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Workshop  map 

• Who are we? 

• What are the challenges-general inpatient 

work and group programme? 

• Brief outline of research and pilot studies 

• Where do we need to be thinking 

psychologically?  

• Questions & discussion 

 



Who’s here? 

• Dieticians 

• Doctors 

• Nurses 

• Occupational 
therapists 

• Psychologists 

• Psychotherapists 

• Social workers 

• ? 

What are the 
expectations from the 
session? 



Introduction 

• AN is often a chronic condition from which 

recovery is difficult (NICE, 2004) with an 

average duration of six to eight years 

(Steinhausen, 2009)  

• Less than half of a study group of AN patients 

achieved full recovery and 20% remained 

chronically ill (Steinhausen, 2009)  

• Currently no empirically supported treatment of 

choice for AN (NICE, 2004) 



Key elements of the development and evaluation process:  

Craig P et al. BMJ 2008;337:bmj.a1655 
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Inpatient treatment of AN 

• Inpatient treatment suggested in severe, high risk or 
resistance cases (NICE, 2004) 

• Found more effective and acceptable than general 
psychiatric care (Treat et al., 2005).  

• Inpatients discharged at 85% of ideal body weight 
(Treat et al., 2005) - associated with worse short and 
long term outcomes (Howard et al., 1999). 

• Groups treat a number of patients in a less time, 
making optimal use of briefer admissions (Wilson et 
al., 2007). 

• Audit and service evaluation important to ensure high 
standards in health and social care (Department of 
Health (DOH), 2001) 



Inpatient ward 

• Tyson West 2 ward - 18 bed specialist inpatient Eating 
Disorders ward  

• Female adults with BMI <15, anorexia nervosa, EDNOS 
• Individual and group interventions offered: 

 
• Cognitive remediation therapy (CRT) 
• Emotional skills therapy (CREST) 
• Self-esteem 
• Perfectionism 
• Collaborative family work and carer support 

 
• Dietetic support and nutritional rehabilitation 
• Occupational therapy 



What are the challenges of 

delivering good psychological 

group program on an inpatient 

ward? 

 

Ideas? 
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Who we targeted: 

BMI on admission below 14; 
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EDU Maudsley audit data 

Most of the patients in the WP 2 were in this BMI range  

Healthy BMI 



Who we treat in the inpatient  

programme  

• Length of Illness > 5 years. 

  

• Most common co-morbid problem reported: 

Depression and OCD 50-60% 

 

• Treated under MHAct: 

– Local = 9% 

– National = 36% 



What are the challenges? 
• Patient issues 

– Chronic, severe, involuntary 

– Impact of low BMI & starvation on cognitive processing 

– ‘Breeding ground’ for behaviours & competition 

 

• Ward and team issues 
– Large MDT, shift pattern 

• Consistency 

• Boundaries 

– Ward schedules reinforce rigidity 

– Indefinite/ rigid length of treatment 

– Difficulties testing out beliefs around food when ‘imposed’ meal plan 

– Role dynamics & competition among staff 

 

• System issues 
– External pressures including financial 

– Liaising with local teams 
 



The treatment journey 

• Assessment 

• Formulation 

• Treatment 

  

– Individual  

– Group 



Why groups? 

What kind of groups 
Because: 

• Normalisation and peer 
support 

• Feedback – people 
assume they are seen by 
others in negative way- 
good opportunity to 
challenge it 

• Opportunity  to test some 
behaviours (e.g express 
ideas, speak in the group, 
make compliment) 

Every inpatient programme 
has community, cooking 
group, OT based 
programme but we try to 
target symptoms in short 
format psychology led 
groups: 

 

We keep in mind low 
intensity 

Opportunity to work with 
MDT 

Costs  

 



AIMS OF GROUPS 

 To offer an opportunity for patients to share 
and reflect on their own experiences. 

 To offer a space to understand difficulties and 
target known difficulties in AN. 

 Groups are psycho-educational to provide 
strategies to manage thoughts, feelings and 
behaviours. 

 Groups can instil hope (seeing/hearing about 
other’s successes/positives). 

 Encourage positive interaction  



CRT & CREST 

Individual forms of 

therapy 

CREST 

Assessment &  

Formulation 

Consultation  

With team 

Shared f’tion 

Individual  

therapy 
Self-esteem 

Anxiety 

management 
Relapse  

prevention 
Body Image 

Flexibility 

Perfectionism 

Exercise 



GROUP ROTATION 

• Monday 1pm: 

  Self esteem group (6 sessions) 

  Perfectionism group (6 sessions) 

 

• Tuesday 9.15am: 

  Body Wise group (8 sessions) 

  Relapse Prevention group (5 sessions) 

  Managing Exercise group (4 sessions) 

 

• Friday 1pm: 

  Flexibility group _CRT (4 sessions) 

  Thinking about Emotions group_CREST  (5 sessions) 

  Coping with Worry group (4 sessions) 



SELF ESTEEM 

 A six session skills based CBT group to 
understand low self esteem and promote 
positive self esteem. 

 Topics covered include: 

  What is self esteem 

  Blocks to self confidence, inc the inner 
 critic 

  Self confidence, acknowledging strengths 
 and positives 

  Self esteem and assertiveness 

  Assertiveness skills and meeting needs 





Noticing the Poisoned Parrot 

You have been given a poisoned parrot to 

keep.  This parrot is just a parrot – it doesn’t 

have any knowledge or insight.  It’s bird-brained 

after all.  It recites things “parrot fashion” – 

without any understanding or comprehension.  

However, this parrot has been trained to be 

unhelpful to you, continually commenting on 

you and your life, in a way that constantly puts 

you down.  It’s a poisoned and poisonous 

parrot. 



Noticing the poisoned parrot (cont) 

The poisoned parrot will criticise you for 

every mistake or mishap.  Bust stuck in a 

traffic jam, late for an appointment?  The 

parrot sits there saying : “there you go 

again. Late! You just can’t manage to get 

anywhere on time. So stupid. If you’d left 

earlier, you’d have had time to spare.  But 

you? No way. You just can’t do it. Useless. 

Waste of space. Absolutely pathetic.” 



Neutralising the poisoned parrot 

1. Cover the cage. 

 

2. Question the bird brained thinking 
• Exercise exploring fact versus opinion (the 

clown) 

3. Neutralising the poisoned parrot 
• Recognising and challenging unhelpful thinking 

habits 



Clown exercise 
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PERFECTIONISM 

 A six session CBT based group aimed at developing 
skills toward managing perfectionism more effectively. 

 Topics covered: 

  what is perfectionism 

  predisposing and maintaining factors for 
 perfectionism – the model 

  Managing perfectionist behaviours 

  Adjusting perfectionistic thinking, rules and 
 assumptions 

  Re-evaluating the importance of achievement 

  Exploring an adaptive model of appropriate self 
 standards 



Rationale for perfectionism group 

• Based upon consistent evidence for high levels of perfectionism in 
anorexia nervosa (Egan at al, 2011).  

• Associated with poorer prognosis and treatment drop-out (Bizeul et 
al, 2001; Sutander-Pinnock et al,   2003).  

• Initial evidence that can be treated with CBT – clinical perfectionism, 

anxiety, depression. 

• Some evidence in BN / EDNOS – reduction in perfectionism, BN 

behaviours, comorbid symptoms (Steele & Wade, 2008; Pleva & 

Wade, 2008) 

 Not clear what format / dosage is most effective. 

• Some evidence for effectiveness group interventions (CBT / IPT) in 

BN, but few studies in AN and mixed findings (Lloyd et al, in 

preparation). 

 

 

 



Adjusting Unhelpful Rules and 

Assumptions 

•Unhelpful rules & assumptions are rigid, 
inaccurate, unreasonable 

•Often based on beliefs about: 

 fear of failure 

 shoulds, musts, all or nothing thinking 

 setting more demanding standards 

 constant checking 

•Helpful rules are flexible, balanced, realistic 

 



Questions to challenge 

perfectionist rules 
• Is it reasonable? 

• Is it fair? 

• Is it helpful? 

• Is it realistic? 

• How do I know it’s true? 

• Are there any negative consequences to living by this rule? 

• Are there other ways of viewing the situation? 

• Do I have any experiences that show this thought is not true all the 
time? 

• Are there any other explanations? 

• What thought might someone who is not a perfectionist have about 
this? 

• Would my friends/family agree with this thought? 

• If I keep this rule what does life feel like? 



Exercise to develop reasonable 

rules 

• I must do things perfectly 

• If I eat before noon it’s proof I have no willpower 

• If I relax at all I will become lazy 

• I must be certain of what will happen 

• I must not let myself have a treat because I have 

not worked hard enough 

• I always need to push myself further 

• I can’t have others think poorly of me 



 
 
 
 
 

Challenging perfectionist rule 

demonstration of the exercise 

 

 Helps to engage all group 

 Overcomes the barriers to speak in 
groups 

  A safe way of starting to question and 
challenge rules and assumptions 

 Maintains a ‘light’ quality – brings a 
playful element 



Description of group and measures 

• 6 x 1 hourly sessions 

• Aim to increase awareness of perfectionism, identify and challenge 

perfectionist thinking and reduce perfectionist behaviours.  

 

Measures 

• Frost Multi-dimensional Perfectionism Scale (Frost et al, 1990)  

 

• Clinical Perfectionism Questionnaire Fairburn, Cooper and Shafran, unpublished, 

cited in Riley et al, 2007). 

 More sensitive to clinical change 

 Cognitive behavioural and affective aspects  

 

• Motivational ruler – importance of change, ability to change (non-specific measure) 

 

• Patient satisfaction questionnaire – T2 only 

 



Perfectionism group outcomes – Frost Perfectionism 

Scale 

107.46

97.38

84

89

94

99

104

109

Frost MPS Time 1 Frost MPS Time 2

N = 13; Statistically significant change, p = 0.03. 

Main change in Personal Standards subscale 

Clinical cut-off defined as 84 

 



Qualitative outcomes 

• Positive feedback to group  

Helpful in recognising perfectionism and 

behaviours 

Learning ways to challenge thoughts and 

rules 

 

• Mean rating for each session = 4 / 5 for 

helpfulness 
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FLEXIBILITY 

 A four session group aimed at targeting thinking 
styles namely bigger picture and flexibility with the 
use of visual exercises and games. 

 Topics covered: 

  bigger picture thinking 

  switching between bigger picture and detail 
 focus 

  multi-tasking – when it is helpful to use this skill 

  summary of skills learnt 



Cognitive Remediation Therapy:  

‘The how rather what of thinking’ 
(Tchanturia et al 2008, Whitney et al 2007, Davies et al 2006) 

 
• Manual based 10-session 

intervention, twice a week, for 
adult AN admitted to a 
specialist ED Unit  

 

• Include exercises to:  

 

 (1) Increase cognitive flexibility 

  

    (2) See the ‘bigger picture’ 

 

    (3) Relate to real life 

 
 



Cognitive remediation programme for 

Anorexia 

 

Good qualitative feedback 

     Changes in cognitive performance  

 

Tchanturia et al 2008, 2007; Whitney et al 2008 

Genders and Tchanturia 2010,  0 0.1 0.2 0.3 0.4 0.5

Effect sizes

Cognitive

meaures

CRT

TAU

    
CRT vs TAU 



Reflections 

 How did everyone find it? 

 Was it hard?  

 How did you approach it? 

 Which way worked best? 

 

 Observations and discussion: 
 Most found it relatively easy 

 Identified that looking at the bigger parts first then describing 
smaller parts worked best (i.e. bigger picture approach) 

 Discussion on difference between bigger picture and detail 
focused approach 

 Relation to everyday life – most identified it is hard to look at 
bigger picture especially when in emotional situation 

 

Vs. 



Thinking together about thinking styles 
and how it relates to the 

treatment/recovery 



Challenge measuring flexibility group 
outcomes 

*Non ED controls scored 58.8, patients with AN scored 45.5 (Lounes et al., 
2011) 
*n=24, almost significant difference (p=0.06), d=0.4 
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What is the focus in low intensity 

interventions? 

      SKILLS: 

            Cold  

 

             Hot  

 

•Emotional recognition 

self and others 

•Expressing emotions 

Severe 

Chronic cases 

Flexibility, bigger picture 

CRT 

http://www.cogsci.rpi.edu/cogworks/images/researchpics/54_solve_the_puzzle_hw.gif


Cognitive Remediation and Emotion 

Skills Training (CREST) 

Cognitive Remediation (2 sessions) 

Flexibility, Bigger picture 

 

 

Emotion (8 sessions, 5 Themes) 

Brain and emotions (how it works?) 

Recognising emotions in others and ourselves 

How we accept, tolerate and manage emotions 

How to express emotions and needs 

Relationships and communication 

 

 

Money et al 2011 a,b; Davies et al 2012 



EMOTIONS GROUP 

 A five week psycho-educational and skills group to 
explore strategies to identify, tolerate and express 
emotions. 

 Topics covered: 

  the nature and function of emotions 

  how do we identify emotions 

  emotion expression vs emotion suppression 

  emotions and needs 

  recognising positive emotions 



General IQ in people with ED is higher than 

average,  emotional intelligence is lower 

than average  
(Lopez et al 2010 systematic review IQ; Hambrook et al 2012 EQ) 



Focus groups AN-Emotion 

• We have approached three groups: 

   Patients, Carers, Clinicians  

  Aim of this work was to identify overlapping and 
most common themes 

• We wanted to find overlap between research 
evidence, our observations and service users 
and practitioners views 

 

(Kyriacou, Easter, Tchanturia –  

                             Journal of Health Psychology 2010) 
 



Focus Groups 

• Patients, Carers, Clinicians 

• Difficulties with 
             Tolerance – Understanding  - Expression 

[if I show my feelings] 
I’m scared I’ll be  

exposed to being 

exploited and seen  

as vulnerable 

Kouriacou et al, 2010 

I think it’s also an issue of 

identifying emotions….Other 

people, if you ask them how do 

they feel they just don’t know, 

and I’m like that quite a lot. 

..if someone has a 

really good day, 

and they’re happy 

and smiling, then 

the next couple of 

days they’re 

miserable and 

guilt-ridden  



Recognising your emotions:  

Example 

Emotion Words: 

 
Therapist to patient: 
1. Underline how you feel now?  

1. Are these positive or negative 
emotions?  

2. How does it feel in your body?  

3. Have you ever felt like this before? 

4. Is it surprising there is more than 
one feeling? 

 

• Underline how would you like to 
feel?  

1. Can you think of a time when you 
have felt like that before? 

2. How did that feel in you body?  

3. What is usually happening around 

you when you feel this way?  

 



Thinking about emotions:example 

Emotions and the Body: 

Ask the patient to choose 
an emotion they find 
difficult to tolerate e.g. 
anxiety and ask them to fill 
out what happens to the 
various parts of their body 
when they are feeling this 
emotion. 



(Adapted from 
Morris. E, 2002) 



Challenge measuring (CREST) 
emotions group outcomes 

*Alexithymia ≥ score of 61, possible alexithymia = score 52-61, no alethithymia ≤ 51 
(Bagby et al., 1994) 
*n=17, p=0.05 
* Total score d=0.3, DDF d=0.5, DIF d=0.2, EOT d=0.1 
 



CREST: Feedback 

Questionnaires  



Overall What we can learn from 
the group work audit? 



Patient feedback 

• ‘I liked the practical skills, challenges and tools to 

practice being more flexible’ 

• ‘New ways of thinking about and experiencing emotions - 

the way all emotions are valid and are a way to 

communicate our needs’ 

• ‘The approach to the group and the atmosphere it 

created. People felt comfortable to input their thoughts.’ 

• ‘It was good to hear how other people perceived the 

same thing in different ways’ 

• ‘Listening to others experiences, it felt a safe space to 

share things’ 

• ‘The staff’s encouraging attitude really made me want to 

engage’ 



Patient satisfaction 



Feedback Questionnaire – Last session 

 

How much did you enjoy these sessions? 

  

 

How useful were these sessions?  

 

 

Do you feel that you have learnt new skills? 

5 1 2 4 3 

= average score 

5 1 2 4 3 

5 1 2 4 3 



Patient satisfaction 

*Flexibility group n=35, Emotions group n=33, Self-esteem group n=23 



Reflection points: 



Discussion 

• Small improvements in cognitive flexibility and self-
esteem and reductions in alexithymia scores and 
difficulty describing feelings 

• Significant improvements motivational ruler scores 

• Groups viewed positively, practical tasks are un-
related to food, aided by an open and friendly 
environment in which participants feel able to share 
with others 

• Drop-out rates remain high suggesting future work 
is needed to improve treatment acceptability 

• Areas for improvement include more sessions 
offered more frequently, more homework and 
handouts, and using more variety of tasks 

 



Future recommendations 

• Additional research may be needed to focus 
on the effectiveness of group delivery of 
these treatments 

• Larger sample sizes 

• Behavioural measures instead of self report 

• Factors affecting attendance and completion 
of therapeutic groups in inpatient settings 

• Group length 

• Control for external variables 



Conclusion 

• Groups are an effective way to target specific core 
features of AN e.g. cognitive flexibility, emotional 
processing and self esteem, further work needed 

• Service user involvement beneficial in adapting 
groups to improve treatment acceptability and 
reduce drop out rates 

• Importance of audit and service evaluation in 
developing cost-effective treatments  

• Informing future service delivery for treatment 
resistant cases - more effective treatments and 
better long term outcome for service users 



Thanks 
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