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 █ Abstract: 
Objective: To describe the referral process and patterns to the Calgary Eating Disorders Program (CEDP). Method: A 
retrospective chart review for the study period of May 2014 to May 2016 was completed and a descriptive evaluation of the 
referral process was outlined. Results: The results summarize the steps in the referral process from initiation of referral 
to booking an assessment. The CEDP received 918 referrals during the study period, yet 60% did not materialize into 
a patient assessment. Regardless of age, the two most common reasons were patients declined treatment and did not 
meet program criteria. Physicians who refer to the CEDP are mostly female, family physician specialty and from Calgary. 
Patients referred to the CEDP are predominantly females, have an average age of 25 years and are mainly referred for 
‘eating disorder symptoms- diagnosis unclear’, regardless of age. The majority of patients are not severely ill at the time 
of referral. More than 50% of patients have psychiatric comorbidities, with depression, anxiety and substance abuse being 
the most common. The average wait times to the CEDP are 12 weeks. Conclusions: This is the first study in Canada to 
assess referral patterns to a specialized eating disorders program. Results from this study have elucidated the reasons 
for referral fall-through and highlighted areas of improvement in the referral process. Understanding referral trends is a 
necessary foundation to advance our knowledge of the factors that contribute to referrals materializing into assessments 
and ultimately optimizing patient care.
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 █ Résumé
Objectif: Décrire le processus et les modèles d’aiguillage du programme de Calgary sur les troubles alimentaires 
(PCTA). Méthode: Une revue des dossiers rétrospective a été menée pour la période de l’étude, de mai 2014 à mai 2016, 
et une évaluation descriptive du processus d’aiguillage a été ébauchée. Résultats: Les résultats résument les étapes du 
processus d’aiguillage, du début de l’aiguillage à la réservation d’une évaluation. Le PCTA a reçu 918 aiguillages durant 
la période de l’étude, et pourtant, 60 % ne se sont pas concrétisés en une évaluation de patient. Peu importe l’âge, les 
deux raisons les plus communes étaient que les patients refusaient le traitement et ne satisfaisaient pas aux critères 
du programme. Les médecins qui aiguillent des patients au PCTA sont surtout des femmes, spécialisées en médecine 
familiale et sont de Calgary. Les patients orientés au PCTA sont principalement des femmes, d’une moyenne d’âge de 25 
ans et sont surtout aiguillées pour des « symptômes de troubles alimentaires – diagnostic imprécis », peu importe l’âge. 
La majorité des patients ne sont pas gravement malades au moment de l’aiguillage. Plus de 50 % des patients ont des 
comorbidités psychiatriques, les plus communes étant la dépression, l’anxiété et l’abus de substances. La moyenne des 
temps d’attente au PCTA est de 12 semaines. Conclusions: Cette étude est la première au Canada à évaluer les modèles 
d’aiguillage à un programme spécialisé de troubles alimentaires. Les résultats de cette étude ont élucidé les raisons des 
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Introduction 
Eating disorders are serious and complex illnesses that 

carry	 significant	 morbidity	 and	 mortality.	 Anorexia	
nervosa	has	the	highest	mortality	rate	among	all	psychiatric	
disorders	 (Arcelus,	 2011).	 Early	 detection	 and	 prompt	
management of eating disorders lead to a better prognosis 
(Golden	et	al.,	2015).	
Primary	 care	 physicians	 play	 a	 key	 role	 in	 the	 detection	
and	 initial	management	 of	 patients	with	 eating	 disorders,	
which often includes referral to specialized eating disorders 
treatment	services	(Lask,	Bryant-Waugh,	&	Wright,	2005).	
The	 initiation	 and	 timing	 of	 referrals	 are	 influenced	 by	
various	 factors	 including	 ease	 of	 the	 referral	 process,	
referral	 prerequisites,	 availability	 of	 resources,	 referring	
physicians’	knowledge	and	comfort	with	managing	eating	
disorders	 (O’Donell,	 2000;	 Chan	&	Austin,	 2003;	 Hugo,	
Kendrick,	Reid,	&	Lacey,	2000).	Further,	knowledge,	age,	
gender	and	geographical	location	of	the	referring	physician	
may	play	a	role	in	referral	rate	variations	(Hugo	et	al.,	2000;	
House	et	al.,	2012).
An	effective	referral	process	is	thus	paramount	to	optimize	
cooperative	 care	 between	 the	 primary	 care	 giver	 and	 the	
specialized	treatment	services,	given	that	delays	in	access	
to	specialized	care	contribute	to	prolonged	morbidity	from	
these	debilitating	chronic	 illnesses	 (Wahlberg,	Braaten,	&	
Brodestad,	2015).	
The	 Calgary	 Eating	 Disorders	 Program	 (CEDP)	 is	 a	
physician	 referral-based	 tertiary	 care	 program	 that	 serves	
patients	of	all	ages	from	Calgary	and	surrounding	areas	as	
well	as	neighboring	provinces.	While	it	is	one	program,	it	
is	composed	of	two	streams	based	on	age,	<21	years	or	>21	
years	and	includes	day	treatment,	outpatient	and	inpatient	
programming.	The	outpatient	component	provides	a	variety	
of	 services	 encompassing	multidisciplinary	 team	 support,	
group	therapy	and	multi-family	groups.	The	CEDP	works	
predominantly	 with	 patients	 that	 meet	 diagnostic	 criteria	
for	 early	 onset	 or	 moderate	 to	 severe	 anorexia	 nervosa	
(AN) or bulimia nervosa (BN) and who are appropriate 
for	 group	 therapy.	The	 program	 does	 not	 focus	 on	 binge	
eating	disorder	(BED),	rumination	disorder,	pica	or	obesity.	
Group-based	therapy	is	utilized	as	it	allows	a	greater	volume	
of patients to be seen. A high volume of referrals is received 
averaging	364	referrals	per	year	over	the	past	five	years.	
Currently,	there	are	no	Canadian	studies	evaluating	eating	
disorder	program	referral	pathways	and	patterns.	Our	aim	is	
to highlight where improvements in the referral process can 
be made. Evaluating referral patterns will be an important 

first	step	to	enhance	our	understanding	of	the	demographics	
of	 referring	 physicians,	 trends	 in	 referrals	 and	 patient	
characteristics	 at	 the	 time	 of	 referral.	 Understanding	 the	
referral process and trends advances our knowledge of the 
factors that contribute to referrals materializing into patient 
assessments	ultimately	optimizing	patient	care	and	resource	
allocation.

Study Objectives 
The	 primary	 objective	 of	 this	 study	 was	 to	 outline	 the	
referral process and evaluate referral patterns to the CEDP. 
This	was	achieved	by	exploring	three	key	questions:	“Who 
is	 referring	 to	 our	 program?	 “Who	 is	 being	 referred	 to	
our	program?”	and	“Why	are	patients	being	referred?”	To	
answer	the	first	question,	we	evaluated	referring	physicians’	
gender,	area	of	specialty	and	geographic	location	of	practice.	
To	answer	the	second	and	third	questions,	we	evaluated	each	
patients’	age,	gender,	illness	severity,	medical	comorbidities	
and	psychiatric	comorbidities	at	time	of	referral	as	well	as	
reason for referral. 

A	secondary	objective	was	to	assess	the	program	wait	times.

Methods 
Study	approval	was	provided	by	the	University	of	Calgary	
Conjoint	Health	Research	Ethics	Board	(CHREB).	

Study design 
A descriptive evaluation of the current referral process to 
the	Calgary	Eating	Disorders	Program	was	completed	and	
an algorithm from the initiation of a referral to booking an 
assessment was outlined. 

To	 evaluate	 referring	 physicians’	 demographics,	 referral	
data	 from	 May	 2014	 to	 May	 2016	 was	 extracted	 and	
evaluated from the CEDP eClinibase electronic database. 

The	 College	 of	 Physicians	 and	 Surgeons	 of	 Alberta,	
British Columbia and Saskatchewan websites were used to 
cross-reference	 each	 referring	 physician’s	 gender,	 area	 of	
specialty	 and	 geographical	 location	 of	 practice.	 Referrals	
with	only	physician	initials,	no	physician	name	or	those	not	
found on the provincial college websites were excluded.

A	retrospective	chart	review	was	completed	by	the	resident	
researcher	to	evaluate	files	of	patients	referred	to	the	program	
from	May	2014	to	May	2016.	Patient	demographics	were	
age-stratified	as	<14	years,	14	to	18	years,	19	to	21	years	
and 22 or older. 

manquements de l’aiguillage et mis en évidence les domaines du processus d’aiguillage à améliorer. Comprendre les 
tendances de l’aiguillage est un fondement nécessaire pour mieux connaître les facteurs qui contribuent à ce que les 
aiguillages se concrétisent en évaluations et en fin de compte, en des soins optimaux aux patients. 

Mots clés: trouble alimentaire, processus d’aiguillage, modèles d’aiguillage
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Data collection 
Two items were reviewed in each chart – the CEDP 
physician	referral	form	and	the	medical	triage	form.	Charts	
without	a	physician	referral	form	were	excluded	from	the	
review. 
Study	 data	 were	 collected	 and	 managed	 using	 REDCap	
(Research Electronic Data Capture). REDCap	 is	 a	 secure,	
web-based application designed to support data capture 
for	 research	 studies	 (Harris	 et	 al.,	 2009).	 Data	 variables	
included the following items for each patient: date of 
birth,	 gender,	 reason	 for	 referral,	 medical	 comorbidities,	
psychiatric	comorbidities	and	medical	triage	scores.

Analysis 
All	data	from	chart	reviews	was	analyzed	in	SPSS	(version	
19).	Given	the	missing	charts	and	exclusion	of	incomplete	
files,	 the	 total	 number	 of	 charts	 retrospectively	 reviewed	
was smaller than the total number of referrals received 
via	 eClinibase.	 For	 that	 reason,	 all	 calculations	 relating	
to patient demographics utilized the total chart number 
reviewed	as	a	denominator.	Descriptive	statistics,	including	
frequencies,	 medians,	 means	 and	 standard	 deviations	 for	
continuous	 variables,	 and	 percentages	 for	 categorical	
variables were calculated. Cross-tabulations were used to 
examine and summarize relationships within data.

Results 
Description of the referral process 
The referral algorithm to the CEDP is outlined in Figure 
1	and	reflects	the	referral	process	during	the	study	period.	
In	brief,	referring	physicians	must	first	complete	a	specific	
referral form which can be accessed through the Alberta 
Health	 Services	 website.	 This	 form	 includes	 checkboxes	
for	‘reason	for	referral’	including	anorexia	nervosa,	bulimia	
nervosa,	 or	 eating	 disorder	 symptoms-diagnosis	 unclear.	
The	physician	may	choose	‘other’	if	a	reason	is	not	listed.	
Comorbidities can be included on the form as well as 
checkboxes	 to	 identify	whether	 the	patient	 is	pregnant	or	
has diabetes. 
Once	 the	 referral	 form	 is	 received,	Access	Mental	Health	
(AMH,	 a	 centralized	 mental	 health	 triage	 service)	 will	
contact	 the	 patient	 to	 complete	 a	 telephone	 psychosocial	
screen.	AMH	will	 conduct	 the	clinical	 interview	with	 the	
parent	 of	 a	minor	 (<18	years),	 unless	 they	decline	or	 the	
patient is a mature minor. The underage patient is also often 
interviewed,	particularly	if	there	is	insufficient	information	
about eating behaviors to make a clear disposition. 
Information	 regarding	 the	 patient’s	 diagnoses,	 legal	 or	
criminal	 involvement,	 suicide	 risk,	 psychotic	 symptoms,	
current	 and	 previous	 psychiatric	 care	 and	 existing	 eating	
disorder diagnosis is gathered. 
If	AMH	 confirms	 that	 the	 referral	 is	 appropriate	 for	 the	
CEDP,	requisitions	for	mandatory	investigations	are	faxed	

to	the	referring	physician	(Table	1).	Investigations	must	be	
completed	within	ten	business	days	of	referral	acceptance	
and	 are	 used	 by	 the	medical	 team	 during	 the	 assessment	
and	at	follow-up.	Once	completed,	trained	registered	nurses	
use a standardized form to triage the patient on a score of 
0	 to	 5	 (Table	 2),	which	 allows	 the	 program	 to	 determine	
the	 patient’s	 level	 of	 acuity	 based	 on	 nutritional	 status,	
vital	 signs	 instability,	 metabolic	 derangement	 and	 eating	
disorders	behaviours.	The	criteria	are	based	on	previously	
published	 guidelines	 including	 American	 Academy	 of	
Pediatrics	and	others	(Kaplan,	Blythe,	&	Diaz,	2003).	

Next,	the	patient	is	invited	to	attend	an	orientation	session	
before	 a	 multidisciplinary	 assessment	 is	 scheduled.	 The	
orientation	 session	 provides	 an	 opportunity	 to	 learn	
about program expectations and to make an informed 
decision to engage in treatment. The assessment includes 
separate	one-on-one	medical,	nutritional	and	mental	health	
evaluations,	 with	 a	 psychiatric	 consultation,	 if	 necessary.	
As	 a	way	 to	 alleviate	 higher	 demand	 and	wait	 times	 for	
adults,	children	and	youth	up	to	the	age	of	21	are	assessed	
at	 the	Alberta	 Children’s	 Hospital	 (ACH)	 by	Adolescent	
Medicine	 Specialists.	 For	 unsuitable	 referrals,	 alternative	

Figure 1. Referral Pathway to the CEDP
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Figure 1. Referral Pathway to the CEDP
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community	resources	are	provided.	When	patients	decline	
the	 assessment,	 the	 referring	 physician	 receives	 a	 letter	
outlining	the	same	and	that	they	are	welcome	to	re-refer	in	
the future. 

Number of referrals 
Figure	 2	 summarizes	 the	 total	 number	 of	 files	 reviewed	
for	 both	 patient	 and	 physician	 demographics.	The	CEDP	
received	 a	 total	 of	 918	 referrals	 from	May	 2014	 to	May	
2016	after	removing	system	and	scheduling	errors	(n=27).

From	the	total	number	of	referrals	(n=918),	370	(40%)	were	
booked	for	an	assessment	and	548	(60%)	were	closed	prior	
to	 reaching	 assessment.	 Figure	 3	 displays	 active	 referrals	
that	reached	each	stage	in	the	referral	algorithm;	673	(73%)	
were	 screened	 by	AMH,	 540	 (59%)	 reached	 the	medical	
triage	stage,	415	(45%)	reached	orientation	session	and	370	
(40%)	were	booked	for	an	assessment.	

Reason for chart closure 
Reasons	for	file	closure	were	categorized	based	on	pre-set	
system	values.	Figure	4	illustrates	the	most	common	cause	
of	file	closure	was	‘patient	refusal’	(n=279,	51%),	regardless	
of	 age	 category.	 Given	 the	 electronic	 system	 limitations,	
this	category	also	includes	medically	incomplete	referrals,	
missed	orientation	sessions	or	the	patient	declining	an	offer	
for service. The second most common cause was failing to 
meet	clinic	criteria	(n=	100,	18%),	which	was	true	for	all	
age	 categories,	 except	 those	 aged	 19	 to	 21	 years.	Ninety	
referrals	 (16%)	 were	 closed	 due	 to	 exceeding	 contact	
attempts	 to	 the	 patient,	 33	 (6%)	 due	 to	 ‘other’	 reasons	

(wrong	 clinic,	 patient	 relocation	 etc.),	 21	 (4%)	 patients	
cancelling	 assessment	 appointment,	 nine	 (2%)	 were	
admitted to hospital for management of their eating disorder 
or	mental	health	issue,	ten	(1.8%)	had	existing	referrals	to	
the	clinic,	four	(1%)	were	cancelled	by	the	referring	source	
and	one	(0.2%)	patient	was	deceased.	Of	note,	the	majority	
of	admitted	patients	(n=5)	were	aged	14	to	18	years.	

Reasons for closure documented in the chart revealed that 
from	the	279	files	closed	due	to	patient	refusal,	56	(20%)	
were	 medically	 incomplete,	 denoting	 missing	 laboratory	
investigations despite reminder calls or faxes to referring 
physicians.

Who is referring?
From	 the	 total	 of	 918	 referrals,	 39	 were	 missing	 the	
physician’s	 name	 and	 therefore	were	 excluded.	 From	 the	
remaining	879	files,	 25	were	 excluded	because	 physician	
names	were	either	only	initials,	not	found	on	the	Provincial	
College	 websites	 or	 the	 physician	 contact	 information	
was	 not	 made	 public.	 Thus,	 all	 physician	 demographic	
calculations were performed using a total of 854 referrals. 
Table	3	summarizes	referring	physicians	demographics.	

Gender and Specialty 
Female	 physicians	 comprised	 the	 majority	 of	 referring	
physicians	(n=491,	57%)	compared	to	males	(n=364,	43%).	
The	 majority	 of	 referrals	 were	 from	 family	 physicians	
(n=696,	81%)	 followed	by	pediatricians	 (n=	67,	8%)	and	
psychiatrists	(n=62,	7%).	The	remaining	(n=32,	4%)	were	
from	 a	 wide	 variety	 of	 specialties,	 including	 Emergency	
Medicine,	 Endocrinology,	 Anesthesia,	 and	 Obstetrics	
and	 Gynecology	 (Table	 3).	 When	 gender	 was	 stratified	
by	 specialty,	 we	 found	 that	 female	 family	 physicians	
comprised	414	(59%)	of	referrals	compared	to	male	family	
physicians	 (n:	282,	41%);	 female	pediatricians	comprised	
36	(51%)	referrals	compared	to	male	pediatricians	(49%);	
and	 female	 psychiatrists	 comprised	 24	 (41%)	 compared	

Table 1. Required Investigations for Referral 
Completion   
CBC
Electrolytes	
Creatinine
Urea
Magnesium
Calcium
Phosphate
INR/PTT
Albumin
Total protein 
Liver	transaminases	
Total and direct bilirubin

Ferritin 
Random glucose 
Estradiol 
TSH	
FSH
LH	
Celiac screen 
Vitamin	D	level
Vitamin	B12	level	
Urinalysis
ECG

CBC: complete blood count; INR: international normalized 
ratio; PTT: partial thromboplastin time; TSH: thyroid stimulating 
hormone; FSH: follicle stimulating hormone; LH: luteinizing 
hormone; ECG: electrocardiogram.  

Table 2. Triage checklist
Item Score points

Hypokalemia Yes (0.5)    No (0)

Pulse Child < 60 (1)
Adult < 50 (1)

Blood pressure Child < 80/50 (0.5)
Adult < 90/60 (0.5)

BMI <20 (1)

ECG Arrythmia OR QTc OR ST 
depression (1)

Behaviours Binge/purge and/or laxative 
abuse and/or exercise > 2x/
week (1)

Menstrual abnormalities Amenorrhea (0.5)
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to	male	psychiatrists	 (n=	35,	 59%).	Of	note,	 all	 pediatric	
psychiatrists	who	referred	(n=7)	were	female.	

Location 
The	majority	of	referrals	originated	in	the	city	of	Calgary	
(n=716,	 84%),	 134	 (16%)	 outside	 of	 Calgary,	 but	within	
Alberta,	 and	 four	 (0.4%)	 from	out	of	Province	 (Table	3).	
Figure 5 depicts the catchment area of the CEDP and lists 
all geographic locations of referrals. 

Who is being referred? 
A	total	of	840	charts	were	reviewed,	after	excluding	incom-
plete	 files	 (missing	 forms	 on	 chart).	 Table	 4	 summarizes	
patient demographics. 

Gender and Age 
The	 majority	 of	 patients	 were	 female	 (n=778,	 93%)	
compared	to	males	(n=62,	7%).	When	female	patients	were	
stratified	 by	 age,	 53	 (7%)	 were	 younger	 than	 14	 years,	
223	(29%)	were	between	14	and	18	years,	90	(12%)	were	
between	 19	 and	 21	 years,	 and	 412	 (53%)	were	 22	 years	
or	older.	From	the	 total	62	male	referrals,	18	(29%)	were	
younger	than	14	years,	22	(35%)	were	between	the	ages	of	
14	to	18	years,	5	(8%)	were	between	19	to	21	years	and	17	
(27%)	were	older	than	22	years.	

The mean age of patients at the time of referral was 25.2 
years	(SD=	11.3)	with	ages	ranging	from	five	years	to	69.5	
years.	 Seventy	 one	 (9%)	 patients	 were	 younger	 than	 14	
years,	245	(29%)	were	14	to	18	years,	95	(11%)	were	19	to	
21	years,	and	429	(51%)	were	22	years	or	older.	

Total Referrals 
Received
N= 918 

Referrals excluded (n=64)
No physician name attached 

(n=39)
Name not found on provincial 

website (n=25)

Charts excluded (n=78)
Incomplete charts

Total number referrals 
assessed for physician 

demographics 
N= 854

Total number of charts 
reviewed 

N= 840

Physician demographicsPatient demographics

Figure 2. PRISMA diagram of referrals reviewed 
Figure 2. PRISMA diagram of referrals reviewed 

Referrals
N= 918 

AMH screen
N= 673 (73%)

Medical triage stage
N= 540 (59%)

Orientation 
N= 415 (45%)

Assessment
N= 370 (40%) 

Figure 3. Number of Referrals Received Figure 3. Number of Referrals Received 
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Figure 4. Reason for Chart Closure 
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Exceed contact attempts

Existing referrals
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Figure 4. Reason for Chart Closure 

Figure 5. Catchment Area of the CEDP  

City of Calgary

Cities, Provinces 

Airdrie, AB
Brooks, AB
Bragg Creek, AB
Black Diamond, AB
Banff, AB
Cochrane, AB 
Coaldale, AB
Claresholm, AB
Chestermere, AB
Canmore, AB
Camrose, AB
Cranbrook, AB
De Winton, AB
Drayton Valley, AB
Langdon, AB
Lacombe, AB
Fort McMurray, AB
Moose Jaw, SK
Okotoks, AB

Sylvan Lake, AB
Strathmore, AB
Siksika Reserve, AB
Torrington, AB
High River, AB
Hanna, AB
Olds, AB
Vulcan, AB
Rocky Mountain House, 
AB 
Red Deer, AB 
Pincher Creek, AB
Medicine Hat, AB
Lethbridge, AB
Langdon, AB
Kelowna, BC
Invermere, BC
Fernie, BC

AB: Alberta; SK: Saskatchewan, BC: British Columbia 

Figure 5. Catchment Area of the CEDP  
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Reason for referral 
Table 4 summarizes the reasons for referral. The most 
common	reason	for	referral	was	‘eating	disorder	symptoms-
diagnosis	unclear’	(n=306,	36.4%),	regardless	of	patient’s	
age.	This	was	followed	by	bulimia	nervosa	(n=231,	27.5	%)	
and	anorexia	nervosa	(n=176,	21%).	

The	category	of	‘bulimia	nervosa	and	anorexia	nervosa’	(n=	
32,	4%)	represented	referrals	with	both	boxes	selected.	The	
category	 of	 ‘other’	 included	 picky	 eating,	 overeating	 and	
weight-loss,	among	other	concerns.	

Illness severity
Illness	 severity	 identified	 whether	 medical	 criteria	 were	
categorized as routine versus urgent. An urgent designation 
reflects	either	a	triage	score	>3,	the	patient	is	pregnant,	has	
diabetes	mellitus,	celiac	disease	or	the	consultant’s	clinical	
judgment. 

The	majority	of	 referrals	were	 categorized	as	 routine	 (n=	
394,	 73%)	 and	 146	 (27%)	 as	 urgent.	 Figure	 6	 stratifies	
routine	vs.	urgent	referrals	by	age.	Of	the	patients	assessed	
at	 triage	 (n=	540),	42	 (7%)	were	<14	years	of	age.	From	

these,	26	(62%)	were	routine	and	16	(38%)	urgent.	A	total	
of	175	(32%)	patients	were	between	14-18	years,	of	these	
115	(66%)	were	routine	and	60	(34%)	were	urgent.	Sixty	
three	(12%)	were	between	19-21	years	of	age,	of	these	46	
(73%)	were	routine	and	17	(27%)	were	urgent.	Finally,	260	
(48%)	were	>22	years,	of	these	205	(79%)	were	routine	and	
55	 (21%)	were	urgent.	When	 stratified	by	gender,	365	of	
the	499	triaged	females	(73%)	were	routine	and	134	(27%)	
were	urgent.	For	males,	21	of	the	32	at	triaged	(66%)	were	
routine	and	11	(34%)	were	urgent.	

Table	5	summarizes	specific	triage	scores	stratified	by	age.	
The	majority	of	 referrals	 received	a	score	of	 two	(n=197,	
36%)	 regardless	 of	 age.	 Eight	 patients	 (2%)	 received	 the	
highest	score	of	five;	six	of	these	were	>22	years,	one	was	
19-21	years	and	one	was	14-18	years.	None	of	the	patients	
aged	<14	received	a	score	higher	than	three.

Patient comorbidities 
More	 than	 half	 of	 all	 referrals	 (n=469,	 56%)	 indicated	 a	
psychiatric	 comorbidity,	 however	 when	 stratified	 by	 age,	
this	proportion	was	only	reported	for	those	aged	19	or	older.

A	 total	 of	 232	 (28%)	 patients	 had	medical	 comorbidities	
compared	 with	 139	 (17%)	 which	 had	 none	 (Table	 4).	
Medical	 comorbidities	 varied	 extensively,	 no	 particular	
trends were observed. 

The	most	common	psychiatric	comorbidities	were	depres-
sion	(n=270,	58%),	anxiety	(n=234,	50%)	substance	abuse	
(n=62,	 13%)	 and	 borderline	 personality	 disorder	 (n=29,	
6%).	When	 stratified	 by	 reason	 for	 referral	 and	 age,	 de-
pression	 remained	 the	 highest	 comorbidity	 for	 each.	 Of	
note,	previous	suicide	attempt	was	a	behavior	 reported	 in	
15	(3%)	patients.	Other	reported	psychiatric	comorbidities	
included	ADHD,	panic	disorder,	obsessive	compulsive	dis-
order,	 sexual/physical	 abuse,	 suicidal	 ideation,	 self	 harm,	
bipolar	disorder,	post-traumatic	stress	disorder,	adjustment	
disorder	and	gender	identity	issues.	

Wait times 
The mean wait time from referral to assessment was 12 
weeks.	When	stratified	by	age,	the	shortest	wait	times	were	
6.64	weeks	for	those	<14	years	of	age	and	the	longest	wait	
times	were	17.24	weeks	for	those	>22	years	(Table	6).

Discussion 
This	 is	 the	first	detailed	evaluation	of	 the	referral	process	
to	the	CEDP	and	the	first	study	in	Canada	to	assess	referral	
patterns	to	an	eating	disorders	treatment	service.	This	study	
investigated	the	steps	in	the	referral	pathway	and	the	reasons	
for	referral	closure,	referring	physician	demographics	and	
referred patient characteristics.

The	referral	process	to	the	CEDP	is	composed	of	five	key	
steps	including	the	completion	of	the	specific	CEDP	referral	
form,	 psychosocial	 screen,	 medical	 screen,	 orientation	

Table 3. Referring Physician Demographics 
Referring physician 
characteristics Referrals (n=854)
Gender 

   Male 364 (43%)
   Female 491 (57%)
Specialty

   Family Medicine 696 (81%)
   Pediatrics 70 (8%)
     General Pediatrics 53 (76%)
     Emergency 5 (7%)
     Neurology 4 (6%)
     Adolescent medicine 3 (4%)
     Endocrinology 3 (4%)
     Orthopedics 1 (1%)
     Metabolics   1 (1%)
   Psychiatry 59 (7%)
     Adult psychiatry 52 (91%)
     Pediatric psychiatry 7 (9%)
   Other specialty 27 (4%) 
     Internal Medicine 19 (70%)
     Anesthesia 1 (4%)
     Obstetrics and Gynecology 3 (11%)
     Nurse practitioner 4 (15%)
Location of practice 

  City of Calgary 716 (84%)
  Outside of Calgary 134 (16%) 
  Out of Province 4 (0.4%)
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session	and	assessment.	In	order	for	a	referral	to	be	complete,	
the	specific	referral	form	and	laboratory	requirements	must	
be	completed	in	a	timely	fashion.	A	referral	form	improves	
clarity	expedites	triage	because	as	many	as	50%	of	referral	
letters to specialists are quoted to have an unclear reason for 
referral	(Wahlberg	et	al.,	2015).

The	majority	of	referrals	to	the	CEDP	were	for	patients	22	
years	or	older.	Despite	receiving	a	high	number	of	referrals	
during	 the	study	period,	60%	of	 them	did	not	materialize	
to	 assessment,	 and	 many	 declined	 treatment.	 Muir	 et	 al.	
(2017)	 report	 non-attendance	 rates	 of	 30%	 however,	 the	
rate	was	much	higher	 in	our	population	and	we	can	only	
speculate	that	a	combination	of	individual	patient,	referring	
physician	and	system-based	factors	may	have	contributed.	
Patient-based	factors	include	different	stages	of	motivation	
and	 readiness,	 lack	 of	 confidence	 about	 change	 and	
unwillingness to attend groups. There is robust evidence 

showing the importance of readiness in predicting dropout 
and relapse from treatment in patients with eating disorders 
(Geller,	Cockell,	&	Drab,	2001).	Recent	research	suggests	
that building awareness about the importance of readiness 
is	 a	 necessary	 first	 step	 in	 managing	 eating	 disorders,	
and advocates for the use of a standardized tool (Short 
Treatment Allocation Tool for Eating Disorders – STATED) 
to assign patients to the most appropriate level of care based 
on	 readiness,	 among	 other	 factors	 (Geller	 et	 al.,	 2018).	
Motivational	 interviewing,	whether	at	 the	 time	of	 referral	
or once the patient has been accepted for orientation would 
be	 useful	 in	 evaluating	 readiness	 and	 possibly	 reducing	
the number of non-attendance or drop out. There would be 
value for the CEDP to explore the three patient dimensions 
put forth in the STATED tool when triaging client referrals. 

Twenty	percent	of	 referrals	within	 the	patient	 refusal	cat-
egory	were	in	fact	medically	incomplete,	due	to	incomplete	
referral forms and investigations. This highlights possible 
barriers	in	the	referral	process,	pertaining	to	the	specific	re-
ferral	form	and	the	ten-day	cut	off	for	lab-work.	These	find-
ings will be explored with the CEDP team to reduce medi-
cally	 incomplete	 files.	 System-based	 factors	may	 include	
the amount of time waiting for access. Research shows that 
increased wait times predict dropout from outpatient thera-
py	(specifically	Cognitive	Behavioural	Therapy)	for	eating	
disorders	(Carter,	2012).	

The	 literature	 also	 shows	 that	 lack	 of	 engagement	 may	
be	correlated	with	chronicity	of	 illness,	associated	mental	
health	 comorbidities,	 substance	 abuse	 or	 borderline	
personality	 disorder	 (Watson,	 Fursland,	 &	 Bryne,	 2013);	
factors	present	in	our	study	population.	

The second most common reason for referral closure was 
that patients did not meet criteria for the program. These 

Table 4. Patient Demographics 
Gender Referrals (n = 840)
   Female 778 (93%)
   Male 62 (7%)
Age (years)

   Mean age 25.2 (SD= 11.3)
   <14 71 (9%)
   14-18 245(29%)
   19-21 95 (11%)
    >22 429 (51%)
Reason for referral 

   ED symptoms- diagnosis unclear 306 (36%)
   BN 231 (28%)
   AN 176 (21%)
  ‘Other’ 52 (6%)
   AN and  BN 32 (4%)
   BED 21 (3%)
   No referral reason selected 15 (2%)
   Obesity 7 (0.8%)
Comorbidities 

   Psychiatric 469 (56%)
      Depression 270 (58%)
      Anxiety 234 (50%)
      Substance abuse 62 (13%)
      BPD 29 (6%)
      

   Medical 232 (28%)
   None 139 (17%)
ED: eating disorder; BN: bulimia nervosa; AN: anorexia nervosa; 
BED: binge eating disorder; BPD: borderline personality 
disorder. 

Figure 6. Illness Severity
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findings	 highlight	 a	 gap	 in	 a	 need	 for	 clearer	 criteria	
surrounding	patient	suitability.

The	 majority	 of	 referrals	 were	 made	 by	 female	 family	
medicine	 specialty	 physicians	 from	 Calgary.	 When	
interpreting	the	prevalence	of	referrals	by	female	physicians,	
we considered gender balance within specialties. Data from 
the	 Canadian	 Medical	 Association	 (CMA)	 Master	 files	
(2018)	show	that,	males	still	comprise	the	larger	component	
of	 family	 physicians	 (54%)	 and	 psychiatrists	 (55%),	
whereas	 females	 comprise	 the	 majority	 of	 pediatricians	
(60%)	 in	 Canada.	While	 our	 data	 reflects	 current	 gender	
distribution	patterns	for	psychiatry	and	pediatric	specialties,	
it	 does	 not	 for	 family	medicine.	The	 geographic	 location	
of referrals echo previous studies showing that practices 
that	are	relatively	close	to	an	eating	disorder	program	are	
associated	with	higher	referrals	(Hugo	et	al.,	2000).	Calgary	
physicians	 likely	have	more	knowledge	of	 the	CEDP	and	
thus	refer	more	frequently.	

	Interestingly,	there	was	great	diversity	in	the	specialties	that	
referred	to	our	clinic,	however	we	did	not	assess	whether	
patients	referred	by	these	met	criteria	for	the	program.	

The	majority	 of	 referred	 patients	 were	 females,	 with	 the	
proportion	of	males	vs.	 females	 in	 the	<14	year	 category	
being higher than other age categories. This parallels 
the	 literature,	 where	 young	 patients	 (<	 13	 years)	 are	 not	
predominantly	female	(Rosen,	2010).

While	 the	age	of	 referred	patients	 ranged	 from	five	years	
to	 69	 years,	 the	 majority	 were	 adults.	 This	 may	 reflect	
chronicity	of	eating	disorders	or	delay	in	seeking	treatment	
and	alludes	 to	 reports	 stating	 that	more	 than	fifty	percent	
of patients with anorexia nervosa remain ill at ten or more 
years’	follow‐up	(Waller,	Micali,	&	James,	2009).	

Regardless	of	age,	the	most	common	reason	for	referral	was	
eating	 disorder	 symptoms-	 diagnosis	 unclear.	 While	 this	
may	capture	the	formerly	termed	diagnosis	‘eating	disorders	
not	 otherwise	 specified	 (EDNOS)’,	 it	 may	 also	 reflect	
diagnostic	 ambiguity	 at	 the	 time	 of	 referral.	 Curiously,	 a	
proportion	of	referrals	(4%)	included	both	anorexia	nervosa	
and	 bulimia	 nervosa	 as	 reasons	 for	 referral,	 which	 are	
mutually	exclusive	diagnoses.	These	findings	highlight	that	
eating	disorder	detection	is	complicated.	Patients	may	not	
openly	 disclose	 their	 concerns	 for	 fear	 of	 consequences,	
denial	or	guilt	 (Waller	 et	 al.,	 2014).	Patients	may	present	
with	 non-specific	 medical	 or	 psychological	 complaints	
including	abdominal	pain,	weight	loss,	or	emotional	stress	
(Boule,	2002).	Moreover,	children	may	present	differently	
clinically	with	a	faster	rate	of	weight	loss	or	growth	failure	
as	a	manifestation	of	inadequate	nutrition	(Rosen,	2010).	

Overall,	routine	referrals	were	more	prevalent	than	urgent	
referrals,	 regardless	 of	 patient	 age	 and	 gender.	 Based	 on	
these	findings	 and	 triage	 scores,	 children	 and	adolescents	
(patients	<	18	years)	 in	our	cohort	were	not	more	acutely	
ill compared to adult patients at the time of referral. 

Table 5. Triage Scores 

Triage Score
Age categories  (years)  

Number of referrals
<14 14-18 19-21 >22 Total

0 1 (3%) 4 (2%) 3 (5%) 8 (3%) 16  (3%)

1 11 (26%) 48 (28%) 23(36%) 94(36%) 176 (33%)

2 16 (38%) 51 (29%) 22 (35%) 108 (42%) 197 (36%)

3 14 (33%) 46 (26%) 12 (19%) 33(13%) 105 (19%)

4 0 25 (14%) 2 (3%) 11(4%) 38 (7%)

5 0 1 (1%) 1 (2%) 6 (2%) 8 (2%)

Total 42 175 63 260 540

Table 6. Wait times to the CEDP
Age category Mean Wait Times (weeks) 

(years) 
<14 6.6 (SD=3.9)

14-18 6.8 (SD= 4.2)
19-21 9.0 (SD= 5.4)
>22 17.2 (SD=7.1)
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However,	 it	 is	 important	 to	note	 that	urgency	and	 ill	ness	
severity	 are	 multifactorial	 designations	 based	 on	 triage	
scores,	comorbidities	and	clinical	judgment.	There	may	be	
a	perceived	urgency	based	on	younger	age,	relating	to	the	
fact that the earlier the intervention the better the outcome 
for eating disorders. 

Our	 study	 showed	 that	 older	 patients	 (>19	 years)	 had	 a	
higher	 incidence	 of	 reported	 psychiatric	 comorbidities	
compared	 to	 younger	 patients	 (<18	 years).	 Depression	
and	anxiety	were	the	most	commonly	cited,	among	all	age	
groups.	Depression	and	anxiety	are	known	to	be	the	most	
prevalent comorbidities in patients with eating disorders 
(O’Brien	&	Vincent,	2003).	Previous	suicide	attempt	was	
noted	as	a	co-morbid	behavior	 in	3%	of	 the	patients	with	
psychiatric	 comorbidities.	 While	 suicidality	 and	 suicide	
attempt can be associated with co-morbid mental illnesses 
in	 patients	 with	 eating	 disorders,	 it	 is	 still	 important	 to	
note,	as	it	is	a	prevalent	cause	of	death	in	patients	with	AN	
(Pompili,	Mancinelli,	Girardi,	Ruberto,	&	Tatarelli,	2004).	

The wait times to the CEDP from time of referral to 
scheduled assessment are an average of 12 weeks. It is 
important	to	consider	that	some	of	the	delay	may	be	related	
to	 logistics	 outside	 of	 the	 program’s	 control,	 including	
delays	with	AMH	screening,	 laboratory	delays,	 physician	
availability	 for	 assessments	 and	 patient	 follow-through.	
Timely	 assessment	 of	 a	 patient	 is	 important	 for	 many	
reasons including optimization of patient outcomes and 
also potential reduction in dropout rate. 

This	 study	 had	 limitations.	 First,	 the	 reason	 for	 referral	
was	the	referring	physician’s	interpretation	of	the	patient’s	
issues.	 The	 reason	 for	 referral	 may	 not	 have	 correlated	
with	the	patient’s	final	diagnosis	after	assessment.	Second,	
the	 ‘patient	 refusal’	 category	 is	 a	 composite	of	medically	
incomplete	referral,	patients	missing	orientation	or	declining	
service.	 Stratifying	 these	 reasons	 would	 be	 valuable	 as	
different	 physician	 and	 patient	 factors	 could	 account	 for	
their	cause.	Unfortunately,	the	current	system	does	not	allow	
for	their	stratification	and	there	is	inconsistent	reporting	in	
the charts. 

Review	 of	 psychiatric	 and	 medical	 comorbidities	
was	 limited	 by	 physician	 report	 on	 the	 referral	 form,	
consequently	 we	 suspect	 underreporting.	Also,	 while	 we	
hoped to describe themes in medical comorbidities there 
was immense variation in medical conditions and no trends 
were ascertained.

In	conclusion,	we	have	described	the	referral	process	to	the	
CEDP,	described	who	refers	to	the	program,	who	is	being	
referred	 and	why	 are	 they	 being	 referred.	This	 study	 has	
highlighted	areas	for	improvement;	namely,	clarification	of	
program admission criteria. If program criteria were made 
more	explicit,	the	number	of	inappropriate	referrals	would	
be	reduced.	Finally,	gauging	patient	motivation,	readiness	
and	suitability	for	group	therapy	prior	to	referral	may	reduce	
the volume of patient refusal- including consideration for 

evaluation of readiness prior to formal assessment. Further 
research is required to assess possible predictors of patient 
motivation to better understand their follow-through. 

Future Directions 
This	study	has	served	as	a	foundation	for	future	research.	
Next	 steps	 include	 obtaining	 referring	 physicians’	
knowledge	 and	 comfort	 with	 identifying	 and	 managing	
eating	 disorders,	 in	 addition	 to	 their	 perspective	 of	 the	
current	 referral	process.	Understanding	perceived	barriers	
will improve the current process. It is our hope that the 
knowledge	gained	from	this	study	be	implemented	locally	
in the CEPD and aid other specialized eating disorders 
programs aiming to achieve improved access. 
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