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Abstract
A Medical Team or Medical Cooperation for Treatment of Eating Disorders
Mari Hotta Suzuki™*

*Health Services Center, Graduated National Institute for Policy Studies
(Mailing Address : Mari Hotta Suzuki, 7-22-1 Ropponngi, Minato—ku, Tokyo 106-8677, Japan)

It is essential that patients with eating disorders receive psychotherapy for acquisition of sufficient coping skills.
However, eating disorders are frequently accompanied with lethal malnutrition, serious complications, and difficulties
in family or social life. Therefore, patients with eating disorders require coliaboration from a variety of medical depart-
ments, including emergency, internal medicine, pediatrics, obstetrics, psychosomatic medicine, and psychiatry depart-
ments, as well as primary—-care physicians, therapists, dietitians, social workers and other collaborators through long-
term consultations in schools or workplaces.

Patients with eating disorders often repudiate to have eating disorders, appear dissociation of personalities, and
suffer from starvation—induced psychological symptoms, which can disrupt the collaborative treatment. To improve
the efficacy of collaborative treatment in a medical team, the doctor responsible for care should supply information
using a digital chart system, and inform all staffs of the collective treatment plan.

Primary-care physicians or other collaborators outside of a medical team experience difficulties in the school or
workplace due to their abnormal attitudes. Therefore, if they can receive accurate information about the disease and
the skills necessary to take care of patients, they can benefit treatment for eating disorders. Collaboration between
physicians, specialists and other collaborators in the treatment of eating disorders might reduce the psychological bur-
den of themselves and caregivers.

Key words * eating disorders, medical teams, medical cooperation
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Abstract

Objective: To investigate the outcome of Japanese anorexia nervosa (AN) patients who were treated
with the standard Japanese inpatient therapy. Method: Of the 88 female AN patients treated with our
inpatient therapy between January 1997 and December 2002, 67 (76.1%) who agreed to cooperate in
this study were assessed by the Global Clinical Score (GCS) at admission and follow-up, 6.3 = 1.8
years alter discharge. Their clinical characteristics at admission and discharge were also examined.
Results: Four (2.7%) patients had died before follow-up. BMI was significantly increased during
inpatient therapy. At follow-up, excellent, much improved, symptomatic, and poor outcomes on
GCS were 57.1%, 14.3%, 14.3% and 14.3%, respectively. Younger age at admission and larger BMI
at discharge were significantly associated with a better outcome. Discussion: This study shows the
potential for the use of this method for the treatment of AN patients in countries without specialized

ealing disorder units,



INTRODUCTION

Ealing disorders, especially anorexia nervosa (AN) arc a chronic, intractable and
life-threatening disorders that are accompanied by characteristic pathological eating behaviors
including the restring food intake, binge-eating and purging, such as scl-induced vomiting, as well
as body image distortion manifested by intense fear of becoming fat'. A recent review found that the
outcome of AN has not improved cven though many treatment strategics have been proposed over
the second half of the 20" cemury2. These findings suggest a need for developing new treatment
strategies 1o improve the long-term outcome of eating disorders.

Regarding weight restoration, the efficacy of specialized, structured eating disorder units
with bathroom locked has been showi’, although no randomized controlled trials have been
reported’. A recent survival study showed the possibility that the introduction of even one eating
disorder treatment center that includes inpatient treatment would improve the survival rate of eating
disorder paticnts in some countries’. However, such treatment is extremely expensive. Thus, it is
necessary for inpatient treatment to be covered by medical insurance®,

The situation of Japan is unique. There is only one payment policy for Japanese medical
insurance, which is strictly controlled by the government, although there are also many public and
private medical insurance plans. Patients can visit the treatment facility of their choice at the same
cost (even at university hospitals). To the best of our knowledge, Japan is the only developed country
that does not have an ealing disorder treatment center. Payment is strictly regulated and hospitals can
not hire highly trained specialists at an adequate salary. In this particular environment, inpatient
treatment systems for cating disorders have had to be uniquely developed. Inpatient behavioral
treatment is generally done in the general internal medicine unit without bathroom locked. With
insulficient nursing staff and unstructured, non specific units, the policies related to behavioral
treatment are generous rather than strict’.

A Japanese manual to standardize the trealment of AN was developed by a research
commiﬂée of the Ministry of ealth and Welfare in 1991. The treatment manual is based on
behavioral therapy and cognitive behavioral therapy which were the leading strategies for the
treatment of AN at that time. We treat AN with a “cognitive behavioral approach with behavioral

limitation™ $%1°

that is based on improvements to the manual. In our experience, the outcome of this
inpatient treatment for AN is similar to that of other developed countries.

There have been many studies reporting the outcome of AN in Europe and North America,
but few in other areas'. We feel that it is important to do research on the outcome of AN in these
countries to determine possible racial and cultural differences in the outcome of AN. The current
study is a retrospective outcome study of Japanese AN patients who were treated by the standard
Japanese inpaticnt treatment. Their outcome was investigated to meet the six criteria for a good AN

outcome sludy postulated by Hsu'™. The aim of this study is to show the favorable and comparative

outcome of patients treated with this generous behavioral inpatient treatment for AN by assessing the

medium term outcome by direct interview,

METHODS

Participants

The original sample consisted of 120 patients with AN who were admitted for inpatient
treatment at the Department of Psychosomatic Medicine, Kyushu University Hospital. Of the
original 120, 88 female patients were treated with the “‘cognilive behavioral approach with
behavioral limitation™. A diagnosis of AN was based on the section of the Structured Clinical
Interview for DSM-IV Axis | Disorders concerning eating disorders'. Aller a thorough description of
the study. 67 (76.1%) agreed to participate and written informed consent was obtained. Nine patients
could not be traced because they had relocated and twelve patients refused to participate for personal
reasons or because of objections from their family.

This study was approved by the Kyushu University Research and Ethics Committec.

Inpatient therapy: The cognitive behavioral approach with  behavioral
limitation®*!?

We treat AN patients with an inpatient therapy we call the “cognitive behavioral approach
with behavioral limitation™. Figure | is a diagram of the therapy protocols. This therapy follows the
guidelines of the Japanese treatment manual and is based on operant behavioral therapy and
cognitive behavioral therapy. Our patients receive counseling twice a week to learn to deal with
problematic behaviors and cognitions. Group therapy and family counseling are also conducted.
Through such combined therapy the patients realize and correct erroneous cognition about
slenderness, eating. and personal relationships.

This inpaticnt therapy is undertaken in our general medical unit. In this environment, it is
impossible to completely monitor and control all the behaviors of the patients. In our inpatient
therapy. a contract made with the patient voluntarily limits the patient’s behaviors. which provides an
invisible structure. Table 1 shows an example of the behavioral limitations and the schedule for
lifting them. From the start of a the “behavioral limitation™ period until the patient reaches the target
body weight, set at 85.0 £ 5.0% of her recommended body weight for age and height, the behavioral
limitations are lifled step by step as a token for every kg of weight gain. The patients make an
agreement that they will eat all of the provided meals without purging and they will not cat other
foods during the “behavioral limitation period™. The initial amount of the meal is small enough that
they can ingest it without too much difficulty. If a patient cannot ingest the minimum nourishment,
about 35kceal per 1kg in body weight, nasogastric feeding is administrated, with consent, to make up

for the lack of oral feeding. After the therapists confirm that a patient can cat the whole meal without



difficulty. the amount of the meal is increased gradually by about 200kcal, and nasogastric feeding is
gradually reduced.

When a patient has reached the target body weight, the next stage of therapy, a “rehearsal of
real life” period begins. 1) Free ingestion: Patients are expected to eat an appropriate amount of food
from larger meals. 2) Snack training and eating out training: Patients have a snack between meals
and eat the main meals outside the hospital. 3) Staying at home training: A rehearsal for the patients’
leaving the hospital in which they are protected by the structure of the therapy. The aim of this stage
is to improve the patient’s ability to control their behaviors and feelings and to prepare for life afler

discharge.

Follow-up procedure

During the period between May 2006 and August 2007, 88 patients were scheduled for
follow-up examination. All patients and/or their parents were contacted, initially by letter, and were
given information on the purpose and details of the study. Al the same time, they received an
explanation about the ethical considerations of the study. After informed consent was obtained, 67
patients (76.1%) were invited to participate. Forty-four had several assessments by face-to-face
interview. Five were assessed by telephone interview, one answered a questionnaire, twelve were
assessed by information from their parents (eight mothers, thrce fathers, one set of parents), and four
had died. but relevant information on their status at death was obtained from their parents. The
average period afier onset of AN was 8.9 £ 3.4 years (4.6 — 21.8 years), and the average period after
discharge was 6.3 % 1.8 years (3.5 - 9.5 years).

Assessment

Assessment of AN severity was based on the Global Clinical Score (GCS)™. GCS measures
body weight. eating habits, menstrual state, social adjustment, and educational and/or vocational
adjustment. Total scores of 0 to 3 were delined as “excellent™, 4 to 7 were “much improved”, 8 o 11
were “symptomatic”, and above 11 were “poor”. The standard body weight for calculating the
pereent of “average” weight for age and height on GCS was based on the Japanese “school health
survey™  for participants under 19 years old of age and the “list to judge cmaciation and obesity” '
for others.

We obtained the following hospitalization data of the 67 participants from their medical
records; age at onset, length of disease, age, subtype of AN, height, body weight, BMI, GCS at
admission, body weight, BMI at discharge. and length of stay in hospital. The information to grade
the participants based on GCS was obtained at follow-up. Forty-seven participants completed the
Japanese version of the Zung Self-Rating Depression Scale (SDS) and the Eating Disorder Inventory
(EDI).

Data analysis

All analyses were performed using SPSS for Windows ver.12.0J. Categorical data were
analyzed using Pearson’s chi-square test or Fisher’s exact test. When there was a statistical
significant ditference among groups, the data were further analyzed using residual analysis.
Comparisons among groups were made using paired or unpaired t-test. The criterion used for
statistical significance was p<0.05 in the tailed test. Stepwise multiple regression analysis was
employed to determine the relationship between predictor variables with total score of GCS at

follow-up as the dependent variable.

RESULTS
Differences between patients followed-up and not followed-up
No significant difference was found in the hospitalization data of the 67 patients followed-up
and the 21 not followed-up (Table 2).

Mortality

At follow-up four participants (6.0%) had dicd. Of these, three died due to emaciation caused
by AN and one due to cancer. According to the vital statistics of Japan in 2004, the expected
age/gender specific mortality rate for our participants was 0.020. Thus, the standardized mortality
ratio (SMR) was 198.5%, meaning the SMR for our participants was 1.99 times that of women of the

same age.

Clinical features

‘Table 3 shows the ¢clinical features of the 63 living participants at admission, discharge and
follow-up. BMI at admission was very low. The BMI of 30 (47.6%) was under 13.0 at admission.
During inpatient therapy, their BMI increased significantly (BMI at admission vs. BMI at discharge;
paired (-test 1=-12.460, df=62. p<.001). From discharge to follow-up BMI was also significantly
increased (BMI at discharge vs. BMI at [ollow-up; paired t-test t=-3.180, d1=62, p=.002). At
admission. 49 participants (77.8%) were categorized as poor by GCS. At follow-up, 36 participants
(57.1%) were categorized as excellent, with much improved, symptomatic, and poor nine (14.3%)
each. Nineteen participants (30.1%) still had an eating disorder according to DSM-1V criteria: two
(3.2%) AN-R, six (9.5%) AN-BP, four (6.3%) BN, and seven (11.1%) EDnos. The duration of
hospital stay was relatively long. After discharge, all participants had received outpatient treatment.
The duration of medical treatment after discharge varied widely, and 18 participants (28.6%) were

rchospitalized: nine once, six 2-6 times, and three more than 10 times.



Predictors for GCS at follow up

Table 4 shows the result of stepwise multiple regression analysis for predicting total score of

GCS at follow-up. The predictor variables selected were age, BMI, AN subtype, total score of GCS
at admission, duration of illness, timing of discharge (before achieving target body weight, afler
achieving target body weight) and BMI at discharge; all correlated significantly with the total score
of GCS at follow up by Peatson’s simple correlation test. To explore the relationship between total
score of GCS at follow-up and these predictive variables, they were entered into a multiple
regression analysis. The best it mode! selected age at admission and BMI at discharge. The older
age at admission and the lower BMI at discharge, the worse the outcome. No other variables were

selecled as significant predictors of outcome.

Comparison by achievement of target body weight
Table 5 shows a comparison of clinical features and outcome by whether or not the

patticipant achieved their target body weight: “achieving group” and “not achieving group™. At

admission there was no significant difference in clinical features between the groups. The increase of

body weight and BMI during hospitalization and the body weight and BMI at discharge of the
“achieving group™ were significantly larger than the “not achieving group”. The duration of hospital
stay was significantly longer for the “achieving group™. At follow-up, the GCS outcome category
tended to be different between the groups. According to residual analysis, more participants in the

“not achieving group” were classified as poor.

DISCUSSION

In this study, the outcome of 67 female AN patients was evaluated 6.3 £ 1.8 years (3.5 - 9.5
years) afier discharge from our hospital. The primary findings of this study are 1) patients who were
treated with our inpatient therapy showed generally good outcome, 2) younger age at admission and
larger BMI at discharge were significantly associated with a better outcome.

In general, our patients were so severe that their mean BMI was in the lowest category used
in previous follow-up studies. However, at discharge they showed a significant BMI gain (paired
{-test: t=-12.460, P<0.001) and significant improvement of depression, evaluated by SDS (paired
t-test; t=4.380, p<0.001). Morcover, at follow-up, 57.1% of the participants were categorized in GCS
as excellent, 14.3% as much improved, 14.3% as symptomatic and 14.3% as poor. Steinhausen
reviewed that in 45 outcome studies in which the patients were evaluated after 4-10 years, the same
as our study, 47.0 £ 15.7% of the participants recovered, 32.4 £ 14.1% improved, and 19.7 £ 10.6%
remained chronicallly ill>. Our results are similar to those of this review. SMR was about two Llimes
more likely than for women of the same age. This mortality result was better than the rate reported in

. . "
previous studies’ .

A better outcome assessed by GCS at follow-up was associated with a younger age at
admission and a larger BMI at discharge. These findings are consistent with the findings of previous

19 These resulls suggest that the following elements of our clinical approach may have a

studies
major influence on promoting a good prognosis. 1. Start proper inpatient treatment as soon as
possible. 2. Promote the increase of body weight during the inpatient treatment. We recommended
that the patients arc hospitalized as soon as possible after first their consultation. The age at
admission is younger by not Jenglhening a duration from onset. A focus of our inpatient therapy is
increasing the patients” BMI. Increased economic pressures for shorter hospital stays have made it
difficult for AN patients to achieve a normal weight before discharge. Our results show that it is
important 10 a good outcome by AN patients that they restore their weight early in their disease
course. And we are able to confirm the validity of the two main tenets of our approach to inpatient
therapy: Early hospitalization and sufficient body weight gain,

In comparison of the “achieving group™ with the “not achieving group™, the body weight of
the “achieving group™ at discharge was greater than that of the “not achieving group™, and the GCS
outcorne of the “achieving group” at follow-up was slightly better than that of the “not achieving
group”. One of the reasons for this difference is that the “achieving group” had extended treated and
may have profited more from the treatment than did the “not achieving group™. Another reason is
that the “not achieving group” may have initially had more difliculty than the *achieving group” in
continuing the treatment regimen.

According to Crisp and colleagues, the development and maintenance of AN conforms to an
avoidance-learning paradigm. This theory is widely supported by clinicians and researchers. We
confirmed this theory and consider that the essential mechanism of AN is “whole and thorough
avoidance™ by which AN patients thoroughly avoid not only food and Eody weight but also other
aspects of life, such as human relations and living a suitable lifestyle for their age. This avoidance
seems o be a primary complicating factor for AN treatment. The “cognitive behavioral approach
with behavioral limitation™ is a therapy that powerfully and dexterously blocks avoidance. Such a
behavioral therapeutic method that has a carefully structured period of behavioral limitation for the
purposc of self-reflection is also secen in Morita therapy and Naikan therapy, Japancse
psychotherapeutic methods known in the west™,

There are some limitations to our study. First, we do not have a control group who did not
have the inpatient therapy. Because the patients were in physically poor condition, including many
with a potential risk of death, it was ethically impossible not to encourage them to have the inpatient
therapy. It is very difficult to make a control group of such physically severe cases, so we are
planning a study that compares our inpatient therapy with another therapy. Second, we did not take
the influence of treatment after discharge into consideration, because it is difficult to distinguish the

cffects of treatment after discharge from the effects of the inpatient therapy. However, we consider



that our inpatient therapy has a good influence on their process of the treatiment after discharge, and
has a certain impact on the cutcome of our patients. Third, we obtained the hospitalization data from
the medical records, which were not specifically adapted for this study. However, they were recorded
accurately under the direction of our specialists in AN therapy. All the data necessary to this study
was available.

The participants of this study were severe AN patients whose BMI was remarkably low at
admission. However, they had significantly increased BMI by inpatient therapy, and their general
outcome at follow-up was as good as that of previous studies. We have described detailed
information on our inpatient therapy and considered its effect on the outcome of our participants.
Considering that the treatment was undertaken in a general internal medicine unit, not in an eating
disorder treatment center with a physical structure that would allow us to watch and control the
behaviors of our patients completely, the good outcome is of great significance. This study shows a
suitable method for the treatment of AN patients in countries without structured, specialized eating
disorder units. Future prospective controlled study and a longer follow-up will be necessary to

advance the findings of this study.
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