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Guiding Principles

Multidisciplinary specialist care essential to positive outcome
Evidence based practice and treatments central
Developmentally sensitive to medical and psychological needs

Family focused, inclusive and enabling

DA o

Intensity and support to target illness complexity
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What we know?

Key issues

* Specialist vs generalist care
» Systems support

* Treatment efficacy
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REGULAR ARTICLE (CE ACTIVITY)

Comparison of Specialist and Nonspecialist Care
Pathways for Adolescents with Anorexia Nervosa and
Related Eating Disorders

Jennifer House, PhD' ABSTRACT

Ulrike Schmidt,PhD, D CHISN I P o oo
Meghan Craig, CPsychol’ ices and investigate how direct access 1o
sabine Landau, PhD* these affects ratcs of referral, admissions
Mima Simic, MD* for inpatient treatment, and continuity
Dasha Nicholls, MD* of care

Pippa Hugo, MRCPsych® I Grear London revospecimel tent
Mark Berelowitz, FRCPsych”  {4"00clccents who presented with an

Ivan Eisler, PhD"*

neerning service use were col-
lected from clinical casenotes.

Results: In arcas where specialit out-
2012 patient services were available, 2-3 times
more cases were identified than in arcas

N=378 (34 services)

without such services. Where initial out
patient treatment was in specialist rather
than nonspecialist services, there was a
significantly lower rate of admission for
inpatient treatment and considerably
higher consistency of care.

Discussion: Developing specialist out
patient services with direct access from
primary care is likely 1o lead o improve
menis in treatment and reduce overall
costs. © 2012 by Wiley Periodicals, Inc.
Keywords: adolescents; anoreia. nencs
care pathways; inpatient treatment; outpatient

reatment;senice organization

(int Eat Disord 2012; 45:949-956)

Specialist services -
* Identify 2-3 more cases
*  Lower rates of inpatient admission

« Higher consistency of care

Specialist service = >25
new ED referrals, MDT,

one person with

experience treating ED’s,
expertise to deliver EBT

Cost by care pathway

Figure 1 - Direct healthcare costs by care
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Schmidt et al (submitted) paper
Data from Eisler & Simic 2014 Submission to the House of Commons Health Select Committee
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Inpatient and outpatient costs

Figure 2 - Average outpatient and inpatient costs

by care pathway
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BRIEF REPORT
The Effectiveness of Family-Based Treatment for Full and
Partial Adolescent Anorexia Nervosa in an Independent
Private Practice Setting: Clinical Outcomes
Mandy Goldstein, DPsych AsstRACt restment. 459% of the sample demn
(Clin)'* Mean sessions 14.14
Stuart B. Murray, DClinPsych,
P N Tt S B, S e (9119
" s e Ireatment (9 i consdred fet. ychopathoo
Scott Griffiths, PhD’ e cutpten approach, Wih o FONT o e deminain | DTOP OUT Fate 28%
Kathryn Rayner, MClinPsy/PhD'  verce s [t G
Jessica Podkowka, DPsych has slerimed o specli semics i1 15 e wider avadabily of evidence
in)® rnbipadet ;7;:;,3»“{;"> G remments. These weght s
Joel E. Bateman, Bachelorof e series of adolesce oo o iy s o b
Psychology (Honors)* private pracice setting treatment settings, © 2016 Wikey Periodi-
Andrew Wallis, MFamTher* Method: Tyl adlcens i
Christopher . Thornton, M 51 . e Keywords: g drorders anorsa
Pych’ e a1 prériment and_pot. Do  westmen: ado.
e e v o e e
i 30 xpecicd by weigh, o and
catingpabeiony i) o isond 2016:00000-000)
Results: St weight gin was
abserved from preteatment (o pos
2016
N=34
* Admission % EBW 82.72 (7.28)
« EOT 45.9% EBW > 95%;89% EBW > 85%
*  Comorbid rate 54.1%
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REGULAR ARTICLE

Understanding the Uptake of Family-Based Treatment
for Adolescents with Anorexia Nervosa: Therapist

Perspectives
'*""";;‘(,g';:""e'r MD, Msc, Objective: To explore and _describe.
RCPC a therapists_perceptions. of the. faclors
Melissa Kimber, MSW'" affecting their uptake of family-based
Susan Jack, PhD>* reatment (FBT) for adolescents with ane-
Alison Niccols, PhD" roia neosa (AN)
Sherry Van Blyderveen, PhD'?  method: rundamental e

Gail McVey, PhD*®

keywords, phrases, and themes

2013 Results: Therapis face several barirs

to the implementation of FET. dvided

N=40 broadly into nterentionl, organizatonsl

intespersonal, patienfamily, systemic, and

effective  dissemination and raini
Stratesies is ertical 1o ensuring patients
receive the best possible care. © 2012 by
Wiley Periodicals, Inc.

Keywords: family-based  treatment
evidence-based practices; qualitative

(it Eat Disord 2012; 00:000-000)

Poor fidelity is the rule rather than the exception!

Not one therapist included

* Weighing patient, Family meal, Providing nutritional guidance

without involving a dietician

EMPIRICAL ARTICLE

cli

ian Adherence to Guidelines in the Delivery of
Family-Based Therapy for Eating Disorders

. AvsTEacr indvidun thecapy b usig an FoT
Stacey Kosmerl, BA oy ol 1 e et By was
Glenn Waller, DPhil Lot vy o o i i gt arencs 1

Adele Lafrance Robinson, PhD'™* ey of evidencebasel treatments. This  ommended techniques. Clmcian cace-
sty cxgors s phenomenon i e o and ansety e asocatod Wi

differences in the se of spedfc FBT
Cating dorde, and the inican chara
ferstics that might explin such therapist
. ek P iscussion: Consstent with previous

research regarding dinicians’use of olher

Method: The paricpants were 117 clini- therapies, th delvery of FBT for the cat
ing disorders s ot homogeneaus.

Conclusion: Further investgaton of this

henomenon = needed 1o determine

the impact of deviating from reatment

ot f BT sl 30078 on e leananes of 151 1o
o e dboden 3004 e P
)

Results: The use of core FBT tasks was
higher than for oher therapies, but here Keywords: family-based treatmen,

were sl noleworthy gaps bebween rec.  evidence-based  practice;  eating
ommended and reporied | pracice.  disorders
Approimat third ol dinicians

10t €at Disord 2014; 00:000-000)

2014
N=117
*  Use of manual related to use of specific techniques

¢ 57% or less focused on each core elements 90-100% of the time
*  30% deviated substantially from model

protcok, ohen appearing 1o be on an

Wallis

2014 Do not use without permission

Specialist LHD teams

* Identified people (medical and non-medical)
N knowledge development
* Identified ‘expert’
¢« Standardized approaches
*  Assessment
*  Admission
+ Identified sequence of care (clinical pathway)
*  Organisational support and recognition
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A randomized controlled trial of in-patient
for ia nervosa in medically
unstable adolescents

ORIGINAL ARTICLE

o613 © Cabrdge Univensiy Prss 204

5. Madden' Wheatley™, A. Walls', M. Koha'*, J. Lock’, D. Le Grange", B. o,
. Gl . Rhoder T nd'. Touye”

4 ok of i, o G Ui, A

Background. Anorexia nervosa (AN) is @ serous disorder incurring high costs du o hosptaizaton. Intemational
tnetments vary, with prolonged. hospitalizaions i Europe and shorter hospitalzations in the USA. Uncontrllod
s s  ewer sdmissions

han shorter hosptlizatons with lower discharge weights. This study aimed o compare the cffctvencss of
weight AN.

We performed a randomized contelld trial (RCT) with 52 adolescnts, aged 12-18 years, with a DSMLAV
diagnosis of AN and medical Instaily, admitted to two pediatric unts in Australa. Paréicpants were randomized
oo hospalzation o MS ol sl o WR 1o 9% xecd body weigt (34 o ender

age and height boih outpatient, manul ly-based tratment (FBT).
Results. . he
welght (95 EBW) and a global Eaing Disorde Examination (EDE) scor within 1 sandard deviaton (s of

o moderators of primary outcome bul particpants with hgher eating peychapathology snd compulive feaures
reported beter cinial cuteomes i the MS grovp.

Condusions. Outcomes S or WR
sl from combining shorte haspitalzation ith FBT
Receined 9 Noveter 2013; Revisd 30 May 2014 Accpted 6 e 2014
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Background

+ Treatment costs in anorexia nervosa (AN) are among the highest for all
psychiatric disorders due to the extensive use of hospitalization.

*  While hospitalization for management of acute medical instability is
essential to preventing morbidity and mortality the benefits of further
hospitalization for weight restoration are unclear.

*  Findings from uncontrolled studies are contradictory with some
suggesting that hospitalization to near normal weight decreases the need
for hospitalization over the course of the illness (Steinhausen et al.,
2008), others suggesting outcomes are identical for in and outpatient
treatment (Gowers et al., 2007) and hospitalization is associated with
poorer outcomes (Gowers et al., 2000).
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Hospitalization

International average length of stay for adolescents:

¢ Iceland — 129.7 days

* France — 135 days

¢ United Kingdom — 106.4 days

« United States (hospital) — 16 days (limited by cost)
¢ United States (residential) — 83 days
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Aim

To compare the effectiveness of different in-patient treatments in
medically unstable adolescents with AN prior to outpatient
manualized Maudsley Family Based Treatment (FBT) by
conducting an RCT comparing brief hospitalisation for medical
stabilisation (MS) to hospitalisation for weight restoration to 90%
expected body weight (EBW).
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Inpatient
admission

Medical Weight
Stabilization Restoration
(MmS) (WR)

Randomization

Hospitalization
until weight
restored (approx.
2-3 weeks). Goal 6-10 weeks). Goal
weight at least Family- weight at least
75%EBW Based 90%EBW

Hospitalization
until medically
stable (approx.

Treatment
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Inpatient Treatment

Specialist multidisciplinary treatment team adolescent medical ward

Inpatient refeeding

Individual supportive psychotherapy twice weekly

of comor!

Psychiatric g

Lenient behavioural program

Eating disorder group program(recreational and socialisation)

Hospital School

Physiotherapy program (three times weekly)
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Noctural (20:00 - 06:00) nasogastric
feeds (1kcal/ml) at 1000ml per day
(~100 ml/hr) + supported meal plan
(1500~ 1800 keal/day)

Day 1-7

Any mail meals or
snacks not finished
are exchanged by
equivalent amount
of supplemental
feeds then ceased

Noctural (20:00 - 06:00) nasogastric
feeds (1kcal/ml) at 500m! per day (~100
mi/hr) + supported meal plan
(2100 - 2400 keal/day)

Day 8-14

Madden, 5., Miskovic-Wheatley, 1., Clarke, S., Touyz, S., Hay, P., Kohn, M. (2015). Outcomes of a Rapid
Refeeding Protocol in Adolescent Anorexia Nervosa. Journal of Disorder
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Outpatient Treatment

* Maudsley Family Based Treatment (20 sessions)
* FBT sessions recorded (video)
¢ 5% of recorded sessions were randomly assessed for

treatment fidelity

Lock, J., Le Grange, D., Agras, W. S., C. Dare. 2001. Treatment manual for anorexia nervosa: A

family-based approach. New York: Guildford Publications, Inc.
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Hospital use

* No difference in Chart Title
readmission episodes or
readmission days following
the initial admission

® Initial Admission (Days)

= Readmission (Days)

* Significantly greater total
admission days used in the
WR arm (65.5(WR) vs.45.2
(MS) p<0.05)
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[<=ms| 7728 84.4 95.2 93.9 955
|mwr| 7925 %2 931 93.7 936
* Significant difference that set by protocol
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Eating Disorder Examination

=MSs
= WR
Admission Discharge Session 20 FBT 6 mth FU 12 mth FU
Significant reduction in both groups,
However shape and weight concerns prevail
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Conclusions

Longer initial hospitalizations aimed at WR did not reduce the need for
hospitalization over the course of the illness or improve outcomes
compared to brief admissions for MS when combined with outpatient
FBT

More total hospital days and more post protocol FBT sessions were
used in the WR group

Difference in hospital usage has financial implications
« Australia ($1,340/day) - Cost difference of $26,800 (AUD)

© USA: ($3,840-$4254.75/day) — Cost difference of $77,000 -
$85,000.00 (USD)
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Next Step

* Reviewed data to look for early indicators of remission in
FBT to separate out those who need standard FBT from
those who needed higher levels of care
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BRIEF REPORT

Early Weight Gain in Family-Based Treatment
Predicts Greater Weight Gain and Remission at the End
of Treatment and Remission at 12-Month Follow-Up in

for Adolescent Anorexia Nervosa

Sloane Madden, MBBS (Hons) ~ ABSTRACT

Objective: To Identify whether carly
FRANZCP'*

weight gain in family-based treat-
Jane Miskovic-Wheatley, ment (FBT) predicted greater weight
DCPIMSC™ and remission at end of FBT and 12

. month follow-up.
Andrew Wallis, MFamTher"
Method: Eighty-two adolescents, with

Michael Kohn, MBBS, FRACP™ anorexia nervosa, participated in a
Phillipa Hay, PhD® randomized control tial comparing brief

Stephen Touyz, PhD® hospialization for mecical stabilzation "™
and hospitalzation for weight restoration  Discussion: Early weight gain has poten
10.90% expected body weight (FBW) (111, ial o distinguih likely responders in FBT

- offering the potential 1o improve out-
comes. © 2015 Wiley Periodicals, Inc

combined set. Binary logistic regression  treatment optimization; long-term
was used 1o control fo outcomes
arm effect in combined se

Results: Weight e than (In Eat Disord 2015; 00:000-000)

18 kg at FBT Session 4 predicted

Aim

To identify whether early weight-gain in FBT predicted higher
weight and remission at end of FBT and | 2-month follow-up
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Statistical Analysis

* Receiver-operating characteristic (ROC) analyses were
conducted with a cut point selected for comparable
sensitivity and specificity

* For each analysis the cohort was separated into a high gain
(HG) and a low gain (LG) group
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Results

* Length of hospitalisation and %EBW at commencement of

FBT had no significant impact on rates of remission at end of

FBT and 12-month follow up

* ROC coordinates indicated an optimal cut-point of a |.8kg
weight gain at week 4 of FBT to differentiate the:

+ LG (n=45 (65%) M=0.13: SD=1.23kg)
+ HG (n=24 (35%) M=3.34: SD+1 56kg)
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End of FBT Outcomes

* HG group had a significantly higher %EBW (p<0.05)
* HG (M=99.18:5SD=6.93%)
* LG (M=92.79:SD=7.74%)

* HG had has a significantly higher rate of remission (strict)
(p<0.05)

* HG = 46%
s LG=11%
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12-Month Follow-Up

* No significant difference in %EBW between HG and LG
groups
* Difference in remission (strict) approached significance
(p=0.07)
* HG=54%
c LG=29%
* HG had a significantly higher rate of remission (broad) than
LG (P=0.05)
*+ HG=63%
* LG =36%
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Conclusions

* A weight gain of 1.8kg by Session 4 of FBT predicted higher
%EBW and remission (strict) at end of FBT and remission
(broad) at 12-month follow-up.

* Early weight gain as a predictor of remission (strict)
approached significance

* Early weight gain has the capacity to distinguish those who
are likely to respond to standard FBT from those who may
benefit for increased treatment intensity offering the
potential to improve treatment outcomes
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