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Establishing a specialist eating

disorders team

Sophie Roberts, Toni Foxton, lan Partridge and Greg Richardson

Child and adolescent mental health services operate at
four tiers. An eating disorders service is a tier 3 function
and in the usual absence of specific funding has to
operate from within current resources. The operation of
an eating disorders team within a wider child and
adolescent mental health service has significant
advantages. The operation of such a feam s
explained and the advantages discussed.

The establishment or delineation of tier 3 teams
within existing child and adolescent mental
health services (CAMHSSs) is recommended by
Together We Stand (NHS Health Advisory Ser-
vice, 1995). The tiered model is supported by the
House of Commons Health Committee (1997).
New resources are rarely available for the
establishment of such teams so this paper looks
at the establishment of a specialist eating
disorders team within an existing CAMHS,
utilising and rationalising existing resources.
CAMHS:s routinely deal with referrals of young
people with eating disorders both on an out-
patient and an in-patient basis. As a specialist
area, eating disorders are the subject of much
debate with regard to both aetiology and treat-
ment (Royal College of Psychiatrists, 1992; Ward
et al, 1995). It is suggested that the establish-
ment of a specialist service within the existing
CAMHS offers a practicable and efficient service
with the optimal use of resources of personnel
and time. Such a specialist service affords a
flexibility and continuity of care between out-
patient and in-patient treatment regimes as well
as practical advantages in terms of timetabling
and the ability to offer a range of therapeutic
interventions at a designated clinic.

Establishing the team

The principles upon which the eating disorders
service is based are: (a) multi-disciplinary ap-
proaches are required; (b) a clear operational
policy has been devised; (c) the service should
respond promptly; (d) interventions should be
geared to the individual needs of the young
person and their family and the service should
offer a range of interventions; and (e) there

should be a continuum of care between out-
patient and in-patient services.

A team of five comprising a consultant and
trainee psychiatrist, a staff nurse from the in-
patient service, a community psychiatric nurse
and a social worker were considered to have the
range of core skills and specialist training
required. Training positions are available on the
team. The establishment of the team was
publicised to both general practitioners and
other potential referrers.

A clinic operating for one session a week
provides an initial assessment service as well
as a variety of ongoing therapeutic interventions
from various permutations of the team working
individually and jointly. Flexibility may entail the
occasional working outside of this timetabled
space. The team dealt with approximately 40
cases in its first year of operation.

Referral and intervention

All referrals to the CAMHS are processed via a
weekly allocations meeting (Roberts & Partridge,
1997). All young people referred with eating
disorders, which include out of area requests
for in-patient care, are allocated to the eating
disorders team, as are young people passed on
by other members of CAMHS. The eating dis-
orders team discuss all referrals, prioritise them
and allocate them to specific professionals. A
standardised explanatory appointment is sent to
the young person and their family. It is recog-
nised that there may need to be emergency
responses to acute crises; at times this may
involve the involvement of other colleagues with-
in the CAMHS. All initial appointments are
offered within four weeks of referral.

At the initial assessment the whole family is
requested to attend. A full history is taken, the
young person has their height and weight
measured and relevent physical examinations
and investigations are performed. An eating
attitude test is completed by the young person.
An initial management plan is negotiated with
the family taking into account developmental,
physical and psychological considerations. The
possible physical consequences of eating
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disorders may dictate medical treatment and
therefore the team has been keen to establish
close working relationships with colleagues in
paediatrics, endocrine and gastro-enterological
medicine.

The team offers a range of therapeutic options
including advice on management (often based on
behavioural principles), individual therapies
(cognitive, behavioural, psychotherapeutic), mo-
tivational interviewing (Treasure & Ward, 1997),
guided reading (Schmidt & Treasure, 1993),
family therapy and if absolutely necessary in-
patient treatment. Treatment programmes are
tailored to meet the needs of the young person
and their family.

The team’s functioning is at present being
audited externally by a research team at Hull
University.

Advantages and disadvantages of an
integrated service

Recently, there has been a move towards the
establishment of discrete eating disorders ser-
vices as a response to consumer pressure and a
perception by providers that such services are
income generators.

The advantages of a specialist eating disorders
team operating within rather than without an
existing CAMHS are:

(@) It offers coordinated utilisation of existing
resources of personnel and time to provide
a discrete and recognisable service.

It allows team cohesion within the wider
CAMHS, specialist expertise and experi-
ence not being hived off and isolated.

It allows a clear bridge between the in-
patient and out-patient services so facil-
itating a continuum as well as continuity
of care by the same staff. A side-effect of
such working is the reduction in in-patient
admissions. (It is of note that in the first
year of operation no local eating disorder
case has required in-patient admission;
we would suggest that the operation of the
team has enhanced our confidence in
community management strategies.)

It avoids the fragmentation of services,
with the offering of specialist resources
within the context of an holistic mental
health provision, recognising that eating
disorders often exist within a wider clinical
context and may be concomitant with
other psychological or psychiatric dys-
function.

It allows the development of expertise
within team members which can be
utilised to meet training needs and
requirements for a range of disciplines

(b)

(©)

(@)
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as well as training programmes which can
be offered to allied disciplines and in
consultation to other agencies.

(f) It ensures the development of a coherent
service with a model of treatment(s) in-
formed from a multi-disciplinary perspec-
tive.
The team composition and organisation
offers a range and variety of treatment
options as well as offering effective use of
time so that individuals are seen speedily
and regularly within the structure of a
mutually supportive team. Supervison is
built into the organisation of the team and
can, if and when necessary, be live.
Being part of a wider CAMHS means that
practitioners do not become blinkered in
outlook by operating entirely within the
field of eating disorders, having always the
advantages of a wider mental health
perspective.

(i) It avoids problems of differential funding
for different disorders. (This may be
considered a disadvantage by those who
put money making above comprehensive
and integrated patient care).

(§) It is recognised that such specialist provi-
sion within an existing CAMHS is labour
intensive and removes resources from
existing service provision. However, these
young people would still have to be
managed by the service.

Non-attendance can prove costly in terms

of the allocation of team time, but a

specific clinic whose purpose is well

explained appears to reduce non-atten-
dance rates.

() The team is acutely aware that pressure
upon such a small-scale service could lead
to the unwelcome lengthening of waiting
lists, but if the team size and clinics are
geared to the needs of the catchment
population this should not be a problem.

(h)

(k)

Conclusion

A discrete, tier 3 eating disorders service
operating as part of a CAMHS ensures skilled
input for a group of young people and their
families with very particular needs while
ensuring that their other mental health needs
are met within a comprehensive, integrated and
accessible service.
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population. However, it is only relatively recently, in the past 20 years or so, that
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