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Foreword from the editor:

Welcome to the second newsletter of the ED section and the first paperless one. We have had an excellent response to our request for articles which reflects the varied and innovative work that members are involved in, such as Dr Key’s involvement with the Model Health Enquiry.

 

Many of the Consultant Psychiatrists working in the field of ED outside of London find, like Dr Yeow, that they are without peers in the neighbourhood. They will identify with his reflective piece on his experience in the last three years which includes many helpful tips. Developing managed clinical networks across a geographical area is one way to ensure that clinical isolation does not hinder one’s clinical practice or interfere with the aspiration of seamless access to care for all patients. Dr Miller outlines such a development in Scotland.

 

Moreover, as services for ED are being set up in various parts of the country, in the private and NHS sector, there is a need to ensure that the quality of services offered meets the needs of the patients and that the quality of care is of an optimum standard. One way of doing this is through the Quality Network for Eating Disorders. Our Chair, Professor Schmidt, kicks off the debate and we include two articles that explain how it would work as well as the pros and cons for ED services. We continue our focus on patient and carer groups with an article by one of us (SD) on the experience of setting up a carers' group.

 

Finally, Dr Arcelus, the ED section website guru navigates you around the site and how best to use and contribute to this resource.

 

We hope that many of you will be able to attend the ED section academic meeting on the 6th of November. If you do, and you spot us in the crowd, do give us some feedback on the Newsletter. Alternatively you can do so by e-mail. And please keep these contributions coming in!

 

Sylvia Dahabra                                                                        Elena Baker-Glenn

Newsletter Editor                                                                     Deputy Editor

sylvia.dahabra@ntw.nhs.uk                                                      elenabakerglenn@yahoo.co.uk
2) Letter from the Chair

Dear Colleagues,

 Re: Quality Network on Eating Disorders

The issue of how to ensure high quality of services and treatments for our patients is a key concern for all of us in our daily lives as clinicians and service providers, and it is also of increasing importance in discussion with our Trusts, PCTs and healthcare commissioners.

 With this in mind, the Executive of the Eating Disorders Section have begun to explore the possibility of developing a UK-wide quality assurance network of eating disorders services.  This follows the example of QNIC, the adolescent inpatient services quality network.  We have started discussions with the Royal College of Psychiatrists’ Centre for Quality Improvement (CCQI) about how to set up such a network. 

 Included in this month’s newsletter is a draft business plan for the proposed quality network and an accompanying discussion document written by Dr. Tony Jaffa, one of the founder members of QNIC, contemplating the pros and cons of such a quality network from the perspective of a QNIC member. 

 As a next step, we will be setting up a working group of interested people who would like to be involved in developing the proposal for the quality network further, including thinking about the standards for services that this should involve. We will devote our next EDSECT academic day in 2009 to a more in-depth discussion of the implications of different ways of running such a network bringing together different perspectives on this (e.g. service providers, managers and commissioners). 

 Since we started discussions about setting up the quality network, the David Britten report has been published, highlighting further the importance of this initiative. We hope that you will agree that, for us to take a proactive and assertive approach to the quality issues in eating disorder services, it will ensure that the standards set for such services are based on sound clinical principles and practice, and support the delivery of care that is acceptable to patients and carers.

 Best wishes,

 Ulrike Schmidt                                                            John Morgan

Chair of Section                                                          Secretary of Section

 

3) Accrediation for Eating Disorder Services
Draft: April 2008

 Outline of the proposal
It is proposed to establish and develop a national (UK-wide) network of eating disorder services. Membership would be open to services managed by both the NHS and the independent sector. The network(s) would develop and apply standards, using the methods applied by other quality improvement networks managed by the Royal College of Psychiatrists’ Centre for Quality Improvement (CCQI), with the aims of improving quality and breaking down the isolation of individual services. Although the purpose of the network would be to encourage and support improvement, the process of self- and peer-review would culminate in a summative decision about whether a service had met essential standards and so could be accredited.  The accrediting body would be the Royal College of Psychiatrists through its Education, Training and Standards Committee.

 

The work would be overseen by an advisory group, chaired by the Chair of the Eating Disorder Section and comprising workers from the participating services and representatives from service commissioning, the DH, professional bodies and other national organisations. It would also include those who represent the service user and carer perspectives.

 

The need for a quality initiative
Local service configuration and admission policies vary greatly. Services are both marginalised and isolated from one another, both geographically and in organisational terms. The independent sector has established a number of services.

 

The aims of a quality improvement initiative
Membership of the proposed new network would be open to services managed by both the NHS and independent sector in the UK and Ireland. The aims of the network would be to:

· develop and apply clinical and organisational standards for eating disorder services in a system of self- and external peer-review; 

· support the local clinical and service improvement in line with the standards; 

· produce reports for each service, highlighting areas of achievement and areas for improvement; 

· offer a system for accrediting services on the basis of the self- and peer-review against the standards; 

· develop a national “benchmarking” service to allow services to compare their activity and indicators of quality with all other services; 

· help to break down the isolation of services, enable better communication and promote learning between services. 

 

Key principles
These would be the same as those that underpin the other networks managed by the CCQI:

· local ownership and trust: the process will be led by front-line staff and will incorporate true peer-review. It will also engage senior service managers, patients and carers. 

· credibility: the standards on which the QI work is based will be explicit and the process of applying them would be transparent.  We will seek recognition and engagement from the professional bodies of those working in eating disorder services (in particular, the Royal College of Nursing, the British Psychological Society and the Royal College of Paediatrics and Child Health), national organisations representing the service user perspective (EDA), and the Healthcare Commission. 

· responsiveness: feedback to participating services will be prompt and will include advice and support about how to meet standards.  Networking will be encouraged through newsletters and an e-mail discussion group. 

· a focus on development: although the process of review will be rigorous, the feedback honest, and the accreditation standards high, the purpose of the process is to support and help services to improve in line with the standards. 

 

The College website contains further information about the other networks managed by the CCQI.
 

The service standards
The standards will be based on evidence, expert consensus and policy. The standards will follow a patient pathway through care and will describe interfaces with other services. Whenever appropriate, standards will be written from the patient perspective, with an emphasis on a purposeful admission. They will cover:

· the physical environment and facilities; 

· staffing, including leadership and training; 

· access, admission and discharge (this includes the quality of working with community services and other agencies); 

· care and treatment processes; 

· factors that relate to security and to resident and staff safety; 

· “the patient/resident day” and access to therapies; 

· links with other elements of service, including community services; 

· patients' rights and safeguards, including the use of the Mental Health Act. 

 

Standards will describe organisational processes rather than patient activity or clinical outcomes. As some patients have protracted stays in eating disorder units, the standards will also consider quality of life issues for the residents. 

 

As with other CCQI networks, the process of developing the standards will be highly inclusive. An expert group will first propose a core set of values to guide the standards. The first draft set of standards will be drawn from authoritative sources to ensure that services are evaluated against accepted best practice.  These will include: the Department of Health policy guidance; the findings of inquiry reports; guidance from professional bodies; NICE guidance; the National Patient Safety Agency; the Healthcare Commission; and the Welsh and Scottish Governments. The expert group will select standards for the first draft and fill in gaps when needed.

 

The draft standards will be refined by a process of consultation that takes full account of the views of front-line staff, patients, carers and other interested groups such as national charities and professional bodies. They will be subject to annual review.

 

The complete set of standards will be aspirational; no service could be expected to meet every one. To support accreditation, the standards might be categorised into three types: type 1 - standards that are essential to safety or dignity; type 2 - standards that a good service should meet and type 3 – standards that an excellent service would meet. The process of selecting and categorising standards will recognise that services are diverse.

 

The service standards will be reviewed annually in the light of new policy and practice developments and feedback from the reviews. A standards working group will be established to lead this task.

 

The review process (see figure 1)

Stage 1:           Simple audit tools developed and tested to support evaluation against standards.

 

Stage 2:           Services undertake a self-review using a range of methods.

 

Stage 3:           Services host a peer-review visit by a multi-professional team that includes service users.

 

Stage 4:           Services peer-review another service in the network

 

Stage 5:           A written local report will include a statement about performance against the standards, highlight issues that need attention and include advice and comments from the review team. This will be the basis for the decision about accreditation.

 

Stage 6:           Action planning and implementation of findings. This will be supported centrally and through the encouragement of networking between participating wards.
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Accreditation and action planning
It is anticipated that services would participate in one or two cycles of supportive peer-review before trying for accreditation. In this case, the results of the self- and peer-review will be considered by an accreditation advisory committee (AAC) panel comprised of nominated representatives of the key professional bodies.  The AAC will make a recommendation about accreditation status which will go forward for ratification by the Royal College of Psychiatrists’ Education, Training and Standards Committee. The categories of recommendation that the AAC might make are:

 

Category 1: “accredited as excellent”.  The service would:

· meet all type 1 standards; 

· meet all type 2 standards (or meet most with a clear plan for how to achieve the others); 

· meet all or the majority of type 3 standards, with a clear plan for how to achieve the others; 

· have received positive patient feedback; 

· be likely to have excelled in other ways, e.g. research, audit or teaching. 

 

Category 2: “accredited”.  The service would:

· meet all type 1 standards; 

· meet the majority of type 2 standards; 

· meet many type 3 standards. 

 

Category 3: “accreditation deferred”.  The service would:

· fail to meet one or more type 1 standards but demonstrate the capacity to meet these within a short time; 

· fail to meet a substantial number of type 2 standards but demonstrate the capacity to meet the majority within a short time. 

 

Category 4: “Not accredited”.  The service would:

· fail to meet one or more type 1 standard and not demonstrate the capacity to meet these within a short time; 

· fail to meet a substantial number of type 2 standards and not demonstrate the capacity to meet these within a short time. 

 

Although the accreditation decision is a summative judgement, the overall model is one of engagement rather than of arms-length inspection. Members, regardless of accreditation status, will be expected to use the results of reviews to develop action plans to achieve year on year improvement. They will be expected to share their results with key groups locally, including health and local authorities, those making referrals to their services, and local user and carer groups. There will also be an expectation that services will share reports with regulators.

 

It is likely that as the network grows and matures, the level of performance required to be awarded accreditation will increase.

 

Benchmarking
As mentioned above, the quality improvement process will generate information about performance against the service standards which will enable services to compare their performance against the national picture. It is also anticipated that “like with like” comparisons could be made; that is between services with similar patient groups and philosophies of care.

 

Information sharing
The CCQI, as the hub of the network, will facilitate the dissemination of information to, and the sharing of information between, members. Network members could have access to an electronic mail discussion group. Other specific activities and products to promote information sharing might include:

· an annual report which will include aggregated data from the previous year's reviews; 

· an annual network conference addressing themes arising from the reviews; 

· a network newsletter; 

· a directory of services containing key information for referrers; 

· the updated service standards. 

 

Other benefits of a quality improvement initiative
The proposed work would be consistent with the quality agenda in the wider NHS and could support a range of other functions. “By-products” might include the use of data and information derived from the process for:

· quality monitoring in relation to commissioning; 

· demonstration to the Healthcare Commission of adherence to NHS Standards for Better Health in England, and to the Scottish and Welsh Governments of adherence to best practice; 

· service planning; 

· the development of standards to support better commissioning of services; 

· health services research. For example, the network(s) might be used to collect routinely an agreed set of measures, e.g. casemix, risk, severity and clinical and cost outcomes; 

· discussion and agreement on useful standardisation e.g. of admission criteria, treatment packages, outcome measures, risk assessment instruments etc. 

· accreditation of services. 

 
Governance of the network
It is important that members of the network retain a sense of ownership and control over the various aspects of the work. To achieve this, an advisory group will be established. This will have elected members from the participating services and include staff from all relevant disciplines (nursing, psychology, psychiatry, OT, physiotherapy, speech therapy, social work and dietetics). It could also include representatives from service commissioning, the DH, professional bodies and other national organisations. Other CCQI networks also include those who represent the service user and carer perspectives.

 

This group will meet quarterly and will communicate at other times through the e-mail discussion group. As well as shaping the development of the network(s), the group will discuss and formulate views on key issues relating to eating disorder services. Its conclusions will be disseminated via the newsletter and other media.

 
Collaboration
The network will seek to collaborate with other organisations that work in the field. Collaboration might include a full partnership in running the network or simple representation on the advisory group. Statutory organisations will also be invited to collaborate on certain parts of the project. The standards would take full account of national policy recommendations and guidance from bodies that set national clinical standards (in England this is NICE) and professional bodies. The Healthcare Commission, Welsh and Scottish Governments would be invited to comment on the methods and standards developed and links would be made with those with national responsibilities for commissioning, service planning and service development. 

 
Expenditure
The table shows a costing for the first 12 months of the project. It is based on 20 member services being recruited.  Based on experience with other networks, it might be anticipated each service would be prepared to pay a subscription of £2500 to participate. 

 

	Salary costs and overheads
	1.0 Worker @ £23k x 12 months
	23000

	
	0.4 Programme Manager @ £35k x 7 months
	8167

	
	Overheads @ 46%
	14337

	Meeting costs
	Two Consensus meetings at CRTU, each for circa 35 people
	2000

	
	 
	 

	Consumables
	Printing, copying, postage, ‘phone, etc
	2500

	TOTAL
	£50000


 

 

Tony Jaffa, Consultant Child and Adolescent Psychiatrist in Eating Disorders

Ulrike Schmidt, Professor of Eating Disorders and Chair of EDSECT

Adrian Worrall, Head of Centre for Quality Improvement, College Research and Training Unit

 

4) Quality assurance

Background
Quality assurance has been an issue for the Eating Disorders Special Interest Group and more recently for EDSECT. Discussion tends to go along the lines that clinicians would welcome an initiative that supported us in ensuring that our services delivered high quality care conforming to standards as set out by relevant governmental bodies, our own College etc. As well as wanting excellence in our own services there has been a view that we should support initiatives that support and ensure quality in all UK eating disorders services.

 

The context in which we operate is one of increasing emphasis on standards and on quality assurance. This means that proposals that involve use of standards as a quality assurance tool are likely to be well received. Conversely, if we do not do something along these lines it may well be imposed on us and we may find ourselves being reviewed by external bodies who are not sympathetic to, or understanding of, our work.

 

The College has a number of established Quality Assurance networks under the auspices of the College Centre for Quality Improvement. Child and Adolescent services will be familiar with the Quality Network for Inpatient Child and Adolescent Psychiatry (QNIC) which has been running successfully for some years now and which includes a large majority of eligible units, both NHS and independent.

 

The direction of travel for College Quality Assurance Networks is towards accreditation rather than solely mutual support.

 

For the reasons above we find the arguments for EDSECT adopting/developing a quality assurance initiative to be compelling and urge the membership to give this serious consideration.

 

There are a number of questions 

Is the initiative closer to an informal network of units developing standards and providing feedback which individual units might use to improve their function? Or is it closer to an accreditation process through which a set of agreed and externally referenced standards is used for units to review themselves and to be reviewed by others?

 

Is an individual unit’s performance to be known to that unit only? This would reduce anxiety but may lead to inaction. Is information regarding performance to be made known to an accrediting body (obvious implication of pass/fail)? Is it to be known to commissioners? To the organisation (NHS or otherwise) that “owns” the unit? To referrers, patients, potential patients? Is it to be public knowledge?

 

Accreditation versus support network

Advantages of a system of accreditation include the following:

1. It has more teeth. Services that are of insufficient quality and not improving will be seen as such and not accredited. 

2. The process will therefore be more likely to produce change than would be an initiative that relied on the motivation of the individual service. 

 

Concerns regarding participation in an accrediting process include that one’s unit may be judged unfairly and not accredited on unreasonable grounds, or that failure to meet standards may have immediate negative consequences for the service without it having a chance to take internal remedial action away from the glare of the public/ referrers/ commissioners.

 

Another concern is that those with the authority to set standards may do so in a way that discriminates against forms of practice which are as valid as any other but not what the majority are doing just now. This can be partially ameliorated by ensuring that standards are referenced and, as far as possible, come from reputable sources such as government documents, NICE guidance, etc as well as by having a wide representation on the body that sets standards. On the other hand, being too all inclusive and broad in one’s approach can lead to dilution and an ineffective process.

 

Advantages of a support network include the following:

1. It will be less threatening and therefore may be more acceptable to potentially participating units.  

2. Negative feedback would be able to be challenged where appropriate or, if accepted, to be worked on over time without fear of disclosure adversely affecting the reputation of the unit. 
Concerns regarding a support network include that services might suppress or ignore the outcome of reviews and fail to improve on areas of suboptimal performance.

 

Costs:
A concern in Quality Assurance initiatives is cost. The College QNIC initiative, for example, costs participating units £2,360 per unit per year, or £6,726 for 3 years.

 

Options
1.    Maintain the status quo but with the risk of not doing all we can to drive up standards and that others may impose an initiative on us.

 

2. Develop our own Quality Assurance initiative within the Section.

 

3. Seek to develop a partnership with another body that has experience in Quality Assurance initiatives. The College is an obvious potential partner in this (see above). Such a partnership is more likely to work for us if we are clear of our position on a number of issues and can represent these clearly and assertively.

 Further Information 
Details on the College Centre for Quality Improvement, its purpose and projects, and information on existing quality networks, their aims, membership benefits and standards can be found on the College website: 

http://www.rcpsych.ac.uk/researchandtrainingunit/centreforqualityimprovement.aspx
 

Observations of one QNIC member:

1. Existence of a set of standards reminds us not to be too inward looking. There are numerous documents and papers of various sorts which are relevant to our function and which we can tend to ignore. 

2. Internal reviews can get the MDT together to reflect on various aspects of function and to identify areas which could do with attention. 

3. Externalreviews can bring to light that which we might not have noted, either positive things like a well motivated staff team, or that which needs work such as a split between senior and junior staff. 

4. The review process exposes staff to others from other units, and not just the senior people who meet at various national/international meetings. 

5. It is possible that a unit that is struggling in a particular area may be put in touch with another that has this area sorted for support and advice. 

6. The network puts on an annual day with presentations and workshops which can be useful. 

7. There is a benchmarking function so we can compare performance on a particular standard against the national picture. 

 

Tony Jaffa

Consultant Child and Adolescent Psychiatrist in Eating Disorders

 

 

5) The Model Health Inquiry

 

The Model Health Inquiry was established by the British Fashion Council (BFC) in March 2007 in response to concerns about the health of models on the catwalks at London Fashion week (LFW). This followed the death of two models from eating disorders in other countries and the growing attention of the media and public to the emaciated physical state of some models. The independent inquiry was chaired by Baroness Denise Kingsmill and its scope was to:

 

· Establish the extent of any health issues, notably in relation to body size and shape among catwalk models employed at London Fashion Week. 

· Look at the casting and the selection process of models for work at the London Fashion Week. 

· Establish the approach taken by other fashion capitals and evaluate the effectiveness of these. 

· Provide guidelines for effective and practical action which might be taken by employers of catwalk models within the UK fashion industry. 

· Describe how any measures appropriate to managing the health of London Fashion Week models would be implemented, enforced and assessed effectively. 
The panel members were chosen due to their expertise in health and or fashion industry matters. They consisted of: Sarah Doukas, Founder of Storm Model agency; Betty Jackson and Giles Deacon, British fashion designers; Charlotte Clark, Co-Director of Inca Productions; Paula Reed, Style Director of Grazia magazine; Erin O’Connor, English model; Prof Wendy Dagworthy, Head of the School of Fashion and Textiles, Royal College of Art; Dr Adrienne Key, Lead Clinician Priory Hospital Roehampton eating disorders unit.

 

The panel set up focus groups in all disciplines within the industry to canvass opinion including an online anonymous questionnaire for models and interviewed a series of medical experts in the field of eating disorders. The findings were stark in uncovering not only widespread disordered eating but also problems with drugs and alcohol and a widespread experience of the maltreatment of young and inexperienced models by an industry that appeared widely ignorant to the suffering and the dangers of such practices.

 

Fourteen recommendations were made. These included banning models under the age of 16 from the catwalks of LFW, the requirement that all models participating in LFW should provide a medical certificate attesting to their good health, the establishment of a models’ health education and awareness programme, the establishment of a models’ union, and the pursuit of funding for a rigorous scientific study into the prevalence of eating disorders within the industry and identification of risk factors.

 

One year later the BFC have failed to implement the medical certificate, citing the absence of such measures in other fashion capitals which they feel would lead to the industry boycotting the UK LFW resulting in a financial loss to the industry. The awareness programme is in an embryonic phase and the under 16 year olds are banned, but no funding or willingness to consider allowing a scientific study has been demonstrated. The industry as a whole feel their awareness of eating disorders and the consequences of them has been raised, particularly after the workshops carried out by BEAT, and many models have talked about their difficulties and suffering within the industry. It’s a great disappointment that the BFC failed to show leadership at this pivotal time by standing up for the rights of their models to health and implementing the health certificate. The hope is that the Inquiry and work of BEAT has increased awareness that will provide a pathway forward for future developments.

 

Dr Adrienne Key

Consultant Psychiatrist, Priory Health Group

 
6) Being a Consultant Psychiatrist in Eating Disorders: The First Few Years

 

Being a Consultant Psychiatrist in Eating Disorders (CPED) can be exciting and rewarding. It (not unlike a myriad of other jobs) can also be hugely challenging and highly stressful; the steady flow of complex clinical scenarios, often involving high risk management, is but one reason for this. This article was written by a Consultant who has been in post for just over 3 years and aims to highlight some points and practices which may be of help to the new CPED trying to settle into, survive and even enjoy the first few years of the job.

 

Prior Preparation

It is unlikely that a Trainee will commit to a training pathway in eating disorders without having a significant interest in the field, a sense of intrigue about the conditions faced and a belief in the potential of sufferers to genuinely recover and live successful lives. This ‘passion’ helps a CPED hang in there, search for creative solutions to difficult problems and fuels determination to keep developing better treatment approaches. The ability to personally manage stress effectively is obviously crucial. The value of a good psychotherapeutic understanding across a variety of modalities cannot be overstated.

 

Role Clarification

Our broad-based training puts us in an excellent position to deliver holistic care to a wide range of patients. But it can also be a source of role confusion and tension with other members of the multidisciplinary team due to unrealistic or unfulfilled expectations. We move between our roles as doctor / psychiatrist / therapist / leader / manager / researcher, etc. according to the situation we are in, often combining different roles together. The important thing is to know our role(s), communicate it (them) clearly to others and be content in the knowledge that we are ably doing what we can and should be.

 

Time Management

Efficiently dealing with the vast amount of paperwork that will come our way is an essential skill. Learn to plan and prioritise. Be able to telescope from having a strategic overview to keeping an eye on important detail. Do clinical administration efficiently, don’t let mundane but necessary tasks build up. Dictate and send off letters quickly, even if they are less than perfect. A phone call to a relevant person to directly discuss key issues often sorts things out quicker and helps build professional relationships – GPs like this especially. Direct contact / liaison via e-mail and mobile phone can reduce frustrating telephone tag as long as good boundaries prevent unnecessary distractions.

 

Support Network

(Depending on your service setting) there is a risk of becoming professionally isolated both by being a lone Consultant in the service and being out of the loop in terms of General Psychiatry colleagues. To try and combat this, one idea is to develop a telephone peer supervision network with other CPEDs whereby scheduled telephone calls, e.g. 30-40 minutes per month, provide a time and space for reflection, learning and catharsis. Thus, a link with 4 different Consultants once a month each sets up a more-or-less weekly slot. EDSECT Meetings are a good way to meet other practitioners and identify potential mentors – I have found that most people are happy to be contacted for advice and mutual support.

 

The RCPsych CPD Peer Group system for purposes of PDPs / Form Es can be an opportunity to keep in touch with colleagues outside eating disorders. It is probably helpful to see the Appraisal / Job Planning process as a way of actually identifying unmet need and enhancing your practice and not just as a paper exercise (easier said than done). An occasional informal meeting (e.g. 6-monthly) with your Clinical Director helps keep you abreast of latest developments within the Trust and key organisational issues that impact your service.

 

Lifelong Learning

A CPED has the expanded task of keeping up-to-date on different fronts – general medicine, general psychiatry, our subspecialty, advancements in psychological therapies, etc. There will be a significant learning curve as we seek to develop our particular approach to patients, something that doesn’t come without many hours of face-to-face contact. We can be guaranteed of regular clinical conundrums that lead to effective case-based learning.

 

Regular interaction with other eating disorders specialists (e.g. as described above) enables us to pick up tips about what really works in practice (often not found in the textbooks). The twice-yearly EDSECT Meetings should be pencilled into the diary as soon as notification is received. The biennial London Conference presents an opportunity to listen to and meet with international experts. I haven’t made it to an Academy of Eating Disorders International Conference yet, but one useful learning experience (for a fraction of the cost) is to order the multimedia CD of the proceedings which allows you access to every talk / workshop and accompanying slides, to be made use of at your convenience.

 

Personal Growth

What you bring to the job is as much about who you are as what you can do. Invest in personal development in order to grow in positive influence over fellow staff members and patients. We need maturity and poise as we seek to help patients who suffer such profound emotional disturbance and disconnection with life. Our patients are often asking questions about their identity, meaning and purpose in life and it is difficult to engage with them at this level if we don’t have some sort of answers to these questions ourselves.

 

Ken Yeow

Consultant Psychiatrist

Eating Disorders Service

Belfast

7) Good News from the Far North
It has been a very positive time for developments in eating disorder services in the North of Scotland.  Three years ago, agreement was secured to set up an office for a Managed Clinical Network for Eating Disorder with funding for a lead clinician, full- time manager and secretary.  This has been a powerful catalyst for other initiatives.  The MCN takes in a huge land mass covered by Tayside, Grampian, Highland, Orkney, Shetland and Western Isles health boards.  There are established specialist outpatient eating disorders services in Highland and Grampian, which also offer support, including the use of videoconferencing, to island communities, and a dedicated eating disorder service has recently been established in Tayside.

 In early 2008, the North of Scotland health boards agreed to fund a 10 bed regional inpatient (and day patient) unit to be based in Aberdeen with a planned opening date for February 2009.  This will replace the current reliance on the private sector in central Scotland for inpatient treatment. Clinicians from local services within the network have been closely involved in looking at care pathways and proposed operational policies, with the expectation that there will be greatly enhanced integration and liaison between different components of the service.  Plans are well developed to support this clinical integration by rolling out an electronic patient record currently in routine use within the Grampian service.

 Another exciting development is the establishment of a senior lecturer post in eating disorders in collaboration with the University of Aberdeen.  The main clinical contribution will be to the inpatient unit and there will be opportunities to build on previous and current epidemiological research.  New research projects in eating disorders will be in keeping with the research theme of nutrition which has recently has been reaffirmed as a priority area for research within the Aberdeen academic community. 

 

 Harry Millar

Lead Clinician

North of Scotland MCN for Eating Disorders

harry.millar@nhs.net
 

8) The highs and pitfalls of setting up a carers' group  [image: image2.jpg]



In Spring 2006, BEAT, EDA as it was then, organised a half day meeting in Newcastle about eating disorder provision in the North East. I was invited to speak on the pathway of care for patients and to highlight the provisions and the gaps. The audience was composed mainly of carers but there were a few health professionals present too. 

In the audience were Helen and Les, parents, who in the past had set up carers groups in Newcastle but found it hard to keep it going, especially when their own adolescent daughter had a relapse. We chatted over coffee and spoke of the need for such a group to support carers by giving them the space to talk openly of their anxieties, worries and concerns. In addition, we agreed that support can also be in the form of giving information regarding the illness, treatment options  as well as tips on how to manage certain situations e.g. Christmas Dinner!

It was not until the September of that year that the first meeting was held in a group room in our Unit. Those involved in the setting up of the group were health professionals including myself, our senior dietician, Marie and charge Nurse, Tracey. This was in partnership with Helen and Les who volunteered to advertise the group on the BEAT web page. We produced leaflets and left them in the outpatient department and around the inpatient ward. We agreed that the meetings would start at 6 pm for tea and coffee, allowing the carers to mix and get to know each other. The meeting then started at 6.30pm with the aim to finish promptly at 8pm.

 

At the first meeting we had a good number of carers (around 10 to 12) and the majority had a family member who was an inpatient on our Unit at the time.  Helen took the lead in welcoming the carers, talking of aims of the group and governance issues, e.g. taking minutes, and emphasised that both her and Les had attended training by BEAT for volunteers.

 

Marie and I attended each monthly meeting over the next year. Most of the time we preferred to be silent and listen, contributing only if it was needed, e.g. explaining a medical term or giving information on various aspects of eating disorders. There was an agenda for each meeting and minutes were taken. The number of carers started to increase. At times we ran out of chairs. It was heartening to see siblings attending too. Those who attended the group were open, warm and supportive towards each other. Marie and I came to have a better appreciation of the impact of having a child with eating disorder in the family.

 

With time, the carers appeared to organise themselves into specific roles; chair, secretary, treasurer, etc. One carer took on the role of registering the group with voluntary services. There was talk of the need to set up a committee to run the group. Marie and I thought this was an excellent idea. There was a need for clarity about roles and there was also a need to be able to demonstrate probity for the donations that the group was attracting from friends and relatives. Marie and I assumed that we would be part of this process because of the partnership arrangement between us and the carers. However, at the next meeting it was announced by the chair that a committee had been set up, had already met and officers had already been allocated amongst the small number of carers who attended and a mission statement had been agreed. It wasn’t clear to us how the selection took place.

 
Marie and I talked about it later and decided we needed to discuss this development with our Manager. Our Trust had shown great commitment to user and carer involvement and were highly supportive of us. However, our Manager was concerned that the group wished to be autonomous of the health professionals but maintain a public partnership, in effect, with our Trust. For example, the group had decided to move away from the Unit to a local church hall and our Trust had undertaken to pay for the hall hire. The manager felt that this made the Trust, in effect, responsible for the actions of the group.

Our Manager felt that the most appropriate action was for us to withdraw from the leadership of the group. The Trust honoured the hire of the hall for one meeting and the rest of the hire cost was covered by an anonymous donation. Because of our commitment to supporting the group, it was agreed that we can continue to attend the groups as invited guests.
This was a tense time for all concerned and a frank discussion was had. Our commitment to promoting and working with the carers' group remained strong and we were able to agree to continue liaising and working with each other.  

Since then, Marie has left her post and I have attended the group on a few occasions. I have kept the group informed of developments in the service and the Region. I have sought their contribution to various things, from training to service development. Members of our team have attended individually to talk about their role and work in the eating disorder service. At the recent Eating Disorders Awareness week we invited UpBeat to join us at our stand in the main shopping centre in Newcastle.

 

On reflection, I realise that my aspirations for this group were more therapeutic than self-help. It might have been better to ask for help from the Trust’s own user and carer involvement group right from the start. I now have a better understanding of corporate issues for Trusts in the modern NHS.  I hadn’t realised how quickly group processes set in. The group’s wish to be autonomous from professionals can be seen as a healthy development and, on reflection, it is the right outcome.

 

What of the future for this group? It is still going strong two years on with a cohort of about eight to ten carers who meet monthly. The group is well publicised by our service and BEAT. We continue to signpost carers to the group. Our service’s enthusiasm for working with carers remains strong. Our family therapy team intends to include multi-family therapy in their interventions. We are still toying with the idea of providing time limited education and training to carers, possibly using the Maudsley package developed by Professor Janet Treasure. Should this be provided only for carers in our service or should we work with UpBeat to provide it to all?

 

But what was it like for them? In the next Newsletter, there will be a contribution from UpBeat on their experience.

 

Dr Sylvia Dahabra

Regional Eating Disorders Service

Northumberland, Tyner and Wear Trust

 

9) The Website of the Eating Disorders Section
http://www.rcpsych.ac.uk/ is probably the UK’s most popular mental health resource. It is also the highest ranking Royal College website amongst all existing Colleges.  Naturally, some sections of the website are much more popular than others (ours is not in the top 10!). As the website editor I want to do everything possible to ensure that our Section has an accessible and user friendly website, with an up to date content related to all aspects and issues related to eating disorders in the broadest sense of the word.  In order to achieve this I would appreciate your help. Any comments you have (good and bad) or suggestions regarding our website, please send to me at ja42@le.ac.uk
 

In order to inform you of any new information on our website, we will put a link on the Eating Disorder Section home page for a few days. The website address is:

http://www.rcpsych.ac.uk/college/sections/eatingdisorders.aspx
 

Many thanks in anticipation,

 

Dr Jon Arcelus

Consultant Psychiatrist in Eating Disorders

Leicester

 

 

10) Section of Eating Disorders Annual Meeting, Royal College of Psychiatrists
Measuring up: What do we have to offer for the treatment of anorexia nervosa?

Venue: SCI, London

Date: 6th November 2008

Cost: £125

Further information can be found here.
 

11) Other Conferences

The following conferences are not organised by the Royal College of Psychiatrists:

 

Eating Disorders in Children and Adolescents: a practitioner training course

Venue: UCL Institute of Child Health

Dates: 10th – 12th November 2008

Cost: Early bird fee £295 until 15th October and standard fee £350 after 15th October

To register or for further information please see http://www.ichevents.com/
 

The 9th London International Eating Disorders Conference 2009

Venue: Institute of Education, London

Dates: 31st March – 2nd April 2009

Cost: Early bird booking rate £752 for bookings received by 30th September and standard fee £846 – £940
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