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What outpatient treatment options are available for EDs?

How do individual outpatient ED treatment options differ?

What treatment options are age, trait and temperament  -related?
What types of eating disorders benefit from different therapies?
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The National Practice
Standards for EDs
(underpin the new
Australian
credentialing system)

https://www.nedc.com.au/assets/NEDC-
Resources/national-practice-standards-
for-eating-disorders.pdf

sional support to those who are learning to self-manage their recovery from an
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Core competency area Functional group

Early identifiers

1. General knowledge of the clinical Required
features of eating disorders,

common treatments and the

individual experience of recovery

. Ability to identify warning signs of | Required
ating disorders and disordered

ating and to conduct initial

2
e

3. Ability to engage the person with
an eating disorder and family in a
non-judgemental manner and to
motivate engagement with and refer
to relevant health services and

recovery

5. Ability to contribute to multi-
disciplinary team assessment, care
planning and treatment within scope
of usual professional role

6. Knowledge of current clinical
practices and standards in the
treatment of eating disorders

7. Ability
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professionals

Required

Required

Required

Required

Required

Required
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Require

Required
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Common components of ED treatment

1. Medicalstabilisation
2. Restoration of weight/nutritional rehabillitation

3. Psychotherapy
FBT if < 18 years old (o0Maudsl
CBT-ED CognitiveBehaviourTherapy
SSCM Specialist Supportive Clinical Management

MANTRA Maudsley Model of Anorexia Nervosa Treatment
for Adults

IPT Interpersonal Psychotherapy

DBT Dialectical Behaviour Therapy where personality
vulnerabillities, suicidal or selfhjurious behaviour
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NICE Guidelines for outpatient treatment
OpthﬂS (2017) www.nice.org.uk/guidance/ng69
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Anorexia Nervosa s

Q
AAdults: CBT -ED or MANTRA or SSCM i
AChild and Youth: FBT or CBT -ED (2nd) o

S

£
Bulimia Nervosa e O

Experiments *Quality

AAdults: GSH or CBT -ED (2nd) i PsteeGome: et

Studies sConnennun Burden

Statements *Qualitative

AChild and Youth: Family therapy (with ED focus) or CBT ~ -ED (2nd) Studies

Binge Eating Disorder
AAdults and Child/Youth: GSH or Group CBT -ED (2nd) or CBT -E (3')

OSFED: oconsider using the treatments for the EL



Components elements in effective ED treatments

APsychoeducation about the disorder

Alnclude monitoring of
d weight
0 mental and physical health and
d any additional risk factors

AAre multidisciplinary and coordinated
between services

Alnvolve the person's family members or
carers (as appropriate)

AEstablish treatment non negotiables

Hannan, R. (2013). The Triangle of Care: carers included.
Journal of Public Mental Health.



1. Surprises are minimized

2. There is a sound rationale that is clearly : N On =

explained :
Negotiable
3. The NN is implemented consistently Ph | IOSOphy

dMandatory treatment
components 6

Allows us to align ourselves with
the person vs the problem

4. Client autonomy is maximized

NNs are the way of maintaining safety, consistency

and effectiveness within teams

Geller, J., & Srikameswaran, S. (2006). Treatment non-negotiables: Why we need them and how to make them work.
European Eating Disorders Review: The Professional Journal of the Eating Disorders Association, 14(4), 212-217.



Stepped care/treatment sequencing

5 Inpatient: medical stabilisation, nutritional
rehabilitation, discharge planning
4 Residential: Wandi Nerida (B -FREEDT)
based on Carolyn Costin model
3 Day-hospital/ Day program
2 Intensive outpatient: FBT / CBT / SSCM / MANTRA
1 Outpatient: CB GSH/CBT/ SSCM

If you only have a hammer, you will treat everything as a nall.
Maslow



How services assess and decide
treatments for EDs

Duration Symptoms
Brief/enduring/relapsing Stable/unstable/mixed
Complications Other problems
Acute/chronic/late Physical/mental/social
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level of care e

; i Day, Partial Hosp, Qutpatient with
Outpatient Outpatient F{Eﬁ:ggggg{ or Inpatient Support
Fecus: RECOVERY Focies: ENGAGEMENT Focus: RECOVERY Facus: QUALITY OF LIFE
CBT/SSCM/ MANTRA/ ? MANTRA/
MANTRA SSCM? SSCM?

Geller, J., Isserlin , L., Seale, E., lyar, M. M., Coelho, J. S., Srikameswaran , S., & Norris, M. (2018). The Short Treatment Allocation Tool for Eating
Disorders: current practices in assigning patients to level of care. Journal of eating disorders, 6(1), 1 -6.



The (neuro)biology of EDs

AGenetic research show that genes contribute to EDs

AGenes cause traits, and several studies show people with
eating disorders share traits and that these traits existed
before the disorder developed

AThese traits also help to maintain the disorder ( eg
perfectionism, obsessionality, high achievement oriented,
anxious temperament)

ABrain imaging studies have also shown differences in the
parts of the brain involved in eating in people with EDs

AModern consensus is that there are strong genetic and
neurobiological factors that cause and maintain EDs

Hill, L., Peck, S. K., Wierenga, C. E., & Kaye, W. H. (2016). Applying neurobiology to the
treatment of adults with anorexia nervosa. Journal of eating disorders, 4(1), 1 -14.



Temperament informed treatment for AN

A Common traits (Eot everyone has every trait, but they tend to co  -occur in
individuals with ED) include: being rule bound = food rules, sensitivity to
punishment = seeing everything as critical, etc

A These can be both destructive (in the ED) and constructive in life

A Because of thisTBT-S doesndt necessari/|l attempt t
temperament but instead use strategies that are congruent with and even
capitalise on these personality strengths

A For example, if someone likes structure and order and predictability, you
could spend years in therapy trying to get them to be more flexible, easy
going, and more tolerate uncertainty

A OR, you could help them find ways to utilise being more structured, and
ordereczld a?d make life as predictable as possible structuring treatment
accordingly

A For example, establishing treatment contracts, utilising lists and instead of
open ended questions offering only 2 -3 multiple choice options for decisions

Laura Hill, Walter Kaye et al



CBT treatment for EDs

CBT-E MAP

Stage One - Starting Well

Stage Two - Taking Stock

i

| Stage Three Stage Three Stage Three
! Body Image Dietary Restraint Events, Moods and Eating

Stage Three - Setbacks and
Mindsets

Stage Four —Ending Well

Fairburn, C. G. (2008). Cognitive behavior therapy and eating disorders. Guilford Press.



heory behind CBT

Transdiagnostic O0coO
psychopat hol ogy o of Situation
and is:

» Thoughts -«

A The over evaluation of shape and
weight (on self worth) and over | |
Investment in controlling shape | Behaviour - | * Emotions
and weight |

Bodily _
sensations

éewhich 1 n the 1 ndi
characterised by severe
disturbances in eating

Fairburn, C. G. (2008). Cognitive behavior therapy and eating disorders. Guilford Press.



Cognitions

(A) ‘I binged last night,
so | cannot eat until this
evening, to avoid weight
gain’

(D) ‘My body is betraying
me by wanting food
today’

(F) ‘1 am going to put on
Emotions lots of weight Behaviour

(A) 'l am ashamed of having (B) Restriction of food
binged last night intake, especially

(C) Unstable mood carbohydrate

(D) ‘l am scared of eating (E) Binge eating

today’ (G) Vomiting

(F)l hate myself for (1) Possible further binge
bingeing due to high insulin level in

(H) ‘I hate myself for system

vomiting’ Biological status
(A) Hunger
(C) Starvation

(C) Low functional
serotonin

(F) Too full

(H) Risk from purging
behaviours (e.g. low
potassium; high insulin
level)




