 31, 2022, when considering previous trends from 2010-2020. The observed incidence was 42% higher than expected for girls aged 13-16 years, and 32% higher than expected for girls aged 17-19[footnoteRef:4]. The pandemic led to a “surge” in urgent referrals to NHS Children and Young People’s Eating Disorder services[footnoteRef:5]. [4:  Trafford, A.M. et. al. (2023) ‘Temporal trends in eating disorder and self-harm incidence rates among adolescents and young adults in the UK in the 2 years since onset of the COVID-19 pandemic: a population-based study’]  [5:  Murdoch, C. (2021) ‘Update on Mental Health Services’] 

Eating disorders typically first develop between the ages of 15-25, during a developmentally sensitive time[footnoteRef:6].They affect people of any age, gender, ethnicity, or background. Eating disorders are serious mental illnesses5. They have high mortality rates, with anorexia having the highest mortality rate of any mental illness[footnoteRef:7]. They can have debilitating impacts on quality of life, and seriously disrupt education and employment, for both the person with the eating disorder and their families[footnoteRef:8]. As a result, eating disorders have major social and economic impacts[footnoteRef:9]. [6:  Schmidt et. al. (2016) ‘Eating Disorders: The big issue’]  [7:  Arcelus, J. et. al. (2011) ‘Mortality Rates in Patients With Anorexia Nervosa and Other Eating Disorders
A Meta-analysis of 36 Studies’]  [8:  Nicholls, D. and Becker, A. (2020) ‘Food for thought: bringing eating disorders out of the shadows’]  [9:  PwC (2015) ‘The costs of eating disorders Social, health and economic impacts’] 

However, recovery is possible. Access to the right treatment and support is life-changing, and early intervention provides the best chance for recovery[footnoteRef:10]. [10:  Royal College of Psychiatrists (2022) ‘Position statement on early intervention in eating disorders’] 

1. The role of education and community settings in support and delivery

How effectively are education and community providers identifying and responding to children and young people’s mental health needs? 
1.1. The findings of a survey of 10,000 teachers in England by the National Education Union (NEU) were published in The Guardian on 1 April[footnoteRef:11]. Almost half (45%) of the primary school teachers that responded reported seeing pupils with ‘signs of an eating disorder’ and this rose to four in five (78%) amongst secondary school teachers. Of those, 4% at primary level said they saw evidence of eating disorders “regularly”, compared with 14% of secondary teachers and 20% in special schools and pupil referral units.
 [11:  The Guardian (2026) ‘Almost half of primary teachers in England see pupils with eating disorders, survey finds’] 

1.2. Recent NHS data found that parents most often seek support from education services for a child with a probable mental health disorder (73.6%), ahead of health services (48.9%)2. This highlights the central role that education settings can play in supporting children and young people’s mental health.

1.3. Education staff require evidence-based training, access to expert advice and clear referral pathways into specialist services. When this is provided these staff can play a key role in supporting prevention and early intervention. This includes promoting positive mental health, recognising and responding sensitively and assertively to early signs/symptoms, and supporting timely referral to specialist services when appropriate. This is particularly important for eating disorders, which typically develop during the period that spans adolescence and early adulthood[footnoteRef:12], and where early intervention improves recovery and outcomes[footnoteRef:13].
 [12:  Solmi et. al. (2022) ‘Age at onset of mental disorders worldwide: large-scale meta-analysis of 192 epidemiological studies’]  [13:  Beat (2022) ‘Best practice in ensuring early intervention for eating disorders’] 

1.4. Beat’s ‘Eating Disorder Hub for Education Professionals’ provides eLearning, webinars and clinical guidance to support early identification and appropriate response. While Beat’s CPD-accredited ‘Eating disorder training for secondary school and college professionals’ builds knowledge and confidence to recognise symptoms and support early referral to specialist services[footnoteRef:14].
 [14:  Beat (2026) ‘Training for Education Professionals’] 

1.5. We recommend that the committees ask the Government what actions it will take to ensure that education staff are able to access appropriate training to equip them to support prevention and early intervention with respect to eating disorders.

What is required to achieve the Government’s manifesto commitments on provision of mental health support in schools and colleges?

1.6. Neither eating disorders nor body image are mentioned in the 2023 Education Mental Health Practitioners (EMHP) training curriculum[footnoteRef:15], which as far as we are aware is the most recent version. They were also not covered in the Mental Health Support Teams (MHST) manual that was published in 2015[footnoteRef:16]. This is likely because these staff roles/teams have not been developed to provide treatment to children and young people with a primary diagnosis of an eating disorder. However, these staff/teams would be well-placed to play a key role in supporting early identification, safe management, and referral. They could also have significant impact if they were equipped to provide evidence-based advice on necessary adaptations that could support pupils with eating disorders to continue to attend school/college safely, when appropriate.
 [15:  HEE (2023) ‘Module Aims and Content of Education Mental Health Practitioner for Children and Young People Curriculum (EMHP)’ ]  [16:  NHSE and NCCMH (2015) ‘Mental Health Support Teams for Children and Young People in Education A Manual’] 

1.7. The CYP Mental Health Green Paper stated that MHSTs could provide a: “Group-based intervention engaging participants in critiquing the ‘thin ideal’, which can be effective in reducing eating disorder symptoms and body image concerns, when targeted toward high-risk adolescent girls.”[footnoteRef:17] This is believed to refer to a specific cognitive-dissonance-based intervention called ‘The Body Project’[footnoteRef:18]. It has since been expanded upon with different versions tailored to the needs of different population groups. However, delivery by MHSTs has been limited perhaps largely because of its omission from the EMHP curriculum14 and the MHST manual15.
 [17:  Department of Health and Department for Education (2017) ‘Transforming Children and Young People’s Mental Health Provision: a Green Paper’]  [18:  Stice, E., Ayotola Onipede, Z., and Nathan Marti C. (2021) ‘A meta-analytic review of trials that tested whether eating disorder prevention programs prevent eating disorder onset’] 

1.8. We recommend that the committees ask the Government what plans it has to ensure that Mental Health Support Teams are properly trained and resourced to support prevention and early intervention in eating disorders.

2. The role of NHS and specialist mental health services in support and delivery
 
What reforms to CAMHS would best support timely, equitable and continued access to specialist mental health care for children and young people?
What measures are needed to tackle increasing rates of children and young people deteriorating to the point of A&E attendance or acute admission?

2.1 Recently published national guidance on NHS Children and Young People’s Eating Disorder Services[footnoteRef:19] sets out the crucial role that these specialist services can play as part of integrated care pathways. However, there is a postcode lottery in service provision and even the best resourced teams are under severe and sustained pressure, with demand far exceeding capacity.
 [19:  NHSE (2026) ‘Eating disorder services for children and young people: National guidance’] 

2.2 NHS England is no longer allocating additional national funding for these services to ICB baselines and NHS national planning guidance no longer features the access and waiting time standard for CYP eating disorders amongst its priorities. These factors, combined with the absence of clarity around the future of national clinical leadership means that considerable uncertainty surrounds the implementation of the standards set out in the national guidance.

2.3 We recommend that the Department of Health and Social Care highlights the crucial role that NHS Community Eating Disorder Services play in supporting early access to evidence-based treatment and reducing admissions in the forthcoming Modern Service Framework for Children’s Health. This document should also set out expectations around achievement of the access and waiting time standard and implementation of the associated national guidance in all regions.

2.4 In recent years national NHS bodies have commissioned whole-team training for NHS children and young people’s community eating disorder services. This equipped teams with the knowledge and skills to deliver evidence-based treatments and culturally appropriate care. Training together helped improve the cohesiveness of those teams and was viewed as supportive of staff retention. It is important that this training is provided regularly to incorporate advances in the evidence-base, and to account for significant staff turnover. Last year NHS England sought expressions of interest from potential providers for a tender that would commission renewed training of this kind. However, the plans to issue this tender were then dropped, and no equivalent has been issued since.

2.5 We recommend that the committees ask the Government whether it intends for whole-team training to be commissioned to support the NHS children and young people’s community eating disorder workforce.

2.6 The ‘First-episode rapid early intervention for eating disorders (FREED)’ model provides rapid access to specialised treatment for young people aged 16-25 with a recent onset eating disorder. Patients receive an ‘engagement call’ within 48 hours of referral, and treatment begins within 4 weeks. The treatment is tailored to the developmental needs of early adulthood[footnoteRef:20]. Evaluations of FREED have shown a range of positive outcomes compared to treatment-as-usual: [20:  FREED (2026) https://freedfromed.co.uk/ ] 

· 70% of FREED patients had symptom scores below clinical cut offs within 12 months of starting treatment vs. 50% in most published studies[footnoteRef:21].  [21:  Richards, K.L. et. al. (2023) ‘National roll-out of early intervention for eating disorders: Process and clinical outcomes from first episode rapid early intervention for eating disorders’] 

· Helped 53% of patients with anorexia nervosa reach a healthy weight (defined as BMI>18.5) within 12 months of starting treatment, compared to 17% of non-FREED treatment-as-usual patients[footnoteRef:22].  [22:  Austin, A. et. al. (2022) ‘The First Episode Rapid Early Intervention for Eating Disorders - Upscaled study: Clinical outcomes’] 

· Significantly reduced need for inpatient and day patient admissions resulting in an estimated cost saving to the NHS of £10.9m from 2020-2023[footnoteRef:23].  [23:  Health Innovation Network (2023) ‘Early Intervention Eating Disorders: final report’] 

However, only around 50% of services currently deliver FREED as designed, with many reporting that it is not yet embedded as “business-as-usual.”[footnoteRef:24]. The FREED programme is now dependent on ICB funding decisions. [24:  Glennon, D. (2025) [Personal Communication]] 

2.7 We recommend that the Department of Health and Social Care features the FREED model within the forthcoming Modern Service Framework (MSF) for Child Health and the MSF for Severe Mental Illness and sets out expectations including timescales around adherence to the model.

2.8 The Lord Darzi report highlighted an 82% increase in hospital admissions for children and young people with eating disorders since 2019/20[footnoteRef:25]. A recent study of admissions to medical wards for mental health concerns among children and young people in England found that eating disorders accounted for the largest relative increase over the ten years from 2012/13. These admissions increased from 478 in 2012/13 to 2938 in 2021/22: a 515% increase[footnoteRef:26]. [25:  Darzi, A. (2024) ‘Independent Investigation of the National Health Service in England’]  [26:  Vázquez-Vázquez, A. (2024) ‘Admissions to paediatric medical wards with a primary mental health diagnosis: a systematic review of the literature’] 


2.9 Intensive, community-based models can reduce crisis presentations and the need for hospital admissions amongst children and young people with an eating disorder. They can also provide a ‘step-down’ after admission to provide smoother transition back into the community[footnoteRef:27]. [27:  Beat (2024) ‘There’s no place like home: The case for intensive community and day treatments for eating disorders’] 


2.10 For example, the Eating Disorder Intensive Service (EDIS) provided by the Royal Free London NHS Foundation Trust provides intensive support for children and young people who are not progressing in standard community treatment or are at risk of hospital admission. The service operates seven days a week, offering face‑to‑face care, home visits, and digital support to make treatment more accessible. This approach enables young people to stay at home and to continue to attend school. They receive tailored multi‑disciplinary care that adapts in intensity as their confidence and skills grow. Families and carers are central partners throughout the process[footnoteRef:28].
 [28:  Chapman, V. (2025) [Personal Communication]] 

2.11 From April 2022 to March 2024, EDIS treated 78 young people assessed as being at risk of requiring specialist inpatient admission. Remarkably, only 13 (17%) ultimately needed admission. Satisfaction with the service was extremely high, with more than four in five patients recommending it27.

2.12 Despite proven impacts on reducing the need for admissions the provision of such services varies widely across the country26. At present, to the best of our knowledge, there is no modelling tool available that ICBs and Provider Collaboratives can use to help guide their investment decisions regarding such services.

2.13 We recommend that the Department of Health and Social Care commissions the development of a modelling tool that would support ICBs to examine the likely required workforce changes and impacts on NHS budgets of delivering equitable access to intensive community and day treatments for patients with eating disorders (rather than reliance on inpatient care).

2.14 We recommend that the Department of Health and Social Care features Intensive community and day treatment programmes for eating disorders in the forthcoming Modern Service Framework (MSF) for Child Health and the MSF for Severe Mental Illness and sets out expectations, including timescales, for achieving equitable access across the country.
How can transitions from acute services back into community mental health services be improved?
2.15 Transitions from acute services back into community mental health services can be improved through early identification and notification of the need for transition, flexible timing that takes account of the patient’s needs rather than service convenience, and clear protocols and pathways between services[footnoteRef:29]. For patients affected by eating disorders, best practice also requires an agreed, patient-centred transition plan, at least one multidisciplinary discharge planning meeting, an overlap period of joint working between acute and community teams, and a named transition coordinator or key worker to guide the process and act as a point of contact for patients and carers28. [29:  Royal College of Psychiatrists (2017) ‘Managing transitions when the patient has an eating disorder (CR208 Nov 2017)’] 

 
2.16 Beat’s best practice guidance reinforces that patients and family members or carers should be informed and engaged as soon as a transition is identified, provided with useful and comprehensive information about what to expect, and supported with the patient remaining under the active care of a specialist eating disorder service throughout the transition process[footnoteRef:30]. [30:  Beat (2020) ‘Best practice in managing service transitions for patients affected by eating disorders’] 

How should training for primary care staff be improved to support earlier identification and management of mental health needs? 
2.17 Eating disorder referral pathways for children and young people are often dependent on GPs, yet many GPs lack the necessary training to recognise and address eating disorders effectively[footnoteRef:31]. Comprehensive training is crucial to ensure all primary care staff are equipped to identify early signs, provide safe care, and facilitate timely referrals for specialist assessment. [31:  Ayton, A., and Ibrahim, A. (2018) ‘Does UK medical education provide doctors with sufficient skills and knowledge to manage patients with eating disorders safely?’] 


3. Integration between education, NHS and community provision

How effective are current referral pathways between education, community services and NHS services in ensuring timely and appropriate access to mental health support for children and young people?
How could pathways be improved to increase the continuity of support available to children and young people underserved by current provision?

3.1 NHS England Access and Waiting Time Standard for Children and Young People with an Eating Disorder published in 2015[footnoteRef:32], and the recently published national guidance18 both state that community eating disorder services for children and young people should enable direct access through self-referral and accept referrals from primary care, education settings, the voluntary and community sector, and other sources.
 [32:  NHSE (2015) ‘Access and Waiting Time Standard for Children and Young People with an Eating Disorder’] 

3.2 Unfortunately, around a quarter of specialist community eating disorder teams still do not accept referrals from educational settings, and access to self-referral or referral via the voluntary sector is variable[footnoteRef:33].
 [33:  Royal College of Psychiatrists (2025) ‘National Audit of Eating Disorders Service Mapping Report 2025 Appendix Documents A - P’] 

3.3 Children and young people with Avoidant-Restrictive Food Intake Disorder (ARFID), a relatively-recently developed diagnostic category, are often acutely underserved. Many affected young people and their families, as well as education staff, tell us that there is no dedicated care pathway in their area. Children and young people with this condition will often require care that involves close collaboration and integration between different specialist services18. According to the National Audit of Eating Disorders only half of Children and Young People’s Eating Disorder teams report offering treatment for ARFID, and only a third report there being a formal ARFID care pathway in their area32.

3.4 One parent told the audit team: “My son has ARFID. We were only referred because we ended up in their local hospital… Even when you get into a service there is no particular pathway. In the past 5 years we have been in three different teaching hospitals in London which have all taken a very different approach.”32

3.5 The recently published national guidance states that: “ICBs should develop and deliver ARFID care pathways”18.

3.6 We recommend asking the Government for assurance that all ICBs that do not currently have a dedicated ARFID care pathway will urgently develop one.
What practical barriers affect joint working between education settings, local authorities, NHS services and voluntary and community sector organisations in supporting children and young people’s mental health, and how could these be addressed?
How can education-based, voluntary and community, and health workforces collaborate to optimise the mental health workforce and ensure sufficient support for children within capacity constraints? 
3.7 Education, voluntary and community sector and health workforces can collaborate through integrated care pathways for children and young people with eating disorders18. Voluntary and community sector services can extend capacity by supporting early identification and referral through awareness raising, delivering psychoeducation and peer and carer support, and strengthening the wider workforce through multidisciplinary training. This enables earlier intervention, reduces pressure on specialist services, and ensures more children and young people receive timely support within capacity constraints18.

3.8 Practical barriers to effective joint working involving voluntary sector organisations can include:
· Expertise not being utilised to inform commissioning decisions and/or the design and evaluation of NHS services
· Restrictions in commissioned contracts that limit access to referrals to those already on the ‘caseload’ of specialist NHS services, rather than permitting wider routes including self-referral.
· Commissioning based on one-year rather than multi-year contracts when the latter could offer the financial security required to underpin genuine integration and capacity-building.
· Voluntary sector organisations not routinely collecting and reporting clinical outcomes data to the NHS Mental Health Services Dataset (MHSDS).

3.9 The full potential for collaboration between the voluntary sector and NHS services to boost the capacity of the mental health workforce and improve access and quality of care for children, young people and their families, is not being realised.

3.10  We recommend that the Department of Health and Social Care commissions the development of a framework to guide collaboration between NHS mental health services and voluntary, community and social enterprise sector organisations.
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