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YOUR VENUE

THE ATHENAUM CLUB

It often surprises visitors to the Athenseum fo
learn that the building was designed by .
architect —Decimus Burton— who was just
twenty-four when given the commission. F
had been invited by the originator of the Clu-
John Wilson Crokerto become a Member ol
the Club's foundation in 1824 and was alregs

noted for his work designing the layout of Hy s sEEs JHFT 2 g At
Park, the triumphal arches at the entrance to‘uie g

park at Hyde Park Corner and the Holme in The Athenaeum, circa832
Regent's Park.

When his building was nearly finished, Decimus wassuaded to include as a frieze
around the outside a copy of the recently rescuables from the Parthenon in Athens
('The Elgin Marbles", now in the British Museumhet frieze to be executed phn
Henning a leading sculptor of the day. This proposal pashed through the committee
despite the enormous cost (over £2,000 — about H#eoentire cost of the building).
Others would have preferred the money to be sperthe creation of an ice house to
provide cold storage in the summer, which led eodbmposition of the witticism:

I'm John Wilson Croker,
| do as | please;
Instead of an Ice House
| give you - a frieze!

Croker's marble bust, yrancis Chantrey
(who was also a Member of the club) is to
be seen on a mantel-shelftime drawing
room, close to a bust of the club's first
secretary,Michael Faraday who was to
announce the discovery of electromagnetic
induction in 1832. The club benefited from
his inventiveness, as just before he died in
1886, it became one of the -earliest
buildings ever to be lit by electric light,
using its own generator until a public
supply became available in the mid 1890s.




The great staircase has seen many famous
figures pass by. The clubhouse carries echoeps

each new generation. There are many stori
one on record describes the reconciliation at
foot of the stairs in 1863 betwee@harles
Dickens and William Makepeace Thackeray
who had not spoken to each other for yee
after a famous quarrel. Thackeray, althou
only 52 was clearly a dying man. Dicken
seeing him slowly descending into the hallwa®=
stepped forward, offered his hand and here
the hall made up a quarrel of some twelve yea
duration so that Thackeray could die at peace with
the man who had once been his close friend.

The Great Staircase

Fifty-two members of the club, past and presentehaon a Nobel Prize, including at

least one in each category of the prize.1902 sawviiitst award to be held by a member -
this was the prize for medicine (the first of twelo be held in that category). Prizes for
Physics and for Chemistry followed two years laltéterature in1907, the Peace Prize in
1949 and Economics in 1972. The latest Nobel Briaebe awarded to Members were
those for Peace and Medicine, in 1998 and 2001trdtsr and biographies of all are

inscribed in a memorial volume to be seen in tlub,cbn thdirst floor landing .

The clubhouse is entirely redecorated every few
years, the style changing from time to time. The
present treatment of the walls and curtains of the
two largest rooms is derived from Decimus

Burton's own sketches, lately retrieved from the
I archives. Some of the mahogany furniture that
was designed for the club by Burton is still in use
and can be recognised from his drawings.

The Garden Roo

The Picture Room is hung with portrait sketches, mainly drawn bgmbers of the
club. In the adjacent corridor are originals of s newspaper cartoons featuring the
club as it is imagined by the general public - @@tays bearing much resemblance to the
real spirit of the place, but good fun nevertheless

We hope that all our delegates will enjoy theintvis the Athenaeum and find here that
companionable welcome and stimulating conversdhanis the hallmark of this, and all
good clubs.
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Friday 11th September 2009

Cornish Cream Tea

English tea
Scones with strawberry jam and clotted cream
Fruit tartlets
Fruit cake
Selection of sandwiches: cucumber, smoked salmomato
and ham

Selection of Canapés:

Wild mushroom tartlets with melted brie
Seared scallop in bacon
Beef fillet with Béarnaise sauce
Thai fishcakes with sesame and lime sauce
Gazpacho
Fresh fruit skewers

Wines
Givry 2006, Picard, Domaine Voarick
Chateau Patache D’Aux 2003, Cru Bourgeois, Médoc
Chateau de Sours 2006, Rose, Bordeaux
Elderflower water

Cavell String Quartet:
Charis Jenson ~ Violin
Sophie Lockett ~ Violin
Bryony Mycroft ~ Viola
Ben Pont ~ Cello



Saturday 12th September 2009

Luncheon

Steak, kidney, oyster, mushroom and ale pie
Wild mushroom risotto
Darn of salmon, hollandaise sauce
New potatoes
Selection of seasonal vegetables
Salads
*k*%
Creme brileé
Chocolate and raspberry roulade, raspberry coulis
Fresh fruit

Wines
Givry 2006, Picard, Domaine Voarick
Chateau Patache D’Aux 2003, Cru Bourgeois, Médoc
Chateau de Sours 2006, Rosé, Bordeaux
Elderflower water

Afternoon Tea

Lemon cake, fruit cake and marble cake
Selection of sandwiches: cucumber, smoked salmomato
and ham
Tea and coffee
Elderflower water



Sunday 13th September 2009

Luncheon

Roast beef and Yorkshire pudding, roast potatoes
Fish pie
Saffron and sun-dried tomato tart
New potatoes
Selection of seasonal vegetables
Salads
*k*%
Bread and butter pudding, cream, creme anglaigecream
Gooseberry pie, cream, creme Anglaise, ice cream
Campari and orange jelly with caramelised oranges
English cheeses: whole stilton, Davidstow matuedar, goat's cheese, celery and
grapes

Wines
Givry 2006, Picard, Domaine Voarick
Chateau Patache D’Aux 2003, Cru Bourgeois, Médoc
Chéateau de Sours 2006, Rosé, Bordeaux
Elderflower water

Afternoon Tea & Champagne

Mini scones with strawberry jam and clotted cream
Fruit tartlets
Tea and coffee
*k%
Victoire N/V
Elderflower water
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YOUR BANQUET

PLAISTERERS’ HALL

The first Plaisterers’ Hall was bequeathed to Gmempany
of Plaisterers(a trade guild for plasterers) by William
Elder in 1556. It was situated at the corner of lad8itreet | v
and Philip Lane and destroyed in the Great Fireorfdon 5
in 1666. The second Hall was built in 1669 from design
of Sir Christopher Wren, but this was also destddys fire
in 1882. A third hall was destroyed during the BliThe )
present Hall, opened in November 1972 has déceris = ="—i . =g
throughout of the neo-classical style created bypeRp oo oV e
Adam in the 18th Century. The Company of Plaisterer

Coat of Arms
The Company was granted its Armorial Bearings #6l5
and they depict a plasterer’s trowel between tvastelrer's hammers along with a
plasterer’s brush on a blue background. The plssdorush is separated from the trowel
and hammers by a silver chevron on which are degbiatred rose and two fleurs de lys.
These are supported on either side by a greencoginvhich is an heraldic beast having
the head, neck and wings of an eagle, excepthibatgead has prominent ears, the body
and legs of a lion but with a bear’s tail.

The modern-day Plaisterers’ Hall is the
largest and one of the finest Livery Halls
in London. Located in the heart of the
City of London, it reflects the pomp and
splendour of a bygone era, situated in an
ultra-modern environment. Tonight you
will have award-winning cuisine from
Createfood and party design.

Plaisterers’ Hall Interiol

Traditional London buses — sadly no longer on oureets — will leave the Athenaeum
for Plaisterers’ Hall at 18:30 on Saturday.



Saturday 12th September 2009

Dinner

Pan seared fillet of seabass
With a wilted spinach & wild mushroom & truffledeam sauce

Grilled fennel with goat’s cheese, pine nuts & lilative oil (v)
Sorbet

Pink roasted breast of Gressingham duck
With a chilli, acacia honey & ginger glaze servedroasted squash with
fine French beans, tossed scallions & chilli

Rotollo of sweet potato, artichoke heart, spinacfeta cheese
With French beans & romesco sayug

Create summer pudding
Coffee & petit fours

Wines
Sauvignon Blanc Les Bateaux, Francois Lurton
Merlot Les Bateaux, Francois Lurton

The Loving Cup
(See following page for more information)

Vocal Ensemble
Madeleine Pierard ~ Soprano
Tyler Clarke ~ Tenor
Marc Verter ~ Pianist



The Loving Cup

The passing of the Loving Cup, filled with spiceth&termed “Sack”, is characteristic of
many City Banquets.

At the conclusion of a medieval City dinner and iethately after Grace, the Master of
the Plaisterers would drink a hearty welcome toabsembled company. Upon rising to
drink from the Loving Cup, the persons on each sifithe Master would also stand,
turning INWARDS towards the Master.

The Master would turn to his right-hand neighbobow to him and repeat the
Company’s motto “LET BROTHERLY LOVE CONTINUE”". Theght-hand neighbour

would remove the cover of the Loving Cup with hight or dagger hand. This would
prevent the right-hand neighbour from stabbingNtester! The Master then drinks to
him, wipes the Loving Cup with the napkin and tigdht-hand neighbour replaces the lid.

The procedure is then repeated. The right-hamghbeur then turns tais right-hand
neighbour who in turn rises turning INWARDS. Theadter's left-hand neighbour
resumes his seat and the Master remains standlirfgahg to his right.

The procedure continues to be repeated so that thidr ALWAYS BE THREE AND
ONLY THREE PERSONS STANDING AT THE SAME TIME, thene in the centre
drinking, and the other two facing INWARDS, towatte one drinking and each other.

It is traditional in the Plaisterers’ Company fbeetpersons either side of the drinker to
face INWARDS and towards the one being drunk tdiis&allows both to keep a wary
eye on each other lest one attack the Master.chera was frequent!

Although this is an interesting old-time custongantinues to be done at every Livery
dinner in the City. Apart from fun for us this enmeg, it allows us to formally pledge the
warmth and fellowship of the European nations which together the ECED twenty
years ago.
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YOUR LONDON

London Underground Map (Zone 1: Central London)
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Location of Plaisterers’ Hall

Plaisterers’ Hall — at One London Wall — is witkwalking distance fronst. Pauls
Underground Statio(Central Line)

o
PLAISTERERS HALL
et wna herndan weall
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The ECED acknowledges with thanks the receipt of aeaducational grant from
Capio Nightingale, central London’s leading indepedent health care hospital.

@ Capio Nightingale

Hospital
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A warm welcome to the ECED and to London. Thithe twentieth anniversary of the
first meeting of the ECED in 1989 in London. Sirtbat time, we have met every two
years in a different European city and I'm delightleat the meeting has now returned.

A quick look around you will show you that much h&deanged over these twenty years.
The first meeting was in a series of student lectooms at St George’s and the main
social event was in my home. My wife, Sue, cookedL10 people and my, then, young
children served the drinks! Now we are in theheatimperial surroundings of

The Athenaeum and this evening we will dine in ttedw-Adam styled Hall of the
Plaisterers’ Livery Company. A far cry indeed!

Although some things have changed, the principiels @ocedures have not. From its
foundation, the ECED was seen as a clinical degpaforum and this weekend’s
programme has kept very much to this tradition.t didy will you be debating, but you
will also discuss relevant clinical topics in a sdommal setting. The aim is always that
you, the delegates, give your considered clinipaions, and are not just an audience.

The ECED has a secondary aim of bringing colleagluesighout Europe together in a
collegiate atmosphere. For this reason, we hasered that there are many breakout
rooms where you may sit and talk, and follow thiowg topics that either have been part
of the plenaries, concurrent sessions or debalesassist, there will be good food and
wine, and hopefully laughter. Most of all, thesean appreciation that our problems are
common from wherever we have come from and thatmwet determine how we will
deal with clinical, ethical, financial and politigaroblems which influence our work.

This meeting has been done on a shoestring. BlobePa_alitha De Silva and | worked
out the structure and the programme. We have belred by our Scientific Committee
whose names appear adjacent to this. Walter Vegydeen and Gerry Butcher have
guided our hands. Others too have helped, paatigumy wife Sue and my secretary,
Mrs Danuta Taylor. We would also like to thank Becretary of The Athenaeum and
the Master of The Plaisterers whose staff have bemrderfully helpful. Nothing could
be too much for them. Thanks too to Mr Martin TrasmHospital Director of Capio UK,
for support, advice and financial help. Thanks tooProfessor Peter Kopelman, the
Principal of St George’s, University of London, whwas extended help with the
infrastructure of the meeting.

Our thanks to In Any Event and particularly to MekHancock whose staff, together
with my students, will assist you during these thays.

May | again warmly welcome you to London and theEEC

Hubert Lacey
11" September 2009



ECED Scientific Committee

Dr Angela Favaro (Italy)
Dr Claes Norring (Sweden)
Dr Eric van Furth (The Netherlands)
Dr Erika Toman (Switzerland)
Dr Fernando Fernandez (Spain)
Professor Finn Skarderud (Norway)
Mr Gerard Butcher (Ireland)
Dr Gunther Rathner (Austria)
Professor Irena Namystowska (Poland)
Ms Kristine Dietz Godt (Denmark)
Dr Manfred Fichter (Germany)
Dr Paolo Santonastaso (Italy)
Professor Paulo Machado (Portugal)
Dr Sandra Sassaroli (ltaly)
Dr Ferenc Tury (Hungary)
Professor Walter Vandereycken (Belgium)

Dr Lalitha De Silva, Professor Bob Palmer and Pysde Hubert Lacey
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Friday, 11" September

15.15-18.30

Saturday, 12" September
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OVERVIEW

Reception and registration

8.00 -9.30 Registration

9.30 Opening

9.45 Debate T “This house believes we should invest much
more of our limited resources into preventiagjrey
disorders

11.15 Tea and coffee

11.45 CONCURRENT SESSION |
1. Case presentation “An impossible clinical case —
when should treatment be withdrawn?”
2. Clinical discussion “Does dynamic therapy have a
serious role in the treatment of eating disorders?”
3. Research presentations “New technologies in the
treatment of eating disorders”

13.00 Lunch

14.15 CONCURRENT SESSION I

1. Clinical discussion “Treatment options for patients
with Severe and Enduring Eating Disorders (SEED)”

2. Clinical discussion “Do we need a new instrument to
measure recovery from eating disorders?”

3. Clinical discussion “The changing face of eating
disorders”

15.30

Afternoon tea



Saturday, 12" September

16.15 Plenary session“DSM-V: here we go again?”
18.00 Close

18.30 - Bus departs for Plaisterers’ Hall

18.50

19.30 Banquet

Sunday, 13" September

8.30 Breakfast
9.00 Business meeting
10.00 CONCURRENT SESSION I

1. Research-Practice Session
2. Clinical Discussion “Re-negotiating body image”
3. Research presentations “New European research”

11.00 Mid-morning refreshments

11.30 Plenary discussion “How does family treatment work?”
13.15 Lunch

14.30 Debate 2 “This house believes that information-sharing

and carer involvement in the treatment of seeating
disorders should take precedence over confalent

16.00 Closing Reception
Conference photograph

17.30 End
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EUROPEAN COUNCIL ON EATING DISORDERS

PROCEDURE FOR DEBATES

. Each debate lasts for an hour-and-a-half and teation is that the delegates, not the
proposers and opposers, should have as much tichebiie the motion as possible.
The role of proposers and opposers is to initifiie éxchange of ideas, not to
dominate the proceedings. All delegates are eageurto participate.

. The first proposer will propose the motion fir&ach side of the debate will have 15
minutes to make their case. There will be two pea&ps and two opposers. The
moderator will not allow them to go beyond theirrhutes, which may be variably
apportioned, between the two speakers.

. The speakers and the delegates do not necessauéy to hold the opinions they
express. Debates often flourish when a deleg&gstan extreme stance. Delegates
should not be concerned if their views appear &alical.

. Delegates may speak by either informing the modematior to the debate that they
wish to be called, or alternatively raising theand once the debate has been “open to
the floor”. Itis preferable that speakers starmeewspeaking and give their name.

. Remember that this is a debate and therefore tlegates should not ask questions of
the proposer or opposer, but rather give theiriops

. The debate will end either by the proposer and sppmaking a final brief statement
or by the moderator giving a brief summary.

. At the end of the debate, the moderator will catld show of hands. Votes will not
be scrupulously counted, but the moderator’s ingoaswill suffice.
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PROGRAMME NOTES

Friday, 11" September

15.15-18.30 Reception and registration Cornish Cream Tea
followed by wine and canapés, accompanied by a
String Quartet

Saturday, 12" September

8.00 - 9.30 Registration and early morning breakfast
9.30 Opening Prof Gerald Russell

9.45 Debate T “This house believes we should invest much
more of our limited resources into preventing eatig
disorders”

Chair. Prof J Hubert Lacey (UK)
Proposers  Dr Runi Barresen (N)

Dr Greta Noordenbos (NL)
Opposers  Dr Eric van Furth (NL)

Miss Kristine Dietz Godt (DK)

11.15 Tea and coffee with biscuits

11.45 CONCURRENT SESSION |
1. Case presentation “An impossible clinical case —
when should treatment be withdrawn?”

Drawing Room Speakers Dr Ty Glover (UK) and Dr John Fox (UK)
Moderator Dr Manfred Fichter (D)
The session will begin with a clinical presentatiof a
patient who has enduring anorexia and is medically
unstable. She represents those patients who emter
cyclical pattern of admission, discharge and refapsith
no discernable progress. She requires nasogafeding
daily which is understandably very distressing &.This
case is further complicated by the fact that whae t
feeding is withdrawn, she becomes medically unstabiy
quickly. As a part of the presentation, the clrichoices




Garden Room

Picture Room

13.00

that face the MDT will be discussed, including dipéion to
withdraw treatment. Given the stark ethical dileasnthat
this case brings, it is hoped that the debate witlen to
the general topic with full audience participation.

2. Clinical discussion“Does dynamic therapy have a
serious role in the treatment of eating disorders?”
Speakers Dr Finn Skarderud (N), Dr Ferenc Tury (HU)
Moderator Dr Claes Norring (S)

Cognitive or cognitive-behavioural therapy domirsate
contemporary psychological treatments for eating
disorders. Cognitive therapy is driven by evidehased
research, yet psychodynamic treatment has itemsits.
This is because it has an emphasis on the patemapist
relationship which most deem crucial to the treattef
eating disorders, and especially anorexia nervosa.
Anorexia particularly struggles to respond to cdwyd
technigues and the long-term nature of its recovigsywell
with dynamic treatment which has a long-term pectipe

for change. Further, contemporary psychodynamic
treatment has integrated a developmental perspectnd
there is enough evidence for severe eating dissrtteibe
seen as impaired development. The role of dynamic
treatment as an adjuvant to cognitive therapy, itiotral
counselling or nursing support, has its adheremnts. t
These will be discussed.

3. Research presentations“New technologies in the
treatment of eating disorders”

Speakers

Dr Fernando Fernandez (E)

PlayMancer project: A serious videogame as addélon
therapy tool for eating disorders

Dr Isabelle Carrard (CH)

Internet-based treatment of bulimia nervosa: a p&an
experience

Dr Hayriye Gulec (HU)

Development of an internet delivered support progfar
patients with bulimic symptomatology

Dr Peter Daansen (NL)

First drop-out analysis of an internet based treatnof
eating disorders

Chair. Prof Ulrike Schmidt (UK)

Buffet lunch with wine (see Menu)



14.15

Drawing Room

Picture Room

Garden Room

CONCURRENT SESSION I

1. Clinical discussion“Treatment options for patients
with Severe and Enduring Eating Disorders (SEED)”
Speakers Dr Hans Bloks (NL), Dr Bryony Bamford (UK)
The focus on management of eating disorders hag ot
been on reduction of symptoms, weight-gain anda®las
possible, eradication of the disorder. Whilst labgk, this
approach risks neglecting those who remain unvaelg to
failed or unavailable treatment. This group, wibevere
and Enduring Eating Disorders (SEED), appear touieg|
rehabilitation, adaptation to symptoms, and a geeat
emphasis on developing other capacities, while erage-
ging positive changes in eating disorder symptoms.
Approaching patients using Eating Disorder Rehadiion
Psychiatry will require expanded services, extensiaison
with other professionals and research into appraf®i
models of care.

Moderator Dr Paul Robinson (UK)

2. Clinical discussion“Do we need a new instrument to
measure recovery from eating disorders?”
SpeakersProf J Sundgot-Borgen (N)

Pdan Rosenvinge (N)
Different criteria for recovery from eating disordeare used
in effect and outcome studies, suggesting diffenatets of
recovery. Not only researchers, but also patientd a
therapists have different ideas about criteria fecovery.
Dependent on the instrument used to measure recdlier
percentage of recovered eating disorder patients cary
from 3% till 95%. Do we need to develop a new ursgnt to
measure recovery from eating disorders?
Moderator Dr Greta Noordenbos (NL)

3. Clinical discussion “The changing face of eating
disorders”

Speakers Dr Angela Favaro (1), Dr Johan Vanderlinden
(B), Dr Gabriella Milos (CH)

This session will discuss the implications of clemngn
presentation and epidemiology of the eating disader
the understanding of their pathogenesis. We wibkl at
trends in the scientific literature and changegsha clinical
characteristics of patients, variation in age ofsehof the
disorders, and the stability and instability of thenditions.
These concepts will be expanded in the discussibnfull
audience participation.

Moderator Prof Paolo Santonastaso (I)




15.30

16.15

18.00

18.30
18.50

19.30

16.15-16.35
16.35 - 16.55
16.55-16.10
17.10 -17.45

Afternoon tea

Plenary session“DSM-V: here we go again?”

DSM-V: Eating disorders revisiongass
Prof HansWijbrand Hoek (NL)

DSM-V: Eating disorders in children
Dr Rachel Bryant-Waugh (UK)

Discussants

Dr Josefina Castro-Fornieles (ES)

Prof Paulo Machado (PT)

Open discussion with moderator
Prof Walter Vandereycken (B)
Dr Rachel Bryant-Waugh and Prof Hans Hoek will deti
an overview of all proposed suggestions from th&1BS
workgroup, together with literature reviews. Drséina
Castro Fornieles and Prof Paulo Machado will be the
critical discussants before Prof Walter Vandereycke
engages the audience in further debate.

Close

Bus departs for Plaisterers’ Hall
Plaisterers’ Hall: Reception

Banquet with musical entertainment



Sunday, 13' September

8.30

9.00

10.00

Drawing Room

Garden Room

Morning breakfast

Business meeting
Mr Gerry Butcher (Chair), Prof Walter Vanderkgn
and Prof Hubert Lacey

CONCURRENT SESSION I

1. Research-Practice Session

Speakers Ms Judith Banker (US), Prof Bob Palmer (UK),
Dr Angela Favaro (1)

There is a divide between researchers and clingianour
field. Important research findings are not impleres in
many clinical settings, and valuable clinical obsstions
and experience do not inform the direction of aatin
disorders research. Researchers value the findings
randomized controlled trials (RCTs), which emphasiz
empirically-tested treatments, whilst cliniciansnde to
value clinical observation more and the wisdom and
experience of experts. One place to start in bndg
research and practice is by addressing the questinat
gualifies as evidence?” “Are the findings of enngal
research the only worthwhile evidence?” “What do
patients value?”

2. Clinical Discussion “Re-negotiating body image”
Speakers Dr Giovanni Ruggiero (I) & Prof Anita Jansen
(NL)

The position of body image disturbance in eatirgpdiers
has evolved to encompass attitudinal and affeco@po-
nents, whilst treatments vary considerably in ensghand
focus. This lively session will explore differeppeoaches
to body image treatment, including the role of falized
body image interventions and new treatment appresch
Moderator Dr John Morgan (UK)




Picture Room

11.00

11.30

13.15

3. Research presentations “New European research”
Speakers

Dr Trine Wiig (N)

Job satisfaction amongst nursing staff on eatirspaiers
units

Dr Andreas Birgegard (S)

Eating disorders, co-morbid psychiatry and self-gaa
Dr Manfred Fichter (D)

Self-injurious behaviour, in the context of impulsy,
borderline personality disorder and sexual abusearing
disorder: Psychological and genetic factors

Dr Laurence Claes (B)

The roles of temperament, effortful control, andrdtve
control in differentiating bingeing-purging and testive
eating disorders

Dr Sandra Sassaroli (1)

Perceived criticism as the third variable between
maladaptive perfectionism and symptoms of eating
disorders

Chair Prof Irena Namystowska (PL)

Mid-morning refreshments

Plenary discussion How does family treatment work?”
Speakers Dr Ivan Eisler (UK), Dr Ulf Wallin (S),

Prof Janet Treasure (UK)

This session will focus less on specific forms awhilly
therapy and more on the possible mechanisms ofgehan
family therapy for eating disorders which might $imilar
or different in alternative format. lvan Eislerlixamine
the question from the perspective of the conjomdet; UIf
Wallin from multi-family therapy; and Janet Treasurom
parent-carer counselling. Benefits of separated susr
conjoint approaches and family therapy for adulesyralso
inform the discussion. Simon Gowers will lead the
discussion.

Moderator Prof Simon Gowers (UK)

Buffet lunch (see Menu)



14.30

16.00

17.30

s

Debate 2 “This house believes that information-sharing
and carer involvement in the treatment of severeating
disorders should take precedence over confideality”
Chair Dr Ginther Rathner (AUS)
Proposer Dr Fernando Fernandez (ES)

Mrs Susan Ringwood (B-eat, UK)
Opposer Dr Bridget Dolan (UK)

Dr Erika Toman (CH)

Closing Receptionwith full English tea and farewell
champagne
Conference Photographon the Grand Staircase

End
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The ECED acknowledges with thanks the receipt of aeaducational grant from
Capio Nightingale, central London’s leading indepedent health care hospital.

@ Capio Nightingale

Hospital
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CONCURRENT SESSION 1: Saturday, 11.45

Case presentation
An impossible clinical case — when should treatméet withdrawn?
Ty Glover, Cheadle Royal Hospital, Cheadle (UK)
John Fox, Cheadle Royal Hospital, Cheadle (UK)
This presentation will discuss a clinical case \ettee young lady (‘Emily) concerned
has a severe and enduring form of anorexia nervAfiar two years of treatment, she
continues to refuse to eat, and will only take sn@hce by nasal gastric tube. This is
further complicated by the fact that this youngyleelmedically unstable and has shown
marked deterioration in physical health followitg ttessation of feeds. This clinical
presentation has ultimately trapped this young ladyospital, as she is unable to survive
at home for any meaningful time. Over recent msnEmily’s mood has dropped and
she has become suicidal. The clinical team nowtlie they are at a cross roads
regarding her care and treatment, where decisieed to be made regarding her future.
One idea being discussed concerns the removaathtent, however, this raises serious
ethical dilemmas for the team and for Emily. Ensilgpinion is that she would like to go
home so that she does not have to eat.

These challenges of working with chronic and entyieinorexia nervosa have only
started to be considered within the research anatal literature. Strober (2004)
reflected on the clinical challenges in workinghwiiis client group by stating that
clinicians are oftendeeply discouraged by a lack of measurable progséssgling

with feelings of ineffectiveness, wavering incotsmly and confusingly between
aggressively confrontational or passive approaches$weighed down by paralyzing
counter-transference”. This quote does highlightdlinical challenges in working with
these clients who often have no intention of chaggiTiernay and Fox (2009) undertook
a Delphi study with clinicians who work with peoplgth eating disorders which
attempted to offer both a definition of chronic aturing anorexia nervosa and to
provide pointers for the clinician who works witiet‘chronic anorexic’. Within this

paper they stated that the key feature of chromicexia nervosa is how the person takes
on the ‘anorexic identity’ and this is seen as bqireferential to the previous, often
poorly formed, sense of sense in the individuaké@aping with Strober, 2004; and Crisp,
1980). Interestingly, Tiernay and Fox (2009) algzdssed how their participants spoke
of the need to focus upon the sociall relationpkasof the ‘chronic anorexic’
presentation. In other words, there is a needliioic@ns to assist in a more psychosocial
rehabilitation that allows the ‘chronic anorexig’dtart to engage in everyday activities
and relationships. These findings were supportea dpyalitative study that looked at
illness perceptions in anorexia nervosa. Many efghrticipants discussed that they did
not see themselves as being ‘ill’, but often sagirtanorexia nervosa as part of who they
were. Furthermore, the participants often discubsedtheir anorexia nervosa played an
important function for them by helping them to ‘eopith their emotions and their lives’
(Higbed and Fox, 2009). Although these pointeesueeful in assisting the clinician both
in managing the emotional drain of working withstlsiient group and for identifying
potential foci for treatment, they do raise intéresquestions for the ‘jobbing clinician’.
For example, how do clinical teams ensure suffigerysical health in order to facilitate
psychosocial rehabilitation? What happens if ther@xic identity is so enshrined that

! This is a changed name to protect ‘Emily’s’ retaritity.



that the individual shows no inclination to evergage in any form of clinical
intervention?

Over this presentation, both psychiatric and pshkaioal conceptualisations and
formulations of Emily will be presented. Furthermpsome the broader dilemmas of
chronic anorexia nervosa will be considered, siscbamsidering the perceived options
open to the team involved in Emily’s care. It ipkd that this presentation will enable a
full discussion of the issues that pertain to wogkivith issues of chronic anorexia and
the struggles that this evokes in the clinician®ived in the person’s care.

Clinical Discussion
Does dynamic therapy have a serious role in theatreent of eating disorders?
Finn Skarderud (Norway)
Yes, contemporary psychodynamic therapy has auserade in the treatment of eating
disorders.Psychodynamic theory and practice deal with thie ¢dsinderstanding
internal reality. To understand internal realityans to understand a human being who
not only knows, but who also feels that knowledigee mental experiential world is a
representational structure, and the function ohtinad is to produce and elaborate
representations. Psychodynamic theory is basieallystrument to be used for under-
standing how the mind works with its representatjon order to handle demands
originating both in the internal and the exter@antemporary psychodynamic traditions
are closely linked to developmental psychology ehastrong emphasis on how mind
develops through attachment relations, and areiategrated with newer findings in
neuropsychology.

Psychodynamic therapy has a serious role in tlantent of eating disorders, because:

1. Psychodynamic theory contributes with concepdnal empirical models of severe
eating disorders as self disorders, with emphasispairments in self organization and
symbolization. To understand the seriousness andlithically challenging complexity
of eating disorders, there is a need for conceptwalels describing more than “bad
thinking”.

2. Contemporary psychodynamic models have strorghasis on the therapeutic
relationship and therapeutic alliance, and theselbare at the very center in clinical
work. Such a focus is particularly important in seveating disorders, with high drop-
out rates and frequent ruptures in therapeuticioaia

3. There is growing evidence for the effectiveregssychodynamic treatments,
especially long-term treatment for complex mentsbriers.

4. Psychodynamic models represents an anthropalefding existential, cultural and
moral issues, and in such a way represent a trdfigtnanistic approach which can
further flexibility in therapeutic encounters, asetve as an antidote to reductionist
overemphasis on techniques.



Research Presentations: Chair: Prof Ulrike Schmidt
NEW TECHNOLOGIES IN THE TREATMENT OF EATING DISORDES

PlayMancer project: a serious videogame as an aaial therapy tool for

eating disorders

Fernando Fernandez-Aranda, University Hospital of Rllvitge (Spain)
(Fernandez-Aranda, F., Jiménez, S., Gunnard, Klaganidas, E., Konstantas, D.
Ganchev, T., Kocsis, O., Lam, T., Raguin, T., Saaté, J., Soto, A., Breiteneder, C.,
Kaufmann, H., Ben Moussa, M., Vollenbroek, M., Huis Veld, R., Hermens, H.,
Jacobsen, J., Krabbe, J., & Davarakis, C.)

Previous literature review studies have suggesiatj tomputer games, in general, can
serve as an alternative or additional form of trestt in several areas, such as: schizo-
phrenia, asthma or motor rehabilitation. Althouggaveral naturalistic studies have been
conducted, showing the usefulness of serious vigi®eg for enhancing several positive
attitudes, increasing problem-solving strategie$ mndifying some abnormal
behaviours, there is a lack of serious games tiead@ecially designed for treating mental
disorders and of controlled studies on the subfgcal: Based on the current difficulty to
treat specific areas (e.g. some personality traitgudinal and emotional aspects, and
uncontrolled behaviours), in Eating Disorders (E&)en after using standard and well
established evidence-based psychological therapegurpose of PlayMancer was to
create and design a serious videogame that maydéipat these factors. Hence, the
purpose of this presentation is to introduce theecu state of this innovative research,
showing the design of the study and preliminaryltesThe final goal of this study is to
analyze the efficiency and effectiveness of usisgreous videogame, as additional
therapy tool for treating ED, when compared wittoatrol group of patients, where no
additional videogame is applied. PlayMancer: TheeBRironment videogame to be
used, “Islands”, is being created and developelimvthe European research project
PlayMancer, and aims to prove potential capacighiange underlying attitudinal,
cognitive-behavioural and emotional processes tépis diagnosed with ED (namely
Bulimia Nervosa and Binge Eating Disorder). Neverattion modes are provided by
newly developed components, such as emotion retogriiom speech (audio), face
(video), and physiological reactions (bio-signal&ach island permits access to one or
several types of resources which will facilitatel amprove the game character’s, and
hence the player’s, relaxation techniques, planskilis and self-control strategies. The
game encourages the player to learn and develogoeirontation strategies. A multi-
disciplinary team consisting of clinicians, designand engineers, have developed this
serious videogame, by taking into account userirements and the specific profile of
the target patients, but also emotional reactiowispeersonality profile of the potential
users. Method and procedure: A prospective longnalatohort study (patients and
controls), following a quasi-experimental desigil be used. Sixty Bulimia Nervosa
patients, diagnosed according to the DSM-IV crétewill participate in this study. All
cases, will be assigned consecutively to two camit CBT+ weekly videogame vs.
CBT without videogame. The CBT program will be casgd of 16 individual
outpatients weekly sessions. Psychometric scalamatered previous to treatment, at
the end of treatment and at 3 and 6 follow-up, béllused for the assessment of therapy
outcome. Additional physiological testing, will bsed to analyze the subject’s perfor-



mance. In this presentation, we will introduce Rlaycer, and we will show preliminary
results of a first pilot trial. Acknowledgementdhi¥ work is supported by the
PlayMancer project (FP7-1CT-215839-2007), whickuisded partially by the FP7 of the
European Commission. The authors wish to thanletirepean Commission as well as
all members of the project consortium for theirgongp. The project received also partial
support from ISCIII (CIBERO06/03, FIS P1081573).

Internet based treatment of bulimia nervosa: a Eyn@an experience

Isabelle Carrard, Geneva University Hospitals (Swizerland)

(Carrard, 1., Lam, T., Rouget, P., Fernandez-ArandaNevonen, L., Norring, C., &
Liwowsky, 1., Volk.)

Introduction This presentation summarises results from cllrggaluations of an online-
guided self-help program for bulimia nervosa coredaén 4 European countries since
2001. While findings from the individual clinicay@&uations have already been reported,
data of the 4 countries were aggregated to deterprimgram efficacy and outcome
predictors from a European perspective. Method:@mhen with a mean age of 24.7
and average iliness duration of 8.4 years, padtenhin a 4 months intervention using a
CBT based online-guided self-help program for bidimervosa. Contact during the
treatment period included weekly e-mails with aatband 2 face-to-face evaluation
interviews at baseline and after 4 months (TO ahd Results: A reduction in bingeing
and vomiting episodes was found among 52.4 % digyaants. Severity of the ED
symptoms (measured by EDI-2 sub-scales) and gepmgyehopathology (measured by
the SCL-90R global index) improved significantly(p01). The global drop out rate was
25.2% and varied among countries. A lower scorgéeral psychological health was a
predictor of drop out and for a poor outcome. Tadipipants evaluated the on-line
program as easy to use and useful. The e-mail cowts underlined as being a helpful
support. Conclusion: A transfer of self-help trearts to new technologies such as the
Internet brings new advantages for disseminati@hsartomatic feed-back for patients.
This is not a “panacea” but this study showed ithats well accepted by patients and
encouraged further developments and researcheiplarty for this illness which is hard
to treat and prone to relapse.

Development of an internet delivered support progrdor patients with bulimic
symptomatologyHayriye Gulec, Semmelweis UniversitfHungary)

(Guleg, H., Bauer, S., Moessner, M., Kohls, E.,(&yTF.)

Eating Disorders (ED) are serious and often chrdigorders. The chronic nature of the
illness and the high relapse rates lead to diredtradirect costs. There is need for
maintenance strategies at reasonable cost to gmmalapse and maintain therapeutic
gains of patients who undergo treatment. An orgungport program entitled “EDINA”
has been developed for this purpose. The 4 key lesddi the program are psycho-
education, supportive monitoring and feedback,foand chat: 1) The psycho-education
includes online information material related tomgtisorders and recovery from an
eating disorder. 2) The central module of the paogrs to monitor individuals” well-
being and diet. Therefore, participants completef breekly online questionnaires
related to core ED symptoms. The program compaeesesults to the previous
monitoring assessment and sends automatised sivepfeedback e-mails back to the
participant. This module also serves as a basaldom cases about which the online
counsellor receives an alert via e-mail. 3) A forisnoffered to reinforce individual



contributions, exchange, and peer support betweditipants, 4) Moderated chat
sessions are provided both on group and individasis. All registered participants are
required to attend to 90 minute long, weekly grobpt sessions. If they wish,
participants can also book an individual chat s&s& discuss topics on one-to-one basis
with an online counsellor. In case of detected riatgtion by the monitoring module, the
online counsellor may also invite a patient toragividual chat session to counteract
negative developments. The efficacy of the progsaourrently being studied in a RCT
in Hungary: While patients in the intervention godwave access to the program for 4
months, patients in the control group can only asdeafter a 4-months waiting period.
The presentation will introduce the modules of@héne support program and report our
pilot experiences. This research is funded by th®fean Commission in the Marie
Curie Research Training Network INTACT (IndividuaTrailored Stepped Care for
Women with Eating Disorders: contract number: MRTN-2006-035988)

First drop-out analysis of an internet based treagmt of eating disorders

Peter Daansen, PsyQ Haaglanden (The Netherlands)

The study presents the first preliminary resulta &utch online-guided self-help
program for bulimia nervosa. Results from clinieahluations will be presented. The
discussion will be focussed on suggestions to imptbe adherence. Objectives: The
main objective to find out whether significant difénces on pre-treatment marked
several subgroups. Other objectives were to lodieatment characteristics in relation to
drop out. Data from clinical evaluations of an aehguided self-help program for
bulimia were analyzed to determine program efficaicgt outcome predictors. Method:
Pre-treatment data of 36 patients who initiallytet the internet program were analysed.
Pre-treatment data consisted of patients charattsriand severity of pathology scores
(SCL-90, BSI, EDI-II). Several subgroups were fodaad compared according to their
status in the internet program, namely, comple®edsop-out and early drop-out & late
drop-out. Results: Analysis indicates a significdifference between drop-out and
completers at the level of anxiety. Drop-outs edgrered more anxiety at start of the
treatment. Potentials risk factors are discussed.



CONCURRENT SESSION II: Saturday, 14.15

Clinical Discussion

Treatment options for severe and enduring anorexiarvosa patients

Bryony Bamford, St George’s, University of London UK)

Whilst there have been recent advances in thanierdtof anorexia nervosa, there are
still many individuals who progress to a severe anduring illness. These individuals
have been said to experience serious medical ruh@wgical consequences from their
anorexia, be intensive users of healthcare prawsisuffer high unemployment levels
and extreme isolation, and pose a significant butdeheir families, carers and the
community. The clinical literature attests to thiicllties engaging, retaining and
adequately treating these individuals that are eepeed by even expert clinicians.

The current evidence base for how best to trearseand enduring eating disorders is
limited with many international treatment guidebrfailing to address psychological
treatment options for these individuals. This preation will discuss the possible
consequences of these limitations and aim to eepl@ys in which current evidence
based treatments, specifically cognitive behavidtinerapy, may be adapted in order to
better suit the needs of this highly challengingrdlgroup. These adaptations are
currently being evaluated in an international RGidevere and enduring anorexia
nervosa running across the Universities of Syd@#ycago and St. Georges, University
of London. The status and preliminary findingla$ trial will also be addressed in this
presentation.

Clinical Discussion
Do we need a new instrument to measure recoverynfeating disorders?
Greta Noordenbos, Leiden University (The Netherland) Prof Jorunn Sundgot-
Borgen and Prof Jan H. Rosenvinge, (Norway)

Background

The plethora of criteria for judging patients asonered from an eating disorder could be
grouped according to their origin in at least fomays; i.e. psychometric versus clinical,
stringency versus leniency, a "consumer (patidatites) versus an "expert” (clinician/scientist)
approach, and criteria derived from goals of sjpetibatment traditions. This creates a deflated
consensus. A higher level of consensus may 1) befis@l in treatment and clinical evaluations,
2) bridge the gap between treatment effect stuatiesoutcome studies, 3) bridge the gap between
recovery and prevention, and 4) facilitate commariacross future outcome studies.

Previous studies

Empirical studies adopting a patient perspectiveemovery are increasing in number and may
fall into three groups, i.e. studies focusing on

1) the unwanted error variantethe number of recovered patients.

2) contrastse.g. refuting or questioning the clinical vakdibf outcome findings derived from
"expert”’ evaluations,

3) common denominatotsy comparing the level of agreement between fhstsaand
patients (e.g. Vanderlinden et al., 2007; Noordent2®06) or between therapists and
women from the general population against accoahfsatient experiences (Pettersen,
2007). Also, some efforts have been made to devalopodel of recovery (Pettersen,




2007). Overall, these studies show more agreemahtfew differences across groups
than a substantial group disparity.

State of the art

Overall, the patient accounts of helping agents @ngkcovery is in principle a never-
ending story, yet the fundamentals seem rather egéblished. The group 3 studies in
fact document a clinical common sense suspiciorilstvthe need for more validation
studies (group 2 studies) seems rather pressimgngt@ance a direct comparison between
patients, clinicians, relatives against a normadypation sample would be interesting. A
major prerequisite for such comparison is, howetreat one has a reasonable account of
or, at best, a psychometrically sound instrumeméobvery.

Discussing research strategies

There are at least two complementary strategiegréceed and progress in order to
understand recovery from various perspectives drebers, clinicians, relatives, patients
and general population).

Strategy 1:To validate well established clinical instrumefite the EDE/CIA or the
EDI-2 or 3 in order to calculate level of deviasomsing for instance the Reliable Change
Index.

Strategy 2:To develop a new measure of recovery from an expigal and clinical
perspective. Within this strategy a number of isssleould be addressed:

- Should recovery criteria be universal or spedffelated to gender, age, duration and
severity of illness, special group consideratioasg.( athletes, patients with comorbid
disorders))?

- Should criteria be arranged dimensionally (e.gijary” versus "secondary”, "process-
oriented” versus "end points”) or hierarchicallye(ithat one criterion depends on one or
more other criteria)?

- How may recovery aspects relate to normal devedpal issues throughout life? At

what time do we stop attributing event to the intgEdhe eating disorder (and recovery
thereof) and start attributing it to life?

- Which groups should be compared (ill patientsimier patients, relatives, therapists,
general population samples with and without eadiisgrders or eating problems)

- scoring issues; what method (VAS, Likert or twimdnsional, statement versus
guestions) should be chosen in order to avoid dttang categories into a phenomenon
(recovery) that seems to be continuous in nature?



Clinical Discussion
The changing face of eating disorders
Angela Favaro, University of Padua (ltaly)
(Santonastaso P)
Itis a common idea among clinicians that earlyetcaises of anorexia nervosa (AN) are
increasing, but no data in the literature are abéd, to our knowledge, to demonstrate
this. At the Outpatient Eating Disorders Unit idBa, we observed a recent increase in
cases of AN with an early age of onset. This stids to explore the time trends in age
of onset of anorexia nervosa (AN) and bulimia nea/(BN) in a large sample.
Methods The sample is composed of 1,666 AN subjects &3dBN subjects without
previous AN consecutively referred to our outpatignit in the period between 1985
and 2008. Time trends have been analysed accowlihg year of birth of subjects.
Results The most frequent age of onset was 16 years irpatents and 17 in BN
patients. In both AN and BN samples, the age oébsisowed a progressive and
significant decrease in younger generations. Famgate, in patients born in the period
between 1970 and 1981, the average age of onsetaded from 18.6 to 16.8 in AN, and
from 18.5 to 17.1 in BN. A regression model showegignificant independent effect of
socio-economic status, age at menarche and nurhb#aliags in predicting age of onset.
Conclusion Age of onset of AN and BN is decreasing in yourggnerations. The
implications of our findings in terms of long-teomntcome remain to be understood.
Biological and socio-cultural factors explainingstphenomenon need to be explored by
future studies.

Trends in the scientific literature and changes the clinical characteristics

of ED patients (n=980) in the last 25 years

Johan Vanderlinden, University of Leuven (Belgium)

(Pieters Guido. MD, PhD & Probst Michel PhD)

In this lecture trends and changes in the scieriiérature (based on Medline and
Psyclit) in the last 25 years will be outlined. X¥ilecharacteristics of 980 ED patients who
were admitted to our residential therapeutic pmagirathe last 25 years, will be analysed
following five different time episodes (before 198985-1989; 1990-1994; 1995-1999:
2000-2005). Some remarkable findings will be pmése and will try to give an answer
to the question if we are still treating the sanmellof eating disorder patients anno 2009
compared to previous years or not?

Stability and instability of the eating disordersagjnoses

Gabriella Milos, University Hospital, Zurich (Switzerland)

The today's classification of the eating disordeasorexia nervosa, bulimia nervosa and
eating disorders not otherwise specified - arogsese scepticism. Although eating
disorders represent a clearly distinguished illreaésgory, small symptom changes
during the often long illness can cause changéiseofliagnosis; f. e. changes from
anorexia nervosa to bulimia nervosa and vice vémghis context it is important to
mention that the category of the eating disordetotherwise specified is extremely
heterogeneous. The diagnostic fluctuations canradso in short laps of time and are
well known from the clinician, this phenomenon wasently confirmed by the scientific
search. The diagnostic instability together wite tommon symptoms present in the vast
majority of persons with all eating disorders diages— such f. i. the weight and shape
concern - lead the a trans-diagnostic approacis.view does not only consider the
current eating disorders symptoms, but lead to hdife time view of the disorder



including the frequent symptoms fluctuations. Tglzbal view has important therapeutic
implications.

PLENARY SESSION: Saturday, 16.15
“DSM-V: Here We Go Again?”

DSM-V: Eating Disorders Revision Process

Hans Wijbrand Hoek, Parnassia Bavo Psychiatric Institute, The Hague,

(The Netherlands)

The process for revising the eating disorder seaiidhe Diagnostic and Statistical
Manual of Mental Disorders (DSM) started in 200@sBd on comprehensive reviews of
scientific advancements, targeted research anadysksonsultations like this ECED
meeting, the DSM-V eating disorder work group wivelop drafDSM-Vdiagnostic
criteria in 2010-2011. The release of the final D8Nk expected in May 2012. One
major difference between the DSM-IV and the DSM-M e the more prominent use of
dimensions. Currently the workgroup has condutiteslve literature reviews (most are
in press for the International Journal of Eatingddders). The literature reviews are
related to identified questions, such as the piatleutility of grouping all eating disorders
into three broad categories. Another issue is #helity and utility of sub-typing Bulimia
Nervosa and Anorexia Nervosa. Also the validity atitity of potential new disorders
such as Binge Eating Disorder, Purging Disorder/digtht Eating Syndrome has been
reviewed by the work group. A major debatable tapithe consideration of obesity as a
mental disorder in DSM-V.

DSM-V: Reviewing criteria for eating and feeding sbrders from a cultural and
developmental perspective

Rachel Bryant-Waugh, Great Ormond Street Hospitafor Children, London (UK)
There has been much debate about the cognitivesthBSM-IV diagnostic criteria for
AN and BN, in particular in relation to their utiliin younger patients and when applied
cross-culturally. Members of the DSM-V work grougvie conducted literature reviews
relevant to the clinical evaluation of cognitivessms in order to generate evidence-
based options for consideration in the diagnostierta review process. These will be
presented as part of the encouraged consultataeps with others in the field. In
addition a number of issues have been raisedatioalto the application of non-cogni-
tive criteria in younger patients and the existenfoether childhood presentations that
are characterized by avoidance of food or limitadfintake, which are currently
unclassifiable. Main points will be briefly revied. As well as Eating Disorders, the
Work Group has been charged with reviewing DSM-iNecia for Feeding Disorder of
Infancy or Early Childhood, Pica and Ruminationdder. Literature reviews on each of
these topics support a range of options which aowige clearer descriptions of
subtypes, improve clinical utility, and promoteaasch.

Josefina Castro-Fornieles, Hospital Clinic, Univerty of Barcelona (Spain)

The necessity to change criteria for EDNOS anifmrexia nervosa (AN) and bulimia
nervosa (BN) has been pointed out. Especially DNBS there can be many advantages
in changing or better defining their criteria. Aepent, there are to many EDNOS, they



are not properly classified and they can be asreeasge AN and BN. Specially with
children, a different classification has been psgab Regarding AN criteria things are
different. Maybe current criteria are not adeqateenorrhea, weight-phobia or weight
cut-off have been discussed), but amending criteitlanake comparison of data over
time difficult, and besides that, these currertecia, if present, are clinically relevant
both for treatment and outcome. Low weight hasibretated to physical consequences
(heart, brain, bones) and cognition. Amenorrheprasent, is an important characteristic
as it has long-term consequences (bones, fertildgnition) and its presence makes
treatment and re-nutrition even more necessaryghitgihobia maybe is not present in
all cases, but still a majority of patients in vegatcountries have it and when present it
has to be addressed during treatment as it caremdke outcome of the disorder. As
conclusions, it can be said that for EDNOS to giveame and define the majority of
them will be useful, especially for children. Netheless, for AN we can have some
advantages but also we will loss specificity andaneat risk of not having important
characteristics in the definition that are necgsiartreatment planning. It would be
adequate to have them at least in the sub-clastsofit of the disorder.

CONCURRENT SESSION IlI: Sunday, 10.00

Research-Practice Session
Integrating Research and Practice: What Qualifiesas Evidence?

Integrating Research and Practice: What Qualifies &vidence?

Judith Banker, University of Michigan (US)

(Bob Palmer)

There is a divide between researchers and clirdaraour field. Important research
findings are not implemented in many clinical se8 and valuable clinical observations
and experience do not impact the direction of gadisorders research. The causes of the
research-practice gap are layered and compleeddnta range of attitudinal, relational
and systemic factors. Perhaps the most salietdrfaontributing to the gap between
researchers and practitioners is the differendbai views about what constitutes valid
evidence. Researchers tend to value the findirays fandomized controlled trials
(RCTs), recommending that treatment be driven theeaghce to approaches that have
been empirically tested. Clinicians tend to vallieical observation and the wisdom and
experience of expert clinicians, and adhere topgmaach to treatment that adapts to the
individual needs of the patient. Whilst this “pébplay” goes on between research and
practice in our field, critical gaps in our knowigdbase go unaddressed. Thus, a
rapprochement between research and practice Ig tikdenefit our research, treatment,
and prevention efforts.

The recently released Academy for Eating Disor@arglelines for Research-Practice
Integration suggest that to bridge the researchtigeagap in our field, we must
recognize that both research findings and clirbalervation, judgment and experience
contribute to our knowledge base. Further, we raypaaind our understanding of
“research evidence” to include multiple types aflence (e.g. efficacy, effectiveness,
epidemiological etc.) drawn from a range of potrgburces including laboratory and
clinical settings and multiple research designs.



This session will examine the challenges and oppdrés presented by this
recommendation by addressing the questions: Wledifigs as evidence? Are the
findings of empirical research the only worthwheladence? Does clinical observation
or qualitative research have a role in contributmgur knowledge base? What about
patient values? Members of the Academy for Eatirepiders (AED) Research-Practice
Committee (RPC), including Judith Banker, Bob Palarel Angela Favaro, will use
interactive exercises and guided discussion toemddhese questions and others to
determine if common ground can be established.

Clinical Discussion
Re-negotiating body image
Body Image from a cognitive viewpoint: only fear ttness?

G. M. Ruggiero °, S. Sassaroli *

* “Studi Cognitivi’, Post-graduate Cognitive Psyt¢herapy School, Milano, Italy.
° “Psicoterapia Cognitiva e Ricerca”, Post-gradu@tgnitive Psychotherapy School,
Milano, Italy.

ABSTRACT

Cognitive clinical theory of body image disorderaating disorders is theoretically
reductive. In fact, cognitive theory should focugyoon cognitive beliefs that could be
related with emotional discomfort with a supposedat or ugly body aspect.
Consequently, the clinical treatment considers @slyessment, disputing and reframing
of this cognitive counterparts of the body imagsodier. However, it could be possible
to enlarge the strict cognitive ideology and corgalize also perceptive and emotional
aspects in the body image disorder. The work afiffaeviews cognitive literature of the
body image disorder in eating disorders and re@ygament in favor and against a strict
cognitive interpretation of the issue.

Research Presentations: Chair: Prof Irena Namystoska
New European Research

Job satisfaction amongst nursing staff on eatingsdrders units

Trine Wiig, Oslo University Hospital (Norway)

(Wiiig, T., & Lask, B.)

BackgroundRecruitment and retention of nursing staff areanahallenges within the
eating disorders field. Although there exists atersive amount of research on job
satisfaction among nursing staff in the generalthedpsychiatric field, there appears to
be none on job satisfaction and its possible cateslin eating disorder units (EDUS).
Aims: To explore which factors contribute to the jolsfattion of nursing staff working
on EDUs. Design and methoddulti-centre study using a descriptive and exatory
focus group design. Four focus groups have beeduoted. The sample consisted of




nursing staff working on specialised in patient EQid Norway and the UK. A semi —
structured interview guide was used. Analy3ise interviews have been taped and
transcribed verbatim. The analysis is based ors fexin the transcripts and notes taken
during the interview. The original quotes have beemdensed to meaning units, and
categorised into main themes and sub themes. Rdsaitr main themes have been
identified: i) Working conditions, e.g. time ii)le¢gionships, e.g. support. iii) The nature
of eating disorders, e.g. rejection, and iv) Expgehs e.g. nursing identity. The themes
have been incorporated into a conceptual modeddouaderstanding of the contributing
factors to job satisfaction. Details will be pretesl.

Eating disorders, co-morbid psychiatry and self-ige

Andreas Birgegard, Karolinska Institute (Sweden)

(Birgegard, A., & Hogdahl, L.)

Eating-disordered patients often have other DSMARS | disorders besides their eating
disorder diagnosis, and the presence of such coidityrmay complicate treatment.
One possible reason for this complication is tleagative self-image, in particular self-
hate and self-blame, may be more pronounced in gaténts. The present study
investigated whether the presence of co-morbidiigghosed via SCID-I) was related to
self-image, measured using the interpersonal StraicAnalysis of Social Behavior
model. 1,105 eating disorder patients from the \Bisp database, 18 years or older,
participated with anorexia, bulimia, or eating dé&r not otherwise specified. The
pattern of co-morbidity was that bulimia was redate more mood disorders, whereas
there was no difference in anxiety disorders. Ba#ge results showed a pattern such
that anxiety and anorexia was related to morecz®ifrol than bulimia, and number of
co-morbid diagnoses was generally related to megative self-image. The results have
specific implications for patient-clinician intetaom based on interpersonal theory, and
may help improve adherence and treatment motivation

Self-injurious behaviour, in the context of impulsity, borderline personality
disorder and sexual abuse in eating disorder: Psgldgical and genetic factors
Manfred Fichter, Roseneck Hospital for BehaviouralMedicine (Germany)

(Fichter, MM)

Self-injurious behaviour (SIB) is present in mdrart 1/3 of patients with an eating
disorder (ED). In ED it frequently occurs in thentext of impulsivity, borderline
personality disorder or history of sexual abuse.dMeducted a study with 100 ED-
patients with either anorexia or bulimia nervosavbbm 50 in addition showed SIB. We
used self-rating scales (e.g. EDI-2, SCL-90, IDCiaghostic Check Lists for Axis-I
disorders) and expert interviews (SIAB-EX, SKID-Abuse Interview). The major aim
was to analyse the associations of self-injuricelsaviour with other variables
(impulsivity, BPD, SX-AB). In addition, we made neclular genetic assessments to
analyse the connections between psychological d&tgnand moleculate genetic
variables. The most frequent SIB were 1) cuttinigking, stabbing, scratching (4.1 %),
2) use of medication with damaging effects (2.8 3phitting oneself (1.2 %) and 4)
burning oneself (e.g. burning cigarette on the siReasons for SIB were (ranked):
reduction of rage (52 %), to forget negative evéh#s%), to get attention (10 %) or to
provoke others (4 %). Borderline personality isiin@st frequent personality disorder
found in ED-patients with SIB. Treating these patseis a challenge for treatment teams.



However, long-term outcome shows that treatmewbithwhile (Zanarini et al., 2007).
According to our results ED- patients with SIB slealwnore impulsivity, aggressiveness,
suicidal acts and more severe eating and gengrahpgathology than those without
SIB. Molecular genetic associations showed an @ssme with one specific genetic
variable concerning the gene locus of the mono-aroiidase A (MAO-A). Specifically,
there was an association of the MAO-A VNTR promgigllymorphism for ED and SIB
as compared to healthy controls. The paper givessarview of relevant new results
conceming self-injurious behaviour in ED and répdhne results of our study in this
context.

The roles of temperament, effortful control, and gnitive control in
differentiating bingeing-purging and restrictive ¢ig disorders

Laurence Claes University of Leuven (Belgium)

(Claes, L., Robinson, M., Muehlenkamp, J., Vanddemy, W., & Bijttebier, P.)
Scientific paper Impulsivity, defined as a predsiion toward uncontrolled behaviour,
is prominent to multiple theories of eating disosde(ED) behaviour. The underlying
basis of impulsivity, though, could be either matignal in nature or could reflect more
basic deficits in effortful or cognitive controluRher, the motivational substrates of
impulsive behaviour could reflect high levels oiverd-sensitivity, low levels of
punishment-sensitivity, or both. In the presentlgtdorty ED patients were administered
scales assessing reward and punishment sensigtfibytful control, and cognitive
control by a colour-word Stroop task. Bingeing/paggED patients, relative to
restrictive ED patients, exhibited lower levelgpahishment sensitivity, effortful control,
and cognitive control. Reward sensitivity scorasmbt discriminate among ED groups.
Implications focus on understanding the proceskagis of binge/purge symptoms and
the importance of doing so in informing psychol@gjiimterventions for ED.

Perceived criticism as the third variable betweealadaptive perfectionism and
symptoms of eating disorders

Dr Sandra Sassaroli. (Italy) Bertelli S., Lamela, C Scarone, S., & Ruggiero, G.M.)
Aim: In this work we aimed to explore the relatibpsbetween perceived criticism and
maladaptive perfectionism in the psychological psscleading to eating disorders (ED).
Method: Forty-nine individuals with ED and 49 cail$rcompleted the Concern over
Mistakes subscale of the Multidimensional Perfeam Scale, the Perceived Criticism
Inventory, and the Drive for Thinness, Bulimia, é8wbly Dissatisfaction subscales of the
Eating Disorders Inventory. We tested two rival migdusing a path analysis. In the first
model, perceived criticism was the exogenous viriabd maladaptive perfectionism the
intermediate variable. In the second model, thgyemous variable was maladaptive
perfectionism and the intermediate variable wasgieed criticism. Measures of ED
were the endogenous variable in both models. Regritalysis showed that, in the case
of drive for thinness, perceived criticism precegedectionism; while, in the case of
bulimic behaviours and body dissatisfaction, par@ism preceded perceived criticism.
Discussion: Results could suggest that restrictieéng would be related to a process in
which perceived criticism is the initial relatiorfactor which facilitates the arising of
perfectionism, while feelings of body dissatisfanteand bulimic behaviours would be
related to an initial perfectionism which would gispose individuals to develop a
proneness to perceive criticism from others.



PLENARY SESSION: Sunday, 11.30
How does family treatment work?

Families helping families: multi-family therapy iranorexia nervosa

Ulf Wallin, Skanes Centre of Eating Disorders, Lund(Sweden)

Multi-family therapy means that you assemble faesikvho will try to find ways together
to fight against the anorexia nervosa disorder.

Multi-family therapy means that you gather forcesuad the patient so he/she might feel
safer in eating — even though he/she is afraichbihg.

Multi-family therapy means that families learn tost the help and support you can get
from other families — families that are very muike lyour own. This might help you to
trust yourself.

Multi-family therapy means that you can find a waydeal with the disorder and
problems faced by the family and patient, withdet meed to rely only on hospital
doctors and therapists; by finding strength andpetence within your own family and
the rapport you create together with other families

Multi-family therapy means that you can challetige stigma of a psychiatric disorder
and identify a normal way of functioning in a notrsacial context.

Multi-family therapy means that you can find a veap of social isolation and find a
more meaningful life.

How Does Working With Families Produce Change
Janet Treasure Kings College, London (UK)

There are many questions as to what are the eféeptocesses and relevant outcomes of
change in anorexia nervosa. For example how doek with families or with parents
alone produce change in AN? Why do cases become mesistant to treatment the
longer the illness has persisted? We have prodacedodel describing maintaining
factors in AN which aims to answer questions sushth@se (1). This model has four
facets including two which are mainly consequenoéseating disorder symptoms
themselves such as the impact of poor nutrition tiee brain and body and the
interpersonal reaction to this. The others areenalpilities which may have preceded the
development of AN and even predisposed to it inolgdobsessive compulsive
personality traits and the tendency to use avomlasca coping strategy for social and
emotional difficulties.

It is possible that work with families or parengtave an impact on all four of these
maintaining factors. First there is the direct efffien moderating interpersonal
relationships in particular reducing expressed @ndb the illness and maladaptive
reactions to eating disorder symptoms and behavidso parents can have an impact
on all of the other areas.

Reference List
(1) Schmidt U, Treasure J. Anorexia nervosa:e@land visible. A cognitive-

interpersonal maintenance model and its implication research and practice. Br J
Clin Psychol 2006 September;45(Pt 3):343-66.
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