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1- FOREWORD FROM THE EDITORS

Dear Colleagues,
As you will read, we have had a splendid response to the call for contributions particularly from the trainees. Winners of the bursary prizes for the autumn annual meeting describe what attracted them to apply and what they got out of the experience. Some trainees have reflected on their experience of working in the field and others have shared their audit findings. A book review is a welcome addition which we hope will become a regular feature: depends on you!

We have included a variety of updates and news from the Section and College. Is there anything else to add? Perhaps a letters section to encourage debate and discussion of topical issues or just to comment on what you have read? Let us know.

By the time the October Newsletter is out, we hope to have handed over the baton to the new Editor and Co-Editor as both of us step down from the executive committee. It has been an interesting and rewarding experience as well as an opportunity to work along with a highly committed  group of senior psychiatrists and College staff.

Happy Easter

Dr Sylvia Dahabra                                                      


Dr Jon Arcelus

Editor                                                                          


 
Co-Editor

Sylvia.Dahabra@ntw.nhs.uk                                    



J.Arcelus@lboro.ac.uk
2- FOREWORD FROM THE CHAIR 

As I am writing this, spring is definitely here. I am very much aware that this will be my last letter as Chair of the Section, as I am demitting from office at the end of June.  I have felt very privileged to have been the very first Chair of the Section of Eating Disorders. It has been very exciting to see the Section develop and grow over these last 4 years. 

I have very much enjoyed working with a brilliant team in the Section’s Executive, supported first by Jo Grim and now Alex Crowe from the College. The combined energy and determination of this group to make things happen has been totally inspiring. Thank you to all of you for your hard work! 

We are also saying good-bye to several Exec members who are also stepping down, namely Sylvia Dahabra, Tony Jaffa, Dasha Nicholls, Jon Arcelus and Sarah Cassar.  A special ‘thank you’ goes to Tony. As you all know, Tony started QED, and has chaired it until now with tremendous energy and wisdom. Having completed development of the quality standards, he will now hand over the QED baton to Frances Connan.  

Soon, the new members on the Executive will arrive and I wish the new ‘boys and girls’ as much fun as I have had being part of such a great group of people. John Morgan, as the incoming Chair, will - I am sure - take the work of the Section to new heights, i.e. towards faculty status. 

Several people have asked me what is happening with the revision of CR 87. This, for a period of time, was my personal ‘skeleton in the cupboard’, but I am very pleased to report that the report was submitted to the College for approval two months ago and should be coming out soon. Thank you to all of you who contributed. We are also very much looking forward to the publication of the junior Marsipan report produced by Dasha Nicholls and colleagues. 

Hoping to see many of you at the Section’s Annual meeting in November. 

Best wishes,

Ulrike Schmidt , EDSCET Chair







3- EDSECT UPDATE
Section builds new network of College Regional Representatives
Each of the College Divisions has a Regional Adviser, who represents the College on all matters relating to postgraduate education in psychiatry locally.  They also work with employers to develop job descriptions for Consultants, Specialty Doctors and Associate Specialist Grades, and assess and approve job descriptions before posts are advertised.  Each Division can also appoint Regional Specialty Representatives (or “Regional Reps” for short) to support and advise the Regional Adviser in this latter role, as well as taking on other related tasks as appropriate, providing a link between their Faculty/Section and their Division. 

The Section Exec has for some time had designated representatives of each of the College’s geographic Divisions on an informal basis.  With the Eating Disorders specialty now firmly established as a Section, the Exec has now asked all the Divisions formally to appoint Regional Reps, who will take over from the previous informal Divisional representatives and also help assess and approve job descriptions.

Recruitment to the Regional Rep posts is now well underway, and it is expected that all the new Regional Reps will be invited to contribute to the Section’s annual strategy day on 15 July, and that once they are all in post, they will want to consider how to make the most of this new network and resource for the specialty.

In-patient services activity, Access to services & Availability of psychological therapies
The Section has led development of a multidisciplinary Eating Disorders Quality Assurance Initiative, QED.  This will operate across age ranges and also across inpatients and community services, producing a set of standards against which services will be measured.  Quality of inpatient service activity, access to evidence-based psychological therapies and speedy access to specialist services are specifically measured in the proposed standards. 

Engagement with service users and carers
The Section has established a formal collaboration with the main representative body of service user and carers, BEAT, with representation on the Executive Committee. This has resulted in joint initiatives, including proposals for a new editorial code to end media promotion of a thin body ideal. By speaking together, our voices have carried greater authority than alone. 

Issues pertaining to families were addressed in a joint national conference with the Child and Adolescent Faculty, in February 2011, exploring the role of families in treatment across the ages. This exemplifies EDSECT’s desire to foster understanding and collaboration across boundaries in health care, and research to improve patient care.
Linking mental and physical health
The MARSIPAN report represents new guidelines published by the Royal College of Psychiatrists and the Royal College of Physicians to reduce the number of avoidable deaths of patients with severe anorexia nervosa on general medical units, giving clear guidance to health care professionals on the correct management of combined mental and physical health issues (College Report 162).

Links between obesity, mental health and eating disorders were explored in a national conference delivered by EDSECT in Autumn 2010 that was well attended by health care professionals from all disciplines.

And for your diary

Our next annual meeting will be addressing prevention & early intervention for eating disorders. As public sector spending cuts begin to bite, can new approaches to treatment improve outcomes and reduce health care costs? Again, we will be drawing on expertise from outside the field of eating disorders to broaden the perspective and encourage collaborative learning.
4- EDSECT, ANNUAL TRAINEE BURSARY 2010 
My application for the 2010 trainee bursary was borne out of a combination of clinical interest, and academic curiosity. As a psychiatry trainee, I had the privilege, of working as a ST2/SHO with Professor Ulrike Schmidt at the Maudsley/IoP. As part of my rotation, I undertook a CBT case, around a patient with Binge Eating Disorder (BED) with significant body weight issues. I was astounded at how resistant she was to motivational psychological techniques. Her painful struggle, stemming from a young age challenged my perceptions of obesity and binge eating, both from a biological and psychological perspective. The theme of the Eating Disorders Section Annual  Meeting  'Obesity and Eating Disorders: Why do Eating Disorders services give the obese a bypass?' aroused my interest about an issue that I was beginning to ponder in my clinical experience since my initial ED SHO placement. 

I hoped to get an overview of a multi-professional approach to the perception of obesity management within eating disorders psychiatry, and an appreciation of the neurobiological advances relating to aetiology, as well as psychological techniques in relation to management. The conference certainly fulfilled these expectations. I was greatly impressed by Dr Rachel Batterham’s talk on the neurobiology of eating, and furthermore, was surprised to listen to one of my former surgical tutors at medical school – Mr Alberic Fiennes, talking on bariatric surgery, obesity and binge eating – at a psychiatry conference! Overall – I thoroughly enjoyed the day, and feel that such a topical issue, of national importance was well covered by a truly diverse multi-professional set of speakers.

I feel it important to point out, that a trainee bursary such as the one I received is important in continuing to incentivising trainees. With the current recruitment crisis facing psychiatry, it is vital to stimulate and nurture interest in both eating disorders, and psychiatry, at every level of training. The experience has been thoroughly useful to me, in not only gaining a greater understanding of the complex issues posed by our current lack of understanding about the aetiology (and therefore management) of obesity (though this is changing), but also in empowering me to disseminate my learning.

Currently, I work in a busy general adult CMHT in Lambeth, as part of my higher training rotation at the Maudsley. It isn’t often that we see eating disorders, in an area plagued by poverty, drug use and psychosis. However, the amount of obesity related psychological problems we see are increasing. As such, I was able to speak with the team psychologists about the conference and add to their body of knowledge about specific treatment approaches. In addition, the amount of patients having had/considering bariatric surgery is also increasing. I was able to disseminate my learning to MDT staff by explaining the relevant surgical options in bariatric surgery as well as the current evidence about them. Finally, I have disseminated my learning by discussing ‘obesity’ as a case with medical students in my organised, case-based learning sessions. This served to challenge pre-existing perceptions, and raise awareness of the fact that, whatever field of medicine they choose to go into, that this is a clinical problem that they need to be aware of, and not just from a physical, but also psychological point of view.

Asanga Fernando 

Bursary winner
5-EDSECT MEDICAL BURSARY 2010
I feel very privileged and I am very grateful to be writing this article as the recipient of the medical student bursary prize to attend the Royal College of Psychiatrists Eating Disorders Section Annual Conference in 2010. 

Through my studies at medical school I have developed a keen interest in psychiatry and I am particularly passionate about eating disorders. This has been fuelled by both personal experiences with family members and friends and professional experiences both in the hospital and the community. What I find most intriguing about this branch of psychiatry is the complex nature of managing patients with eating disorders and the fact that this is a speciality where excellent communication skills are not just desirable but a necessity.

I expected cutting edge, engaging presentations and I was not disappointed. If anything, the event was even larger and encompassed more topics than I had imagined. The information presented and taught about were not just national advances, but internationally ground-breaking pieces of research. Many research findings, in fact, were being presented to a public audience for the first time. 

It was fascinating to hear about work that had been done on the genetics of obesity and long-term outcomes of bariatric procedures just to name a few. Moreover, I was able to appreciate the scale of the obesity “crisis” and understand further, more complex topics, such as the interaction between obesity and binge eating disorder. 

As clichéd as it may sound, I was able to gain a greater awareness and understanding of biological, psychological and social approaches to obesity. In terms of the biological, there were highly interesting talks on the endocrinology of obesity and the use of bariatric surgery, as well as excellent talks on findings from using psychological therapies. The most fascinating aspect for me, though, was the potential for social therapies, such as using the internet to tackle eating disorders.

In conclusion, this was an extremely well organised event, with highly motivated speakers, who were clearly passionate about their work. I thoroughly enjoyed my experience and will aim to keep the date for next year’s annual conference in my diary.

Nurulamin Noor

5th Year Medical Student

Peninsula College of Medicine and Dentistry

6-INITIAL ASSESSMENT OF EATING DISORDERS IN PRIMARY CARE: FOLLOWING NICE IN 10 MINUTE CONSULTATION WITH GP-PRACTICAL TIPS

Introduction

Eating disorders (EDs) are an important cause of physical and psychosocial morbidity in adolescents and young adults. The present lifetime prevalence of all eating disorders is about 5%. EDs are associated with  growth and developmental delay, osteoporosis and the highest premature mortality rate of any psychiatric disorder. Eating disorders are classified into: Anorexia Nervosa, Bulimia Nervosa and Eating Disorder not otherwise specified according to DSM-IV. 

NICE (2004) emphasises the role of primary care in the early identification of EDs. Furthermore, GPs should take responsibility for the initial assessment and the initial co-ordination of care of ED clients. Furthermore, in longer term, where mangement is shared between primary and secondary care, NICE emphasizes the need of clear written agreement among individual healthcare professionals on the responsibility for monitoring patients with eating disorders.

This brief report has been written in view of increasing awareness of GPs about their clinical resposibility for initial coordination of care of ED clients  prior to their referral to secondary mental health services as well as offering them very concise and practical guidance about management of ED cases in primary setting.

Case vignette

Sue is a 19 year old lady who came to the GP surgery accompanied by her mother with complaints of anergia and tiredness.

She says “I feel tired and dizzy most of the time”. She is down to 6 stones now but strangely if she doesn’t exercise she feels anxious and fat. Sue has lost  two stones in 18 months and has been amenorrhoeic for last 6 months. She occasionally induces vomitings but denies any laxative abuse. She is annoyed that her parents and friends are nagging to see her GP.

What issues GP should cover?

History:

· Check perceptions about food and the impact of food, body weight and shape on their day to day life. Ask the screening questions (SCOFF) for eating disorders.

· Enquire about excessive exercise, binging followed by self- induced vomiting and extreme forms of weight control behaviour by misuse of laxatives, diuretics or appetite suppressants.

· Find out if there is dizziness, syncope, heightened sensitivity to cold, gastro-intestinal symptoms (bloatedness after eating, constipation or diarrhoea), poor sleep and amenorrhoea.

· Check if there are any symptoms of anxiety, depression, mood lability, impaired concentration and obsessive features, evidence of abuse as they may frequently co-exist with eating disorders.

· Patients who vomit regularly are prone to dental damage and electrolyte disturbances (particularly potassium depletion)
What GP should do
Examination

· Check pulse, blood pressure and BMI.

· Assess state of hydration by examining skin turgor.

· Look for physical signs like stunted growth, failure of breast development (if pre-pubertal onset), dry skin, fine body hair, swelling of parotid and sub-mandibular glands, cold hands and feet, bradycardia, orthostatic hypotension and weak proximal muscles.

· Look for calluses on the dorsum of the dominant hand, as well as loss of dental enamel especially in those who induce vomiting.

· Screen for co-morbid conditions like developmental disorders (eg, those of the autistic spectrum and attention-deficit hyperactivity disorder), obsessive compulsive disorder, anxiety and depression. 

· Assess risk factors for suicidality and deliberate self harm.

· Perform baseline investigations (FBC, ESR, Urea, electrolytes, creatinine, LFTs, TFT, blood glucose and check urine for specific gravity, ketones and proteins) before referral to secondary care mental health services. 

· A baseline ECG should be performed to exclude cardiac abnormalities

NICE prescribing recommendations

· Multi-vitamin/multi-mineral supplement in oral form in weight restoration of Anorexia Nervosa

· No prescription of drugs that prolong the QTc interval in Anorexia Nervosa

· Selective serotonine reuptake inhibitors (SSRIs) (specifically fluoxetine 60 mg/daily) are the drug of first choice for the treatment of Bulimia nervosa

	SCOFF questionnaire: 

· Do you make yourself Sick because you feel uncomfortably full?

· Do you worry that you have lost Control over how much you eat?

· Have you recently lost more than One stone (14 lb or 6.4kg) in a three-month period?

· Do you think you are too Fat, even though others say you are too thin?

· Would you say that Food dominates your life?
One point for every yes answer; a score ≥ 2 indicates a likely case of anorexia nervosa or bulimia nervosa (sensitivity: 100 percent; specificity: 87.5 percent


	Recommended resources for patients:

http://www.b-eat.co.uk/Home
http://www.patient.co.uk/health/Eating-Disorders-A-Self-Help-Guide.htm
http://www.disordered-eating.co.uk


	Useful reading:

Treasure J.et al, Eating disorders. Lancet 2010; 375: 583-93

Yager J. et al, Anorexia nervosa , NEJM, 353;14 a 

Morgan, J. F., F. Reid and J. H. Lacey. The SCOFF questionnaire: assessment of a new screening tool for eating disorders. BMJ.

319: 1467 - 1468, Dec 1999.



Kate Kucharska- Pietura, Consultant Psychiatrist; Medical Lead of North East Lincolnshire Eating Disorder Specialist Service in Grimsby; Honorary Senior Lecturer for Hull York Medical School
Sreekala Seepana, GP Trainee,Diana, Princess of Wales Hospital,Grimsby 

Sudhakar Allamsetty, GP, Fieldhouse Medical group, Freshney Green Primary Care Centre, Grimsby

Competing interests: non declared
7- TOO SPECIALIST FOR THE SPECIALSIT?
As a core trainee, the following case I saw within my liaison block was interesting for a number of reasons. Diagnostically the patient posed a dilemma, management strategies had to be complex, and engagement was challenging.  I am aware that this happens with most complex patients in the mental health services, one of the reasons I choose this fascinating speciality. However, the most interesting point, which made me reflect on my training as a whole, was the question where patients with atypical disorders fit within the service provision.  It made me reflect on the purpose and nature of sub-specialities in psychiatric, and whether we are in danger of over specialising?

The Patient, Ms A,  presented to the physicians in the general hospital with weight loss, vomiting, a BMI of 14 and amenorrhea.  No physical aetiology was found and liaison psychiatry was asked to review.  She indeed gave a history of 1 year weight loss with worsening symptoms over the past 3 months in the context of significant social factors (break up of relationship, argument with family and becoming homeless). A denied self-induced vomiting but admitted that it just “comes naturally” and spoke of having “burning” sensations in her stomach, with the feeling of bloatedness.  This, over the past year, had made her eat less but her vomiting continued.  She denied any other methods of reducing weight and did not exercise excessively. She had no dread of fatness, nor any body image disturbances, recognised that she was too thin and expressed a wish to gain weight.  There were more typical features of an eating disorder including displaying obsessive behaviours regarding food; wanting to cook for large groups of people and did not like eating alone.  She worried that, if discharged back to homeless accommodation where she would be alone,  she would relapse rapidly with a sense of hopelessness on her mind: “what’s the point”? 

On the psychiatric ward she responded well to a structured behavioural approach and generic encouragement from nursing staff. We conceptualised A’s severe weight loss focussing around learned behaviour within the context of chronic, unexplained abdominal pain.  It appeared that she essentially learned that eating less reduces the amount of pain she experiences. She indeed also showed evidence of dependent and passive personality traits.  This formulation was developed and shared with A who found it to be accurate and helpful.  Given time she began to tolerate the abdominal discomfort sufficiently and began gaining weight on the ward. According to ICD-10 she fulfilled the criteria for atypical anorexia nervosa, and this was clarified by the specialist consultant who reviewed her, agreeing that she did not suffer from a typical eating disorder.
That is where the difficulties started:  she was not typical enough for specialist services; but “too atypical” for generic services.  A remained on an acute psychiatric assessment unit for many weeks, and whilst the consultant and nursing staff treated to the best of their ability, her management was challenging in its rarity.

An important question to ask is how often psychiatric presentations are typical, by which I mean that they fit under neat diagnostic headings.  From a trainee’s perspective I am beginning to suspect that “typical presentations” are the exception and  “atypical presentations” are the norm. Which service do all those atypical patients belong in however?  More and more generic adult services are bulging at the seems, where in some areas, staff and expertise are taken out of these areas to create ‘specialist teams’ (e.g. Early intervention, intensive home treatment, eating disorder, AOT). When specialist services are created they undoubtedly have to have criteria for who fits into their service, but this excludes those who do not fit neatly into a box and present “atypically”. With Modernising Medical Careers doctors are trained to be specialists rather than consultants.  There is a need for those specialists to have such competencies to meet the need of their patients (1). With fewer and fewer dual training opportunities (2) the chance for flexibility in our training (and broadening our expertise) is actually lessened, thus maybe becoming a specialist is too specialised. . If service provision continues in the manner it is just now, it seems to me that those who present as complex and atypical will be cared for in generic services in the majority of cases. This is not a problem if the expertise is available to help their needs. In the future, as a consultant, I hope to be able to have the competencies to treat my patients effectively and safely, but I feel this may be lessened if the emphasis of my training has been on specialising and not generalising, together with less availability of dual training. Reflecting on the difficulties with this patient highlighted this discrepancy to me and made me think about the “specialist training” I am hoping to, and very much looking forward to, undertaking over the next 3 years.
1. www.mmc.nhs.uk
2. “Dual training in psychiatry: where now?” Clare Oakley, The Psychiatrist (2009) 33: 231-234.
Caroline Fell, Core Trainee 3 in psychiatry, West of Scotland
8- AUDIT: “YOU’RE WELCOME” QUALTIY CRITERIA
We undertook an audit based on the You’re Welcome quality criteria at the Phoenix Centre, Cambridge in spring last year. 
‘Healthy Lives, Brighter Futures’ highlights the need to improve the mental and emotional wellbeing for children and recommends this should be achieved through more integrated commissioning, excellent experience of child health services and by reducing health inequalities. The Department of Health published You’re Welcome best practice guidance in 2005 to improve the acceptability, accessibility and quality of services for young people aged 11- 19. You’re Welcome has been included in the Operating Framework for the NHS 2009/10. It covers ten quality criteria which are based on Standard 4 and 9 of the National Services Framework for Children, Young People and Maternity Services and Getting it right for Teenager’s in Your Practice (Fig. 1). 
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Aim

We compared services provided by The Phoenix Centre against the standards of You’re Welcome and formulated an action plan to make the Phoenix Centre more accessible to young people presenting with eating disorders.
Method

The Audit was registered and approved by the Cambridgeshire and Peterborough NHS Foundation Trust and Department of Health. We collected evidence on the ten quality criteria over a two week period in April 2010 using the You’re Welcome toolkit.

The used evidence included: 

- Staff interviews about training, services, and facilities

- Observation of environment and facilities

- Trust policies, Trust Mandatory Training Prospectus, operational guidelines

- Phoenix Centre website

- Patient satisfaction questionnaires

- Annual Report

- Patient Information and Admission Pack

Scoring System

As suggested by ‘You’re Welcome’ criteria 9 on sexual and reproductive health services was excluded from the analysis. The ten criteria are divided into several subsections, which are each allocated a score from 1 to 3.

A total score for each category was calculated by summing the subsets and criteria were assigned an overall rating of Starting out/Getting there/You’re Welcome. 
Results

We achieved You’re Welcome standard in six criteria: Publicity, Environment, Staff training, skills, attitudes and values, Joined up working, Health issues for young people and Child and adolescent mental health services. However, we scored Getting there ratings for Access, Confidentiality and consent and Monitoring and evaluation of our service (Fig. 2). 
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 Fig. 2 Results of You’re Welcome quality criteria

Recommendations and Action Plan

Since the Phoenix Centre is a regional adolescent eating disorder service young people have some but not a comprehensive choice who, when and where they are seen. Assessments for admission are carried out by the Consultant Child and Adolescent Psychiatrist at the Phoenix Centre and on occasions elsewhere. In the inpatient setting young people are offered regular key worker sessions and psychological interventions and they have a greater choice who and when they are seen. Due to the highly specialised nature of our service choice with regards to initial assessments are likely to remain limited although we try to accommodate the needs of the young people as much as possible.

Our Patient Information and Admission Packs explicitly address issues of confidentiality and consent and we have now included information on competence as   recommended by You’re Welcome.
Because the You’re Welcome toolkit has only recently been introduced, patients have not been able to feedback directly on the You’re Welcome criteria.  Patients do, however, have the opportunity to feedback to the unit in general via complaint boxes, weekly visits by the NYAS advocate, house keeping meetings and patient satisfaction surveys upon discharge. We are now adjusting our feedback process to allow young people to rate the Phoenix Centre alongside the You’re Welcome criteria. 

As the Phoenix Centre is a CAMH service it was excluded from the sexual and reproductive health section. We believe that sex education and information on reproductive health is of particular importance to young people with eating disorders and have therefore introduced the topic in the school curriculum.  We have also installed an information stand in the waiting area with up to date reading material on common health issues in adolescence. 
Limitations

The You’re Welcome toolkit is designed to be used for a variety of inpatient and outpatient services for young people and due to the specialist nature of the Phoenix centre some criteria did not fully apply. We did not directly involve patient in the audit at this time.
Conclusions

The Phoenix Centre has achieved You’re Welcome status in six areas and Getting There ratings in Access, Confidentiality and Consent and Monitoring and evaluation, and involvement of young people. Due to the regional and highly specialised nature of the service it is unlikely that we will be able to provide a comprehensive choice to young people of where, when and by whom they will be seen.

We have updated our Patient Information Packs, have provided information leaflets on common health issues and incorporated psychoeducation on sexual health matters in the school curriculum.

We will be repeating the audit in spring this year to evaluate whether there has been an improvement in our practice.
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Y Treffurth, ST6 Child and Adolescent Trainee 

I Yip, N Wang, Medical Students

J Dilley and T Jaffa, Consultant Child and Adolescent Psychiatrist

The Phoenix Centre, Adolescent Eating Disorder Unit, Cambridge

9- TRAINING OUTCOMES, EDUCATIONAL REFORM IN EATING DISORDERS PSYCHIATRY-SOME THOUGHTS.
Medical education has not been an exception to reform in recent times, where outcome based training was ‘formalised’ by the government in 2003 with ‘Modernising Medical Careers’1 . This defined outcomes as specific competencies, which trainees had to demonstrate evidence of having acquired, prior to embarking on the next stage of training. In 2009, a PMETB working group acknowledged the overall difficulties of outcome assessment for both ‘trainers’ and ‘trainees’2 . Within Psychiatry (including Eating Disorders), Workplace based assessments (WPBAs) were introduced in 2007, as part of these reforms. The impact of these, on trainees and supervisors has been reviewed, by Royal College pilot schemes, and also in the literature3 , though at present there remains a relative paucity of evaluation information.  
Currently, training outcomes are measured on several different levels. An ideal,  ‘holistic’ measurement of training outcomes would incorporate measurement (if at all possible) of overall clinical progress, taking into account Consultant supervisor reports, feedback from other members of the multidisciplinary team, progress through postgraduate MRCPsych exams as well as annual ‘progress’ through the ‘annual review of competence progression’ (ARCP). Indeed, PMETB states that “methods of assessment will be chosen on the basis of validity, reliability, feasibility, cost-effectiveness, opportunities for feedback and impact on learning”4 .It is clear that there is value in WPBA, particularly multi-source peer evaluation exercises (3600 assessment), as well as the tailoring of other assessment tools to ensure their relevance to psychiatry such as Directly Observed Procedural Skills (DOPS), originally designed by the Royal College of Physicians. However, it is also clear that the lack of synergy between these various tiers of assessment, perceived problems with validity of WPBA, and a lack of clarity as to the objectives of training outcomes are very real issues. Indeed, many have likened the role of measuring training outcomes to the ‘McNamara fallacy’ – referring to the US secretary of defence during the Vietnam war who stated that “measurement should concentrate on only those things that can be measured, with the presumption that those that cannot be easily measured cannot be very important”. Eating Disorders psychiatry, is no different to other subspecialties of psychiatric care in suffering from a lack of clarity and interest in the important role that WPBA have in psychiatric training, whether correctly or not.

Recruitment into psychiatry is a national problem, which has been described by the Dean of the Royal College of Psychiatrists as “the biggest crisis psychiatry faces, leading to unacceptable variation in quality for trainees”5 .Yet despite this, a recent Royal Society of Medicine study6 found that alongside trainees in general practice, that psychiatry trainees found most satisfaction in their professional lives. This appears to be supported in the literature from reviews of training prior to the advent of MMC7 . Eating Disorders Psychiatry has been slow to seize the initiative in doing its bit to tackle the recruitment crisis. What we know now, is that medical students indicate that they have more of an interest in psychiatry when exposed to a range of clinical psychiatric environments, and not just general adult inpatient wards8. Liaison Psychiatry and Eating Disorders Psychiatry are two of the sub-specialities where medical students express great interest. Yet, both fields have been slow to learn the vital lesions of sustaining and nurturing medical student interest. At an undergraduate level, exposure to the many facets of Eating Disorders is rare. All too often, medical students (such as the numerous students I have taught) have all their knowledge of eating disorders from books. Yet, the sad truth is that there are a berth of inpatient, and outpatient units, both for adults and adolescents, that would be fascinating environments for medical students to at least spend part of their attachment at. The fact that educational experiences such as family therapy, CBT, working with the acutely medically sick, or getting an insight about the ethical dilemmas often faced in Eating Disorders have eluded medical students is a shame. Arousing and sustaining interest by way of diverse experiences at the undergraduate level may well help recruitment to psychiatry as a discipline. Eating Disorders must take advantage of the unique position it has in doing this.

 At a trainee level, training outcomes need to be reviewed. These should not just concentrate on WPBA, but also improving the quality of established features of psychiatric training which have always been held in high regard (Consultant Supervision) 9, as well as embracing novel methods such as coaching and mentoring, which offer ownership to the trainee, as well as empowering them. This is certainly also applicable to Eating Disorders. Postgraduate training needs to be more relevant to the trainee, and whilst training outcomes are here to stay, they also need to be adapted to be made more relevant to the training experience. Innovative and powerful education techniques such as coaching, patient simulation, case based learning, mentoring and inspirational senior leadership such as present in the ‘R.I.S.E’ Canadian programme 10 influence training, and will impact on trainee satisfaction, better clinical outcomes and should be recognised as such. Again, whilst these issues are pertinent to psychiatry as a whole, eating disorders psychiatry stands to benefit from a greater understanding of trainee educational needs, and ‘incentivise’ trainees accordingly, by investing in their training with mentoring and support. The potential dividends, are huge.
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10- BOOK REVIEW: ‘UNBEARABLE LIGHTNESS’: A STORY OF LOSS AND GAIN BY PORTIA DE ROSSI

If you were a fan of the ‘Ally McBeal’ series like myself, you will recognise Portia de Rossi as having played lawyer Nelle Porter; blond, beautiful and confident. This couldn’t have been further from her true emotional reality.  In this amazing biography she describes a deeply personal journey, fraught with self-consciousness and self-doubt, compounded by a struggle with anorexia and bulimia.  Underlying this, she also reflects on her true sexual orientation and coming to terms with being gay.

‘Anorexia was my first love’, she describes in what is a raw and honest depiction of her complex relationship with food, weight and body image.  She takes you from the start of her journey at the age of 12 as a young model in a world where size matters, to becoming a famous actress and celebrity where image is all.  She shares her world living with an eating disorder that dominated her life through elaborate rituals evolved around eating, compulsive exercise and purging, eventually spiralling into a state of physical illness diagnosed with osteoporosis and signs of liver cirrhosis. This prompted her long, hard road to recovery, eventually learning to overcome these difficulties.  Her story is a wonderfully written inspiration to anyone who has ever struggled with their body image. It creates hope and gives an understanding of what it is like to live with an eating disorder, and recover from it.  

Engaging, easy to read, impossible to put down – a definite must read!

Marlene M Kelbrick  
Associate Specialist, St Andrew's Healthcare , Northampton, NN1 5DG
11- COLLEGE MISCELANY
· The Joint Commissioning Panel for Mental Health was launched on Monday 28th March 2011. To accompany this, the document Practical Mental Health Commissioning Volume One: setting the scene will be published. This will be available on the website www.jcpmh.info. 
· The College has recently published the following two books that will be useful to all psychiatrists.

(i) 101 Recipes for Audit in Psychiatry’ - edited by Clare Oakley et al

           ---------------------------------------------------------------------------------------

Audit is an essential activity for all psychiatrists and this book will help ease the audit process and save you time by offering tried and tested recipes for conducting audits in clinical services.  All the audits have been undertaken by the authors who give practical advice for carrying them out in day to day practice.  This book is invaluable for both consultants undertaking revalidation and for trainees doing their Annual Review of Competence Progression (ARCP).  (March 2011, 256 pages, ISBN 9781908020017, £20)

Buy online: http://www.rcpsych.ac.uk/publications/books/rcpp/9781908020017.aspx

(ii) A Clinician's Brief Guide to the Mental Health Act’- by Tony Zigmond

---------------------------------------------------------------------------------------

This is a 'how to' book guiding clinicians through the mental health legislation that they need in their daily practice.  It includes practical advice on detaining and treating patients, civil and court detentions, community treatment orders, consent to treatment and giving written and oral evidence for Mental Health Tribunals.  In addition to the Mental Health Act 1983 and its more recent amendments from 2007, the book also includes useful aspects of other relevant Acts.  (March 2011, 126 pages, ISBN 9781908020024, £18)

- Gives you practical advice and answers to real-life clinical questions.

- Written for clinicians – not lawyers!

     Buy online: http://www.rcpsych.ac.uk/publications/books/rcpp/9781908020024.aspx

More information, contents lists and sample chapters can all be found online, visit: www.rcpsych.ac.uk/books

Books from RCPsych Publications can be bought online, or ordered on +44 (0)20 7235 2351 x6146 (9.30am-2pm).  RCPsych members are entitled to a 10% discount off the full price.
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