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Overview

This thesis is submitted in two volumes to the School of Psychology at the University

of Birmingham for the degree of Doctor of Clinical Psychology (Clin.Psy.D.).

Volume 1: Research component

The research component consists of an empirical paper, a literature review and a
public domain paper, which summarises the first two papers. It also contains an appendices
section, which contains information regarding the empirical paper. The empirical paper is a
quantitative study conducted by the author, concerned with metacognitions, emotion and
disordered eating in women. The literature review paper is looking at existing randomised
controlled psychological treatment trials, for young people living with an eating disorder.

Both papers have been prepared for submission to the European Eating Disorder Review.

Volume 2: Clinical component

The clinical component consists of four clinical practice reports and one abstract of
a clinical practice report, which was orally presented. All were submitted by the author
during her training on the Doctorate of Clinical Psychology course at the University of
Birmingham. The clinical practice reports (CPRs) are reflecting four clinical pieces of work

and one service evaluation, and have been conducted on four different placements.

All names and identifiable information in this thesis have been changed to ensure

confidentiality.
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issues for the eating disorder identified. In the second phase, these issues are explored and
the expression of feelings encouraged. The therapy works towards independence and the
termination of treatment. The last phase consists of a review and plans on how to cope in

the future.

1.1.4 Other interventions

The main aim of family group psycho-education (FGP; as described in Geist et al.,
2000) is to achieve attitudinal and behavioural change in patients and their parents. This is
attempted by informing about eating disorders and facilitating group discussion about the
implementation of change. At the end of each session, group members split into a parent

and an adolescent group for discussion.

Inpatient treatment, as described by Gowers et al. (2007), is a multi-disciplinary
approach provided within generic children’s and adolescents psychiatric inpatient units. It
aims are to normalise eating, restore healthy weight and facilitate psychological (cognitive)
change. It includes individual supportive or cognitive therapies and family therapy, as well

as a weight restoration programme.

Specialist outpatient treatment, as described by Gowers et al. (2007), was
manualised and consisted of an initial motivational interview, individual CBT (including
parental feedback), parental counselling with the patient, dietary therapy and multi modal

feedback monitoring.

CAMHS treatment, as described by Gowers et al. (2007), was treatment as usual,
provided by children and adolescent mental health services in the UK, and mostly
comprised of an MDT, family-based approach with possible dietary and individual

supportive therapy as well as medical liaison.
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2. Method

2.1 Criteria for considering studies for this review

2.1.1 Types of studies

All randomised controlled treatment studies evaluating psychological treatment for
eating disorder in children and adolescents were considered for inclusion in this review.
Studies which included young people and adults were only considered if the sub-sample of
young people was analysed separately. The control condition had either to be a waiting
control group or another psychosocial intervention(s). Only articles from peer reviewed

journals were considered.

2.1.2 Participant characteristics and settings

Considered for this review were young people (1) of either gender; (2) between the
ages 8-21 (children are classified as between 8-12 years of age; young adolescents 13-16;
older adolescents 17-21) (3) with a diagnosis of anorexia nervosa or bulimia nervosa, or

partial pictures of these/eating disorder not otherwise specified.

2.2 Search method for the identification of studies

2.2.1 Electronic searches

Relevant studies were identified by searching the following electronic databases: (1)
Ovid MEDLINE (1948 — 2 week of January 2011); (2) EMBASE classic and EMBASE

(1947 — 2011 week 2); (3) PsycInfo (1967 to 3 week of January 2011).

The key search terms were as follows: (1) Intervention = psycho* or cognitive or

behavio* or therap* or self* or educat® or counsel* AND (2) Condition = anorexia or
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bulimia or ‘binge eating’ or ‘eating disorder*” AND (3) Participants = child* or adolesc* or

teenage™® or pubert*.

2.2.2 Reference lists

The reference lists of all papers selected were inspected for further relevant studies.

2.3 Evaluating criteria used in this review

2.3.1 Research quality criteria

The quality assessment tool for quantitative studies (EPHPP, 2009) has been used,
which evaluates studies with regards to their selection bias, study design, confounders,
blinding, data collection methods, withdrawals and drop-outs. These are rated strong,
moderate or weak. Articles with no weak rating and a majority of strong ratings were
awarded an overall strong rating. Studies with no weak rating and an equal amount of
strong and moderate ratings were given a double rating of strong/moderate. Studies with
one weak rating or no weak rating but a majority of moderate ratings were given an overall
moderate rating, while studies with more than one weak rating were given an overall weak
rating. The quality assessment tool for quantitative studies was chosen because it has a

strong methodology rating (Thomas, Ciliska, Dobbins & Miccucci, 2004).

2.3.2 Outcome criteria

Overall outcome of the reviewed studies is reported, in order to enhance

comparability.

For AN, the majority of included studies (Ball et al., 2004; Eisler et al., 2000;

Gowers et al., 2007; Le Grange et al., 1992; Robin et al., 1994; Russell et al., 1987) report
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overall outcome with the Morgan and Russell (1975) general outcome classification. These
are as follows: (1) ‘good’ for individuals whose weight is within 15% of average body
weight, who are menstruating and who have no bulimic symptoms; (2) ‘intermediate’ for
individuals whose weight is within 15% of average body weight and who have either no
bulimic symptoms or they are less than once a week; (3) ‘poor’ for individuals whose
weight is below 85% of average body weight, or who are bingeing/vomiting once a week or

more.

There is a second set of data which the Morgan Russell scales measures, called the
average outcome score. This score measures general progress on five dimensions
(‘Nutritional’ status; ‘Menstrual’ scale; ‘Mental State’ scale; ‘Psychosexual’ scale; ‘Socio-
economic’ scale). However, the average outcome score is only reported where reported and

relevant.
3. Results
3.1 Results of the search

18 relevant articles were identified, from an original pool of 3727 studies generated

by the search. Figure 1 shows a flowchart of the literature review process.

Figure 1

Flowchart of literature review process
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3.2 Included studies

12 original studies were included in this review, of which five had relevant separate
additional articles (e.g. follow-up; preliminary data). Studies are reported by eating disorder
classification and in chronological order. Table 1 provides an overview of the sample

characteristics of the reviewed studies.

Table 1
Overview of sample characteristics: children and adolescents eating disorder RCTs

Sample  Age range (M) Illness Gender
Size (N) Duration (M) (Female %)
Russell et al., 1987; 21° M=15.3 14.4 months  Not
Eisler et al., 1997 reported for
subgroup
le Grange et al., 18 12-17yrs 13.7 months  88.9%
1992 (M=15.5)
Robin et al., 1999 37 11yrs - 20yrs <12months 100%
(M=14.2)
Eisler et al 2000; 40 11.5-17.8yrs 12.9 months  97.5%
Eisler et al., 2007 (M=15.5)
Geist et al., 2000 25 12yrs — 17.3yrs Not reported  100%
(M=14.3 /
M=14.9)°
Ball et al., 2004 25 13yrs - 23yrs 18 months 100%
(M=18.1)"
Lock et al., 2005; 86 12yrs — 18yrs 12 months / 89%
Lock et al., 2006; (M=15.2) 11.3 months®
Gowers et al., 2007 167 12yrs — 18yrs 13 months 92%
(M=14.11)
Lock et al., 2010 121 12yrs — 18yrs 11.3 months  91%
(M=14.4)
Salbach-Andrae et 50 12.4yrs - 21yrs 24.8 months  100%
al., 2009 (M=16.9)
Schmidt et al., 2007 85 13yrs — 20yrs 30 months/  98%
(M=17.9/ 29 months®
M=17.4)°
Le Grange et al., 80 12yrs — 19yrs 21.2 months  97.5%
2007 (M=16.1)

* subgroup 1°only younger participants of interest to this review “for each treatment group

respectively.

Page | 42



3.2.1 Participants and settings

Participant numbers ranged from 18 — 167 and their ages ranged from eleven to
twenty-one years. No RCTs with children age eight to ten were identified. Eight studies
included male participants. One study included a combination of participants with anorexia
nervosa and bulimia nervosa; one included a combination, but only the anorexia nervosa
subgroup was considered due to age; eight included participants with anorexia nervosa, of
which one included related EDNOS; and two studies included participants with bulimia
nervosa, of which included participants with related EDNOS. Trials were all conducted in a
developed country. Five trials were conducted in the USA or Canada, five in the United

Kingdom, one in Australia, and one in Germany.

3.2.2 Interventions

Ten trials used two treatment groups. One trial used three treatment groups. One

trial used two treatment and one waiting control group. Eight trials reported follow-up.

3.3 Anorexia Nervosa

Ten randomised controlled studies have been published for this population. The
majority of these trials have focused on family therapy-based treatments, but there are also
some newer studies focusing on cognitive behavioural based treatments. Other forms of
psychotherapy have mainly been used as control groups in these studies. An overview of

research quality ratings and overall outcome is given in Table 2.
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3.3.1 ‘Maudsley’ Family Therapy (MFT) versus Individual Supportive

Therapy (IST)

Russell et al. (1987) compared the efficacy of MFT and IST. For this review, only
the adolescent sub-sample of this study has been considered (N=36). The study found that
for participants with short illness duration (<3years), MFT was superior to IST. However,
for those with longer illness duration, there was poor outcome regardless of treatment
modality. At one year follow up 60% of adolescents in MFT achieved good outcome in
comparison to 9% in the IST group. There was a much higher drop out from the IST group.
Participants in this group also needed longer hospitalisation, more outpatient sessions and
more anti-depressant medication. While this could be due to IST being inferior to FT, it is
also possible that the participants were more severely ill to begin with. The results of this
study also showed that high expressed emotion in mothers was linked to dropping out of

MFT, but not IST (Dare, Eisler, Russell & Szmukler, 1990).

Major limitations of this study are that the treatments were not manualised and the
assessors were not blinded with regards to treatment modality. Lock et al. (2010) suggests
that this study is best understood as a relapse prevention trial, as participant’s weight had
been restored in a specialist inpatient service before being randomised to one of the
treatments and it is therefore unclear how effective treatments would have been for weight
gain had patients been seen purely as outpatients. In addition, the fact that all participants
were ex-inpatients is unlikely to be typical of everyone who has AN; in fact many refuse

inpatient treatment, as pointed out by Crisp et al. (1991).

In the five year follow up of this study, Eisler et al. (1997) confirmed the initial

results, showing that 90% of the group of adolescents with short illness duration who had

Page | 44



received MFT had a good outcome, compared to only 36% in the IST group. Of the
adolescents with long illness duration, 53% had a poor outcome at the five year follow up
regardless of treatment modality. Higher family expressed emotion no longer correlated
with outcome at the follow up assessments. There were problems with the completeness
and quality of the follow ups. When interpreting the follow up results, one also has to keep
in mind the possible effects of unplanned intervening treatments and the natural outcome of

AN.

3.3.2 Conjoint family therapy (CFT) versus separated family therapy (SFT)

In their pilot study, Le Grange et al. (1992) compared CFT with SFT, in order to
explore which aspects of family therapy may lead to treatment success - direct intervention
in the family system or less family therapy specific aspects of the therapy. Both treatment
groups showed significant improvements with regard to weight gain and various
psychological variables. Weight was in fact in the normal range by end of treatment. In the
short term, there were few differences between treatments, apart from critical comments
being higher for relatives in CFT than SFT. This study is limited by its small number of
participants (N=18) and the fact that assessors were not blinded to treatment modality. As
all patients had short illness duration, generalisation is difficult. In addition, the follow up
assessment took already place after six months. The study also failed to answer its own

question of which aspects of family therapy lead to improvement.

Following on from this pilot study, the RCT by Eisler et al. (2000) compared the
later versions of CFT and SFT. The entire sample (N=40) showed significant improvements
on all measures apart from the Morgan-Russell psychosexual scale. There were no

significant differences between treatment groups with regards to weight, disordered eating
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symptoms or patient reported eating attitudes, unless considering expressed emotion in the
families. In families with high maternal criticism, participants in the CFT group were doing
less well. The differences between CFT and SFT were small with regards to changing
eating disorder symptoms, but they were in favour of SFT. This study also showed that of
the sixteen patients who had no previous treatment, thirteen had a good or intermediate
outcome, while half of those who had been treated before had a poor outcome. As above,
the main limitations of this study are that treatments were not manualised, the sample size

modest, and only participants with short illness duration were included.

At the five year follow-up (Eisler, Simic, Russell & Dare, 2007), 75% of
participants had no eating disorder symptoms. There were no differences regarding long
term overall outcome between the two treatment groups, with both having improved much
further. However, there was still evidence of participants from families with high maternal
criticism and who had had CFT doing less well. While the follow up rate was very good
(N=38), 24% of those participants followed up were not interviewed in person, but either

on the telephone or through a third party.

3.3.3 Behavioral family systems therapy (BFST) versus ego-oriented individual

therapy (EOIT)

This RCT (Robin et al., 1994; Robin et al., 1999) compared BFST to EOIT,
attempting to answer questions left open from the RCTs by Russell et al. (1987) and Le
Grange et al. (1992). Two thirds of all young people in this study reached their target
weight by the end of treatment. Both groups improved with regards to their BMI, but the
BFST group improved more when comparing the mean. However, no significant

differences were found when comparing the target weight or the BMI percentile criteria.
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Both treatments were related to advances on measurements of eating attitudes, interoceptive
awareness, depression, internalizing behavior problems, and eating-related family conflict.
All treatment gains were improved or maintained at one-year follow up (Table 2).
Treatments did not necessarily produce the greater outcomes on dimensions that were
reflected in their theory. The strength of this study was that it used a battery of
standardised validated psychometrics measures and that the treatments were manualised.
However, again, the short illness duration (onset in the last 12 months) of participants does
not allow for wide enough generalisation. In addition, 58% of the BFST group, but only
28% of the EOIT group were hospitalised during their treatment as their weight fell below a
threshold of 75% and received a refeeding program alongside the study. Therefore, results
in either group could be due to level of hospitalization. BFST might be more likely to lead
to hospitalization, or participants in each group might have differed on particular variables
pre-treatment. Just 73% of participants took part in the follow up, with the majority of those
who were not followed up refusing to be followed up. It is possible that these constitute the
less successfully treated patients. Another limitation of the study was its small sample size

(N=37).

3.3.4 Family Therapy (FT) versus Family Group Psychoeducation (FGP)

Geist et al. (2000) compared a conjoint FT and FGP for adolescents with AN (n=22)
and related EDNOS (n=3), who were admitted as inpatients and then treated on an
outpatient basis. There were significant improvements for both groups in terms of weight
restoration, but there was no significant difference between the groups. Patients in both
groups were identifying more family pathology by the end of treatment. No significant
group differences were found on any of the routine measures. The study also found that

FGP is much more cost-effective as up to seven families can attend a group facilitated by
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two therapists. Participants were severely ill, and therefore results might not translate to
individuals with less severe presentations. A major limitation of the study was that 76% of
weight gain was already achieved during the inpatient stay and that additional psychosocial
and standard medical treatments were provided. There was a high readmission rate, with
half of the young people being re-admitted during or immediately after the study period.
The study also had a small sample size and was inadequately powered, with at least double
the sample size needed again. It includes patients with a higher percentage of ideal body
weight (90%) than suggested in the DSM-IV (85%) (n=3). Another limitation of this study

is that it lacks a follow up.

3.3.5 Short- versus long-term MFT

In their RCT, Lock et al. (2005) set out to establish whether short-term MFT would
be as effective as longer term MFT. Of all participants (N=86), 96% were above weight
threshold for AN, and 67% had BMIs higher than twenty at the end of treatment. In
addition, global scores on the eating disorder examination (EDE) were not far off published
community mean scores. No statistical difference between the two groups was found with
regards to BMI or on the EDE, or any of the secondary outcome measures. When looking at
possible outcome moderators, the study found that longer treatment was favourable for
young people from non-intact families and those with higher levels of obsessive thinking
about food and weight. This study used manualised treatments and was adequately
powered. However, nearly 10% of participants did not complete the final assessment. In
addition, the average illness duration for participants was less than one year, which makes it

difficult to generalise outcomes.
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Participants in this study were followed up 2-6 years after the end of treatment
(Lock, Coutourier & Agras, 2006). At the point of follow up, BMIs of participants in both
groups were mostly in the normal range. No statistical differences between the short and the
long term group were found, and the overall good outcome scores had been maintained. At
follow up, no moderators differentiating between the short and longer form of treatment
could be found. However, a major limitation of this follow up is that some of the
assessment data was collected either through a third party (parent) or via the telephone. It is
therefore difficult to estimate the accuracy of the information given. In addition, only half
of the 83% who were followed up completed the EDE. Also, the use of different time

points for follow up assessments disallowed clear trends to be identified.

3.3.6 Family-based treatment (FBT) versus adolescent-focused individual

therapy (AFT)

Lock et al. (2010) compared family-based treatment with adolescent-focused
individual therapy. By the end of treatment there were no differences between the two
therapies with regards to full remission. However, partial remission was significantly
greater in the FBT group. This difference had disappeared at the 6 and 12 month follow-up.
However, FBT was significantly superior to AFT with regards to full remission at this
point. This might have been the case because of the much greater relapse levels for AFT

and more participants of FBT reaching the threshold for full remission.

In this RCT as in many others, the short illness duration of participants makes
generalisation difficult. Participants also did not include those who are severely

underweight. A longer follow up than 12 months would have been preferable.
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3.3.7 Individual CBT program versus behavioural family therapy (BFT)

In their study Ball and Mitchell (2004) compared a manualised program of CBT
with BFT as the comparison group for adolescents and young adults. 60% of all
participants were in full remission by the end of treatment. However, the study could not
establish any differences in outcome between treatment groups. In addition, even though
there were significant improvements on measures of eating attitudes and behaviours, self-
esteem, depression, and state anxiety for both the CBT and the BFT group, only
perfectionism and state anxiety scores were in the ‘normal range’ post treatment. No
differences were found between treatment groups for the younger adolescents (<17years),
which are of interest for this review, or for the older patients. CBT was found to be as
effective for the younger adolescents as the older group. Outcomes were maintained at six
month follow up. This study includes patients with a higher percentage of ideal body
weight (90%) than suggested in the DSM-IV (85%). The little detail in the description of
treatments makes it hard to establish their differences or key aspects. The other limitations
were that the follow up assessment was only six months post-treatment and that the sample

size was very small (N=25; including young adults).

3.3.8 Inpatient - versus specialised outpatient - versus CAMHS treatment

Gowers et al. (2007) compared inpatient psychiatric treatment, specialised
outpatient treatment and CAMHS treatment as usual. Less than one out of five participants
had fully recovered within one year (N=167). All groups made substantial improvements
with regards to weight and psychopathology at one year, but there were no significant
differences between groups. There was further improvement at the two year follow up, with

an overall good outcome for 33%. However, 27% still fulfilled the diagnostic criteria for
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AN. Full adherence to allocated treatment was poor, worst for inpatient treatment and best
for specialist outpatient treatment. Of particular interest to this review is the finding that the
outcome of individual CBT was poorer, than outcomes reported for family-based
treatments in other studies (Gowers et al., 2007). It is otherwise difficult to evaluate the
specific contributions or outcomes of the psychological treatments embedded in each of the
modes of service delivery, as all modes of service delivery were heterogeneous, and only

the outpatient treatment provided one mode of psychological treatment (CBT) only.

3.3.9 DBT-AN/BN versus CBT-AN/BN

Salbach-Andrae et al. (2009) compared DBT-AN/BN with CBT and a waiting
control group (WCG). There were no significant differences between the two treatment
groups, which included participants with anorexia- and bulimia nervosa. After receiving the
DBT-AN/BN treatment, 63% did not fulfil the DSM-IV criteria for an eating disorder
anymore; this was true for 58% of participants after receiving the CBT treatment. Some
participants moved from a diagnosis of AN or BN to a diagnosis of EDNOS post-treatment.
All members of the waiting control group (WCG) still fulfilled the diagnostic criteria for an
eating disorder. In comparison to the WCG group, participants who completed DBT-
AN/BN or the CBT treatment ate significantly more frequently, avoided significantly less
food rich in calories, had a significantly higher BMI (participants with AN) and were
significantly less psychologically stressed. While patterns of bingeing and purging didn’t
significantly differ, this might be due to the small sample size, as effect sizes were high.
However, there were also no significant differences to the WCG group with regards to body
image, autonomy development, perfectionism and emotion regulation, and it is unlikely that
these results would have changed with a bigger sample size. Unfortunately, there was no

differential analysis between participants with AN and BN, which makes it impossible to
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evaluate the treatments for specific eating disorders. It is unclear from this study whether
the incorporation of the family is essential for the outcome as both treatments incorporated
the family to some degree. The major limitation of this study is that it does not have a
follow-up and the modest sample size (N=50). In addition, 10% of participants dropped out
of treatment. The WCG was, for ethical reasons, only three months long, in comparison to
25 weeks of treatment. Therefore, it could be speculated, that participants in the WCG

would have naturally improved over time if given longer.

3.4 Bulimia Nervosa and EDNOS

For this population, three RCTs have been published, two comparing family therapy
approaches with more individual based therapies and one comparing DBT, CBT and a
waiting control group. An overview of research quality ratings and overall outcome is given

in Table 1.

3.4.1 Family therapy for BN versus CBT guided self-care for BN

Schmidt et al. (2007) could not confirm their hypothesis that FT would be superior
to CBT guided self-care for adolescents with BN and related EDNOS. Results showed that
at six months, a significantly higher proportion of patients in the CBT guided self-care
group had stopped bingeing than in the family therapy group, but there were no differences
with regards to vomiting. At twelve months follow-up, there were no differences in
vomiting or bingeing between the treatment groups. Between the end of treatment and
twelve months follow up, substantial improvement occurred in both groups. 42% in the FT,
and 36% in the CBT group were binge and purge abstinent, while 28% and 40%

respectively still showed clinical levels of bingeing and purging.
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Table 2
Research quality rating and overall outcome for children and adolescents eating disorder
RCTs

Research Overall Outcome

quality (good, intermediate & poor refer to Morgan Russell
rating” criteria®)
Russell et al., Moderate  Short duration subgroup. 1yr/5yr FU®:
1987; Eisler et MFT: 60%/90% good & 30% intermediate/10%
al., 1997 poor; IST: 9%/36% good & 9%/18% intermediate;
le Grange et al., Weak No differences between CFT and SFT
1992 67% good/intermediate;
Robin et al., Strong 50™ percentile of BMI: EOT%/1yr: BFST: 53%/67%;
1994; Robin et EOIT: 41%/47%;
al., 1999 Menstruation: EOT/lyr: BFST: 94%/93%; EOIT:
64%/80%
Eisler et al Strong EOT/5yr: CFT: 26%/72% good & 21%/6%
2000; Eisler et intermediate;
al., 2007 SFT: 48%/80% good & 28%/10% intermediate;
Geist et al., Weak Significant overall weight restoration; no differences
2000 between FT & FGP.

Ball et al., 2004 Moderate  No differences between CBT and BFT
60% good & 12% intermediate;

Lock et al., Strong No difference between short and long MFT.

2005; Lock et 96% above weight threshold for AN & 67% BMIs >

al., 2006; 20. FU: 89% within 90% of ideal body weight;
Nearly 90% menstruation.

Gowers et al., Strong lyr/2yr: CAMHS 18%/36% good, 56%/36%

2007 intermediate; OP 15%/24% good, 40%/51%
intermediate; IP 21%/33% good, 32%/30%
intermediate;

Lock et al., Strong EOT/6mnth/12mnth: Full remission: FBT

2010 42%/40%/49%; AFT 23%/18%/23%;

Salbach-Andrae Strong No significant differences DBT and CBT.

et al., 2009 DBT-AN/BN: 63% & CBT: 58% did not fulfill

criteria for an eating disorder.
WCG: all still fulfilled criteria for an eating disorder.

Schmidt et al.,  Moderate/  Abstinence from bingeing & purging:

2007 Strong 6mnths/12mnths: FT 12.5/42%; CBT 19.4/36%;

Le Grange et Strong Remission EOT/FU: FBT-BN 39%/29%; SPT

al., 2007 18%/10%;
Partial Remission EOT/FU: FBT-BN 41%/49%; SPT
21%/38%;

“Research quality criteria are described under 2.3.1. ” Morgan Russell criteria are described
under 2.3.2. bfollow-up. ‘end of treatment.
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The one-quarter of participants which decided to involve a close other instead of
their family, were older, less likely to live at home or have a good relationship with their
parents, more chronically ill and had a higher levels of comorbidity. This study also found
that the costs for CBT guided self-care were significantly lower than for family therapy. A
limitation of this study is that only 60-79% of participants completed treatment and 28% of
eligible adolescents chose not to participate in this study as they didn’t want family

involvement.

3.4.2 Family based treatment for BN (FBT-BN) vs. supportive psychotherapy

(SPT)

In the RCT by Le Grange et al. (2007), which compared FBT-BN and SPT for
adolescents with BN and related EDNOS, participants in the FBT group were significantly
more likely than those from the SPT group to be binge and purge abstinent at the end of
treatment and at six-month follow up. In the FBT group, 39% achieved full remission at
end of treatment, compared to only 18% in the SPT group, - an advantage that was
maintained at follow up although to a lesser degree. Secondary outcome assessment also
revealed main effects in favour for FBT with regards to eating psychopathology, but not
depression or self-esteem. FBT-BN also appeared better than SPT in producing early
symptomatic relief. Outcome was similar for adolescents with BN and those with related
EDNOS. Treatment adherence was high for FBT-BN as well as for SPT. The main

limitation of this study was that the assessor was not blinded.

3.4.3 DBT-AN/BN versus CBT-AN/BN

One study evaluating DBT for children and adolescent with bulimia nervosa was

included in this review (Salbach-Andrae et al., 2009) and has been discussed above.
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Unfortunately, no differentiation between BN and AN was made, and it is therefore

impossible to find out whether the approaches work better with a particular diagnostic

group.

4. Summary, conclusions and recommendations

4.1 Anorexia nervosa and related EDNOS

Ten original randomised controlled trials evaluating psychological treatments for
anorexia nervosa have been conducted with children and adolescents in the age range
eleven to twenty-one. The majority of trials have looked at family therapy-based
treatments, using individual supportive or psychodynamic treatments as control treatments.

More recently, trials evaluating cognitive therapies have been conducted.

Family therapy originating from the approach developed at the Maudsley hospital in
London, has proven to be especially valuable for young people whose illness duration is
less than three years at the start of treatment (Russell et al., 1987). Young people with
longer illness duration appeared to have a poorer prognosis, regardless of treatment choice
(Russell at al., 1987; Eisler et al., 2000). Shorter illness duration seems indeed to be the
norm for this population. The average illness duration in a large community sample was
thirteen months; however, outcomes from this study, which compared inpatient-,
outpatient- and community treatment, were modest (Gowers et al., 2007). It seems
therefore, that providing the right treatment as early as possible with young people who
have anorexia nervosa is of particular importance. In three studies with young people with
short illness duration, family therapy approaches produced slightly better results than
individual non-cognitive therapies and/or better results were longer maintained, but

individual therapies also produced positive results for some young people (Lock et al.,
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2010; Russell et al., 1987; Robin et al., 1999). Lock et al. (2005; 2006) also showed that
many adolescents with short illness duration can be equally well treated with a briefer form
of family therapy, but that young people from non-intact families, or who have more severe
and persistent eating-related obsessive thinking, benefit from longer forms of the treatment.
Research also shows that young people who had been treated in the past for their eating

disorder had a poorer outcome (Eisler et al., 2000).

Despite the overall positive outcomes of family therapy, research indicates that
including the family in family therapy, but not having conjoint sessions, appears
advantageous, especially for families where familial critical comments and maternal
criticism levels are high (le Grange et al. 1992; Eisler et al., 2000; 2007). In those families,
separate family session might lead to less drop outs of therapy than conjoint sessions (Dare
et al., 1990). Additionally, Geist et al. (2000) showed that providing separate sessions for
more than one family at a time is more cost effective than traditional family therapy. Only
one study which compared an individual cognitive behavioural therapy with a behavioural
family therapy, found the individual therapy as effective as the family therapy (Ball and
Mitchell, 2004). Gowers et al. (2007), on the other hand, concluded that in their study the
outcome of individual CBT was poorer than reported for family-based treatments. Robin et
al. (1999) showed that family conflict improved equally much in the individual ego-
orientated therapy, which included some separate sessions with the parents, as it did in the
family therapy. The authors suggest that family conflicts may be secondary to the effects of

starvation, and therefore improve with weight gain and independent of treatment.

In Salbach-Andrea et al.’s (2009) study, which compared cognitive behavioural
therapy and dialectical behaviour therapy, participants had lower BMIs and longer illness

duration, but results were comparable to Le Grange et al. (2007). Both the CBT and the
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DBT approach in this study included the family in therapy. This seems to support
Fairburn’s (2005) suggestion that it is the involvement of parents in psychotherapy that is
important for positive progress, rather than family therapy. Salbach-Andrea et al.’s (2009)
study also showed that DBT might be advantageous to CBT in treating eating disorders in
adolescents. As participants in this study were more severely ill, it could be that it is more
severely ill patients who benefit more from the DBT approach. This study was the only
study including a waiting control group and it showed that patients in the DBT and CBT

groups did much better, than those in the waiting control group.

When comparing treatment settings, Gowers et al. (2007) found that for young
people with anorexia nervosa less specialist treatment setting are not necessarily less
effective than more intense and specialist settings. These results also have a cost

implication.

It can be concluded that for young people with anorexia nervosa providing
psychological treatment is better than providing no treatment; and that including the family
in therapy is likely to produce better results than not including the family in therapy. It can
also be established that for young people who have had anorexia nervosa for less than three
years, family therapy is more effective than some individual non-cognitive therapies.
However, it is not possible to ascertain from the literature whether cognitive therapy
approaches produce equally good outcomes as family therapy. It seems however, that
where family therapy is not available or appropriate, adolescent-focused therapy or
cognitive therapy approaches provide at least a good alternative for young people with

anorexia nervosa.
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4.2 Bulimia nervosa and related EDNOS

Only three randomised controlled trials have been published for adolescents with
bulimia nervosa between the ages of twelve and twenty-one, two of which include
adolescents with related EDNOS. Therefore, any conclusions can at best be tentative. It
appears form the literature that psychological treatments for adolescents are at least partly
effective in reducing the symptomatology of bulimia nervosa. One study has shown that
family therapy is more effective than individual supportive therapy (Le Grange et al.,
2007). The other study that included just young people with bulimia nervosa showed that
family therapy and cognitive-behavioural approaches are able to produce similar outcomes
(Schmidt et al., 2007). It also showed that while family involvement can be helpful, it
might also hinder initial take up. The one-quarter of participants, who decided to involve a
close other instead of their parents, were older, less likely to live at home or have a good
relationship with their parents, more chronically ill and had a higher comorbidity. However,
in Schmidt et al.’s (2007) study family therapy consisted of thirteen sessions, while Le
Grange et al.’s (2007) participants received twenty sessions, which may account for some
of the differences. In addition, treatment adherence was better in the latter study. And while
Le Grange et al.’s (2007) study showed that family-based treatment produced earlier
symptom relief than individual supportive therapy, Schmidt et al. (2007) found that CBT
guided self-care produced quicker symptom reduction than family therapy. It is therefore
unclear from the literature whether the involvement of the family aids or hinders early
symptom relief, or whether it is indeed due to other factors. Early symptom relief is
important as it is a major predictor of overall positive treatment outcome in bulimia

nervosa.
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The only other randomised controlled trial including adolescents with bulimia
nervosa is the study by Salbach-Andrea et al. (2009), which also included adolescents with
anorexia nervosa. Unfortunately, it doesn’t differentiate between diagnoses and the
adolescents with bulimia nervosa only constitute 26% of all participants. Results of this
study point to the fact that both DBT-BN and CBT-BN are more effective than no

treatment at all for adolescents with bulimia nervosa.

It appears from the literature that family therapy, CBT guided self-care, CBT-BN
and DBT-BN can produce comparable outcomes. However, with the most effective
treatment in each study achieving between 40% and 60% of full remission, outcomes are
modest. These comparable results also support the suggestion by Fairburn (2005) that it
might be the involvement of the family in therapy, rather than family therapy, which
facilitates improvement. It can also be concluded that for some adolescents with bulimia
nervosa, especially those who are older, more removed from their families and have more
complex presentations, the involvement of parents is not acceptable. Indeed, it seems that
individual as well as family therapy should be offered, as to avoid therapy not being taken
up at all. In addition, CBT guided self-care for bulimia nervosa appears to be more cost

effective than family therapy (Schmidt et al., 2007).

4.3 Limitations of reviewed studies

There are various limitations, which affect most of the studies under review. First of
all, the sample size of the majority of studies was small. In addition, most studies only
included two treatment groups, whose differences were not always well described.
Generalisation of the results of the majority of studies is limited by including only females

over the age of eleven, who have been ill for a short duration. Furthermore, comparison
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across studies is made problematic by the use of heterogeneous inclusion criteria, various
outcome measures, and variable remission criteria. However, whilst earlier studies were

lacking treatment manuals, this problem does not apply to later studies anymore.

4.4 Recommendations for future research

Future research needs to include larger numbers of children and adolescents, as
many studies conducted so far have at best been adequately powered to differentiate
between treatments. Only one study has included a waiting control group, and future
studies should think more creatively of how to include a no treatment control group, despite
the obvious ethical problems. While the majority of studies have evaluated family therapy
approaches, only one trial for bulimia nervosa has compared family therapy with individual
CBT. It would be important for future trails to compare family therapy with CBT with and
without family involvement. In order to answer the question whether it is family therapy or
involvement of the family in therapy that leads to good outcomes, other type of therapies
than CBT which have a family component could be used as well. It would also be of
interest whether children, adolescents and their families who agree to take part in family
therapy, already differ pre-treatment from those who don’t. A large proportion of young
people do not improve sufficiently, even when receiving specialist treatment. Research,
which explores factors which hinder improvement and innovative treatments for this sub-
group of the population, is very much needed. In addition, research on EDNOS/atypical

eating disorders is needed, as these are the majority of clinical cases.

There are no randomised controlled trials with children from the age eight to eleven,
even though this age group presents to services. In addition, most research has only

included participants with anorexia nervosa of short duration, and evaluating which
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treatments may be effective for those with longer duration seems important. Moreover, only
some studies have included males, and those which have, did not differentiate between
genders. This is despite the fact that a substantial amount of adolescents with an eating

disorder are males. There has also been a lack in reporting or looking at ethnicity.

4.5 Overall summary

Twelve randomised controlled trials evaluating psychological treatments for young
people aged eleven to twenty-one and living with an eating disorder have been reviewed.
Whilst some conclusions can be drawn, there is a need for further studies. Family therapy
is the treatment that has been studied the most for this population. It appears to produce a
good outcome for some young people; however this varies quite substantially across studies
(30% - 90%). Family therapy has shown to be more or equally effective than alternative
treatments, but has not been tested against a waiting control group. There is also some
evidence that cognitive/dialectical behavioural therapies are effective for this population,
producing between 20% and 63% of remission, while adolescent-focused therapy has

shown to produce between 18% and 47% of remission.

Unfortunately, at present, there is still only a small evidence base to guide the

psychological treatment of children and adolescents with an eating disorder.
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The aim of the empirical component of this thesis was to gain a better understanding
of the interaction of thinking about one’s thoughts (metacognitions), emotion and
disordered eating in women. The aim of the literature review component of this thesis was
to review the existing literature on randomised controlled psychological therapy trials for

children and adolescents living with an eating disorder.

Empirical Paper

Background and objective: Recently, cognitive behavioural therapies for a variety
of mental health problems have benefitted from the inclusion of the concept of
metacognitions. Metacognitions can be described as the cognitive processes that help us to
control, modify and interpret our thoughts — or shorter: thinking about thinking. For eating
disorders, outcomes achieved with cognitive behavioural therapy (CBT) often lag behind
that achieved for other disorders. Therefore, it is of interest whether metacognitions are
relevant with regards to eating disorders. Five studies have been conducted that show
metacognitive concern is linked to disordered eating (Cooper, Grocutt, Deepak & Bailey,
2007; Konstantellou & Reynolds, 2010; McDermott & Rushford, 2011; Todd, 2006;
Woolrich, Cooper & Tuner, 2008). This study is the first to investigate the relationships

between metacognitions, emotions (anxiety and depression) and disordered eating in
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women with or without an eating disorder. It also explores differences with regards to these

factors between women with and without an eating disorder.

Method: 326 women, who were recruited through the eating disorder charity
‘Beat’, the University of Birmingham or a specialist eating disorder service, were included
in the study. They completed the following questionnaires: Hospital Anxiety and
Depression Scale (HADS; Zigmond & Snaith, 1983), Meta-Cognitions Questionnaire 30
(MCQ-30; Cartwright-Hatton & Wells, 1997) and the Eating Disorder Examination Self-
Report Questionnaire (EDE-Q; Fairburn & Beglin, 1994). They also provided information

about their age, ethnicity and mental health.

Results: Women with an eating disorder have higher levels of metacognitive
concerns than women without a significant disordered eating pathology. The relationship
between most eating disorder symptoms and metacognitive concerns was mediated by
anxiety and depression levels. However, the need to control thoughts was the only
metacognition that was linked to disordered eating without this relationship being mediated

by depression and anxiety.

Discussion: This research lends further support to the usefulness of including
metacognitive concerns in eating disorder models and treatments. In particular, beliefs
about the need to control thoughts appear to play an important role with regards to
disordered eating. This research also highlights the importance of aversive emotional states
on eating disorder pathology as well as on disordered eating variables in the normal
population and its role as mediator of metacognitive concern on disordered eating

pathology.
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Literature Review

Background and objective: There has been little research comparing
psychological interventions for children and adolescents living with an eating disorder,
which could inform clinical practice. This review was conducted in order to review all
randomised controlled trials for psychological interventions for young people, between

eight and twenty-one years of age, who are living with an eating disorder.

Method: Relevant articles were identified via an electronic search. Reference lists

of all selected papers were also inspected for relevant studies.

Results: Twelve randomised controlled trials conducted for psychological
treatments for young people between eleven and twenty-one years of age, who are living
with an eating disorder, were identified and reviewed. Family therapy approaches have
been trialled the most for this population, but cognitive behavioural therapy approaches,
dialectical behaviour therapy and adolescent-focused therapy have also been studied. The

research quality criteria ratings for each study are reported.

Conclusion: Family therapy appears to produce a good outcome for some young
people; however this varies quite substantially across studies (30% - 90%). There is also
evidence that cognitive/dialectical behavioural therapies are effective for this population,
producing between 20% and 63% of remission, while adolescent-focused therapy has
shown to produce between 18% and 47% of remission. Whilst some conclusions can be

drawn, these are based on few studies and there is a need for further research trials.
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Metacognitions, Emotion and Disordered Eating in Women

My name is Susanne Norweg, and | am a trainee on
the Doctorate course of Clinical Psychology at the

Participant University of Birmingham. | am the principal

investigator of this research project, which is

Information supervised by Dr Christopher Jones at the University

Sheet of Birmingham and Dr Newman Leung,

. Consultant Clinical Psychologist at the Birmingham
Version 2C

and Solihull Eating Disorder Service (Birmingham
and Solihull Mental Health Foundation Trust). This
study has been approved by the National Research
Ethics Service.

Invitation

You are being invited to take part in this research study, which has been given the
title ‘Metacognitions, Emotions and Disordered Eating in Women’. Please take your
time to read this information carefully before making a decision about participation.
You have no obligation to take part in this study. This information leaflet will outline
what participation in this project may involve. Should you wish to discuss any aspect
of this study or would like some further information before making your decision
please do not hesitate to contact us.

What is the purpose of this research?

The purpose of this research study is to further our understanding of the relationships
between thinking about our thoughts, emotion and disordered eating, which is a new
area of research. Research in this area may help to improve psychological therapies
for individuals with a diagnosis of an eating disorder. Additionally, it is hoped that this
kind of research furthers our general understanding of the relationship between
thoughts, emotion and behaviour.

What are the potential benefits or disadvantages of taking part in this study?

There are no known benefits for participants, but sometimes individuals may feel
inconvenienced by spending time completing questionnaires, or they may get
distressed by the content of the questionnaires. Should you feel distressed by the
content of the questionnaires, you can contact:

Dr Newman Leung,

Tel UNIVERSITYOF
BIRMINGHAM
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Will my taking part in the study be kept confidential?

All data that will be collected about you will be kept in strict confidence. Data from the
guestionnaires will be anonymous. You will be given a number, which will allow you
to withdraw your data. We will not keep a record of your personally identifiable
information (like your name and address).

What if there is a problem?

Should you have cause to complain you can contact the Programme Director of the
University of Birmingham Clinical Psychology Doctorate course:

Jan Oyebode, University of Birmingham
School of Psychology, Edgbaston

Birmingham, B15 2TT

Additionally, the normal National Health Service complaints mechanisms are open to
you.

What will happen to the results of the research study?

Results of this study are hoped to be published in a research journal. No published
data will be identifiable as yours. Additionally, a summary of the research and its’
results will be published on the website of the National Eating Disorder Association

(www.b-eat.co.uk).

Please contact me if you would like to request a
guestionnaire pack or if you require some further
information:

Email:
Post: Susanne Norweg
University of Birmingham, School of Psychology

Edgbaston, Birmingham, B15 2TT

Thank you very much for taking the time to
read this information.
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Metacognitions, Emotion and Disordered Eating in Women

My name is Susanne Norweg, and | am a trainee on
the Doctorate course of Clinical Psychology at the

Participant University of Birmingham. | am the principal

investigator of this research project, which is
Information supervised by Dr Christopher Jones at the University
Sheet of Birmingham and Dr Newman Leung, Consultant

Clinical Psychologist at the Birmingham and Solihull
Eating Disorder Service (Birmingham and Solihull
Mental Health Foundation Trust). This study has
been approved by the National Research Ethics
Service.

Version 2ED

Invitation

You are being invited to take part in this research study, which has been given the title
‘Metacognitions, Emotions and Disordered Eating in Women’. You have been given this
information because you are currently receiving treatment through the Birmingham and
Solihull Eating Disorder Service. However, you have no obligation to take part in this study.
It is important to know that your decision about participation will have no impact on any
treatment or care you are currently receiving or will receive in the future.

Please take your time to read this information carefully before making a decision about
participation. It will outline what participation in this project may involve. Please do not
hesitate to contact us if you would like some further information before making your
decision.

What is the purpose of this research?

The purpose of this research study is to further our understanding of the relationships
between thinking about our thoughts, emotion and disordered eating, which is a new area
of research. Research in this area may help to improve psychological therapies for
individuals with a diagnosis of an eating disorder. Additionally, it is hoped that this kind of
research furthers our general understanding of the relationship between thoughts, emotion
and behaviour.

What are the potential benefits or disadvantages of taking part in this study?

There are no known benefits for participants, but sometimes individuals may feel
inconvenienced by spending time completing questionnaires, or they may get distressed by
the content of the questionnaires. Should you feel distressed by the content of the
guestionnaires, you can contact:

Dr Newman Leung,

UNIVERSITYOF
Tel: BIRMINGHAM
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Will my taking part in the study be kept confidential?

All data that will be collected about you will be kept in strict confidence. Data from the
questionnaires will be anonymous. You will be given a number, which will allow you to
withdraw your data (this is only possible for the paper or electronic versions of the
questionnaires, not the online version). However, we will not keep a record of your
personally identifiable information (like your name and address).

What if there is a problem?

Should you have cause to complain you can contact the Programme Director of the
University of Birmingham Clinical Psychology Doctorate course:

Jan Oyebode,

University of Birmingham
School of Psychology
Birmingham

B15 2TT

Additionally, the normal National Health Service complaints mechanisms are open to you.

What will happen to the results of the research study?

Results of this study are hoped to be published in a research journal. No published data will
be identifiable as yours. Additionally, a summary of the research and its’ results will be
published on the website of the National Eating Disorder Association

(www.b-eat.co.uk).

Please contact me if you would like to request a questionnaire
pack or if you require some further information:

Email:
Post: Susanne Norweg, University of Birmingham
School of Psychology, Edgbaston

Birmingham, B15 2TT

Thank you very much for taking the time to
read this information.
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Information published on www.b-eat.co.uk

Project Title: Metacognitions, Emotion and Disordered Eating in Women

Researchers: Susanne Norweg (Principal Investigator) and Dr Newman Leung

| am a trainee on the Doctorate course of Clinical Psychology at the University of
Birmingham. My research study investigates how individuals think about their thoughts
(metacognitions) and how that relates to disordered eating and emotion. The purpose of
this research study is to further our understanding of the relationships between thinking
about our thoughts, emotion and disordered eating, which is a new area of research.
Research in this area may help to inform and improve psychological therapies for
individuals with a diagnosis of an eating disorder. Additionally, it is hoped that this kind of
research furthers our general understanding of the relationship between thoughts, emotion
and behaviour. This study has been approved by the National Research Ethics Service.

e What will happen to me if | agree to take part?

You will be asked to fill in four questionnaires, either in paper form, as an electronic version
or online, whichever suits you best. You can complete these questionnaires when and
where convenient for you. Completing the questionnaires may take approximately 30
minutes.

We then ask you to send the questionnaires back to us either by email (to
SXN829@bham.ac.uk or in a SAE, which we provide, unless you have chosen the online
version.

e Who can get involved?
Women who are 16 to 65 years of age, with or without an eating disorder.
e Will my taking part in the study be kept confidential?

All data that will be collected about you will be kept in strict confidence. Data from the
guestionnaires will be anonymous. You will be given a number, which will allow you to
withdraw your data (this is only possible for the paper or electronic versions of the
guestionnaires, not the online version). However, we will not keep a record of your
personally identifiable information (like your name and address).

If you would like to request an information and questionnaire pack or would like to
discuss any aspect of this research, please contact me via email or by post:

Susanne Norweg

University of Birmingham

School of Psychology (Clin.Psy.D)
Edgbaston, Birmingham

B15 2TT

Thank you for reading this information.
I look forward to hearing from you, Susanne Norweg
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Questionnaire Pack Ref:
Please keep a note of the reference number above so that we can exclude and destroy your
data if you decide to withdraw from the research at any time before the data is analysed.

Please return this questionnaire as an attachment to:

General Information

Please provide the following information about yourself:

Gender: Female [ ] Male[ ]

Age (please type in response): Weight: Height:

How would you describe your ethnicity (please tick)?
White [] Black or Black British []
Mixed ethnicity [] Asian or Asian British []

Other ethnic group [ (if other, please specify):

Is English your first language or are you proficient in reading English? ~ Yes [ | No []
Have you ever been diagnosed with an Eating Disorder? ~ Yes[ | No [ ]

Do you currently have an Eating Disorder? Yes [ |No[ |

If yes, please could you indicate which type(s) of eating disorder you currently have:
Anorexia Nervosa [_|

Bulimia Nervosa |_|

Binge Eating Disorder [_]

Eating Disorder Not Otherwise Specified [ ]

Other, please specify:

Do you currently experience difficulties related to eating? Yes[ | No []

Have you ever been diagnosed with, or are currently experiencing any of the following
mental health problems?

Depression Currently [_] In the past [ ]
Anxiety Disorder Currently [_] In the past ]
Obsessive Compulsive Disorder Currently [_] In the past [ ]
Psychosis (e.g. Schizophrenia, Bipolar Disorder) Currently [_] In the past []
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Appendix C

[Not available in the digital version of this thesis]
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