
SummarySummary Recent reports andRecent reports and

guidelines that have animpactontheguidelines that have an impactonthe

managementof peoplewith eatingmanagementof peoplewith eating

disorders are summarised.The coredisorders are summarised.The core

competencies of everypsychiatrist shouldcompetencies of everypsychiatrist should

include: the ability to assess acute riskinclude: the ability to assess acute risk

(includingamedical evaluation) and long-(includingamedical evaluation) and long-

termprognosis, and to knowwhattermprognosis, and toknowwhat

treatments effectively address thesetreatments effectively address these

needs.needs.
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weremembers ofthe NICEguidelineweremembers ofthe NICEguideline

developmentgroup for the clinicaldevelopmentgroup for the clinical

guideline on eatingdisorders.guideline on eatingdisorders.

Two guidelines using an evidence-basedTwo guidelines using an evidence-based

medicine approach were published inmedicine approach were published in

2004 for the management of people with2004 for the management of people with

eating disorders: the National Institute foreating disorders: the National Institute for

Clinical Excellence (NICE) guidelines inClinical Excellence (NICE) guidelines in

the UK (National Collaborating Centrethe UK (National Collaborating Centre

for Mental Health, 2004) and the Austra-for Mental Health, 2004) and the Austra-

lian and New Zealand guidelines (Beumontlian and New Zealand guidelines (Beumont

et alet al, 2004). It remains for the recommen-, 2004). It remains for the recommen-

dations enshrined in these to be integrateddations enshrined in these to be integrated

into current medical and psychiatricinto current medical and psychiatric

practice.practice.

The eating disorders have notable psy-The eating disorders have notable psy-

chiatric and medical comorbidities andchiatric and medical comorbidities and

sequelae. Anorexia nervosa has the highestsequelae. Anorexia nervosa has the highest

mortality of all psychiatric conditions; thismortality of all psychiatric conditions; this

is a result of both physical ill health and sui-is a result of both physical ill health and sui-

cide. In recognition of these risks the NICEcide. In recognition of these risks the NICE

guideline states:guideline states:

‘The level of risk to the patient’s mental and‘The level of risk to the patient’s mental and
physical health should be monitored as treat-physical health should be monitored as treat-
ment progresses because it may increase ^ forment progresses because it may increase ^ for
example following weight change or at times ofexample following weight change or at times of
transition between services in cases of anorexiatransition between services in cases of anorexia
nervosa’ (National Collaborating Centre fornervosa’ (National Collaborating Centre for
Mental Health, 2004).Mental Health, 2004).

We explore the implications of these risksWe explore the implications of these risks

for psychiatrists.for psychiatrists.

THE PROBLEMSTHE PROBLEMS

The peak age at onset of anorexia nervosaThe peak age at onset of anorexia nervosa

is the mid-teens and that of bulimia nervosais the mid-teens and that of bulimia nervosa

is 2 or 3 years later. The average durationis 2 or 3 years later. The average duration

of anorexia nervosa is 6 years. Thus theseof anorexia nervosa is 6 years. Thus these

disorders span the transition between childdisorders span the transition between child

and adolescent and adult services. Bulimiaand adolescent and adult services. Bulimia

nervosa is the more common disorder butnervosa is the more common disorder but

anorexia nervosa requires more complexanorexia nervosa requires more complex

service resources as the associated medicalservice resources as the associated medical

risk is greater. However, there is littlerisk is greater. However, there is little

high-quality research concerning treatmenthigh-quality research concerning treatment

for anorexia nervosa.for anorexia nervosa.

On the basis of Grade A evidence (atOn the basis of Grade A evidence (at

least one randomised controlled trial asleast one randomised controlled trial as

part of a body of literature of overall goodpart of a body of literature of overall good

quality and consistency), the NICEquality and consistency), the NICE

guideline recommends that out-patientguideline recommends that out-patient

cognitive–behavioural therapy should becognitive–behavioural therapy should be

provided for bulimia nervosa, usually overprovided for bulimia nervosa, usually over

a 6-month period. In contrast, there area 6-month period. In contrast, there are

no Grade A recommendations for anorexiano Grade A recommendations for anorexia

nervosa and only one Grade B (well-nervosa and only one Grade B (well-

conducted clinical studies but no random-conducted clinical studies but no random-

ised clinical trials on the topic ofised clinical trials on the topic of

recommendation):recommendation):

‘Family interventions that directly address the‘Family interventions that directly address the
eating disorder should be offered to childreneating disorder should be offered to children
andadolescentswith anorexia nervosa’ (Nationalandadolescentswith anorexia nervosa’ (National
Collaborating Centre for Mental Health, 2004).Collaborating Centre for Mental Health, 2004).

Eating disorders are now commonlyEating disorders are now commonly

managed within mental health services,managed within mental health services,

with the addition of medical/paediatricwith the addition of medical/paediatric

services for those with high medical risk.services for those with high medical risk.

Treatment may need to be divided betweenTreatment may need to be divided between

services near the family and those at theservices near the family and those at the

place of higher education. Simultaneouslyplace of higher education. Simultaneously

patients may move from adolescent to adultpatients may move from adolescent to adult

services and away from parental involve-services and away from parental involve-

ment in treatment. The current organisa-ment in treatment. The current organisa-

tion of the health service does not take thetion of the health service does not take the

needs of older adolescents into account.needs of older adolescents into account.

Thus the admixture of risks, problemsThus the admixture of risks, problems

and age at presentation of these patientsand age at presentation of these patients

raises questions about transitions betweenraises questions about transitions between

services involved in the care of people withservices involved in the care of people with

eating disorders. Tiers of intensity/skillseating disorders. Tiers of intensity/skills

within different organisational structureswithin different organisational structures

and links between them have to beand links between them have to be

negotiated:negotiated:

(a)(a) general practice, four tiers of child andgeneral practice, four tiers of child and

adolescent mental health servicesadolescent mental health services

(CAMHS) and paediatricians;(CAMHS) and paediatricians;

(b)(b) general practice, secondary and tertiarygeneral practice, secondary and tertiary

general adult psychiatric services andgeneral adult psychiatric services and

physicians;physicians;

(c)(c) student services.student services.

We will discuss the difficulties that this en-We will discuss the difficulties that this en-

tails and suggest some tentative solutions.tails and suggest some tentative solutions.

WHERE ARE EATINGWHERE ARE EATING
DISORDERS MANAGEDDISORDERS MANAGED
WITHINHEALTHSERVICES?WITHINHEALTHSERVICES?

In the UK 20% of those with anorexiaIn the UK 20% of those with anorexia

nervosa and 40% of those with bulimianervosa and 40% of those with bulimia

nervosa are treated exclusively in primarynervosa are treated exclusively in primary

care (Turnbullcare (Turnbull et alet al, 1996). People with, 1996). People with

anorexia nervosa can present for treatmentanorexia nervosa can present for treatment

to CAMHS, paediatric, adult psychiatric orto CAMHS, paediatric, adult psychiatric or

student services. The approach to andstudent services. The approach to and

resources for eating disorders differ consid-resources for eating disorders differ consid-

erably between these organisations. Eatingerably between these organisations. Eating

disorders are considered ‘bread and butter’disorders are considered ‘bread and butter’

in CAMHS and student services. A recentin CAMHS and student services. A recent

survey of child and adolescent in-patientsurvey of child and adolescent in-patient

provision (for those aged 12–18 years) inprovision (for those aged 12–18 years) in

England and Wales reported that 20.1%England and Wales reported that 20.1%

of all beds were occupied by patients withof all beds were occupied by patients with

eating disorders; approximately half ofeating disorders; approximately half of

these were general adolescent beds and halfthese were general adolescent beds and half

were within specialist eating disorders unitswere within specialist eating disorders units

(O’Herlihy(O’Herlihy et alet al, 2003). Student services, 2003). Student services

manage many cases of bulimia nervosamanage many cases of bulimia nervosa

and a few cases of anorexia nervosa. Inand a few cases of anorexia nervosa. In

Oxford, 10% of female students had anOxford, 10% of female students had an

eating disorder at the time of study (Selleating disorder at the time of study (Sell

& Robson, 1998). In adult psychiatry,& Robson, 1998). In adult psychiatry,

community mental health services increas-community mental health services increas-

ingly function as ‘psychosis only’ services.ingly function as ‘psychosis only’ services.

Consequently, most of those with eatingConsequently, most of those with eating

disorders are managed within tertiary ser-disorders are managed within tertiary ser-

vices. Where there are limited eating disor-vices. Where there are limited eating disor-

ders services paediatricians and physiciansders services paediatricians and physicians

manage these individuals.manage these individuals.

The setting of services for people withThe setting of services for people with

eating disorders also varies between cul-eating disorders also varies between cul-

tures; in Germany, for example, they aretures; in Germany, for example, they are

frequently managed within the specialty offrequently managed within the specialty of

psychosomatic medicine.psychosomatic medicine.
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SERVICE TR ANS ITION IN EATING DISORDERSSERVICE TRANS IT ION IN EATING DISORDERS

TRANSITIONS: BRIDGINGTRANSITIONS: BRIDGING
THE GAPSTHE GAPS

Primary and secondary carePrimary and secondary care

The National Service Framework forThe National Service Framework for

Mental Health recommends that locallyMental Health recommends that locally

agreed care protocols be developed betweenagreed care protocols be developed between

primary and secondary care for commonprimary and secondary care for common

mental disorders, including eating disordersmental disorders, including eating disorders

(see http://www.rcpsych.ac.uk/college/sig/(see http://www.rcpsych.ac.uk/college/sig/

eatdis.asp for an example). The NICEeatdis.asp for an example). The NICE

guidelines recommend:guidelines recommend:

‘Wheremanagementis sharedbetweenprimary‘Wheremanagementis sharedbetweenprimary
and secondarycare, there shouldbe clear agree-and secondarycare, there shouldbe clear agree-
ment among individual healthcare professionalsment among individual healthcare professionals
ontheresponsibility formonitoringpatientswithontheresponsibility formonitoringpatientswith
eating disorders. This agreement should be ineating disorders. This agreement should be in
writing and should be shared with the patientwriting and should be shared with the patient
and, where appropriate, their families andand, where appropriate, their families and
carers’ (National Collaborating Centre forcarers’ (National Collaborating Centre for
Mental Health, 2004).Mental Health, 2004).

Secondary and tertiary careSecondary and tertiary care

Transition between tiers of services can beTransition between tiers of services can be

problematic, particularly for adult services.problematic, particularly for adult services.

Community mental health teams sometimesCommunity mental health teams sometimes

argue that they lack the skills to manageargue that they lack the skills to manage

such cases or that eating disorders fall out-such cases or that eating disorders fall out-

side their remit of managing severe mentalside their remit of managing severe mental

illness. This raises questions about the defi-illness. This raises questions about the defi-

nition of severe mental illness and the corenition of severe mental illness and the core

competencies required by these teams.competencies required by these teams.

Goldberg & Gournay (1997) suggested thatGoldberg & Gournay (1997) suggested that

anorexia nervosa fulfils several defininganorexia nervosa fulfils several defining

criteria of severe mental illness:criteria of severe mental illness:

‘. . . unlikely to remit spontaneously; associated‘. . . unlikely to remit spontaneously; associated
with major disability; . . . whose care will usuallywith major disability; . . . whose care will usually
involve both the primary and the communityinvolve both the primary and the community
mental health team; . . . have grossly elevatedmental health team; . . . have grossly elevated
standardisedmortality rate . . . will need at leaststandardisedmortality rate . . . will need at least
a brief admission’.a brief admission’.

Some individuals with bulimia nervosaSome individuals with bulimia nervosa

have serious comorbidity such as major de-have serious comorbidity such as major de-

pression and/or personality disorders. It ispression and/or personality disorders. It is

beyond the resources of specialist eatingbeyond the resources of specialist eating

disorders units to manage these complexdisorders units to manage these complex

cases single-handedly.cases single-handedly.

Family home and student abodeFamily home and student abode

Services are linked to primary care at theServices are linked to primary care at the

place of the family’s residence. The ideaplace of the family’s residence. The idea

of a patient having lengthy but flexible careof a patient having lengthy but flexible care

from two teams while they are students isfrom two teams while they are students is

an anathema to many service providersan anathema to many service providers

who prefer to remove patients from ‘theirwho prefer to remove patients from ‘their

books’ if they are out of the area for a per-books’ if they are out of the area for a per-

iod. Treatment for eating disorders cannotiod. Treatment for eating disorders cannot

be easily compartmentalised to fit withinbe easily compartmentalised to fit within

academic terms or holidays.academic terms or holidays.

The recent reportThe recent report The Mental Health ofThe Mental Health of

Students in Higher EducationStudents in Higher Education (Royal(Royal

College of Psychiatrists, 2003) provides aCollege of Psychiatrists, 2003) provides a

useful framework for resolving theuseful framework for resolving the

difficulties posed. Its list of recommenda-difficulties posed. Its list of recommenda-

tions includes:tions includes:

‘Local mental health teams and counselling and‘Local mental health teams and counselling and
medical services in HEIs [Higher Education Insti-medical services in HEIs [Higher Education Insti-
tutions] to work more closely together whentutions] to work more closely together when
jointly supporting those with severe mentaljointly supporting those with severe mental
health difficulties; to develop frameworks andhealth difficulties; to develop frameworks and
clear protocols for cross-referral which takeclear protocols for cross-referral which take
account of local mental health and counsellingaccount of local mental health and counselling
provision and expertise. Student counsellingprovision and expertise. Student counselling
services to participate in the care programmeservices to participate in the care programme
approach (CPA) for students when necessary,approach (CPA) for students when necessary,
although it must be recognised that studentalthough it must be recognised that student
counsellors are not mental health workers andcounsellors are not mental health workers and
cannot fulfil the role of CPAcare coordinator.cannot fulfil the role of CPAcare coordinator.

andand

An enabling policy to allow students to moveAn enabling policy to allow students to move
smoothly between home and university, to en-smoothly between home and university, to en-
sure continuity of NHS treatment (includingsure continuity of NHS treatment (including
CPA) and without arguments about whichTrustCPA) and without arguments about whichTrust
should pay’ (Royal College of Psychiatrists,should pay’ (Royal College of Psychiatrists,
2003: p. 55).2003: p. 55).

Child and adolescent mental healthChild and adolescent mental health
and adult psychiatryand adult psychiatry

The move between CAMHS and adult ser-The move between CAMHS and adult ser-

vices is not well defined. The timing ofvices is not well defined. The timing of

the transition is variable and sometimesthe transition is variable and sometimes

depends upon the complexity of the case.depends upon the complexity of the case.

The links are unclear – should CAMHSThe links are unclear – should CAMHS

link to community mental health teams orlink to community mental health teams or

to tertiary eating disorder services? Thereto tertiary eating disorder services? There

is often no procedure for managing thisis often no procedure for managing this

transfer, or local protocols dictate a path-transfer, or local protocols dictate a path-

way that is not always in the best interestway that is not always in the best interest

of the patient. A sudden change in treat-of the patient. A sudden change in treat-

ment ethos, towards increased individualment ethos, towards increased individual

responsibility, can be bewildering andresponsibility, can be bewildering and

dangerous for patients and their families.dangerous for patients and their families.

Parents can subsequently find that theyParents can subsequently find that they

are excluded from decisions about care.are excluded from decisions about care.

A recent intercollegiate report high-A recent intercollegiate report high-

lighted this issue. One recommendationlighted this issue. One recommendation

was thatwas that

‘For young people with mental health problems‘For young people with mental health problems
specific services should be available for those inspecific services should be available for those in
the16^19 gap. . .’ (IntercollegiateWorking Partythe16^19 gap. . .’ (IntercollegiateWorking Party
on Adolescent Health, 2003: p.40).on Adolescent Health, 2003: p.40).

The need for young people’s services toThe need for young people’s services to

bridge this important developmental inter-bridge this important developmental inter-

face has been recognised for people withface has been recognised for people with

psychosis. It is lamentable that this haspsychosis. It is lamentable that this has

not yet been addressed in many eatingnot yet been addressed in many eating

disorder services.disorder services.

CORE COMPETENCIESCORE COMPETENCIES
FOR PSYCHIATRISTSFOR PSYCHIATRISTS
INEATINGDISORDERSINEATINGDISORDERS

Three basic aspects of the management ofThree basic aspects of the management of

anorexia nervosa should be core competen-anorexia nervosa should be core competen-

cies for every general adult and child andcies for every general adult and child and

adolescent psychiatrist. These are theadolescent psychiatrist. These are the

ability:ability:

(a)(a) to estimate the acute risk posed by theto estimate the acute risk posed by the

disorder to the patient (in addition todisorder to the patient (in addition to

the standard psychiatric risk assess-the standard psychiatric risk assess-

ment, a brief medical assessment isment, a brief medical assessment is

required);required);

(b)(b) to determine the longer-term risk andto determine the longer-term risk and

prognosis from the clinical features;prognosis from the clinical features;

(c)(c) to assess the elements of care necessaryto assess the elements of care necessary

to address these needs.to address these needs.

Knowledge of the care required forKnowledge of the care required for

acute medical risk, if necessary using com-acute medical risk, if necessary using com-

pulsory treatment, is crucial.pulsory treatment, is crucial.

Acute riskAcute risk

A simple guide to the assessment of medicalA simple guide to the assessment of medical

risk in anorexia nervosa is available inrisk in anorexia nervosa is available in

appendix 7 of the NICE guidelineappendix 7 of the NICE guideline

(National Collaborating Centre for Mental(National Collaborating Centre for Mental

Health, 2004). The criteria for in-patientHealth, 2004). The criteria for in-patient

admission are given in the Australian andadmission are given in the Australian and

New Zealand guidelines (BeumontNew Zealand guidelines (Beumont et alet al,,

2004). The management of high-risk cases2004). The management of high-risk cases

is difficult and usually requires specialistis difficult and usually requires specialist

expertise.expertise.

Long-term prognosisLong-term prognosis

Skilled early intervention has a profoundSkilled early intervention has a profound

beneficial effect on the course of anorexiabeneficial effect on the course of anorexia

nervosa. A randomised controlled trialnervosa. A randomised controlled trial

showed that 90% of patients given an effec-showed that 90% of patients given an effec-

tive treatment (family therapy) within 3tive treatment (family therapy) within 3

years of illness onset had a good outcomeyears of illness onset had a good outcome

at 5 years (Eislerat 5 years (Eisler et alet al, 1997). Only 20%, 1997). Only 20%

of cases have a good outcome when treat-of cases have a good outcome when treat-

ment is given after 3 years of illness. Thement is given after 3 years of illness. The

Australian and New Zealand guidelinesAustralian and New Zealand guidelines

summarise the predictors of outcome atsummarise the predictors of outcome at

first referral (Beumontfirst referral (Beumont et alet al, 2004). Good, 2004). Good

outcome is associated with minimal weightoutcome is associated with minimal weight

loss (body mass indexloss (body mass index 4417 kg/m17 kg/m22), absence), absence

of medical complications, strong motiva-of medical complications, strong motiva-

tion to change behaviour, and supportivetion to change behaviour, and supportive

family and friends who do not condonefamily and friends who do not condone

the abnormal behaviour. Poor outcome isthe abnormal behaviour. Poor outcome is

indicated by vomiting in emaciated pa-indicated by vomiting in emaciated pa-

tients, onset in adulthood, coexisting psy-tients, onset in adulthood, coexisting psy-

chiatric or personality disorder, disturbedchiatric or personality disorder, disturbed

family relationships and a long durationfamily relationships and a long duration

of illness.of illness.
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Matching risk with intensity of careMatching risk with intensity of care

The NICE guideline (appendix 7) includesThe NICE guideline (appendix 7) includes

an evaluation of both the acute and long-an evaluation of both the acute and long-

term risk and a summary of servicesterm risk and a summary of services

required to match patient needs. For exam-required to match patient needs. For exam-

ple, people with severe unremitting anorex-ple, people with severe unremitting anorex-

ia nervosa (in common with other severeia nervosa (in common with other severe

psychiatric conditions) may require socialpsychiatric conditions) may require social

help, long-term psychotherapy, and crisishelp, long-term psychotherapy, and crisis

support for self-harm and rehabilitation.support for self-harm and rehabilitation.

Emergency admissions are needed whenEmergency admissions are needed when

there is acute medical risk. The NICEthere is acute medical risk. The NICE

guidelines recommend that:guidelines recommend that:

‘People with anorexia nervosa requiring inpati-‘People with anorexia nervosa requiring inpati-
ent treatment should be admitted to a settingent treatment should be admitted to a setting
thatcanprovidethe skilledimplementationofre-thatcanprovidethe skilledimplementationofre-
feeding with careful physical monitoring (parti-feeding with careful physical monitoring (parti-
cularly in the first few days of refeeding) and incularly in the first few days of refeeding) and in
combination with psychosocial interventions’combination with psychosocial interventions’
(National Collaborating Centre for Mental(National Collaborating Centre for Mental
Health, 2004).Health, 2004).

CONCLUSIONCONCLUSION

The NICE guideline provides evidence-The NICE guideline provides evidence-

based guidance for the management ofbased guidance for the management of

bulimia nervosa, usually within specialisedbulimia nervosa, usually within specialised

services or primary care. The best manage-services or primary care. The best manage-

ment of those with severe comorbidity isment of those with severe comorbidity is

unresolved. The complexities, transitionunresolved. The complexities, transition

and service interface issues raised by anor-and service interface issues raised by anor-

exia nervosa have implications for policyexia nervosa have implications for policy

and training. A number of documents,and training. A number of documents,

frameworks and guidelines relevant to eat-frameworks and guidelines relevant to eat-

ing disorders have recently been published.ing disorders have recently been published.

It is hoped that these will clarify the needsIt is hoped that these will clarify the needs

of this group and will facilitate a greaterof this group and will facilitate a greater

emphasis on teaching the core skills andemphasis on teaching the core skills and

competencies that all adult, adolescentcompetencies that all adult, adolescent

and child psychiatrists require, thus redu-and child psychiatrists require, thus redu-

cing some of the confusion, fear and avoid-cing some of the confusion, fear and avoid-

ance that surround these disorders.ance that surround these disorders.

Services need to clarify treatment poli-Services need to clarify treatment poli-

cies for anorexia nervosa and to liaise withcies for anorexia nervosa and to liaise with

medical colleagues about protocols for themedical colleagues about protocols for the

management of those at high risk. A clearmanagement of those at high risk. A clear

understanding of the problems is necessaryunderstanding of the problems is necessary

and good collaboration and communica-and good collaboration and communica-

tion between services are paramount.tion between services are paramount.

Finally, there needs to be an acceptanceFinally, there needs to be an acceptance

that anorexia nervosa is a severe and endur-that anorexia nervosa is a severe and endur-

ing mental illness with a high morbiditying mental illness with a high morbidity

and mortality warranting considerationand mortality warranting consideration

throughout psychiatric services.throughout psychiatric services.
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