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Despite historical research showing that Eating Disorders are more common in 
those who have Type 1 Diabetes and that insulin omission is a behaviour 
uniquely available to this demographic, statutory organisations have been slow 
to produce guidelines or even acknowledge specific needs.  

The 2004 NICE guidelines recognise that there is an issue and although they 
cite research that highlights the issue the resulting guidelines are somewhat 
sparse. 

It may be due to this lack of direction that in my work as DWED director I rarely 
saw Diabetes or Eating Disorder Units following these guidelines. You might 
note the lack of anything that suggests the presence of insulin, the risk of high 
HBA1c etc  in this population also which is hugely problematic.  

DWED was involved in the scoping process for the updating of the new NICE 
guidelines and several of our trustees were involved in the writing process. 
This article will highlight what DWED deems to be the most important updates 
to the guidelines,  why we fought so hard for them to be included and how 
they might possibly be implemented. 

 



 

119: It is DWEDs opinion given how potentially dangerous mismanagement of blood sugar is that the 
Diabetes team should take ultimate authority for monitoring physical health, They are also the best 
placed to advise the patient on what they should be doing regarding their diabetes care. It s also 
important that the Diabetes team explain to the Eating Disorders specialist the outcome 
measurements and how they differ to compensate for Type 1. 

 

 

120: Avoiding monitoring is common in Type 1’s who also have diabulimia and this is obviously 
important when recovering, particularly with issues such as tightening up control to quickly. It 
should be noted that in those with comorbid AN or eating disorders stemming from hypoglycaemia 
or injection fears, patients may exhibit compulsive checking and diabetes control mirrors that 
displayed around food in standard AN.  

 

121/ 13: At DWED this is potentially the most important update to the guidelines. Treatment often 
fails because insulin omission is treated as a side effect of an Eating Disorder rather than the 



mechanism through which it operates. Of course the issue is that there are no guidelines as to how 
to address insulin omission, something that is highlighted in the suggestions for research.  

 

 

13: This guideline should help our members get support regardless of BMI which is a major barrier. 
Any admissions for those with T1D should look at HBA1c, insulin omission and DKA admissions first. 

 

122: This seems very reasonable for Eating Disorder recovery in Type 1 and we are encouraged by 
the acknowledgement that meal planning is more complicated for this cohort. We are also pleased 
the guidelines promote that careful management of insulin and carbohydrate intake will affect the 
potential for rapid onset complications and weight gain. Suitable diabetes education that is not 
forced on the patient and takes the individuals knowledge in to account is also welcome.  



 

 

123/ 124: While it is positive that there is a section on checking ketones and blood sugar, there 
should perhaps be a caveat that the patient may known when they are hypoglycemic and that 
should be enough to prompt a check. One of the things we have witnessed in pateints who are on an 
inpatient ward is denial of hypoglycemia treatment because of a strict meal plan that doesn’t allow 
any extra calories.  

 

125: We argue that this should absolutely be the case for those also with AN, particularly if that has 
been diagnosed on the basis of BMI rather than restrictive or binge/ purge behaviour.  

 

  



126: Not stopping insulin altogether may seem obvious but we have had several patients who have 
experienced just this and ended up in acute situations as a result. It is also important regular checks 
for complications are performed as these can appear rapidly. 

 

  

127: Please see our concurrent comment on these guidelines  


