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Foreword from the editor:
The Spring edition of the Newsletter  focuses on clinical practice and particularly on the issue of quality. Clinical governance depends on clarity about our clinical practice, aiming for the highest standards possible and a willingness to be open and allow our work to be scrutinised by patients, carers and colleagues. 

The David Britten report has prompted Mental Health Trusts to review the issue of professional boundaries. It has increased awareness amongst eating disorder professionals of the vulnerability of their patients which is implicit, often reflecting their emotional and psychological immaturity. In my work, it has certainly prompted my team and I to reflect on some of our interactions with patients.  It has produced interesting discussions of how easy it is to develop “special” relationships which then lead to splits and lack of adherence to a common formulation.

The focus on quality by The Quality Assurance Network proposal and the work of the MARSIPAN group will enhance clinical governance of all aspects of care, in different settings including  that of the acute medical setting.  We need more clarity and agreement on what constitutes good standards of care and to share these with patients and carers.  

One suggestion, by the Chair of one carers group (see Newsletter) is that NHS providers should aspire to private units’ standards. Do you agree?  What areas of eating disorder practice do you think need to be looked at? If you wish to comment on any of the above, I hope that you will consider submitting a letter for publication in the Autumn edition of the Newsletter.  

Finally, and in case you have not noticed, I am without a deputy editor  as Elena Baker-Glenn has completed her stint as PTC rep and has been elected as Deputy Chair.  Having worked with her on the first two editions of the newsletter, I know that she will bring enthusiasm and ability to her new role. Well Done, Elena.  There will be a new deputy editor and all will be revealed in due course!

Please consider submitting articles for the newsletter: as you will see, contributions on any aspect of eating disorders practice are most welcome.

Happy Easter


Dr Sylvia Dahabra
Sylvia.Dahabra@ntw.nhs.uk
1-DEVELOPMENT OF A QUALITY ASSURANCE NETWORK FOR EATING DISORDERS

Planning meeting, London, March 6th 2009

Outcome of the Meeting

A Quality Network for Eating Disorders (QED) will be developed in association with the Royal College of Psychiatrists. 

The aim is for the Quality Network to start with an assurance framework, and progress over time to an accreditation framework.

Framework for Quality Network Standards & Criteria: 

The framework for quality standards and criteria will be structured around care pathways for people with eating disorders (rather than existing service structures) in order to maintain focus upon the patient experience.  

A statement of core values and principles will govern the framework, based upon the Worldwide Charter for Eating Disorders (developed by b-eat).

A core set of standards will be developed that apply across all levels/elements of services.  For example, standards relating to confidentiality and equal access to services.

Modules will be developed for specific elements of the care pathway (eg inpatient care, outpatient care, acute medical care) which will include module specific standards and criteria for both core and specific standards. Each module will address interfaces with other relevant modules (e.g. Inpatient module will need to address the interfaces with acute medical care, day patient care and outpatient care). 
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Standards will be derived from existing guidelines and standards for care, including:

CR87 update

Worldwide charter for eating disorders

AED standards

NICE Guidance for ED, obesity, nutrition, borderline PD, etc...

QNIC

QUINMAC

Standards for better health

Perinatal and other relevant quality network standards

Human Rights Act

HCC standards
AIMS standards

TEN ESC (essential shared capability)

QIS (Quality Improvement Scotland)

Mental welfare commission

MHA commission

CR130 nutritional management of AN

MARSIPAN
Verita: Report on the conduct of David Britten

Osteoporosis guidance

A listserve will be established for the Quality Network for Eating Disorders (QED) 

All meeting attendees and members of the Eating Disorders Section of the Royal College of Psychiatrists are encouraged to recruit colleagues of all disciplines, and interested service users to join the listserve. Email Paul Robinson (drpaulrobinson@googlemail.com ) to join the listserve. The further development of QED will be conducted via the listserve, so it is vital that collectively we recruit as many participants as possible to ensure a broad based constituency for the network.

A small, multidisciplinary Steering Group will be established. Tony Jaffa (Consultant Psychiatrist, Phoenix Centre) will Chair the Steering Group and select members to ensure representation from adult and CAMHS services, the disciplines of Psychiatry, Nursing and Psychology/Psychotherapy and the Royal College of Psychiatry Centre for Quality Improvement. At least one member will need skills in obtaining funding. Efforts will be made to ensure that Steering Group members are recruited from across the regions. Expressions of interest to join the steering group can be emailed via the listserve, or directly to Tony Jaffa (Tony.Jaffa@cpft.nhs.uk ). Those not selected will have ample opportunity to contribute to the development of QED through the working groups.

The first priorities for the steering group will be:

Securing funding for development work.

Facilitating establishment of working groups.

Working groups will be established for development of Core Standards for each of the specific modules.

Specific modules can be proposed via the listserve.

A reference group will be established to review the standards and criteria set by working groups. One of the goals of the reference group will be to 

ensure that all core standards have been addressed appropriately for each module

ensure that the interfaces between modules have been adequately addressed.

Implementation:
 Services will be recruited to join the Quality Network for Eating Disorders (QED) once Core Standards and initial Module Standards and Criteria have been established. From this point, the Network will become self funded through fees paid by member services. 

Time Line

May 2009. 

Steering Group membership established.

July 2009.

Core Standards Group established.

Priority Module Working Groups established (these groups can work on specific standards whilst waiting for first draft of core standards).

November 2009.
Reference group established.

December 2009. 
First draft of Core Standards completed.

Dr Frances Connan


2-LEARNING LESSONS FROM THE PETER DALLY CLINIC INVESTIGATION

In July 2008, Verita published An Independent Investigation into the Conduct of David Britten at the Peter Dally Clinic 1. The report describes a 20 year history of sexual abuse of more than 20 women seeking help at the Peter Dally Clinic eating disorders service. The abuser, David Britten, was a senior nurse and the Clinic Manager. It is clear from the investigation that he was able to systematically abuse for many years because there were failings in the clinical and managerial systems within which he worked. The investigation produced a valuable description of the grooming process that is common to such incidents of abuse, and important recommendations relating to clinical supervision policy; implementation of the CHRE guidance on professional/patient boundaries 2; Trust internal investigation procedures and the establishment of systems within Trusts for the retention of institutional knowledge about proven and unproven allegations of a sexual nature. However, the risk associated with this report is that we may come to think of abuse of patients as something perpetrated only by bad people: people other than us, who knowing and willing abuse. Through the process of developing a new service in the wake of the disclosure of this abuse, we have worked to establish and maintain systems and a clinic culture that aim to protect patients from the risk of serious professional/patient boundary violations. In doing so, it has been necessary to recognise and understand the potential within every clinician (however experienced, caring and committed) to harm patients by violating boundaries in relationships.

The Broader Context of Boundary Violations

Boundary violations are common in clinical practice and may take many forms including collusion with illness, over-caring, over-protecting, over-controlling, inappropriate coercion, physical abuse, neglect and exploitation. Boundary violations arise through behaviours we employ in order to manage our own unmanageable feelings toward patients (including lust). For example, we abuse our power and over control patients in order to manage feelings of anger and frustration. Or, we over-care in order to manage feelings of ineffectiveness, and harm the patient by fostering dependency.  The hallmark of a boundary violation in care (and what distinguishes it from good care) is that our behaviour is motivated by our own needs and feelings and not those of the patient. Thus NG feeding given after careful thought and in a spirit of care and compassion constitutes good care, whilst a NG feeding given in frustration and conflict violates the patient and is harmful. It is important to recognise that in both cases, the feeding may be clinically indicated, and thus we can readily justify our actions (or those of others) as care and fail to recognise the violation.  When boundary violations go unrecognised and unchallenged, it will come to feel as if our behaviour is condoned. A slippery slope can therefore develop in which violations become more extensive and persistent. 

Boundary violations are not the preserve of inexperienced staff. Abusers are often amongst the most senior members of a team, and may have come to see themselves, and be seen by others, as above the rules. Senior clinicians are often the longest serving team members and are vulnerable to becoming enmeshed in a closed, inward looking system that has lost its’ reflective capacity. Senior clinicians are also more difficult to challenge. Each of these factors was evident in the David Britten case.

Preventing & Managing Boundary Violations

Formation and maintenance of a therapeutic relationship is an essential component of psychiatric care.  Patients relate to professionals through the relationship patterns they have learned from early care givers. The difficulty is that patients with severe and complex disorders tend to come from damaging backgrounds and recruit professionals to re-enactment of early damaging relationships. In order to prevent boundary violations in professional relationships, it is necessary to identify, understand and work with the damaging patterns of relating that our patients bring to treatment. 

At Vincent Square Eating Disorders Service, we have used the cognitive analytical therapy (CAT) model to formulate an understanding of damaging relationship patterns that are prevalent in people with eating disorders and increase the risk of boundary violations. This formulation can be applied at an individual level to recognise collusion, or at a systems level to foster understanding and to develop a framework of sharing, openness and supervision (SOS) with which to manage damaging relationship patterns and reduce the risk of boundary violations and abuse. SOS aims to: a) empower staff to understand and manage the pressure to re-enact harmful relationship patterns with patients (and colleagues) b) develop the clinic structures and ethos necessary to prevent boundary violations and c) empower patients and their families to prevent professional abuse3.

SOS can be applied to individual patient care, both in the one to one setting and in the team setting. It can also be used to create a clinical culture that supports effective, safe practice. Examples of sharing include: sharing of respect and dignity; sharing a psychological model with staff and patients; sharing responsibility for the development and maintenance of an appropriate clinic culture; sharing responsibility for care between different professional and service groups and with patients and their families; sharing of goals and tasks within the treatment team, and with the patient; sharing responsibility for outcomes, whether good or bad; and sharing of information, knowledge and skills with patients and their families and friends. Sharing prevents secrets, which are always harmful.

Openness is first and foremost achieved through accountability and transparency. Openness to patient’s and families’ disappointment and anger about care helps to minimise power struggles. This can be achieved by providing safe and easy routes for patients to complain and express concerns and by facilitating expression of emotion in therapy sessions and support groups. The physical environment can promote openness by allowing visual access to all settings. For staff, open access to colleagues, supervision and training facilitates non-competitive equal access to support, reflection and clinical guidance. This can help manage difficult emotions and reduce isolation and blame. Similarly for patients, open and equitable access to staff time and treatment reduces rivalry, competition and feelings of exclusion. 

Supervision is a forum where staff can express their emotional reactions to the patients and be helped to understand their emotions in the context of the patient’s relationship patterns. Through this process, re-enactments of damaging relationship patterns can be recognised and alternative ways of relating can be developed to prevent significant boundary violations. Clinical effectiveness is improved by the management and prevention of re-enactments. Supervision is most effective when provided with a focus on both case work and team work (the latter often called staff support or Balint group). Staff supervision should include training about boundaries and how to manage requests from patients to violate boundaries2. Supervision is only effective when staff want to use it, not when they are made to. A safe clinic culture must therefore value supervision, be non-judgemental, reflective and psychologically minded in order to motivate staff to use supervision effectively. 

Conclusions

Most boundary violations are committed not by predatory abusers but by caring staff who have become caught up in patients’ psychopathology and unhelpful patterns of relating. Rigorous application of robust policies and procedures alone cannot prevent serious boundary violations. The development and maintenance of an appropriate clinic culture, in which relationships and the associated emotions are valued and understood, is also necessary. SOS (sharing, openness and supervision) provides a framework with which to develop such a culture and embed appropriate training and supervision. This approach can empower individual clinician’s to 1) manage their own relationships with patients more effectively, 2) help colleagues manage relationships with patients more effectively and 3) contribute to a culture in which a predatory abuser cannot function. 

It is incumbent upon all of us first and foremost to protect patients from being violated, but in doing so we also protect ourselves from the experience of violating.

Dr Frances Connan (Consultant Psychiatrist) & Claire Tanner (ACAT)

Vincent Square Eating Disorder Service, CNWL NHS Foundation Trust

1. Verita. An Independent Investigation into the Conduct of David Britten at the Peter Dally Clinic. 2008; http://www.verita.net/index.php?id=41 

2. Council for Healthcare Regulatory Excellence. Clear sexual boundaries between healthcare professionals and patients: responsibilities of healthcare professionals. 2008; www.chre.org.uk/publications.

3. Connan, F. & Tanner, C. The Special Relationship: Application of the Cognitive Analytic Therapy Model to Boundary Violations in Eating Disorder Services. Submitted, European Eating Disorders Review.

3- A trainee’s experience in an eating disorder service: A change from being a non-believer to a strong follower
When I was offered a training opportunity in the Eating Disorder Service in Leicester I was a bit sceptical about my suitability and aptitude for this posting. I put this down to my pessimism about outcome in patients with anorexia nervosa. My previous experience in dealing with patients with eating disorder was very limited and confined to clerking one or two patients with eating disorders while on-call and the occasional assessment in A&E.  Since I wanted to get psychotherapy experience and I was reassured by my training programme director that the Leicestershire Eating Disorder Service provides very good training in psychotherapy, I reluctantly agreed to accept the posting. Nine months down the line, I can’t believe how much my attitude has changed towards working in this field. I would like to share my training experience to encourage other trainees to consider training in eating disorders as a worthwhile experience. In order to impart some structure to my article, I have described my experience under the following headings - clinical, psychotherapy experience, research and teaching.
Clinical Experience in Eating Disorders Psychiatry
Leicestershire Eating Disorder Service is a tertiary referral unit and provides in-patient service to the entire Trent region in addition to offering out-patient services to selected mental health trusts across the region. The Department has four Consultant Psychiatrists who have varied clinical background e.g. child psychiatry, general adult psychiatry and psychotherapy. In addition, we also have an eminent Professor in Eating Disorders working with us. The team is also supported by psychologists, psychotherapists and professionals from other allied professions. Working in the in-patient unit has provided the best opportunity to experience caring for patients with severe anorexia nervosa. After seeing the progress these patients make, during and after their in-patient stay, my pessimistic belief about this group of patients began to change.  I was also given the chance to manage patients on my own, with supervision. This firsthand experience increased my confidence in managing these difficult-to-treat patients. The Day Patient Unit offered different types of group therapy programmes and offered the opportunity for patients to sustain their improvement. Taking part in the group activities made me reflect on my therapeutic community experience as an SHO especially as the group leaders had previously worked in therapeutic community settings.  Combination of all these factors made this experience quite unique and to a major extent changed my attitude towards eating disorders.

In my out-patient work, I assessed patients presenting with varying degree of complexity of eating disorders.  I assessed and followed up my own patients and this allowed me to build my own case load as the other Consultant Psychiatrists in the team.

Psychotherapy Experience
Our department offers psycho dynamically informed therapy for anorexia (PITA), interpersonal therapy, cognitive behaviour therapy and various group therapies through in-patient and day care unit. I was able to offer selected patients interpersonal therapy and I am currently working towards obtaining accreditation in this model. I also received clinical supervision for my psychodynamic psychotherapy which will count towards obtaining masters degree (M.A) in psychodynamic psychotherapy from University of Derby. Having ample opportunity to find suitable patients for psychotherapy, to obtain supervision for these two different models of psychotherapy and using these to obtain accreditation and a masters degree is, in my opinion, unique. I believe the speciality of eating disorder offers this opportunity better than any other sub-speciality of general adult psychiatry. 
Research Experience
There is a fully functioning research unit in our service.  We have a Professor, a Senior Lecturer, PhD students and other research staff. There is a well established clinical data system which makes gathering data much easier. I am currently involved in two projects, predictors of hepatic enzyme abnormalities in patients with anorexia nervosa and an epidemiological survey studying whether eating disorder is a common problem for young Indian women. We are collaborating with researchers from overseas for this study. Getting into research has expanded my knowledge about eating disorders and I am hoping that this will reflect in my clinical management of these cases. Eating disorder is an area with vast potential for research and any trainee interested in research would find this particularly attractive.
Teaching Experience
I am able to teach medical students about eating disorders both in clinical setting and lecture type teaching. It has motivated ne to update my knowledge of the nature and the management of eating disorders.  My knowledge in this speciality has helped me prepare clinical scenarios for the final MRCPsych mock examination organised by Leicestershire rotational scheme. Knowledge and expertise in this sub-speciality will enable me to help other trainees who are sitting their postgraduate examination.

Conclusion

On the whole, I feel that my experience in eating disorder has been immensely valuable. I came into the speciality because of my interest in psychotherapy. The positive experience I have had so far has made me seriously consider a career in eating disorders psychiatry. Undoubtedly, my department and my colleagues have greatly helped me to change my   mind. The challenges that eating disorders pose, the considerable knowledge in the biological and psychological domains required along with the feeling that I am helping someone to regain their life, have all played major roles in my decision to choose this sub-speciality as my career. I would strongly recommend a training experience in this challenging sub-speciality to any trainee whether they are in basic or higher level of training. Who knows what scope this experience would provide them with?  After all it was only by chance that I got this eye- opening, career- changing experience. 

Dr Murali Sekar, STY5 Trainee,  Leicester Eating Disorder Service

4- UPbeat North East: a carers group 

 
UPbeat North East is a Carers Group which provides support to families and friends of people suffering from an Eating Disorder. The group was formed in 2006 following a workshop in Newcastle upon Tyne, for health professionals treating patients with eating disorders in the North East, and carers. It was organised by B-eat, the Eating Disorder Association as it was then, after the annual Self-Help Conference where it was highlighted that services in this region and support for families, had not shown significant improvement over the last 10 years.
 
My husband, Les, and I, who are joint founders of the group, were put in touch with Dr Dahabra, by B-eat, to explore the possibility of  setting up such a group with the aim of  providing information and support both from a professional perspective and from a carers perspective. 

 This was the third group my husband and I had set up over the last 10 years or so, and we approached this joint working with excitement and commitment as this was the first time that professionals were actually felt to be listening to the views of carers, and were open to the possibility that by working together to share experience we would provide a more cohesive approach in supporting the sufferer in their battle for recovery.

 As with all new relationships we did hit some communication barriers and some boundary issues. The professionals decided, after a few months, to part from this group as they wished to focus more on providing a group purely for  those individuals receiving treatment within their service.  Although the "UPbeat" committee were disappointed at this development particularly as the group was in  the embryonic stages of development,  we could see the benefits of separating, not least because feedback from the attendees highlighted that they felt they were reluctant to communicate their true feelings on services provided etc in front of a professional treating a member of their family. 

However, to date "UPbeat" remains the major  carers' group in the Region and I am pleased to say we are still operating under a  joint approach with the professionals. We have a collaborative partnership  with the professionals particularly  Dr Dahabra. She has an open invitation to attend our meetings to both consult and inform us of progress or lack of it around the bids for additional beds etc, and we share with her our views on what would be beneficial in terms of 
services to achieve quick assessment and inpatient care for our families, to give them every chance for recovery. 

Sadly, and despite some of us repeatedly battling for this over the last decade,  we still do not have an adequate specialist eating disorder service for children, in the North East. In our group we hear about the same experiences now, in 2009, as we experienced 12 years ago, despite there being much more awareness and publicity about "Eating Disorders".

Our group meets monthly and I facilitate it with the support of my husband and our co-worker, Jan Wilson. We have all been trained by B-eat and work on a purely voluntary basis. We have guest speakers every few months, and have themes for discussions based on feedback from the members. Our attendance varies from 3 to 4 people to 10 to 12 depending on whatever the carers’ personal commitments are at the time.  Our main objectives are to provide support and strategies for coping so that we can better support the sufferer, to allow the professionals to do their work and hopefully this achieves a holistic approach in the journey to recovery.

The future is a challenge as carers groups were supported very much by B-eat and we received regular training free of cost. However, there appears to have been a shift in the sense that B-eat are now working even more closely with professionals for training etc which is a positive outcome and a welcome one but it has meant that the Self- Help Conference which provided a learning platform for carers, has not been held for the past two years. There is an annual Carers Conference held in London but this is quite costly for individuals and quite a distance to travel. We have funds within our group for this purpose but the travel is an issue when people have the pressure of work and caring and it would be easier if more events could be held in the North East.
 
Our wish list for the future would include:

1.  A quick referral from the GP straight to an Eating Disorder specialist within a month and a regular appointment be scheduled with the GP until such time the patient has been seen by the Specialist. In other words, from the initial contact until recovery the patient cannot fall through the system. 
2. A dedicated Eating Disorder unit for children with both inpatient and outpatient facilities following benchmarking with Private Organisations to achieve the best possible treatment provision.
3. A dedicated help-line for carers to contact a professional for support when caring for a member of their family who is receiving treatment as an outpatient, or who have just been discharged from inpatients.
 4.  A programme of awareness sessions in schools from age nine upwards. This could be provided by school Nurses following additional training.
Our long term aim is a service provision that negates the need for any carers groups as from the initial date of contact for treatment, every aspect should be catered for including the care of the family who need to support their loved ones in fighting this life threatening illness.

Helen Gordon (gordonhelenclare@yahoo.co.uk)
Chair
                                                                           UPbeat [ North East ]
5- MARSIPAN: An Interprofessional and Intercollegiate group looking at medical and psychiatric management of very severe anorexia nervosa


In October 2008, the Executive Committee of EDSECT resolved to set up a group to develop guidelines for managing the most severely ill patients with anorexia nervosa who find themselves on medical wards where they sometimes do not do well.


Around the same time a case presentation combined with multidisciplinary comment was featured at the annual meeting of BAPEN, the British Association for Parenteral and Enteral Nutrition. The case was a tragic one of an 18 year old young woman with severe anorexia nervosa who was admitted to a medical unit and died there following progressive deterioration of her nutritional state.


Thus began the idea of a multi-disciplinary group to look at this area and if possible generate recommendations to guide practice. The group was named MARSIPAN, MAnagement of Really Seriously Ill Patients with Anorexia Nervosa and it meets online using email. MARSIPAN currently consists of the following membership:

Psychiatrists in Eating Disorders: 6 including one in Child and Adolescent EDP.
Physicians in Gastroenterology and Nutrition: 5, including the Registrar of the RCP and 1 paediatrician.
Physicians in Intensive Care: 1.
Chemical Pathologists: 1.
Dietitians 2 (1 from clinical nutrition, 1 from eating disorders).
Pharmacists 1 (from the medical side).

We tried to get a GP and a psych pharmacist, but were unsuccessful. 


Nevertheless, an impressive group!  We discussed the possibility of establishing a separate, but parallel group dealing with under 18s (junior MARSIPAN) but eventually decided to stick with the one group for the whole age range. 

Our remit is as follows:

1. Document the problems.

2. Produce guidelines for the management of these patients across the age range.

We are aiming to try and obtain endorsement from the RCP, RCPsych, RCPath, RCPaeds, BAPEN, The Intercollegiate Group on Nutrition and the Academy of Royal Colleges.

Anyone interested in contributing information, advice and experiences please contact:

Paul Robinson (18 yrs+) drpaulrobinson@gmail.com
Dasha Nicholls (<18 yrs)   d.nicholls@ich.ucl.ac.uk
We hope to have a document ready by around July 2009.

Paul Robinson



 
6- LIST OF EXECUTIVE
 

	Member
	Year of joining
	Position

	Prof. Ulrike Schmidt 
	2007 (E) 
	Chair 

	Dr Jane Shapleske 
	2007 (E) 
	Financial Officer 

	Dr Jon Arcelus Alonso 
	2007 (E) 
	Committee Member 

	Dr Sarah Cassar 
	2007 (E) 
	Committee Member 

	Dr Frances Connan 
	2007 (E) 
	Academic Secretary 

	Dr Alan Currie 
	2007 (C) 
	Co-opted Member 

	Dr Sylvia Dahabra 
	2007 (E) 
	Committee Member 

	Dr Anthony Jaffa 
	2007 (E) 
	Regional Representatives 

	Dr Adrienne Key 
	2007 (E) 
	Committee Member 

	Dr John Morgan 
	2007 (E) 
	Vice Chairman 

	Dr Dasha Nicholls 
	2007 (E) 
	Committee Member 

	Dr Lorna Richards 
	2007 (E) 
	Committee Member 

	Ms Susan Ringwood 
	2008 (C) 
	Co-opted Member 

	Dr Paul Robinson 
	2007 (E) 
	Education Training and Standards Rep 

	Dr Tanja Schumm 
	2008 (E) 
	Psychiatric Training Committee Rep 


 

 
If you wish to apply to this years round of higher
awards, information can be obtained from


http://www.rcpsych.ac.uk/members/yourmembership/awards2009.aspx

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

 Mental Health Act 2007; Six months on: issues and challenges-
London: 30th of April

 

Annual conference from the Academy for Eating Disorders
Cancun, Mexico, 30 April- 2 may

Information: AED International conference on Eating Disorders
Four day clinical workshop on Interpersonal Psychotherapy

Leicester: 11-15 May 

Contact: lynne.reeve@ leicspart.nhs.uk

 

European Congress of Obesity
Amsterdam 6-9 May

Information: http://www.easoobesity.org/eco2009/
Managing the Therapeutic Relationship: Safety and Effectiveness
Vincent Square, London. 18th of May

Information: pamela.taft2@nhs.net
 

Child and Adolescent Eating Disorders Research Consortium
22nd of May

Contact: Tonny Jaffa: Tony.Jaffa@cambsmh.nhs.uk
One week Eating Disorders Course

Leicester: 8-12 June

Contact:lynne.reeve@ leicspart.nhs.uk

 

Eating Disorders Research Society: 14th Annual meeting
Brooklyn, New York:  24-26 September
Information: http://www.edresearchsociety.org/
 

International Conference: Obesity 2009
Brussels, 2-4 September

 

More information in the website
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