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Which documents inform our 

work?
• NPDA

• BPT

• Standards

• ACDC



NPDA Recommendations

• Children and young people with Type 1 

and Type 2 diabetes should have 

equitable access to diabetes care, 

regardless of social deprivation, ethnicity, 

or geography



ACDC

file:///C:/Users/semplec/Downloads/Adolescent%20Binge%20Eating%2
0Scale%20ADO-BED%20Questionnaire.pdf

Screening Obese Adolescents for Binge Eating Disorder in Primary Care: The Adolescent 
Binge Eating Scale Catherine Chamay-Weber, MD1,2 , Christophe Combescure, PhD3 , Lydia 
Lanza, MA2 , Isabelle Carrard, PhD4 , and Dagmar M. Haller, MD, PhD1,
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NPDA

• 22-23 NPDA results 1245 T2

• 93.5% (all ages) were overweight or obese (BMI >85th 

centile after correction for age and gender), compared to 

92.8% in 2021/22.

• 32.0% of those with T1 were assessed as requiring 

additional psychological support outside of 

multidisciplinary team meetings compared with 41.4% of 

CYP with T2 diabetes



Type 2 and mental health

• The SEARCH study reports that the young people older than 10 
years of age with T2DM have a much higher risk of moderate to 
severe depression than young people with type 1 diabetes (18 vs. 
5% in boys; 20 vs. 9% in girls, respectively). Higher mean HbA1c 
and frequency of ED visits were associated with depressed mood 
(68). 

• More than 25% of females and males in the SEARCH cohort of 
youth with type 2 diabetes reported symptoms of disordered eating 
behaviours, such as skipping insulin, vomiting, and using diet pills or 
laxatives, and these behaviours were associated with poorer 
glycaemic control in females (69). 

• Binge eating rates in the TODAY cohort were high (26%) and were 
associated with more severe obesity, psychological symptoms of 
disordered eating, and symptoms of depression 







Fifteen young people with 11 
family members 

• Think about other people in your school/friends. 
How would you explain what Type 2 diabetes is if 
they have just been diagnosed? 
• Who told you about Type 2 diabetes / how did you 
find out? 
• What would you/ your peers really want to or 
need to know about Type 2 diabetes? 4 
• What keeps children and young people with Type 
2 healthy, happy and well? Which ones are 
easy/tricky to do? 
• How could the service help?



Accessible information 
 Parent: “they have explained it 
loads and loads, we just keep 
forgetting. It is helpful to have 

them repeat it a lot.”
“Watched a video that was very 

good and helped us to 
understand”

“Easy to access information on a
 screenshot so it’s on your 

phone. “

Adherence and cultural 
expectation 

“If you got to someone’s house in our 
(South Asian) community, to refuse the 
food would be considered rude and 
people didn’t necessarily want to share 
[their] diagnosis in this situation.”

 “When the whole family helps then it 
works, and everyone is eating better 
and it’s fairer for everyone and not 
shameful for the one who can’t eat the 
sweet food.”

Formal info at diagnosis - 
T1 get special things like a bear, 

a bag, stories but there isn’t 
anything for T2. It would be 
good to get a T2 pack with a 
bag, video, an app, a booklet 

about food and suitable 
options.”

“Doctor just told me I have to 
take medication, no leaflet or 
signposting I had to research 

myself.”

Social identify, 
shame and 

information - 
“Friends don’t 

know which makes 
it difficult to take 

medication and not 
eat sugary stuff 

when I’m out with 
them.” 



Psychological Interventions

  

• Screening anxiety, depression, ED

• Intervention with the team and the family from diagnosis 
(FYOC)

• Eating disorders 

• Behaviour change

• Adherence 

• Eating patterns and habits

• Non-hunger eating 

• Illness burden 

• Managing setbacks

• Transition



Challenges to Engagement 

    

• Previous experiences of talking about 

weight or T2

• Bullying/stigma/discrimination 

• Familial beliefs and management of T2

• Complexities of the wider system

• Communication and language 



DSM-V criteria for BED

• Recurrent episodes of binge eating (eating a larger amount of food than 
most people in the same time/circumstances, and a sense of lack of 
control

• Episodes are associated with eating rapidly, feeling uncomfortably full, 
eating a large amount of food when not physically hungry, eating alone, 
and/or feeling disgusted, guilty or depressed afterwards

• Marked distress regarding binge eating

• Occurs at least one day a week for 3 months

• Binge eating is not associated with inappropriate compensatory 
behaviours



How can we help?

• NICE (2020)Children, young people and adults who 
have binge-eating disorder should be offered guided 
self-help - This means working through a book about binge 
eating, and having short sessions with a practitioner

Christopher Fairburn's Overcoming Binge Eating: The Proven Program to Learn Why You 
Binge and How You Can Stop (2nd ed.).

Reaching a healthy weight

• Body weight is unlikely to change during therapy 
because it is not designed to help you gain or lose 
weight. Working towards a healthier weight should be 
a longer-term part of recovery. 



Emotional 
trigger 



Illustrative Case Study

Johnny is 16, he has obstructive sleep apnoea and idiopathic intracranial 

hypertension. He experiences low mood and social anxiety. He doesn’t 

experience self-harm or suicidal ideation. Johnny manages his low mood by 

binge-eating calorie dense food, several evenings a week, and he speaks of 

feeling unable to stop. He meets criteria for a diagnosis of BED. Johnny often 

feels ashamed and guilty following episodes of binge-eating, so will attempt to 

restrict his eating the following day. He also feels embarrassed to eat in front of 

his peers at school due to worries about what they think of him. Due to not 

eating during the day, his drive to eat in the evenings is even stronger. Johnny’s 

weight continues to increase, and the team are increasingly concerned about 

the risk to his physical health.



Where could Johnny access 

support for BE?

ED CAMHS? Local ED CAMHS teams have not 
accepted referrals for BED alone, without other 
significant mental health concerns or risk. 

Tier 2 services? Off the Record (local wellbeing 
charity) do not offer specific support for disordered 
eating, and their groups around shame, self-
esteem and body image are not appropriate for 
people with diagnosed eating disorders

IAPT? Vitaminds (16+) does not provide treatment 
for eating disorders / binge eating disorder.



Development of BE pathway 

CEW 

Stepped care approach:

• Brief 1:1 interventions offered through the Paediatric Weight 
Management clinic, drawing on guided self-help, CBT and 
CFT models (Fairburn, 1995; Goss, 2011)

• If no further change, refer on to ED CAMHS for Tier 3 support

Referrals to CAMHS:

• Young people who experience binge eating in the context of 
other complexities, such as risk, school refusal, complex 
family issues.

• Young people who have already accessed ‘first line treatment’ 
(e.g. school counselling, tier 2 services), and are still 
struggling



Brief 1:1 BE Intervention

• Weight loss not the focus of the intervention

• Young people screened using adolescent binge 
eating scale (ADO-BED). Goal based outcome 
measures also gathered pre- and post-.

• Parent group session to introduce strategies and 
explore how they can support their young person 
during the intervention
– Food diary

– Meal planning

– Not keeping high energy food in the house



Resources

https://www.e-lfh.org.uk/programmes/managing-type-2-diabetes-in-children-
and-young-people/





Thank you

Any Questions?
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