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Chapter 1
Literature Review 1

Overview of eating disorders and treatment approacés

Eating disorders are associated illnesses largdipeadl by the presence of behaviours
aimed at controlling body weight and shape (Amerieaychiatric Association, [APA],
2000). They are amongst the most incapacitatingsgthiatric conditions (Klein &
Walsh, 2003). Much research has focused on thiealifeatures, comorbidities, course,
treatment and outcome of these disorders. Whitgeat deal of research has focused
on the varied treatment options, to date no phaoiogcal or psychotherapeutic
approach has been reliably demonstrated to prothrggterm significant change.
This chapter will provide a review of the featuaesl treatment literature concerning the
eating disorders, specifically, Anorexia NervosaN" ), Bulimia Nervosa BN”), and
Eating Disorder Not Otherwise SpecifiedEPNOS").

1.1  Overview of the Diagnostic and Clinical Featurg of Eating Disorders

1.1.1 Anorexia Nervosa

Anorexia nervosa is one of the most severe illresdtecting young women and
adolescent girls (Beumont & Touyz, 2003). It i® tthird most common chronic
illness plaguing this population with a point prierece rate of 0.29% according to the
DSM-IV-TR (APA, 2000) and is only occasionally séermales (Beumont, Russell,
& Touyz, 1993; Lucas, Beard, O’Fallon, & Kurlan, 919. High rates of
psychological and medical comorbidities are assediawith AN. Long-term
outcome studies indicate that only approximately drwalf of sufferers achieve a
complete recovery and that the mortality rate isatgr than fifteen percent over
twenty-one years (Zipfel, Lowe, Reas, Deter, & ter22000).

The disorder is characterised bytreme weight loss due to behaviours including
restriction of food intake, laxative abuse, exosssexercise, and self-induced

vomiting, in conjunction with an intense fear ofrgag weight or becoming fat, and a

powerful influence of body shape and weight on-esteem. Weight loss results in

the loss of menstruation in females. Other medicamplications include

gastrointestinal problems, endocrine abnormalitiesiney problems, low bone
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density, dental erosion, paraesthemia and polylinayz & Beumont, 1991; Klein &
Walsh, 2003; Patrick, 2002). Subtypes of AN artegarised by the presence or
absence of bingeing and purging symptoms (APA, 2668 Table 1.1). A number of
psychological features, many of which are relatedsémi-starvation, are often
present, including depression, irritability, obsesal thinking and compulsive
behaviour, reduced concentration and alertness,sano@l withdrawal (Beumont et
al.,, 1993). Despite the correspondence betweamncali features, the underlying
psychopathology and aetiology can vary betweerepésti

Table 1.1
DSM-IV-TR criteria for Anorexia Nervosa (Americasyhological Association,
2000).

DSM-IV-TR Diagnostic Criteria for Anorexia Nervosa

A. Refusal to maintain body weight at or above aimally normal weight for age and height (e.qg.,
weight loss leading to maintenance of body weighs ithan 85 percent of that expected; or failure
to make expected weight gain during period of ghpugtading to body weight less than 85 percent
of that expected).

B. Intense fear of gaining weight or becoming éaien though underweight.

C. Disturbance in the way in which one’s body weigihshape is experienced; undue influence of
body weight or shape on self-evaluation, or desiighe seriousness of the current body weight.

D. In post menarchal females, amenorrhea (i.e altisence of at least three consecutive menstrual
cycles).

Subtypes:

Restricting type During the episode of anorexia nervosa the pede®s not
Regularly engage in binge eating or purging bigha (i.e., self-induced
Vomiting or the misuse of laxatives or diure}ics

Binge eating/purging typeDuring the episode of anorexia nervosa, theqrers
Regularly engages in binge eating or purgingabighur (i.e., self-induced
vomiting or the misuse of laxatives or diurefics

1.1.2 Bulimia Nervosa

Bulimia Nervosa was not described in the cliniagrature until 1979 (Russell,
1979), yet a recent review states that it is nommon amongst young women, with a
prevalence rate of approximately 1% (Hoek, 2008B)is primarily characterised by
repeated episodes of binge eating, that is, des@etiods of overeating during which
patients experience a subjective sense of losemfa (Beumont & Touyz, 2003).

Episodes of bingeing are cycled with the use of memsatory behaviours to rid the
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body of unwanted calories (APA, 2000). Such behaa include fasting, vomiting,
laxative abuse, diuretic usage and excessive eeerdiike AN, BN is classified into
subtypes, which are defined by the nature of thepmsmsatory behaviours that are
employed (see Table 1.2). BN also involves an-ewephasis on the importance of
weight and shape for self-evaluation, and self-eeption is exacerbated by the

presence of the bulimic behaviours (Beumont & To@@03).

Table 1.2
DSM-IV-TR criteria for Bulimia Nervosa (Americanylelological Association,
2000).

DSM-1V Diagnostic Criteria for Bulimia Nervosa

A. Recurrent episodes of binge eating. An episafdBnge eating is characterized by both of the
following:

1. Eating, in a discrete period of time (e.g., witAny 2-hour period), an amount of food
that is definitely larger than most people woultldiing a similar period of time and
under similar circumstances.

2. A sense of lack of control over eating during épisode (e.g., a feeling that one cannot
stop eating or control what or how much one isnggti

B. Recurrent inappropriate compensatory behavioprévent weight gain, such as, self-induced
vomiting, misuse of laxatives, diuretics, or othegdications; fasting; or excessive exercise.
C. The binge eating and inappropriate compens&®gaviours both occur, on average, at least twice
a week for 3 months.
D. Self-evaluation is unduly influenced by bodyshand weight.
E. The disturbance does not occur exclusively dueipisodes of anorexia nervosa.
Subtypes:
Purging type the person regularly engages in self-induceditiogior the
misuse of laxatives or diuretics.
Nonpurging type the person uses other inappropriate compensbégviours,
such as fasting or excessive exercise, but doeegularly engage in self-
induced vomiting or the misuse of laxatives iretics.

1.1.3 Eating Disorder Not Otherwise Specified

Eating Disorder Not Otherwise Specified (EDNQ$Sa final grouping that allows for
an eating disorder diagnosis for patients notnfittihe strict criteria for AN or BN, yet
still exhibiting significant symptoms (APA, 200®s well as others with disordered
eating consequent to supplementary psychiatricurdiahces (Beumont & Touyz,

2003). It has been reported that more than 508bkrotal eating disorders presentations



Helen DEAN MEQGF inpatient eating disorders

are best classified as EDNOS (Turner & Bryant-Wawff04; Ricca, Mannucci, &
Mezzani, 2001).

Table 1.3
DSM-IV-TR examples of eating disorder not othensjsecified (American
Psychological Association, 2000).

DSM-IV-TR Examples for EDNOS

A. For females, all of the criteria for anorexiavesa are met except that the individual has regula
menses.

B. All of the criteria for anorexia nervosa are regtept that, despite significant weight loss, the
individual’'s current weight is in the normal range.

C. All of the criteria for bulimia nervosa are neetcept that the binge eating or inappropriate
compensatory mechanisms occur at a frequency ®thes twice a week or for a duration of less
than 3 months.

D. The regular use of inappropriate compensatohgbieur by an individual of normal body weight
after eating small amounts of food (e.g., self-metlivomiting after the consumption of two
cookies).

E. Repeatedly chewing and spitting out, but ma&llewing, large amounts of food.

1.1.4 _Comparison of the Subgroups

There is constant debate within the literature eamaog the relationship between BN,
AN, and the residual EDNOS category. It remainslear as to whether these are
distinct disorders especially as patients may ohattiggnostic categories during the
course of their eating disorder presentation (Zipfeal., 2000; Fairburn & Harrison,
2003); however, a diagnosis of AN overrides a disgnof BN, which in turn overrides
EDNOS, according to the diagnostic criteria dictaby the APA (2000). The most
resonant similarities between the AN and BN diage@e the overvaluation of weight
and shape, the presence of behaviours aimed abltiogt body weight and excessive
worry about shape. Individuals with BN are usualithin the normal weight range,
while individuals with AN are, by definition, undeeight and individuals fulfilling the

criteria of EDNOS range from underweight to obese.

The widespread theoretical views regarding AN amdl &e in line with cognitive
theory, which conceptualises the disorders as bsinglar entities with similar

psychopathological maintaining processes. Indeanbidirn, Cooper, and Shafran
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(2003) posit a “Transdiagnostic Theory” encompagaiheating disorders. This theory,
that common mechanisms exist in and maintain dihgadisorders, is based on
Fairburn’s (2005) observations that the sharedcelirffeatures exist only within these
disorders, and not within other psychiatric disosgdend that temporal migration of

patients between diagnostic categories is the natmer than the exception.

In opposition to Fairburn and colleagues, BeumadtBouyz (2003) contended that AN
and BN donot share a common psychopathology, despite havinguraber of
behavioural and cognitive similarities. They adjubat the content of cognition in
patients with these illness (i.e. preoccupatiorhvitod, focus on weight and shape,
relation of self esteem to body shape etc.) is falsod in many healthy young women,
not just in those with eating disorders, despiteben’s (2005) claim that the shared
clinical features exist only within AN and BN. keeldd some of the behavioural features
of AN and BN are also prevalent within a healthyulation. Thus, Beumont and
Touyz challenged that AN and BN can, and shoulddistinguished from each other,
and from “normal” behaviour, by their intensitythrar than by their quality. The
distinction between AN and BN is further suppoigdheir differing comorbidities, as
outlined in section 1.1.5. However, there is nbate surrounding the fact that the
behavioural and cognitive features of AN and BNriaeto a degree. Furthermore, the
authors noted that diagnoses are no more than aefdé® clinician, which can help
determine suitable treatment. It seems reasomaldentinue to treat individuals with
AN and severe BN within the same inpatient unithauit necessarily having to classify

them as entailing the same, or distinct, illnesses.

1.1.5 _Psychiatric Comorbidity

Psychiatric comorbidity is common in eating disesdeand is relevant to the
understanding and treatment of these illnessesmo@undities include depression,
anxiety disorders and personality disorders (Clarfoluyz & Beumont, 1996; Rastam,
Gillberg & Gillberg, 1995).

The lifetime prevalence of affective disorders atignts with eating disorders has been

estimated at approximately 70% (Rastam et al., 1986ni et al, 1991). In a review of
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the psychiatric comorbidity, O’'Brien and Vincer20Q3) stated that major depression is

the most common comorbid diagnosis in both AN aNd B

Anxiety plays a role in the aetiology and mainterganf eating disorders. Kaye and
collaborators (Kaye, Bulik, Thornton, Barbarich,Masters, 2004) reported a lifetime

incidence of an anxiety disorder to be more th& GDa sample of patients with AN or

BN. Bulik, Sullivan, Carter, and Joyce (1996) fduhat 60% of AN patients and 57%
of BN patients suffered from a comorbid anxietyodier. Social phobia was the most
common diagnosis in BN and obsessive-compulsivardies was most prevalent in AN

in one study (O’Brien & Vincent, 2003), however kagnd others (2004) did not find

significant differences in the prevalence of theiaty disorders across eating disorder
subgroups, except for Post Traumatic Stress Disdodeng more common among

individuals with BN.

In fact, the underlying aetiology of an eating diley may be untreated posttraumatic
stress disorder. Torem and Curdue (1988) presensedies of case reports indicating
that treatment focusing on the resolution of tlairtra in such patients resulted in an
improvement in eating disorder symptomatology.ttfi@more, there is a link between a
reported history of childhood sexual abuse andipeating disorder symptomatology
(namely bingeing, vomiting, and negative body imdyéaller, 1992; Waller, Hamilton,
Rose, Sumra, & Baldwin, 1993). Van Gerko, Hughdamill and Waller (2005)
concluded that the abuse might act as a moderataebn a range of causal factors and

eating disorder symptomatology.

There are high rates of Axis Il comorbidity amongstferers of eating disorders, with
over 30% of individuals with BN meeting criteria @@ personality disorder compared to
fewer than 7% of controls in one study (Carrollaét 1996). Cluster B personality
disorders, especially borderline, are more commonindividuals with bulimic
behaviours (O'Brien & Vincent, 2003), whereas GhsC disorders are reported in
review papers to be either equally prevalent amords and BN (Rosenvinge,
Martinussen, & Ostensen, 2000) or more commondividuals with AN (O’Brien &
Vincent, 2003). For instance, Thornton and RusgE97) reported that 35% of
individuals with AN met criteria for obsessive-comgive personality disorder

compared to only 5% of patients with BN. In fasdme authors controversially suggest
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that AN should be considered not as an independmsairder, but as part of the
obsessive-compulsive spectrum (Bellodi et al., 200This proposal is furthered by
work which suggests that both AN and obsessive-atsiye disorder may be mediated
by serotoninergic dysfunction, and that this alteserotonergic function may persist
following recovery (classified by weight restorajo (Bailer et al.,, 2005Barr,
Goodman, Price, McDougle, & Charney, 1992). Théeans posit that these biological
alterations may be a causal factor in the developii.

Many papers support the widespread clinical belbefut the encompassing effect of the
presence of an Axis Il disorder on the individuafferer’'s life, suggesting that the
presence of a Cluster B personality disorder is@ated with a poorer outcome in AN
and BN (Wonderlich & Mitchell, 2001). However, ets indicate that personality
disorders are weak prognostic predictors of ealisgrders (Grilo et al., 2003). Grilo
and colleagues (2003) furthered this argument tiroa study of 92 patients with
diagnoses of BN and EDNOS. Whilst BN had a longaurse to remission than
EDNOS, the course of the eating disorder over teary was not influenced by the
presence and severity of co-occurring personalisprders (Avoidant, Borderline,
Obsessive-Compulsive or Schziotypal personalityordisrs) or Major Depressive
Disorder. The temporal interaction of eating disos and personality disorders is ill-
defined, as despite personality disorders beingnel@f as “stable and enduring
maladaptive patterns of behaviour traits” (APA, 4099 study by B Martinsen,
Hoffart, and Rosenvinge (2005) found that the rafesomorbid personality disorders
within a sample of inpatients with eating disordggmnificantly decreased from 77% at
admission to 57% at two year follow up.

Whilst comorbidity may or may not affect treatmenitcome for the eating disorder,
some studies have highlighted additional negatygacts of comorbidity. For instance,
Milos, Spindler, Hepp, and Schynder (2004) repbdt tthe presence of affective
disorders and Axis Il diagnoses, particularly GdusB personality disorders, is
associated with suicidal ideation and a historgwéide attempts amongst patients with

eating disorders.

There appears to be a relationship between BN g l2ating / purging subtypes of
AN and substance abuse that is not present inctesirtype AN (O’Brien & Vincent,
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2003). Individuals with BN report higher rateshaizardous drinking (61-67%) than a
university control group (35.7%) (Kozyk, Touyz, &8mont, 1998). Individuals with
eating disorders also often abuse weight controggirsuch as laxatives, diet pills,
diuretics and emetics. Despite these primarilpdpeised for weight control, rather than
for their psychoactive effects, the maintainingtdee such as craving, positive
reinforcement and physiological dependence may ildlas to psychoactive drugs
(O’Brien & Vincent, 2003).

Comorbidity is important in that it affects treatmehoices. For instance, BN patients
with psychiatric comorbidity, specifically any Axlsand Axis I, especially cluster B
personality disorders and depressive/negativigtisgnality disorders (APA, 2000), are
more likely to be hospitalised than BN patients wdaonot have additional psychiatric
diagnoses (Spindler & Milos, 2004). Thus, thghhevels of comorbidity in the eating
disorders population and the associated complicessg formulations are likely to
contribute to difficulties in determining optimasychological and/or pharmacological
treatment for such individuals (O’Brien & Vince2003; Anderson, 2001).

1.2  Treatment for Eating Disorders

There are currently numerous theories that purfmoexplain eating disorders in the
literature and hence there are a multitude of rmmeat strategies that have been
proposed. Due to the variety of medical, behaéband psychological variables, it
is generally agreed that a multidisciplinary apptoas the optimal treatment for
eating disorders (Royal Australian and New Zeal@ontlege of Psychiatrists Clinical
Practice Guidelines [RANZCPG] Team for Anorexia Wera, 2004). Accordingly,
treatment can include a number of strategies. fiéhiew focuses primarily on AN,
BN and subclinical presentations of these illnesses EDNOS), with particular
reference to the inpatient population.

1.3 Hospital based treatment
Touyz and Beumont (1991) suggested that patientt WN may need to be

hospitalised for a number of medical reasons inolytbw body weight or an abrupt

weight loss, abnormalities in heart and/or livendtion, abnormal biochemistry and
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haematology test results, marked dehydration ambtepsion. The authors noted
that hospital management aims to increase weiglat @verse the effects of
starvation. Patients with BN may also be hosmitali if there are severe medical
complications, if their bingeing and purging is rextely frequent, or due to
concerning psychological co-morbidity (e.g. majogpression). Patients in an
inpatient unit generally attend group therapy pmogs and individual therapeutic,
medical and nutritional counselling sessions. Giceally psychotropic medication
is also usel

Literature reviews regarding the treatment of ANjgast that weight restoration can
be accomplished through intensive hospital prograotdising a behaviour

modification paradigm (e.g. Kaplan, Kerr & Maddock892). This type of treatment
often follows a strict and restrictive regimen, which negative behavioural

consequences are imposed for rule violations dadkaof weight regain.

However, opposing research suggests that thesetidred programs may be
unnecessarily rigid and that more flexible prograras achieve equivalent results
(Touyz et al., 1984; Dalle-Grave, Bartorir, Todis@®93). In fact, the guidelines of
the National Institute for Health and Clinical Eteace (NICE, 2004) state that strict
inpatient behaviour modification programs should @ used in AN. Furthermore,
the Australian and New Zealand clinical practicddglines team recommend a
lenient as opposed to a punitive approach in tesfrgperant programmes aimed at
weight restoration (RANZCP CPG Team for Anorexiansa, 2004). Despite this
widespread endorsement, very few studies have ssbesymptomatic change over
short inpatient admissions using more lenient aggves, in which the primary focus
is on shaping and positively reinforcing approm@ibehaviours, rather than constantly

punishing patients for eating disordered behaviours

! Despite the recent increase in research (for vevieee, for example, Mitchell, de Zwaan, & Roerig,
2003; Casper, 2002; Pederson, Roerig, & Mitchell03) the optimal role of medication in the
treatment of eating disorders remains enigmatiaurrédtly, the regular use of medication to treat
primary AN is unjustified, and that psychotropic dization should be used only if indicated for
comorbid conditions (Gowers & Bryant-Walsh, 2004)here is also no clear evidence that drug based
treatments are effective for weight restored p#giékaplan, 2006). Additionally, the existing rasgh
suggests that medication alone is unable to produlierecovery in BN. A number of new
psychopharmacologic strategies for eating disordersn development (Kaplan, 2006).
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Treat and colleagues (2005) reported the short-tutnome of inpatients with AN
who were placed on clinical pathways determinedheysubtype of AN present (i.e.
binge/purge or restricting) during their inpatieadmission within a structured, but
predominantly lenient cognitive-behaviourally oteth program. The hospital stay
was sufficient to initiate re-feeding and initialeight regain, and to interrupt
compensatory behaviours in the 41 patients who &etegb treatment. Unfortunately
33% (20/61) of participants were discharged prenefitiagainst medical advice. Rg
and others (Rg, Martinsen, Hoffart & RisenvingeP£0studied the one-year post
hospitalisation outcome for 24 patients with eataigorders (exhibiting mainly
anorectic psychopathology). Changes on formal sassent measures occurred
during this comparatively long inpatient stay (28eks), with no differences between
post-treatment and follow up reported. Disturbyghore than half (58%) of patients
were classified as having a “poor” outcome at follgp. Lowe and associates (Lowe,
Davis, Annunziato, & Lucks, 2003) reported on 4&2ignts with either AN, BN or
EDNOS who spent approximately 2 Y2 to 3 weeks inngatient unit following a
lenient approach that consisted mostly of individharapy (utilising strategies from
psychodynamic, interpersonal and cognitive-behawiotherapy) with weekly group
meetings. Patients exhibited statistically siguifit reductions in depressive and
eating disordered symptoms during hospitalisationith the majority of
improvements (i.e. 68-98%) maintained at the 3-imdotlow-up. However, more
favourable outcome during admission was relatelgéss favourable outcome during

the follow-up period.

Recently, researchers from the Karolinska Institnt8weden have generated interest
in their inpatient program that is founded on thenpise that eating disorders develop
as a consequence of starvation, rather than méntsds (Bergh & Stdersten, 1998).
The program focuses on re-teaching AN and BN pegtieneat via a computer based
feedback system called the Mandom®teA small trial randomised with a waitlist
control, concluded that the rate of remission ia titeatment group was 75% at 14.7
months, with 93% of those remaining in remissionoaé-year follow-up. These
results, which appear quite extraordinary consmenprevious rates of remission
following treatment for eating disorders, are nohdusive. Schmidt (2003) noted a
number of methodological limitations including ttrieria for “remission” in AN not

including a resumption of menstruation, nor a BMithim the normal range.

10
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Furthermore, the mean iliness duration of the samals short and the mean age was
16 years, and young patients with a short illnessse tend to have better prognoses.
The authors defended these claims in a subsequate &Bergh & Sodersten, 2004).
Nonetheless, more research is required into thge tf treatment, in particular, to

examine which components are the key factors.

Conclusions drawn from the current literature ssgdgieat the rates of both short and
long-term recovery and treatment adherence asedcwith inpatient eating disorder
programs are unacceptably low. Some trials apeaave serious methodological
faults. In general, studies have not been condustth controlled designs capable of
providing evidence for effectiveness of intervensidor older adolescents and adults
with anorexia nervosa and bulimia nervosa seriowaigh to warrant hospitalisation.
The existing studies lack control groups and tlfeing treatment methods between

units prohibits overarching conclusions.

14 Psychotherapeutic treatment

Psychological consequences of disordered eatingpisen anxiety, depression,
suicidal ideation, despair, lability of mood, iatility, social withdrawal, food
preoccupation, obsessional thinking, poor concéatrand other neuropsychological
abnormalities (Touyz & Beumont, 1991; Manley & Usier, 2003; Klein & Walsh,
2003). Most inpatient programs include psycholagtberapy as a major treatment
component. However, the exact type of psycholdgibarapy used may differ
between programs, given that many forms of psyaraghy have been advocated for

use with patients with eating disorders.

Despite the considerable number of studies of pahemapy for BN, it is difficult to
arrive at solid conclusions due to methodologicHladlties in the literature. These
difficulties, as outlined by Gowers and Bryant-Whud2004), include the
heterogeneity of techniques and approaches exdiii¢ghin therapies of similar
names (e.g. ‘generic CBT' compared to CBT spedlficdor eating disorders
[Fairburn et al., 1991]), the vast range of outcameasures and differing definitions
of recovery, the timing of follow up and the presemf other concurrent therapy (e.g.

inpatient general treatment programs). There azkatively few trials of

11
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psychotherapies for AN and those that do existpdmgued by similar difficulties.
Not withstanding these concerns, some general gsiocls regarding the efficacy of
various psychotherapeutic approaches can, andogiltirawn.

1.4.1 Cognitive Behavioural Therapy

The most widespread psychological treatment foingatlisorders is cognitive
behavioural therapy CBT”). Generally, this type of approach utilises aafic
form of CBT which focuses on the interaction betwewervalued ideas regarding
weight and shape, associated maintaining thougimi3, strict dieting practices that
result in disordered eating (Fairburn et al., 19dirburn, Marcus, & Wilson, 1993).
Treatment includes the prescription of regular radised eating, graded exposure to
feared foods, and monitoring and challenging distbthoughts about weight, food

and the self.

This specific type of CBT is the most comprehenyigéudied treatment for adult BN
and has been shown to be efficacious across nusieesiews and more than thirty
clinical trials utilising both outpatient individuée.g. Fairburn et al., 1991) and group
formats (e.g. Chen et al., 2003). Approximatelg timird to one half of patients make
a lasting recovery, with the remainder exhibitingmg improvement or no
improvement (Wilson & Fairburn, 2002). In a revie# the literature, Lundgren,
Danoff-Burg, and Anderson (2004), concluded thafTaB widely regarded as the
treatment of choice for this population. Accordinghe NICE guidelines (2004)
recommend that CBT be offered to adults with BN-However, whilst CBT does
usually provide statistically significant changes symptoms in BN, it may not

reliably reduce symptoms to within the normativegea.

Despite the method for implementing CBT for AN lgeiwell documented (e.g.
Garner, Vitousek, & Pike, 1997), only a few contdlstudies have examined the use
of individual CBT for patients with AN, with the ruaity treated on an outpatient
basis (e.g. Halmi et al., 2005; Mcintosh et alQ20Ball & Mitchell, 2004; Serfaty et
al., 1999; Channon, de Silva, Hemsley, & Perkir®89). Furthermore, CBT has not
been comprehensively studied for adolescents wating disorders. However, a
much needed treatment trial for this populatiorcisrently underway in England

which includes three randomised treatments (inpgtieutpatient, or community

12
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treatment as usual), of which one, the outpatiaigqam, is predominantly an

individual / family cognitive behavioural intervéon (Gowers, 2006).

Recently, Fairburn and colleagues (Fairburn, Caqoer Shafran, 2003) have
proposed a transdiagnostic CBT treatment for AN, &M EDNOS, based on the
premise that the shared features of these eatisgrddirs are maintained by
comparable psychological processes. This sodc&dahanced” CBT (CBT-E”)
includes specific techniques aimed at addressingg®nism, mood intolerance, low
self-esteem, and interpersonal problems as needwt aims to improve upon the
current results of CBT for eating disorders. Hoarewthe only currently existing
study comparing CBT-E with the existing CBT for ERairburn et al., 1993) found
no differences between the treatments on eatirgyabs psychopathology, other than
CBT-E being superior at reducing eating concerndgytshape dissatisfaction and the

duration of abstinence from bulimic episodes.

There are a few studies examining the use of gi©B@ for AN. For instance,
Wiseman, Sunday, Klapper, Klein, and Halmi (200@mpared a short term CBT
group with a psycho-education group for inpatiemt® met criteria for either ANn(
= 36) or BN 0 = 4). The therapy groups were held in additiostemndard hospital
treatment for forty-five minutes four times a weeker two weeks. Both patient
groups demonstrated statistically significant inyerments on measures of food
preoccupation and rituals, however there were nangés in motivation or in
behavioural symptomatology over the two weeks.ieRtt reportedly found the CBT
groups more effective and enjoyable than the pswgchuwation groups. However,
there have been no systematic studies directlyuatiay the use of group CBT of

equivalent length to those studies assessing tha@iCBT for this population.

Conclusions drawn from the existing literature sgigthat CBT for AN may be
moderately effective, but perhaps no more so thimnative psychotherapies. The
current NICE (2004) guidelines note the absenceliofcally applicable studies in
this area, and suggest that CBT is just one ofmalyan of psychological therapies that
should be considered for AN. Moreover, there idistinct lack of studies with

designs capable of providing evidence for the éffeness of CBT interventions for a

13
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mixed group of eating disorder patients (i.e. WM, BN or EDNOS) with illnesses

serious enough to warrant hospitalisation.

1.4.2 Interpersonal Psychotherapy

Interpersonal PsychotherapylHT”) is a brief time-limited therapy that aims to
resolve interpersonal difficulties that are asseciavith the cause and maintenance of
psychiatric disorders (Fairburn, 1993). Skills aeilt in communication and
interpersonal relations with the goal to improvdeipersonal functioning and
therefore decrease symptomatology (Mcintosh, BulilcKenzie, Luty, & Jordan,
2000). It has been shown to be a moderately efeetiteatment for BN (e.g. Fairburn
et al.,, 1991). Whilst CBT has been shown to predwgsults more quickly in BN,
several studies have found IPT to be as effectiveducing symptoms at up to one
year follow up (Agras, Walsh, Fairburn, Wilson, &atner, 2000; Fairburn et al.,
1995). Nevonen and Broberg (2006) recently empldi@ subsequent to CBT, and
found that this sequence worked well in both indlidl and group formats for
outpatients with BN. Like CBT, there are no trialsamining the use of this therapy
with adolescent sufferers. Authors have also aateocfor the examination of IPT in
the AN population (Mclintosh et al., 2000; Mcintcsttal., 2005).

This 2005 paper by Mcintosh and collaborators diesdrthe results of a randomised
trial of 20 sessions of either CBT, IPT or non-sfiesupportive clinical management
(described as a combination of clinical manageraadtsupportive psychotherapy i.e.
involving education, support, praise, reassuramckaalvice) for 56 women with AN.
In this study, non-specific management was asstiatith better outcomes than
either CBT or IPT, a finding contrary to the ausidrypothesis. The authors suggest
a number of possible reasons for this including skase of autonomy that non-
specific management allowed, and conclude that ay he a useful early phase

treatment approach.

1.4.3 _Psychodynamic psychotherapy

14
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Psychodynamic therapy is based on the need to staderthe patient’s experience of
the therapist and on the need of the therapisintierstand his/her reactions to the
patient (Murphy, Russell, & Waller, 2005). The ordy of the literature regarding

psychodynamic approaches to eating disorders @escclinical examples, with most

empirical evaluations involving a modified, timenlted approach.

In a controlled trial, thirty outpatients with ANere randomised to either a brief
psychodynamic / behavioural psychotherapy (cogmitienalytic therapy) or
educational behaviour therapy (Treasure et al.5199here were no differences in
treatment effects at treatment cessation with 68p@adicipants showing an improved
nutritional outcome after five months of therapyAt one-year follow up, no
differential treatment effects had emerged, howewaly 37% of the sample were

classified as “recovered”.

In 2001, Dare, Eisler, Russell, Treasure, and Dagelucted a trial for 84 adult AN
out-patients who were randomly allocated to eitbee year of psychoanalytic
psychotherapy, seven months of cognitive-analytierapy or one year of family
therapy. These treatments were compared to lowacbriroutine’ treatment.

Psychoanalytic psychotherapy and family therapyewsmperior to cognitive analytic
therapy in regards to symptom improvement, howderresults were modest with

two-thirds of the sample remaining underweightedtiment conclusion.

Murphy, Russell and Waller (2005) described theafse psychodynamic approach in
conjunction with behavioural strategies for BN dmadge eating disorder. The results
of the study suggest that this approach lead taifgignt reductions in bulimic
behaviours. However, patients were only includedhis study if they exhibited
“sufficient motivation to effect some change” (pB538hence the sample was possibly
not entirely comparable to those individuals inrgratient unit.

1.4.4 Emerqging Psychotherapies for eating disorders

Given the relatively poor outcome of the most commsychotherapeutic approaches

for eating disorders, a number of new treatmentragghes have emerged in the
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literature. The initial trials of family therapydialectical behaviour therapy,

mindfulness mediation, and self-help treatmentsaremarised below.

Maudsley Family Therapy

Family therapy views the whole family as the soudfethe difficulties for the
identified patient and thus aims interventions heg family system. Whilst family
therapy has been of interest to eating disordenscieins and researchers since the
1970s, it has only recently started to be examinedethodologically sound clinical
trials, the first of which was conducted by Darel aolleagues (Dare, Eisler, Russell,
& Szmukler, 1990).

The work of The Maudsley Hospital has been a soofcaterest with the team’s
manualised guide published in 2001 (Lock, le Grakggas, & Dare, 2001). This
approach, which runs in parallel to medical moiitgy focuses on family
management of the symptoms of AN rather than osysned pathological features of
the patient or family. The first stage of treatinficuses on enlisting the parents as
“allies” in the re-feeding process, and using thertake control of their child’s intake
of food. The second stage aims to transfer comaok to the young person as they
gain weight. The third stage, which begins whenytbung person achieves a healthy
weight, is concerned with assisting normal adolesscdevelopment including
supporting the adolescent’s autonomy and estab@stappropriate parent-child

boundaries.

Thus far, the literature suggests encouraging fiigsli particularly with younger
patients with short illness duration. From an eixetion of five controlled trials and
case reports, Le Grange (2004) concluded that appately 70% of patients reached
a healthy weight at termination and between 75 % 98f individuals were fully
recovered at a five-year follow-up. It is genegratcepted as the treatment of choice
for adolescents with AN (Wilson & Sysko, 2006), vd recent study indicating that a
short course (6 months) of treatment was just &ectefe as a longer course (12
months) (Lock, Couturier, & Agras, 2006). An ong®istudy is also examining the
Maudsley approach for adolescents with BN (Le Gea2§04).
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Dialectical Behavioural Therapy and Mindfulness

Dialectical Behavioural Therapy @BT”) is a manualised treatment shown to be
helpful in reducing life-threatening and qualitylié® impairing behaviours in patients
with borderline personality disorder (Linehan, 1893993b). It aims to achieve this
by training patients in more functional emotion @mgement strategies including
mindfulness skills, distress tolerance, emotionaljutation and interpersonal
effectiveness. Since DBT aims to promote affegulation, it may be useful for
those eating disorder patients with poor emotioleréamce and control (Kotler,
Boudreau, & Devlin, 2003).

The use of DBT has been examined in a controliedi feeaturing 31 individuals with
BN or sub-threshold bulimia (EDNOS) (Safer, Tel&hAgras, 2001). Following the
twenty-week individual intervention, four particiga in the DBT group compared
with no participants in the waitlist control werengpe free. There were significant
treatment effects on frequency of bulimic behavsoand on measures of emotional

eating and negative affect.

Mindfulness meditation, which is included in the DBpproach, involves patients
learning to become aware of their thoughts or ggli acknowledge them as merely
thoughts or feelings and move their attention ®rtbreathing, therefore separating
themselves from negative patterns of thinking amskerdjaging from rumination
(Teasdale, Segel, & Williams, 1995). The principlef mindfulness have been
incorporated into a number of treatment stratedueseating disorders including
mindfulness-based CBT (Segal, Williams, & Teasdd@€02), acceptance and
commitment therapy (e.g. Orsillo & Batten, 2002)damindfulness based eating-
awareness training (Kristeller, Baer, & Quillian-Weer, 2006). The majority of
papers examining these treatments involve caseiestudrohibiting general
conclusions about their usefulness. However, tlemgest predictor of improvement
in eating control in the 1999 study of eating awass training was the amount of
time participants engaged in eating-related mediat This was probably moderated
by high motivation to overcome the disorder, agaighlighting the importance of

fostering readiness to recover.
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Self-help treatment

Self-help treatments are of use for some indivisiuaith BN, with approximately
20% of patients benefiting from using a manual al@freasure et al., 1994; Schmidt
& Treasure, 1997). In these studies, the manual prablem-oriented and included
strategies from a CBT framework. This self-helprapch was compared to eight
individual sessions of CBT or a waitlist contrologp. The was no significant
difference in the numbers of participants who utwiék treatment reaching full
remission from bulimic symptoms, however the redeanrs suggest appeared to be
more effective. The main difficulty in this stughas a lack of compliance with only
60% of participants reading and completing morenthalf of the manual. The
researchers noted that participants reported bewsgwhelmed by the amount of
information in the manual and suggested that eigdgks of self-guided work with
the manual may have been too long to maintain rabtm. Of those who completed
the manual, 40% became abstinent from bulimic bel@s. Therefore, self-help
treatment could be a cost effective managementomwpfor certain motivated
individuals with BN. Perhaps some preliminaryivwidual or group motivational

work may have improved the outcome from the magr@ip.

Palmer, Birchall, McGrain, and Sullivan (2002) cantéd a randomised trial of three
forms of self-help with or without guidance (minihtaidance, four sessions of face-
to-face therapy or four sessions of telephone guelp compared with a waitlist
control group for patients with BN, binge eatingatder or EDNOS (bulimic type).
Twenty-five percent of the sample of 121 patiemspgded out within four months.
The group that received the face-to-face theragyrawved significantly more than the
other treatment groups, with 65% of face-to-faceugr completers showing some
improvement in symptoms. The group with minimgbgort did not differ from the

waitlist control group.
Self-help manuals are likely to be unsuitable fahviduals with AN due to the extent

of medical concerns, the need for intensive weightoration, and the generally poor

motivation to recover or engage in treatment.
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1.4.5 Conclusions regarding psychotherapy for eatingrd=s

Despite a number of variations of psychotherapydpeixamined for use with eating
disorder patients, there is no established psygn#b treatment for AN or sub-

clinical presentations of AN and BN illnesses (EBNOS). The Australian and New
Zealand clinical practice guidelines for the treaminof AN conclude that much more
research is required before definitive statemeridsut the efficacy of specific

treatments can be drawn (RANZCP CPG Team for Anardbervosa, 2004). The

guidelines team recommended a lenient as opposagunitive approach in terms of
operant programmes aimed at weight restoration moteéd that CBT and other
psychotherapies are likely to help with the psytluaaspects of AN. The most
efficacious treatment for BN is currently CBT, leuen this is plagued by frequent
clinically insignificant changes and high relapsates. Newly emerging

psychotherapies are showing some interesting egshlit positive outcome still

appears to be very dependent on the patients éxigilhigh motivation to recover, a
factor which is not often directly addressed witthia therapeutic approach.
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Chapter 2
Literature Review 2

Motivational concerns within the eating disorders

Eating disorders are amongst the most debilitabhg@sychiatric problems (Klein &
Walsh, 2003), so the effect of inadequate treatnigseat extreme concern. It is widely
held that one of the main factors that result irorpeecovery rates is patients’
ambivalence to recover from their eating disordenus motivation has become a focus
of investigation within this population. Much raseh has concentrated on the
measurement of motivation or readiness to changmgsh these individuals (Rieger et
al., 2000; Blake, Turnbull, & Treasure, 1997; DuNejghbors, & Larimer, 2003; Geller
& Drab, 1999). However, to date, only two papears] one recently completed study,
have systematically examined the efficacy of apghea specifically aimed to enhance
intrinsic levels of motivation in the eating diserdd patient (Treasure et al., 1999; Feld
et al., 2001; Geller, Brown, Srikameswaran, & DW2006).

This chapter contains a review of the literaturetloem motivational concerns within
eating disorders. Current barriers to the successfatment of eating disorders are
also discussed. The transtheoretical model ofgd@described and its applicability
to eating disorders is briefly reviewed. A suctireview of the use of Motivational
Interviewing and Motivational Enhancement Therappliesented, with a focus on the
eating disorder literature. The chapter conclugiéis the rationale for and objectives

of the current study.

2.1 Barriers to the successful treatment of eatindisorders

Initially strong motivation to change eating disereld behaviour is a predictor of
positive outcome (Royal Australian and New Zealaddllege of Psychiatrists
Clinical Practice Guidelines Team for Anorexia Nms&, 2004). In fact, pre-
treatment readiness for change was the only relipf@dictor of both short and long-
term clinical improvement over 10 years at onetineat centre (Geller, 2006).
Unfortunately eating disorder units continue to dt@gued by patient resistance to

treatment; a difficulty that has perplexed eatimgpdier clinicians since AN was first
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described (Lasegue, 1873/1997; Morton, 1698 cite®ruch, 1973), with the early

writings of Lasegue containing the following deption of a patient with AN:

“Not only does she not sigh for recovery, but shenot ill-pleased with her
condition... Here we have... an inexhaustible optimigmgainst which
supplications and menaces are alike of no avail.e. Whole disease is summed
up in this intellectual perversion. Suppress thisgd you have an ordinary
affection which at last yields to the classic pthges of treatment.” Lasegue
(1873/1997)

Accordingly, clinicians and researchers concur thdficulties in fostering the
patient’'s motivation to overcome their illness areif not the, major hurdle in the
course of treatment (George, Thornton, Touyz, WalieBeumont, 2004; Treasure &
Schmidt, 2001; Treasure et al., 1999; Vitousekista & Wilson, 1998; Wilson &
Schlam, 2004).

2.1.1 _Ambivalence about change and recovery

Due to their lack of motivation to change, patiemiy defy any attempts to alter their
weight loss assisting behaviours (Vitousek, Watgoiyilson, 1998; Kaplan, 2002).
In fact, Kaplan (2002) suggests that AN could beaeceptualised as a disorder in
which the primary symptom is ambivalence about geanWhilst individuals with
BN are typically more motivated to recover, ambavede about changing attitudes
and behaviours that are personally valued (e.gesdering the “thin ideal” and

relinquishing purging behaviour) may be evident¢usek, Watson, & Wilson 1998).

Poor treatment adherence and treatment refusal Inemge be associated with
therapeutic approaches that attempt to reducegedisordered behaviours and other
functional symptomatology in patients who are n@pared to change (Prochaska &
DiClemente, 1992). Accordingly, the resistance teatment experienced within

cognitive behaviourally focussed eating disordatsuis not unexpected given that, to
date, no trial of CBT for inpatient eating disorslesupports the notion that CBT
enhances poor motivation amongst eating disordiéersus. Whilst CBT is highly

effective for disorders such as panic and depresslte apparent failure of CBT
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within the eating disorders field is probably dttriable to the ego-syntonic (i.e.
highly valued) nature of eating disorder symptoras, patients will not actively

engage in cognitive or behavioural strategies aiategsolving symptoms they wish
to keep. Indeed research has demonstrated that lewels of motivation to change
are associated with less weight gain during adomisand during the six month period
post-discharge for individuals with AN (Rieger &t 2002). Given the inattention to
motivation, it is perhaps not surprising that naltof CBT for severe eating disorders
has exhibited an acceptable level of long-termveno It is therefore essential to
foster motivation to change in poorly motivatedmgdisordered patients and the fact
that existing treatments are unsuccessful in producing comptetg-term remission

in a sizeable number of patients may be partiallg to their neglect of such an
approach. Despite the absolute necessity of widagdpbehavioural changes for
recovery in eating disorder patients, Kaplan (208@ygests that treatment must

address ambivalence to recover prior to engagitgiravioural change work.

2.1.2 Treatment refusal and drop-out

Patients with BN and AN differ in their active seekof treatment. Vitousek (2000)
reported that over 90% of patients with BN presentior treatment independently
sought help, whereas less than 20% of the patientsAN reported that attending
treatment was entirely their choice. Family, fdenand physicians often coerce
patients, and those who do present voluntarily @ten seeking assistance with
comorbid issues and may continue to deny the pcesen severity of the eating
disorder (Vitousek, Watson, & Wilson, 1998). lethfore follows that patients with
AN are more likely to discontinue treatment for thating disorder. However,

premature treatment discontinuation is also a featuBN.

A study by Rosenvinge and Mouland (1990) acknowdeldgoor motivation and non-
compliance with treatment as predictors of treatmeithdrawal in AN. Clinton
(1996) compared eating disorder therapy comple{ers38) with those who
discontinued (n=22) and found that drop out waateel to discrepancies between
patient and therapist expectations about the usedalof prospective interventions. A
randomised prospective study for AN by Halmi antlatmrators (2005), reported an

acceptance rate of those assigned to treatmenteiitier one year of CBT or CBT
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plus medication of 81%, yet the treatment comptetate was only 51%. Thus, the
level of acceptance of psychological treatment wakerable, however, the
maintenance of patients within the program was pddrere is thus a strong need to
foster motivation to commitment to treatment asyeas possible during its course.

2.1.3 _Treatment sabotage

Many patients with AN view their low weight as ath@&vement and their illness as a
solution, rather than a problem (Vitousek, WatsbiYilson, 1998; Serpell, Treasure,
Teasdale, & Sullivan, 199%nd consequently often sabotage facets of treatthant
require behaviour change. Patients with BN arero$triving to control their weight,
and will similarly subvert treatment. Techniqueslude water loading prior to
weighing, surreptitious food disposal (e.g. in napk and diverting therapeutic focus
away from weight and food issues (Vitousek, 200(uch techniques are also
hypothesised to stem from the egosyntonic natureathg disorders, with treatment
entailing the relinquishment of beliefs and behaxsathat have allowed the patient to

cope with life’s difficulties (Manley & Leichner,3).

2.1.4 Feeling undeserved of receiving help

Manley and Leichner (2003) remark that patientshwatating disorders may feel
unworthy of receiving assistance. The patient rtayk that they do not have the
right to occupy the therapist’s time. Such bel&fm from past experiences and core
schema and manifest as a marked need for contrahflated need for independence,

suspiciousness of the therapist, and treatmensakfu

2.1.5 Relapse

Moreover, even if patients do exhibit behaviouratl gpsychological improvement
during treatment, the current management for eatiisgrders is associated with
unacceptably high rates of relapse. Approximatlyo of women with AN who
achieve a full recovery (in terms of weight restioa and a resumption of
menstruation) subsequently relapse and about dhefh@atients hospitalised for AN

require readmission (Keel & Herzog, 2004). A numbiepatients with AN achieve
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weight restoration (a sign of AN recovery) becaofthe development, or escalation,
of binge eating with around 10-15% of AN patiersttet developing BN (Eddy, Keel,
Dorer, Delinsky, & Franko, 2002). Relapse ratasBbl across studies indicate that
about one third of women who initially recover ewpece a re-emergence of
symptoms (Keel & Herzog, 2004). In a study of 48 Batients followed up for four
months after completing a 16 week CBT interventiomyer motivation to change,
higher levels of ritualised eating and shorter gasiof abstinence during treatment
predicted relapse (Halmi et al., 2002).

2.1.6 Poor motivation and the inpatient eating disordet u

The difficulties associated with treating eatingatders are perhaps no more apparent
than they are within the inpatient setting. Theemsity of this unwillingness to
relinquish one’s disorder within this environmenasvhighlighted by Rieger and
collaborators (2002) who reported that approxinyad@ of patients with AN within

a specialist inpatient eating disorder unit were pet actively working towards
change according to the Anorexia Nervosa StagesCbénge Questionnaire
(ANSOCQ; Rieger et al., 2000). Perhaps even monreerningly, the majority (i.e.
66%) of consenting patients were still not activehgaged in the change process after
an average admission length of nearly three montfdis statistic may even
underestimate the proportion of inpatients with wNo are unwilling to relinquish
their disorder as a multi-site study conducted byg8nor, Maguire, and Beumont
(2004) found that 20% of admissions ended withegithe patient discharging against
medical advice or absconding from the unit.

Additionally, inpatient treatment is an extremekpensive approach, with the cost of
one day’s stay in the eating disorders unit of aabe hospital in Sydney being
hundreds of dollars. Patients’ progress through uhit may be thwarted by poor
motivation to recover and, in the absence of dihapproaches aimed at increasing
readiness to change, this delay in recovery cacoktdly in terms of both health and

economics.
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2.2 Understanding deficiencies in motivation to reaver

Given the centrality of low motivation to change agst patients with eating
disorders, clinicians and researchers have turneid focus to models and therapies
developed in the context of other conditions emgimotivational deficits (namely,
addictive behaviours) and are examining their @hee to the treatment of eating
disorders. One such framework is the Transthemefilodel of Change (TTM,
Prochaska & DiClemente, 1982).

2.2.1 The Transtheoretical Model of Change

According to the TTM (Prochaska & DiClemente, 1982Clemente & Prochaska,
1998), individuals progress through a series ofrdie stages during the course of
changing problematic behaviours (see Figure ZThese stages represent meaningful
steps during which specific tasks must be completestder for sustained behaviour
change to occur. Six stages have been describedongemplation (not thinking
about change), contemplation (thinking about thespmlity of change), preparation
(getting ready for behavioural change), action @vatural change), maintenance
(working to sustain the behavioural changes thae leen achieved) and termination
(when the changes are fully incorporated into ond). The model is often
considered as cyclical because most people atteghgth change their health
behaviour will relapse and have to repeat stagesder to learn how to maintain their

behaviour.

Stages of change

Individuals defined as being in the precontemplastage of change for a particular
behaviour are either unaware that there is a pnololeare in denial of the need for it
to be changed. When individuals begin to serioesigluate the advantages and
disadvantages of changing a behaviour, they arssifled as being in the
contemplation stage. During preparation, individubave resolved the decision-
making evaluation of the contemplation stage amdri to changing their behaviour

within the next month (Prochaska & Norcross, 200Ihey may start to make some

25



Helen DEAN MEQGF inpatient eating disorders

minor modifications to their behaviour and begingather the resources that they
need to change. During the action stage, the ishgV is carrying out their change
plan and making successful changes. When people/@iking on consolidating the
behaviour changes they have made, they enter thetanance stage. Once the
change is totally integrated into their life, thedividual can then be described as
being in a termination phase. Clinical experieand empirical research shows that
individuals do not always progress evenly througlcheof the stages of change.
Periods of regression and stalling at certain stage interspersed with periods of
progression (Prochaska & DiClemente, 1982). Fuamloee, even individuals who
have exited from the change cycle for a particubhaviour may relapse
consequently. If relapse does occur, it is impurthat the person starts to go through

the change cycle again and avoids being trappadtate of relapse.

—

Maintenance

Termination \

Preparation

Relapse

Contemplation

Precontemplation

Figure 2.1.The stages of change from the Transtheoretical Mafldéhange (adapted
from Prochaska & DiClemente, 1982).
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Processes of change

In addition to the stages of change, ProchaskaDa@temente (1985) identified ten
processes of change, which assist individuals teenfimm one stage of change to the
next. The processes are activities and experiethe¢s person will engage in while
attempting to change behaviour. The change presdsave been identified from a
variety of psychotherapeutic theories includingrabge, behavioural, humanistic and
experiential approaches (Prochaska & DiClementé2)l9 These processes are
consciousness raising, self-re-evaluation, se#friion, counter-conditioning,
stimulus control, reinforcement management, helpiggtionships, dramatic relief,
environmental re-evaluation, and social liberatisee Table 2.1 for definitions and

associated interventions of each change process).

Particular processes of change are consistentegith of the five stages of change.
Individuals in the precontemplation stage are #weest likely to engage with any of
change processes (Blake, Turnbull, & Treasure, 19&@bntemplators are most likely
to use the processes of consciousness raisingaticarelief, and environmental re-
evaluation. The preparation stage is associatddseif-re-evaluation. An individual
in the action stage will be most likely to utiliself-liberation, counterconditioning,
helping relationships, reinforcement management stimdulus control. In order to
maintain the behaviour change, the processes mfioreement management, helping
relationships, counterconditioning and stimulustoarare the most commonly used
(Prochaska & Velicer, 1997; Prochaska, DiClementeN&rcross, 1992; Blake,
Turnbull & Treasure, 1997).
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Table 2.1.

The Characteristics of each change process of thastheoretical Model of Change
(adapted from Prochaska, DiClemente, & Norcross921@nd Velicer, Prochaska,
Fava, Norman, & Redding, 1998).

Process of Change Definitions: Associated Interveions & examples

Consciousness raising Increasing information abeliitand problem: observations,
confrontations, interpretations
e.g. | recall information people have given me abou
overcoming and eating disorder

Self-evaluation Assessing how one feels and thatiaut oneself with respect
to a problem: value clarification, imagery, correetemotional
experience

e.g. | find the restriction that the eating disorgices on my
life upsetting.

Self-liberation Choosing and commitment to actelids in ability to change:
decision-making therapy, commitment enhancing teglas
e.g. | make a commitment to change my eating desord

Counter-conditioning Substituting alternatives fiooblem behaviours: relaxation,
assertion, positive self-statements
e.g. | find that voicing my emotions is better tlsappressing
them with starvation.

Stimulus control Avoiding or countering stimuli thelicit problem behaviours:
restructuring one’s environment, avoiding high isies
e.g. | avoid the bathroom after meals.

Reinforcement Rewarding one’s self or being rewarded by othersrfaking
management changes: contingency contracts, overt and coviertoreement,
self-reward
e.g. | reward myself for being freed from eatingtraint
Helping relationships Being open and trusting alprablems with someone who

cares: therapeutic alliance, social support, selif-groups
e.g. | have someone who listens to my concernstabou
relinquishing the eating disorder

Dramatic relief Experiencing and expressing feelibgut one’s problems and
solutions: role-playing
e.g. | react emotionally to how the eating disotus affected
my family

Environmental revelation  Assessing how one’s pnobééfects physical environment:
empathy training, documentaries

Social liberation Increasing alternative for noilem behaviours available in
society: advocating for rights of repressed, empowe policy
interventions
e.g. | find that my peers and social group are ghmnin ways
that make it easier for me to remit my eating disor
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Implications of the Transtheoretical Model of Charan Treatment

Prochaska and Norcross’ (2001) review article wlaghmined the stages of change
and their relationship to treatment outcome acrassvide range of problems
concluded that stage of change related variablesligged treatment drop out.
Treatment outcome was related to the patient’'stneament stage of change and to
progression from one stage to the next during tre# month of treatment. The
authors reported that if patients advanced oneesdagng this period, they doubled

their chances of actively making substantial changehe subsequent six months.

Following from these findings, an implication oeti TM is that treatment should be
tailored to the patient’s current stage of readints change. That is, an action-
oriented therapeutic approach is hypothesised tinékective for individuals best
classified as being within the precontemplationcontemplation stages of change
(Prochaska & Norcross, 2001). However, in the datgpsychotherapy trial
undertaken to date, minimal support was found fo tontention that patient-
treatment matching results in improved outcomesecHipally, the results from
Project MATCH found that problem drinkers with Idewels of motivation to change
did not improve significantly more if they received motivational enhancement
intervention compared to an alternative approachj¢et MATCH Research Group,
1998). Instead, it was found that, regardless ef tifpe of intervention received,
patients had better outcomes if they reported hidbeels of motivation at pre-
treatment. These findings thus underscore the itapoe of increasing low levels of

motivation early on in treatment to improve ovemltcome.
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The Transtheoretical model of change in eating rdiss

Given the findings in other fields that stages lzdrmge can predict treatment drop out
and outcome it is no surprise that recent resdaaslexamined the applicability of the
TTM to the eating disorders population (Blake, Thuth & Treasure, 1997; Wilson &
Schlam, 2004), in which premature drop out and ceytably poor outcomes are
endemic. AN patients tend to be in lower stageshainge than patients with BN,
with 50% of patients with AN and 17% of patientdhwBN at pre-action stages prior
to treatment (Blake, Turnbull, & Treasure, 1997).

Wolk and Devlin (2001) assessed BN patients’ stafjechange prior to random
allocation to either CBT or interpersonal psychadbg (IPT). Initial stage of change, as
measured by the Stages of Change Scale (SOC, Me@ghy, Prochaska, & Velicer,
1983) was not related to treatment withdrawal butas related to outcome amongst
completers, particularly in those patients assignd®T. In this paper, all patients who
were initially classified as being in the preconpdstion stage met criteria for BN
following the 19 psychotherapy sessions, providawidence for the need to foster
motivation early in treatment in these patientsrigier for them to benefit from standard
treatment programs. Other studies in the eatisgrders field have supported the
hypothesis that early motivational level prediectatment outcome. In 1997, Franko
examined whether BN patients’ preliminary stageoediag to the University of Rhode
Island Change Assessment Scale (URICA; DiClementtughes, 1990) was related to
reductions in binge frequency following a 12-weebup CBT intervention. Those
patients who exhibited a reduction in bingeing weassed as being in higher stages of
change pre-treatment.  Gusella, Butler, Nichotg] Bird (2003) adapted a staging
algorithm to assess 34 adolescent eating disostéfierers’ initial stage of change for a
number of problematic eating behaviours. In thicantrolled study, the patients
subsequently completed nine psycho-educationalpgrouaddition to continuing with
standard inpatient or outpatient treatment. Thrugrwas beneficial to all patients,
however, those who were initially classified aslgen action benefited more than those

initially in pre-action stages.

Ametller and others (2005) found that low motivatim change as measured by the

Anorexia Nervosa Stages of Change Questionnaire&s@@Q; Rieger et al, 2000) was
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associated with higher likelihood of hospital adsiue in adolescent AN sufferers.
Furthermore, Rieger and colleagues (2002) found ithigal stage of change on the
ANSOCQ predicted the amount of weight gain in imdlsals with AN during hospital
admission. Stage of change was also associatédheiv willing patients were to
engage in various aspects of treatment such asgseedietician, attending groups,
obtaining medical test results, and attending iddizi therapy sessions, with those
individuals classed as falling within the pre-actgiages the least willing to undertake
these tasks. Just over 9 % of participants in fasiple were classified in the
Precontemplation stage, 43.2% were within the Goplation stage, and 27.3% were
classified in the Preparation stage. Thus 79.68ighospital-based sample was not yet
ready to take action against their eating disordérhis alarming statistic highlights the
importance of an intervention aimed at increaseggliness to change during the early
stages of hospital admission, to maximise the peldrenefits of the hospital stay.
Preliminary support for the matching hypothesiBM comes from a study by Levy
(1997). Participants with a current or past BNgd@sis completed questionnaires
related to stage of change, processes of changeeatohent preferences. It was found
that participants in particular stages of changeeated similar change processes and
preferred treatments. For instance, those in pteowplation were the least likely to
engage in any of the processes, those in contamplaere most likely to utilise the
cognitive processes such as consciousness raasiddhose in the action stage endorsed
behavioural processes such as stimulus contraithéfmore, the data indicates that the
participants preferred treatment options thateel&b their stage of change, with those in
contemplation preferring a group based on an eapdor of their relationship with food,
and those in action preferring a group in whicHisko help behaviour change were

taught.

Innovative eating disorder treatment centres ave incorporating the principles of the
stages of change model into their treatment desi§ar instance, Touyz and others
(2003) described an Australian day hospital prognahich aims to match the type of
therapy to the motivational stage of the patidPatients in pre-action stages of change
attended the program for five days a week and pgefacused on developing
discrepancy between the patients current behawanodr life goals, and expressing
empathy towards the patient’s plight. The non-tieQte behavioural requirements of

the program (for example, no purging on the urefrtain requirements for weekly
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weight regain) were implemented with a non-confatobal tone in line with a

motivational interviewing approach (see section12fér further details). A three-day
per week program was run for patients in the pegfwar and action stages of the TTM.
The focus of this program was to develop the aatioented processes of change, in

order to foster behavioural changes.

Difficulties with the Transtheoretical Model of Gige

Despite generally having widespread support, a mundhd papers have criticised
certain aspects of the TTM (e.g. Davidson, 199&glli& Girvin, 2002; Wilson &
Schlam, 2004). Most criticisms are based on thet faat there is a dearth of
empirical studies supporting the specifics of thedel, for instance the arbitrary
nature of time periods that Prochaska and DiCleen€fi82) have applied to various
stages (e.g. contemplation being defined as comsglehange within six months and
preparation being operationalised as change iméxé one month) (Littell & Girvin,
2002).

A paper by Wilson and Schlam (2004) criticised anbar of features of the model
and questioned its specific applicability to eatidigorders. They argued that
individuals must only be assigned to one stagafstage model to be valid, and that
individuals with eating disorders had been clasdifas simultaneously being in a
number of stages. However, eating disorder symptimogy incorporates a number
of problematic behaviours (e.g. restriction of fpbohgeing, laxative abuse, excessive
exercising), and hence, it is not unexpected tlagiepts may simultaneously be at
different stages of change for different problenmdaours. Wilson and Schlam’s
criticism of the finding that participants endorsams referring to differing stages of
change even for the same problematic behaviour imdgct be a criticism of the
means for assessing an individual's stage/s ofgdamather than a direct criticism of
the model per se. In fact the authors did steéthere are no adequate measures to

assess the stages of change.

Wilson and Schlam (2004) also note that there tite lievidence for sequential

movement between stages, with individuals seeminglying from one stage to any
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other stage at any time during the change procedstteat no longitudinal studies
have acknowledged progression through each ofitieestages. However, Rollnick
and Miller (1995) suggest that readiness to cham@gefluctuating, interactive process
between the patient and therapist, and thus thidlateon between stages is not

surprising.

Wilson and Schlam further criticise the processeshange, noting that many of
Prochaska and DiClemente’'s (1992) processes argllgctprocedures (e.g. the
process of stimulus control refers to the procediirmmoderating one’s environment
to enhance the likelihood of behavioural changH)is argument appears to be based
on semantics as the “processes” that ProchaskeD#&biémente refer to are those
which help an individual progress through the stagend are therefore likely to
involve some sort of procedure that the individuaist undertake, be it an exploration
of their life experiences in order to raise awassnef their predicament, or be it a

modification of their environment.

Wilson and Schlam (2004) refer to the well-knowmdfng of the theory underpinning

cognitive behavioural therapy that behavioural ggaoan instigate cognitive change
and therefore question the specification in the ehdbat cognitive changes occur
prior to behavioural changes. In fact, the TTM ehenotes that cognitive processes
are more likely to be implemented in the pre-ac8tages, but does not preclude the
use of behavioural processes during this periodlsd¥ and Schlam further note the
dearth of empirical findings that suggest that acmaetween patient stage and
treatment strategy increases the likelihood of gkaroccurring, despite this

hypothesis being, according to them, a key compoo&the model. However, to

date, there are no experimental studies that campaatched and mismatched
treatments for eating disorders, and thus a rejeaf the use of the model in eating
disorders based on either this argument, or indealy of the other arguments in the

Wilson and Schlam paper, would be premature.

Appropriately, despite these concerns, the TTM iamthe focus of much research
due to its usefulness in directing thinking abdwe thanner in which people grow and
change. Davidson (1998) concluded that it is duligeodel on which to base the

design and implementation of future interventiomsl ahat the potential practical
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usefulness of the model legitimises the continumatid its employment despite its
shortcomings. Stockwell (1992) noted that evespécific details of the model do not
receive empirical support (e.g., the notion of dite stages, the notion of sequential
progression through each stage, or the preciseegpses employed at each stage), the
model is nevertheless helpful in pointing out that all individuals are ready to be
actively engaged in behavioural change. The mdded highlights the importance of

attending to motivation in the treatment of probleemaviours.

Assessing stage of change in the eating disordgslation

One of the major difficulties with the transthedatl model is the manner in which
individuals are assigned to various stages of ah@{lson & Schlam, 2004). Littell
and Girvin (2002) note that this may be due to fawthe concepts of the stages of
change and/or flaws in the measurement of the stagbere are currently a number
of methods used to classify clients into stages vaibth staging algorithms and
multidimensional questionnaires developed for gengses (e.g. University of Rhode
Island Change Assessment Scale; URICA; McConnaugitfiemente, Prochaska, &
Velicer, 1989; and a commonly used algorithm by IBiente et al., 1991). These
types of general measures, which are concernedchiahging any behaviour, fail to
address the complicated nature of motivation to ngba eating disorder
symptomatology, as individuals recovering from atirgy disorder need to alter a
number of problem behaviours (e.g. restriction,esstve exercise, laxative abuse),

not just one.

Recently, attempts have been made to assess dtaparme in the eating disorder
population, with a number of measures being dewslop These include a semi-
structured interview, The Readiness and Motivatiderview (RMI; Geller & Drab,
1999) and the questionnaire based Motivational €stagf Change for Adolescents
Recovering for an Eating Disorder (MSCARED; GuseBatler, Nichols, & Bird,
2003). Given the variety of measures, there i®nsistency across studies with
regard to which questionnaires or algorithms thiyse to classify stage of change.
This makes it difficult to draw firm conclusionfn the literature.
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There is a need to adopt a common validated anly easninistered approach to this
measurement that captures the multidimensionak@atiithe eating disorders. One
such measure is the Anorexia Nervosa Stages ofggh@uestionnaire (ANSOCQ);
Rieger et al., 2000), which exhibits sound psychom@roperties including internal
consistency, test-retest reliability, constructidi, concurrent validity, predictive
validity, convergent validity, and discriminant ity and is specifically aimed at
measuring motivation to change a wide array of behas in AN via a self report.
Dunn et al. (2003) found that assessing motivation change bingeing and
compensatory behaviours separately in BN was mascrigptive of concurrent
bulimic symptomatology than assessing overall nadibn to change, indicating that a
guestionnaire similar to the ANSOCQ is required BM. A BN version of the
ANSOCQ has recently been developed (Martinez ¢t28l06), however, its face
validity is dubious given that many of the quessidhat were changed from the
original ANSOCQ now appear to tap self-efficacytheat than readiness to change

e.g. one question asks about one’s level of confid¢hat they can cease bingeing.

2.3 Increasing motivation to change problematic bedwviours

2.3.1 _Motivational Interviewing

Approaches to increase readiness to recover,d.detp clients progress towards
action-oriented stages of change according to th®l,Tare becoming a standard
feature in clinical recommendations and practice & range of problematic

behaviours. Motivational interviewing (Ml) is aettapeutic style developed for the
substance abuse population (Miller & Rollnick, 2D0% is an approach that respects
the individual’s independence. It is collaboratimenature, as the therapist works to
elicit the individual's intrinsic motivation and seurces for change. The inherent
assumption of Ml is that motivation cannot be imgmhsbut rather lies within each

client, who can be assisted to draw upon it. TeFapist does this by helping the
individual explore and resolve ambivalence aboange. Miller and Rollnick (2002)

elucidate four main principles of MI: expressing pathy, developing discrepancy,
rolling with resistance and supporting self-effigacExpressing empathy requires a

client-centred, empathic counselling style, in whibe therapist utilises reflective
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listening to create an environment of acceptanbeveloping discrepancy refers to
assisting the client to express a disparity betwaement behaviour and important
personal values and goals. Resistance in Ml iscaigad as an interpersonal
phenomenon, therefore the therapist needs to waltk tlve resistance, by subtly
reframing it to steer it back towards change, mathan by confronting it. Finally, MI
is concerned with enhancing an individual's sefieaty, that is, one’s belief in one’s
ability to successfully complete a specific taskThis is partly enhanced by
highlighting the client’s responsibility for chooagj and implementing change.

2.3.2 _Motivational Enhancement Therapy

Motivational Enhancement Therapy MET”) is based on the motivational
interviewing approach, in that the primary therapmetocus is the manner in which
the therapist supports the patient in reaching then, change focused, conclusions
(Miller, Zweben, DiClemente, & Rychtarik, 1992; N&t, 1995). The topics and
techniques of therapy are intended to engage aebivand change resistant patients
in the treatment process. MET has primarily betlised with substance abusers but
is increasingly being adapted for other client gapons. In the substance abuse
population, Burke, Arkowitz, and Dunn (2002) ndtettit has variously been used as
a stand-alone treatment, as a prelude to furtkatrtrent, and as a concurrent adjunct
to treatment, with generally favourable results.anyl authors (e.g. Miller, 1995)
advocate that MET should ideally be used at théninétg of treatment.

MET has been used in both individual and group &sm In a recent meta-analysis of
30 clinical trials investigating adaptations of mational interviewing, of which MET is

one, across a number of problem areas includirghalcsmoking, illicit drugs, health

risk behaviours, treatment adherence, diet andcieeeand eating disorders, Burke,
Arkowitz, and Menchola (2003) concluded that itaigromising approach to treating
problematic behaviours. They suggested that futesearch should include clearer
descriptions of the therapy under examination, nuaneful assessment of treatment

integrity and greater uniformity of the treatmestsoss studies.
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2.3.3 Is MET a useful treatment approach for eadisgrders?

Fairburn and Harrison (2003) remarked that the firsciple of management in AN is
to help patients become aware that they requine &edl to maintain their motivation
subsequently. In accordance with this, the usa &l stance and MET in eating
disorders has been advocated in the literaturdn@dasis for the initial assessment
interview (Gowers & Smyth, 2004; Treasure & Warfl97), as a preventative tool for
those deemed at risk of developing an eating desafflung, 2004), and as either the
foundation of, or adjunct to, a general therapeafiproach (Geller, Williams, &
Srikameswaran, 2001; Vitousek, Watson, & Wilson98,9Treasure & Ward, 1997;
Killick & Allen, 1997; Vitousek, 2000; Geller, 200%eller, Brown, Zaitsoff, Goodrich,
& Hastings, 2003). However, despite this widespreadorsement of the need to
enhance readiness to change in eating disordethanqmbtential use of the TTM model
and motivational interviewing techniques, only andfal of treatment trials have
empirically examined its use. To date, no pubtistiel has examined the use of MET
in the inpatient eating disorders setting, wheteparesistance is arguably most rife.

A treatment program for individuals with chronicoagxia (defined as a illness duration
of at least 7 years) that utilised both the teamesgand therapist style (Geller et al.,
2001) of MET in a program that drew upon schenwged cognitive behavioural
therapy (Waller & Kennerly, 2003) was developedhmta day patient setting by
George, Thornton, Touyz, Waller, and Beumont (200Fhese patients, who were
either precontemplative or contemplative about ghaaccording to the ANSOCQ
(Rieger et al., 2000), were assisted in increatian awareness about their illness and in
exploring the barriers to change over the triahe program significantly increased the
participant’s readiness to change. Qualitativeomspindicated that the patients were
beginning to consider making changes to their gatisordered behaviours, with four of
the eight patients undertaking voluntary inpatehtissions. The authors commented
on the promising outcome of a low drop out ratehiis sample, probably related to
participants’ reports that the non-action orienpedgram decreased their resistance to

treatment.

Long and Hollin (1995) described a two-phase treatmapproach for six weight

restored AN patients with exercise problems. Tits phase utilised a motivational
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interviewing approach to enhance readiness to ehaxgrcise behaviour and was
followed by a cognitive behavioural approach. Fofirthe six showed a “good”

outcome at four-year follow up.

Only three completed studies have systematicalynéxed the use of MET for patients
suffering from eating disorders (Treasure et a9t Feld, Woodside, Kaplan,
Olmstead, & Carter, 2001; Geller, Brown, Srikamesna& Dunn, 2006). Treasure
and colleagues (1999) compared the use of manddi#eTl (Schmidt & Treasure,
1997) and Cognitive Behavioural Therapy (CBT) witb female outpatients with BN.
Participants were randomly assigned to either ifodividual sessions of MET or CBT.
At pre-assessment, 90% of participants were irctimeemplation stage measured using
the University of Rhode Island Change AssessmeateSg@JRICA; McConnaughy,
Prochaska, & Velicer, 1983).

Participants showed some reduction in eating desdrdhaviours regardless of treatment
group. Those patrticipants who were in the acti@myes of change at pre-treatment
showed significantly greater improvement in bingairgy than those participants
classified as being in the contemplation stagehahge. However, there was no stage
effect for vomiting and laxative abuse. Interegliin and contrary to the authors’
hypothesis, there was a greater increase in lebelstion according to the URICA over
the four weeks in the CBT group than the MET grojeither pre-treatment stage of
change nor treatment type predicted drop out withiian rates for MET and CBT 33 %
and 24% respectively. Therefore, in this study M&STa prelude to further treatment
was either equal or inferior to CBT on all measwed MET did not reduce drop out,
lead to a more positive therapeutic dynamic norease motivation to change as
expected. However, a major difficulty of this sgud that despite random allocation a
greater proportion of participants who were clasdifas being in the action stage at
pre-treatment were allocated to the CBT group (t@npared to the MET group
(2/9). This discrepancy may have resulted in tH&T Qyroup having an unfair

advantage given that action scores predicted a pumiéive treatment response.

A major criticism of this study is the inadequadytiee outcome measures. The 6-
point Likert scales used to assess each eatingrdéisal symptom (bingeing,

vomiting, laxative use) may not have been sensiiveugh to detect change. More
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importantly, the authors highlighted the difficulty using a non-specific measure of
motivation to change in a multi-symptom disorded aeported that it would be

beneficial to examine participants’ motivation teaage distinct bulimic behaviours

separately. If one does accept that the URICA aths to provide an adequate, albeit
gross measure, of motivation to change the eatsgydkr, then the issue of the pre-
treatment stages of change becomes relevant. ddaethat MET is more suited to
helping reduce ambivalence to change in the etalyes of change and that CBT is
more suited to individuals in the action stage wa$ borne out in this study.

However, since no participants were classifiedensdin the precontemplation stage
of change in the Treasure study, the ability ta thss hypothesis was limited.

Moreover, in the Project MATCH study of alcoholisihywas found that the benefits

of matching MET to patients low in motivation didtrbecome apparent until the one
and three year follow-ups (Project MATCH Researcaup, 1997).

Despite these limitations, and a lack of supporttfeeir hypotheses, Treasure and
colleagues (1999) concluded that MET was an effedirst phase of treatment, due
to its comparability with CBT as both treatmentsuteed in significant reductions in
bulimic behaviours and increases in motivation tange and therapeutic alliance.
However, given that the use of MET for patientvexty low levels of motivation to
change and the potential delayed effects of METew®t assessed, it is likely that
this study underestimated the benefits of MET falividuals with BN. Furthermore,
the study’s design was potentially flawed in asegsMET as an alternative to CBT
given that MET is best conceptualised as a prapardbr, or adjunct to, cognitive
behavioural approaches.

Wilson and Schlam (2004) suggested that the lackupport for the hypothesis that
MET would result in increased motivation to recowerthis study is due to the
similarity of CBT and MET. The authors suggesttti@BT incorporates the
principles of motivational interviewing, namely, prssing empathy, developing
discrepancy, collaboration, and supporting selaffy, but do concede that the
therapeutic style and procedures of MI may not abtube part of the standard
practice of CBT. Furthermore, to date, no trialC&T for AN, or for inpatient eating
disorders, has exhibited an acceptable level abvey. Hence, no current trials

support the notion that CBT enhances poor motimatmongst eating disorder
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sufferers. The poor outcome of CBT for eating disos was the instigating factor in
the development of Fairburn’s “enhanced” form of TCBFairburn, Cooper, &

Shafran, 2003). Perhaps what is needed is a supptdrom another type of therapy,
such as MET, rather than a supposedly “enhancedr, @B augment the efficacy of

CBT in eating disorders.

Feld and colleagues (2001) conducted an uncordrglil®t study of a pre-treatment
MET group program for eating disorder outpatientee majority of the 19 participants
were diagnosed with AN (12), with the remaindergdi@sed with either BN (4) or
EDNOS (3). The four sessions of manualised METewseld weekly. This study
utilised a larger battery of measures than theydtydireasure and colleagues (Treasure
et al.,, 1999), incorporating the URICA, the Coneembout Change Scale (CCS;
Vitousek, DeViva, Slay, & Manke, 1996) and threkdrt scales to examine motivation
to change. Symptomatology was assessed more doemgieely with validated self-
report measures (EDE-Q: Fairburn & Beglin, 1994;:EBarner, Olmsted, & Polivy,
1983). Feld et al.’s study also included self-repoeasures of depression and self
esteem. Again, no follow up data was collectedyéwer, patients were contacted six

weeks after the intervention to determine if theyewndertaking further therapy.

The attrition rate of 30% was comparable to thalystily Treasure and colleagues
(1999). The small sample size of this study issgommethodological concern as the
primary effect of a small sample size is to de@dhe statistical power of the analyses.
However, despite this, some positive results werted. Participants’ motivation to
change and self-esteem increased, and their lelvadepressive symptomatology
decreased following the intervention. There weee significant changes in eating
disordered behaviours according to the EDE-Q or8bé although the authors stated
that this was expected as the intervention dicaddtess nor require symptom reduction.
Ninety percent (17/19) of the participants hadated further treatment at the six week
follow up. However, given that this study was urtcolied, the findings cannot
unambiguously be attributed to the specific techesjof MET as opposed to general
aspects of the group intervention.

A recent study by Geller, Brown, Srikameswaran &nhn (2006) examined the

efficacy of a five-session pre-treatment internvamtiof Readiness and Motivation
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Therapy (RMT, Brown, Lockhart & Geller, 2005) foatgents with eating disorders.
Participants, who were on the waitlist for eithespital based or residential treatment,
were randomly assigned to either RMT (n = 56) oitlisacontrol (n = 55). The topics
of the RMT sessions were very similar to those useMET and included clinical
feedback, discussion of the functions of the eadisgrder, consideration of life values
and planning for the future. The main motivatioeasure utilised was the Readiness
and Motivation Interview, which has been shown tedict enrolment in intensive

therapy, drop out, and symptom changes (Geller &D1999).

Whilst most patients in this study exhibited impgments on outcome measures at both
6-week and 3-month follow-up assessments, there nedifferences between the two
groups. However, those patients who remained yigmbivalent about recovery were
less likely to have received RMT, and the RMT grougis associated with reduced
treatment dropout. Furthermore, there appearée ta difference in response to RMT
that was moderated by depression, with signifiadifferences between the groups
emerging for patients with high depressive symptotogy. Such patients appeared to
benefit from the RMT groups. However, of interiegthe finding that those participants
in the waitlist control condition also showed imypements in readiness to recover.
According to the authors, this effect may have bsh@m to the motivationally informed
stance of the program, such that assessments wedrated within a motivational
framework. The RMI can be considered to be a bnigtivational intervention and each
participant completed it three times during thaltriAs such, the control condition was
“‘contaminated” by a motivational intervention, amehs therefore not actually a
treatment free condition. This further highlightse usefulness of motivationally
informed interventions in enhancing readiness ¢over and the authors concluded that
the brief motivational intervention might have as=il in reducing ambivalence about

change.

These three studies provide some evidence regatmgise of MET to increase
motivation for change, and to decrease eating dés@ymptomatology, and/or general
psychopathology. The limited research base in #nesa indicates that the use of
motivational interviewing based techniques in eptiisorders clearly requires further

investigation. In particular, controlled researabsessing treatment to increase
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willingness to engage in the process of changeraoovery for patients with eating

disorders that are serious enough to warrant fadisaition is essential.
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Chapter 3
Rationale and Obijectives for the Current Study

Despite the widespread endorsement of the needctease motivation to change
among patients with eating disorders and the pregbabnical benefits of adopting an
MET stance in this population, controlled reseastmotivational approaches in AN,
and to an extent, in BN, is severely lacking. Triesearch to date relating to
assessment of stages of change and motivationalneament therapy in eating
disorder patients indicates that AN patients args lenotivated to change their
behaviours than are BN patients (Blake, Turnbull, T&asure, 1997), that more
motivated BN patients tend to do better on a fewc@mme measures than less
motivated ones (Treasure et al., 1999), and thal M&n be useful in enhancing
motivation to change as well as increasing othgchpsogical variables in a mixed
group of eating disorder sufferers (Feld et alQ1)0 Given the results that have been
obtained in other fields, the methodological consdrmighlighted in the current trials
of MET for eating disorders and the evidence of éwation in eating disordered
patients, particularly amongst inpatients, MET &ating disorders warrants further
investigation. Whist there is a dearth of con&dlkrials of any psychotherapeutic
intervention in AN, the lack of research into mational therapies was also hindered
by the lack of a sound instrument to assess changastivation