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Abstract
Background
Inpatient treatment of anorexia nervosa can be lifesaving but is associated with high rates of relapse and poor outcomes. To address this, the Oxford service has adapted the enhanced cognitive behavioural treatment (CBTE) model, first developed for inpatients in Italy to a UK national health service (NHS) setting. In this study, we compared the outcomes from treatment as usual (TAU), integrated CBTE (I-CBTE), and alternative treatment models in routine UK clinical practice.


Methods
This is a longitudinal cohort study, using routinely collected data between 2017 and 2020 involving all adults with anorexia nervosa admitted to specialist units from a large geographical area in England covering a total population of 3.5 million. We compared TAU with (1) I-CBTE (13 weeks inpatient CBTE, restoration to a healthy weight, combined with 7 weeks day treatment followed by 20 weeks of outpatient CBTE; (2) standalone inpatient CBTE (due to insufficient resources since the pandemic; and (3) 6–8 weeks admission with partial weight restoration as crisis management. Primary outcome measures (min. 1 year after discharge from hospital) were defined as: (1) good outcome: Body Mass Index (BMI) > 19.5 and no abnormal eating or compensatory behaviours; (2) poor outcome: BMI < 19.5 and/or ongoing eating disorder behaviours; (3) readmission; or (4) deceased. Secondary outcomes were BMI on discharge, and length of stay.


Results
212 patients were admitted to 15 specialist units in the UK depending on bed availability. The mean age was 28.9 (18–60) years, mean admission BMI was 14.1 (10–18.3), 80% were voluntary. At minimum 1-year follow up after discharge, 70% of patients receiving I-CBTE and 29% standalone inpatient CBTE maintained good outcomes, in contrast with < 5% TAU and crisis management admission. Readmission rates of I-CBTE were 14.3% vs ~ 50% (χ2 < 0.0001) in the other groups. The main predictors of good outcome were reaching healthy BMI by discharge, I-CBTE and voluntary status. Age, psychiatric comorbidity and length of stay did not predict outcomes. BMI on discharge and length of stay were significantly better in the CBTE groups than in TAU.

Conclusions
Our main finding is that in a real-life setting, I-CBTE has superior short- and minimum 1 year outcomes as compared with alternative inpatient treatment models. Dissemination of I-CBTE across the care pathway has the potential to transform outcomes of inpatient treatment for this high-risk patient population and reduce personal and societal costs.

Plain English summary
Outcomes for adults requiring inpatient treatment for anorexia nervosa are poor. The aim of this work was to evaluate a recently introduced Integrated Cognitive Behavioural Therapy (I-CBTE) in Oxford, adapted from a model first developed for inpatients in Italy, compared with alternative inpatient treatment programmes in the UK. I-CBTE is an innovative approach which combines a time limited, planned admission of 13-weeks with the goal of full weight restoration, 7-weeks day treatment and ongoing outpatient CBTE. Treatment as usual includes an eclectic multidisciplinary approach, which is often unplanned and poorly coordinated across the care pathway in routine practice.
Between 2017 and 2020, we systematically analysed routinely collected data for patients admitted to 15 specialist units from a population of 3.5million in England. We looked at outcomes between admission and discharge, and at one year follow up. 70% of patients receiving I-CBTE, maintained healthy weight at one year after discharge from hospital (without binging or purging), in contrast with less than 5% of those in alternative programmes that result in partial weight restoration. Readmission rates were 14.3% and ~ 50% respectively. Partial weight restoration resulted in high readmission rates and therefore should be discouraged.
Our findings show that continuity and consistency of the I-CBTE approach are fundamental for maintaining good outcomes.
Supplementary Information
The online version contains supplementary material available at https://​doi.​org/​10.​1186/​s40337-022-00620-y.
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Background
Anorexia nervosa is a difficult to treat mental disorder with high rates of physical and psychiatric morbidities and mortality [1]. International guidelines agree that outpatient psychological treatment should be the first line intervention [2, 3]. However, regardless of the treatment model, not everyone responds to outpatient treatment [4, 5], and a significant proportion of patients remain chronically ill or require more intensive treatment [6, 7]. The evidence base for inpatient treatment is weak, and consequently there are significant international variations in practices [8, 9]. The availability of specialist inpatient treatment is dependent on national guidelines and funding arrangements in each country which often results in poor access and a crisis for patients and families [10].
In the UK, admission tends to be the last resort for patients whose physical health is severely compromised. Hospital admissions in England of people with eating disorders have increased from 4,849 in 2007/8 to 23,954 in 2020/21 [11]. Approximately 70% of these are adults. In the UK, National Health Service England (NHSE) commissions 455 specialist adult eating disorder beds. Approximately half of these are provided by the independent sector, and the remaining by multiple NHS providers. The independent hospitals are free at the point of delivery. Owing to the shortage of specialist beds in the UK, many patients have to wait for admission until they are gravely ill. This situation has worsened since the pandemic [12] and may explain an average length of stay that is longer than in other countries [13–16].
Cohort studies consistently show that while most patients gain weight in a hospital setting [14, 17, 18], the core eating disorder psychopathology often remains unresolved, and outcomes are unsatisfactory. In the UK, the majority of adult patients are discharged without reaching a healthy weight [13, 14], and there are high relapse and mortality rates [19–21]. However, the poor outcomes can be viewed as a chicken and egg dilemma. If only the most severely ill patients are admitted to hospital, it should not be surprising that recovery rates are lower than for those responding to outpatient treatment alone. While there is increasing recognition that early intervention has better outcomes [22], this principle has not been applied to inpatient treatment. Most adults requiring specialist inpatient treatment have been ill for years, and many have had several previous hospitalisations. The needs of this patient population should not be neglected, as they have the highest risk of premature mortality [20]. It is possible that restricting admissions to those, who are severely compromised, and discharging patients at a low weight contributes to poor outcomes and causes harm [23, 24].
Current inpatient practices in the UK: treatment as usual (TAU)
International guidelines concerning the optimal inpatient treatment models vary [3, 8] owing to the limited evidence base. Current UK inpatient treatment programmes broadly follow the NHSE Standard Contract for Specialised Eating Disorder services and the NICE guidelines [2, 25]. These programmes include an eclectic combination of multidisciplinary interventions, including weight restoration, group and individual therapies of various modalities. Both NHS and independent providers commissioned by NHSE are required to meet the standards in the contract.
The NHSE contract recommends three broad types of admissions [25]:	1.
Urgent/unplanned admissions with ‘modest weight restoration’

 

	2.
Planned short term admission for ‘medical stabilisation’ or symptom interruption

 

	3.
Symptom recovery admissions: weight restoration to “normal weight or weight at which patient can reliably continue independent weight restoration/ weight maintenance with less intensive input” and improved eating behaviours and psychological understanding.

 




In routine practice, these three options are rarely distinct. The NHSE contract is based on consensus rather than robust evidence. The multiple recommended psychological interventions were developed independently for outpatients and have never been tested in combination in inpatient settings. The potential weakness of these programmes is that there is often a risk of giving conflicting messages to the patient [26] and this may explain why disengagement and self-discharge are common—as much as 60% in some studies [27] The content of TAU differs across inpatient units and even across time within the same unit. Furthermore, unplanned admissions are common, and the majority of patients are discharged without reaching a healthy weight [28]. So, it should not be entirely surprising that despite the implementation of the national contract, outcomes of inpatient treatment remain poor, and that the number of people requiring hospitalisation with eating disorders has been increasing, partially owing to readmissions [29].
Transition and care coordination
Although UK guidelines recommend clear care planning in preparation for admission and for discharge [2, 30], there is limited guidance as to the details of how this should be implemented. Most patients experience unplanned admissions and interruptions in therapy, as well as changes in therapeutic models, before and after admission, as inpatient and community teams are provided by separately commissioned teams.
Recent changes in funding arrangements
In England, funding arrangements have shifted from NHSE commissioning to regional NHS collaborations, with the intention of transforming care pathways for the local populations [31]. In 2018, the Healthy Outcomes for People with Eating Disorders Provider Collaborative (HOPE PC) was established, including 5 NHS organisations in Oxfordshire, Buckinghamshire, Wiltshire, Berkshire and Gloucestershire. The total population of the geographical area is 3.5 million. The main goal of the network was to bring together several organisations providing specialist inpatient and community services for adults with eating disorders and equitable access to inpatient treatment through a single point of access for referrals [32]. The inpatient beds are available in the Oxford and Marlborough NHS units, and the independent Priory Group. The Priory has a national chain of specialist eating disorder units, which are commissioned by the NHS.
The PC agreed to monitor and compare outcomes of all patients who were admitted to the different providers.
The adaptation of intensive enhanced cognitive behavioural therapy (CBTE) approach in Oxford
Over the last 15 years, Dalle Grave’s team in Italy, in collaboration with Fairburn in Oxford, has adapted CBTE, which had been originally developed as one-to-one outpatient therapy [33], to a new, whole-team, stepped care treatment programme for people with severe eating disorders requiring intensive treatment [26, 34, 35]. The novelty of this programme is the clear theoretical underpinning of treatment, and continuity of evidence based psychological treatment throughout the inpatient, day patient and community pathways.
The intensive CBTE treatment fosters therapeutic optimism, and has four main goals:	1.
To engage patients in the treatment and involve them actively in the process of change;

 

	2.
To remove the eating disorder psychopathology, i.e., dietary restraint and restriction (and reverse malnutrition), extreme weight-control behaviours, and preoccupation with shape, weight and eating;

 

	3.
To correct the mechanisms maintaining the eating disorder psychopathology;

 

	4.
To ensure lasting change.

 




For full details, we refer to the published literature, including two manuals [26, 34] that describe the method. In summary: the Integrated CBTE treatment programme is time limited to 13 weeks inpatient treatment, followed by 7-weeks day treatment for stabilisation of healthy weight and ongoing outpatient CBTE afterwards lasting for 40 weeks in total, (in line with the length of treatment recommended by NICE) [2].
Given the differences between the health care systems and legal frameworks of the UK and Italy, we had to adjust the programme for the NHS. Dalle Grave’s unit in Italy is an independent hospital that only admits patients who, after preparation, consent to the full programme, while NHS services are required to admit patients who consent only to partial weight restoration or who require compulsory admission and treatment.
As a result, we introduced two pathways:	1.
I-CBTE: full weight restoration with time limited admission (12–13 weeks) and 7 weeks stepped down day treatment, followed by outpatient CBTE replicating Dalle Grave’s model.

 

	2.
6–8 weeks ‘Crisis management’ admission for those patients who do not consent to I-CBTE but are not detainable. This was due to having to comply with the NHSE contract that includes planned short-term admissions.
Detained patients were encouraged to choose full weight restoration and were offered the whole programme.

 

	3.
The impact of the pandemic on the implementation of I-CBTE and TAU:
Unfortunately, since the onset of the pandemic, most day services have closed or have had to run with reduced capacity due to infection control and staffing challenges. Patients have been unable to access ongoing individual psychological therapy after discharge and have been placed on lengthy waiting lists for therapy.
Despite these challenges, the Oxford inpatient team maintained the key multidisciplinary components of CBTE. This situation has created a natural experiment to compare the standalone inpatient CBTE with the I-CBTE integrated stepped care model, and we included this group in our analysis.
TAU has not changed as inpatient treatment is traditionally provided separately from outpatient treatment in the UK
The transformation of the Oxford service from a TAU to the I-CBTE treatment programme included the following changes.

 




Preparation for admission
We introduced a multidisciplinary/multiagency admission planning meeting for all patients regardless of severity or legal status. Previously, most admissions were unplanned and we had high rates of self-discharge. Preparation for admission is fundamental for successful inpatient treatment, even for the physically compromised patient [26]. Ideally, patients should start psychological treatment before admission.
The purpose of this meeting is to help the person consider treatment options, the benefits and risks related to both options and to encourage them to overcome their eating disorder. This approach aims to empower the patient: encouraging a sense of control at a time when feelings of loss of control are common and act as a barrier to accepting care; and fostering a sense of autonomy as well as therapeutic alliance, collaboration and developing trust with the inpatient team. The multidisciplinary team introduces the treatment programme on the unit and helps the patient to make an informed decision from the two time-limited options.
The treatment team always strongly encourages the patient to sign up for the complete I-CBTE programme, explaining that research shows higher likelihood of recovery. In our experience, patients and carers value this evidence-based information, which helps them make informed decisions, even if they are highly ambivalent about the admission.
Typically, the discharge date is agreed before admission. This helps all parties to remain focussed on admission goals and to plan for continuity of treatment after discharge. The patient and the carers have an opportunity to visit the unit and receive written information to help familiarise themselves with the treatment available. This is essential for managing anxiety and to start therapeutic engagement.
Dalle Grave recommends several sessions for this engagement; however, due to resource limitations, we have only been able to offer one meeting for most patients. Feedback has been positive, although some clearly require more than one session of preparation to sign up for full treatment, and we are planning to address this in the next steps of service development. Since the pandemic, these meetings have been remote. The technology allowed the inclusion of multiple stakeholders, including the family, community teams, and GP/other agencies.
‘Crisis management’ admission
In Oxford, we introduced the term ‘crisis management’ for planned 6–8 weeks admissions with partial weight restoration. This was to meet NHSE contract requirements. The name was changed from medical stabilisation to prevent inadvertently reinforcing the psychopathology, and misleading patients and carers, who often interpret ‘medical stabilisation’ literally. If someone is discharged when still malnourished, they may be over an immediate crisis, but are not stable, as chronic malnutrition is progressively harmful. The goal is to help the patient introduce regular eating, behavioural changes and reach a BMI of minimum 16, or 6-8 kg of weight gain and prepare for further outpatient treatment. Intensive aftercare is recommended to continue with progress. Patients who choose the short admission can opt to full I-CBTE if they change their minds during admission.
Rate of weight restoration
We also reviewed the weight restoration programme. The rate of expected weight gain in the UK is 0.5–1 kg per week in hospital setting [2]. In the past, we also followed this practice and used very sensitive medical grade scales on the unit, which recorded minuscule changes in weight. However, this inadvertently reinforced the patient’s preoccupation with minor details. We changed to 0.5 kg scale accuracy and faster weight restoration (1–1.5 kg/week) following Dalle Grave recommendation [26]. Both changes were well received when the rationale was explained, and they improved the rate of weight restoration and reduced length of stay. Collaborative weighing and interpretation of the weight graphs are an important part of CBTE. It is essential that the patient understands the need for weight restoration: malnutrition is one of the principal maintaining factors of anorexia nervosa [33]. With psychological treatment, most patients recognise that reversal of malnutrition is a necessary step towards recovery. The dietetic team was crucial in implementing these changes, helping to manage the patients’ distress in the dining room using quality improvement methodology [36].
Psychological treatment
In addition to individual CBTE, we developed a rolling 20-week multidisciplinary group programme following CBTE principles. The individualised CBTE formulation for every patient considers all maintaining factors (e.g., physical and mental health co-morbidities, individual strengths and difficulties, and social factors) and guides the role of each team member as to how best to support the patient. All members of the team work in a co-ordinated and collaborative approach with the patient to address their individual maintaining factors through the setting of weekly goals and the ongoing development of new skills and strategies based on their formulations.

Transitions
Prior to the pandemic, we were able to deliver a 7-week day-programme and ongoing individual psychological treatment for patients on the I-CBTE pathway after discharge. People on the crisis management pathway received supportive management after discharge in their respective community teams.
Aims
In this paper, we aim to compare short- and medium to long-term (as defined by minimum 1-year post discharge) outcomes of patients admitted to specialist inpatient units with anorexia nervosa from the HOPE PC geographical area using routinely collected data. The research questions were as follows:	1.
Are there differences among TAU, I-CBTE, standalone inpatient CBTE and crisis management admissions in terms of post discharge outcomes?

 

	2.
Is there a difference among the four different treatment programmes in terms of length of stay and Body Mass Index (BMI) on discharge?

 




The null hypothesis was that there would be no difference among different inpatient treatment approaches.
Methods
This is a longitudinal cohort study, including all adults with anorexia nervosa admitted from the HOPE PC geographical area. Referrals and outcomes have been systematically monitored since the establishment of the PC. All referrals are discussed by senior clinicians representing each service at a weekly single point of access meeting, and patients are allocated based on bed availability, urgency as well as proximity to home. Approximately two third of the patients were admitted (Fig. 1). Waiting times for admissions were between 1–2 months. Patients, were not admitted if they did not consent to admission and their community team felt that admission was no longer necessary. Data has not been collected on patients not admitted. Patients admitted to Oxford were offered I-CBTE, but could opt for 6–8 weeks ‘crisis management’ admission with partial weight restoration if they did not consent to weight restoration to a healthy weight. Detained patients were encouraged to engage with I-CBTE. During the pandemic, day and outpatient services were disrupted, as described above, hence only standalone inpatient CBTE could be provided. Treatment as usual (TAU) continued as normal elsewhere. All units took detained patients.[image: ]
Fig. 1Flow diagram of analysis


Routine data collection included demographics, ICD-11 diagnosis, main categories of comorbidties, legal status, BMI on admission at discharge, and minimum 1-year outcome after discharge from hospital. This provided an opportunity for comparison among different models of inpatient treatment and type of aftercare (Fig. 1).
Inclusion criteria: all patients with an ICD-11 diagnosis of anorexia nervosa and related disorders who were admitted to a specialist inpatient unit following a referral to the HOPE PC single point of access between 2018- and December 2020, and all patients who were offered I-CBTE since its introduction in 2017. All patients included in the study had a BMI below 18.5 on admission.
Patients who were older than 60 years of age were not included in the analysis.
We compared TAU with the Oxford service, which offered I-CBTE, planned 6–8 weeks crisis management admission for the non-consenting voluntary patients, and the standalone inpatient CBTE since the pandemic. Detained patients, who did not engage with aftercare, were included in the standalone inpatient CBTE group for analysis.
Categorical outcomes at minimum 1 year after discharge from hospital were used as the primary outcome measure;	1.
Good outcome: the patient is within the healthy weight range (BMI > 19.5) with no abnormal eating or compensatory behaviours (based on their detailed electronic health records) and either discharged from outpatient services or completing treatment.

 

	2.
Poor outcome: patient remains BMI < 19.5 and/or ongoing eating disorder behaviours (regardless of whether still open to specialist services or discharged to primary care)

 

	3.
Readmission (any time after discharge).

 

	4.
Deceased (any time after discharge).

 




We decided to use a BMI of 19.5 as a cut-off point for definition of minimum healthy weight as opposed to a BMI of 18.5, which is the threshold for anorexia nervosa diagnosis, because maintaining a BMI of 18.5 for an adult Caucasian woman is unlikely without significant dietary restriction.
We additionally examined BMI on discharge and length of inpatient stay among different models, and predictors of good outcomes.
Statistics
We analysed the data with SPSS 22, using descriptive statistics, Chi-squire test for comparing categorical variables, Independent T-test and ANOVA for continuous variables.
A stepwise linear regression was used to identify possible predictors of 1-year outcomes out of the following candidate variables: age, admission and discharge BMI, treatment approach, compulsory treatment, psychiatric comorbidities and length of stay. Correlation coefficients for each pair of variables were based on all the cases with valid data for that pair. Regression statistics are based on these correlations.
Ethics
The study was approved by Oxford Health Foundation Trust Audit department as a service evaluation study. As only routinely collected data were used, there was no requirement for individual patient consent. All data were kept on a secure server.
Results
Demographic and clinical characteristics of the patients admitted to inpatient facilities
In total, 212 patients were admitted between 2017–2020 to 15 different specialist eating disorder units in England and Scotland: 120 to Oxford, 34 to Marlborough, 16 to the Priory within area, 29 to out-of-area independent units, and 13 to out-of-area NHS units. Patients were allocated for admission depending on bed availability and proximity to home.
The mean age was 28.9 years (17.1–59). Forty-seven percent of patients referred for admission were young adults between 17  and 25 years. Ninety-seven percent were female, and 99% had a primary diagnosis of ICD-11 anorexia nervosa, with the remaining patients having atypical presentation.
Table 1 shows baseline characteristics in the four treatment options. Patients who chose the crisis management pathway were significantly older. There were more detained patients in the standalone inpatient CBTE group.Table 1Characteristics of patients admitted to hospital from the HOPE geographical area


	 	Oxford Model
	TAU
	P

	I-CBTE
	Standalone CBTE
	Crisis management

	Age (years) mean ± SD
	26.9 ± 9.6
	28.6 ± 10.5
	33.2 ± 10.9
	27.0 ± 8.6
	0.004

	Female%
	100%
	100%
	97%
	97%
	0.357

	Compulsory admission %
	17%
	39%
	5%
	8%
	0.00

	BMI on admission mean ± SD
	14.6 ± 1.3
	14.5 ± 1.9
	14.2 ± 1.6
	14.6 ± 1.7
	0.62

	ICD-11 AN restrictive pattern
	100%
	92.2%
	89.2%
	89.3%
	0.49

	ICD-11 AN binge-purge pattern
	0%
	7.8%
	10.8%
	10.7%
	 
	Psychiatric comorbidities
	 	 	 	 	0.261

	Depression
	40%
	21%
	27%
	29%

	Anxiety disorders (including PTSD, and obsessive–compulsive disorder)
	16%
	14%
	18%
	22%

	Personality disorder
	4%
	19%
	9%
	5%

	Autism spectrum disorder
	8%
	7%
	27%
	15%

	Other
	8%
	12%
	3%
	7%


BMI: Body Mass Index; SD: standard deviation



There was no difference among the groups regarding the type of anorexia nervosa and main comorbidities, such as depressive disorders, anxiety disorders, autism spectrum disorder, or personality disorders.

Short term outcomes at discharge are summarised in Table 2. Discharge BMI was significantly higher in the CBTE groups than in TAU (BMI = 19.7 and 19 vs. 17), despite the shorter length of stay. Additional detail about different providers is included in Additional file 1: Table.Table 2Differences in short term outcomes among different treatment models (admission and discharge)


	 	Mean
	95% confidence interval for mean
	ANOVA
P

	Lower bound
	Upper bound

	Discharge BMI
	 	 	 	 
	 I-CBTE
	19.7
	19.4
	20.0
	< 0.0001

	 Standalone inpatient CBTE
	19.0
	18.5
	19.5
	 
	 Crisis management
	16.0
	15.6
	16.3
	 
	 TAU
	17.0
	16.6
	17.4
	 
	Length of stay (inpatient days only)
	 	 	 	 
	 I-CBTE
	125.4
	111.4
	139.3
	< 0.0001

	 Standalone inpatient CBTE
	106.4
	84.7
	128.0
	 
	 Crisis management
	50.1
	39.6
	60.7
	 
	 TAU
	132.7
	112.7
	152.7
	 

I-CBTE: Full weight restoration, integrated CBTE, across inpatient, day patient and outpatient treatment
Standalone inpatient CBTE: Full weight restoration, inpatient CBTE, without consistent aftercare
Crisis management admission: 6–8 weeks planned admission with partial weight restoration, without consistent aftercare
TAU: treatment as usual: eclectic model, partial weight restoration without consistent aftercare



Minimum 1-year outcome data were available for 188 (89%) patients. Follow-up information was unavailable for 21 participants (mostly students) who moved out of area and for another 4 who, after a lengthy hospitalization, were still within 12 months post discharge. I-CBTE was highly significantly better in helping people to maintain recovery over time (Fig. 2). Seventy percent of patients who received I-CBTE maintained good outcomes for a minimum of one year, while only 28% who received standalone inpatient CBTE and only 3–4% of those receiving crisis management admission or TAU achieved this (Chi square < 0.0001). This benefit was not dependent on age, comorbidity, or severity of malnutrition on admission. Patients with a good outcome reached a mean discharge BMI of 19.9 and continued with I-CBTE after discharge. Readmission rates was 14% in the I-CBTE group and between 38–44% in the others.[image: ]
Fig. 2Outcome after discharge (minimum 1 year follow-up). Comparison of minimum 1-year outcomes after discharge among I-CBTE, standalone inpatient CBTE, Crisis management and TAU (Chi square < 0.0001)


There was no significant difference between the outcomes of crisis admission as compared with TAU, despite the much longer length of stay in the latter. Approximately two third of patients remained chronically unwell in these groups.Patient experience after 20 years of repeated admissions
I was admitted to the eating disorder unit at the Warneford Hospital in Oxford, in August 2017. I had been suffering from a complex, co-morbid eating disorder for nearly 2 decades; I was locked away in psychiatric institutions as a “treatment resistant” “revolving door patient”. The Oxford team provided a holistic, inclusive, ground-breaking and compassionate care with the I-CBTE model. I was able to work through all the issues and trauma of my long, terrible journey. For the first time ever, I reached a healthy weight. This helped me to think more clearly. I was encouraged to use my creativity, to imagine a new life. This was daunting, but exciting. On my discharge, I had support in the community, which helped me practice what I had learned in hospital and allowed my body to finish reaching its healthy weight. My illness was not really about weight, but learning to accept my body, whatever its weight, was essential. In the last 4 years, I have formed a completely new life for myself, which has nothing to do with eating disorders. This is the epitome of my recovery, the outcome of my I-CBTE treatment: I am successful, creative, needed. I will always be incredibly grateful to the multidisciplinary team in Oxford for their lifechanging care.


Stepwise linear regression showed that the main significant predictors of outcome were discharge BMI, I-CBTE and voluntary treatment, rather than age, admission BMI, length of stay, or psychiatric comorbidities (Table 3).Table 3Predictors of minimum 1-year outcome (Linear regression)


	Model
	 	Unstandardized Coefficients
	Standardized Coefficients
	t
	Sig

	B
	Std. Error
	Beta

	1
	(Constant)
	5.092
	0.588
	 	9.03
	< 0.0001

	 	Discharge BMI
	− 0.159
	0.033
	− 0.43
	− 5.168
	< 0.0001

	2
	(Constant)
	3.980
	0.676
	 	5.831
	< 0.0001

	 	Discharge BMI
	− 0.130
	0.033
	− 0.344
	− 4.144
	< 0.0001

	 	I-CBTE
	0.274
	0.089
	0.29
	3.491
	0.0030

	3
	(Constant)
	3.79
	0.668
	 	5.489
	< 0.0001

	 	Discharge BMI
	− 0.135
	0.033
	− 0.349
	− 4.269
	< 0.0001

	 	I-CBTE
	0.271
	0.088
	0.299
	3.661
	0.003

	 	Legal status
	0.215
	0.089
	0.178
	2.28
	0.017


Dependent variable: outcome after minimum 1 year following discharge from hospital
Excluded variables:
Model 1: I-CBTE, age, admission BMI, legal status, length of stay, and psychiatric comorbidities
Model 2: age, admission BMI, legal status, length of stay, and psychiatric comorbidities
Model 3: age, admission BMI, length of stay, and psychiatric comorbidities



Seven patients of the cohort (3%, aged 20–50 years) died following discharge from hospital. Three patients died within 6 months and four up to 4 years after discharge. All except one had a history of compulsory admission/treatment. All had significant comorbidities: one person had severe inflammatory bowel disease, one had obsessive compulsive disorder, three had alcohol or substance misuse, and four had previously attempted suicide. The cause of death was suicide in one case, two patients died of physical complications of the eating disorder, and four deaths were undetermined. All patients died during the pandemic when outpatient face to face treatment was disrupted. There were no deaths in the I-CBTE group, which again underlines the importance of integrated aftercare.
Discussion
This is the first large UK systematic dataset comparing minimum 1 year post discharge outcomes of different inpatient treatment approaches for adults with anorexia nervosa.
Our main finding is that I-CBTE achieves significantly better outcomes as compared with alternative inpatient treatment models in real life settings. Seventy percent of patients who received I-CBTE during the whole care pathway achieved good outcomes at least one year after discharge from hospital, as compared with less than 5% of the patients in the TAU or crisis pathways. Standalone inpatient CBTE (without integrated aftercare) had intermediate outcomes. The main predictor of good outcome was I-CBTE, which included a combination of full weight restoration and a time-limited, step-care approach, with integrated CBTE throughout inpatient, day treatment and outpatient settings, without any interruption or gaps in treatment, and with support for the patient to address the maintaining factors of their eating disorder and to make lasting changes. Age, admission BMI, length of stay and psychiatric comorbidity did not predict outcomes. These findings give hope for people who have been chronically ill. Our results are consistent with previous studies of CBTE in severe and enduring anorexia nervosa [37, 38]. They are also consistent with previous findings, which showed that good medium to long-term outcome is related to reaching a healthy weight on discharge [23, 24, 39–41]. Our findings show that although weight restoration to a healthy weight range is essential for good outcomes, it is insufficient in itself: integrated CBTE through stepping down to day patient and ongoing individual psychological treatment is required to ensure that changes are lasting. When integrated aftercare was not possible, the standalone inpatient CBTE programme resulted in 28% good 1-year outcomes, but it had the same rates of readmission as TAU and crisis admission (43%). This shows that investment into integrated care is essential to reduce repeated admission rates.
These results are important replications of Dalle Grave’s findings [35, 38, 42] in routine NHS practice, despite the significant differences between the healthcare systems and staffing levels in England and Italy. Their unit only admits patients who, after preparation, consent to the full programme, whilst NHS specialist services are required to admit everyone who needs inpatient treatment, regardless of whether they consent to treatment or not. At the beginning of the adaptation of the I-CBTE model in Oxford there was considerable uncertainty as to whether patients who are detained would have a negative impact on the engagement and progress of others treated on the unit at the same time. While at times this needed careful management by the team, we found that individual admission planning, clear goal-oriented admission, and the consistent and integrated multidisciplinary approach helped patients to focus on their own treatment.
The biggest challenge to implementation in the NHS was an insufficient number of therapists to provide the integrated CBTE psychological treatment through the care pathway. Furthermore, the pandemic dramatically reduced the availability of day hospital provision. When integrated step-care was not achievable owing to insufficient resources, we found that although inpatient CBTE had better short-term outcomes than TAU, only 28% of patients were able to sustain good progress. This shows that integration and continuity of care without delay are essential for maintaining good outcomes after discharge.
The importance of managing transitions well and coordinating care between inpatient and community services is emphasised in multiple guidelines [8, 30, 43], but there are only a few studies exploring the effects of the quality and type of aftercare following discharge, and the impact of integration of psychological treatment across the care pathway.[44, 45]. The main strength of I-CBTE is the clarity and consistency of the treatment approach and the continuity of care when the patient is stepping down from inpatient treatment.
Our findings regarding outcomes of TAU replicate previous UK research. A 2013 multicentre cohort study of short-term outcomes of hospital treatment including 137 adults with anorexia nervosa, reported a mean admission BMI of 14, and discharge BMI of 17.3. Only 22% patients were discharged at BMI > 19 despite the lengthy admissions (average length of stay for inpatient treatment was 184 days and 126 days for day treatment) [14]. A study in Scotland reported similar results [13]. Our sample of 92 patients treated in 15 different units around the UK had similar outcomes: only a small proportion of patients were discharged at a BMI > 19.5 and less than 5% achieved good outcomes at one year after discharge. This suggests that there has been limited progress since 2013 in inpatient treatment of adults with anorexia nervosa in the UK, apart from shortening the mean length of stay [15].
We have clearly demonstrated that partial weight restoration programmes result in high readmission rates and poor outcomes regardless of the length of stay. Short term planned admissions and TAU had poor outcomes with low recovery rates and recurrent admissions. To our knowledge, there are no other medium to long-term outcome studies in the UK concerning short-term hospitalization or partial weight restoration. Short admissions are likely to be more effective if they are part of an integrated care programme. Trials in adolescent populations, such as short-term hospitalisation combined with family based treatment [46], or day hospital [47], showed positive results, which is consistent with our finding about the importance of ongoing integrated care after inpatient treatment. Unfortunately, gaps in service provision remain common and increase the risk of relapse [48].
The tragic death of patients in the cohort highlights the high risk of mortality in this patient population and is consistent with previous research [21, 49, 50]. All of them died during the pandemic, which inevitably had an impact on the aftercare arrangements in the relevant community services. Compulsory treatment, previous suicide attempts, and substance misuse have been associated with mortality, but further work is required to elicit modifiable risk factors for prevention.
Strengths and limitations
We systematically analysed routine outcome data for patients admitted to 15 specialist units in England and Scotland in real life settings, and therefore believe that our findings are generalizable to UK practices.
There were a number of limitations. Data concerning eating disorder psychopathology were not systematically available and hence not included in this paper. Although shared outcome measures were agreed among HOPE PC partners, most units struggled to return data collection consistently. Consequently, we had to rely on the most commonly available robust categorical data. However, BMI and normalisation of weight is a good indicator of outcome in anorexia nervosa [39, 51]; and the rate of readmission and chronic malnutrition/ binge purging are robust outcomes and indicators of ongoing psychopathology. The latter information was available from the patient’s health records in specialist services, which is usually comprehensive regarding eating disorder psychopathology. We did not have access to primary care records for further follow-up for those patients who were discharged from secondary services, but the discharge letters were sufficiently detailed to help with categorising patients according to good or poor outcomes.
This was a longitudinal cohort study, and therefore the comparison of the different inpatient models was not based on randomisation. Patients were admitted based on bed availability and proximity and could choose I-CBTE or crisis management if admitted to Oxford. Randomised controlled trials of complex interventions for a high-risk population also have limitations [52]: as they rely on informed consent and therefore exclude the most complex patients and given the national shortage of beds in the UK, randomisation would not have been practicable. At baseline, there were more detained patients in the standalone CBTE programme and patients opting for ‘crisis management’ admission were older. Although we did not have consistent data on age of onset, most patients with anorexia have an onset in their adolescence or emerging adulthood, so the age of patients gives a good indication of the length of their illness.
It will be important to explore how to engage this more chronic patient group work towards recovery.
Conclusions
We have shown that the I-CBTE model, which was first developed in Italy, is robust and is applicable to eating disorder services elsewhere. The treatment is highly collaborative, least restrictive, and treats the patients as adults. It supports them to work towards recovery and to develop autonomy based on their individual formulation, developing behavioural change and addressing their maintaining factors to achieve lasting changes.
The short- and medium to long-term outcomes of I-CBTE were significantly better than alternative models of inpatient treatment in real life settings. The key components of successful outcomes include engagement, preparation for admission, multidisciplinary working, full weight restoration, and gradual stepping down intensity with ongoing CBTE treatment.
Recommendations

	The wider implementation of I-CBTE for treatment of people with anorexia nervosa, who require hospitalization could significantly improve outcomes. Training resources, such as manuals and online training are easily accessible and relevant to multidisciplinary teams to provide a cohesive approach.

	Funding arrangements need to align and support a stepped and integrated care pathway to achieve optimal outcomes. While there is national policy to support this in the UK, inpatient and community services are commissioned separately, so fragmentation of care is common and this needs to be addressed as a matter of priority.

	A national audit of inpatient treatment would help to improve transparency, develop the evidence base, and compare outcomes of different models. This should include monitoring admission and discharge parameters, length of stay, as well as transition of care and relapse rates. Similar calls have been made in the US [53] where there is a proliferation of for-profit organisations providing residential treatment. This is also essential in the UK where approximately 50% of beds are provided by the independent sector.

	A national register of deaths owing to eating disorders—similar to the National Confidential Inquiry [54]—would be important to reduce the risk of mortality in this patient population.

	Further research is needed on improving care pathways to help patients achieve sustained recovery after inpatient treatment [55]. The cost-effectiveness of integrated models of care as opposed TAU needs to be evaluated building on existing research [56].




Acknowledgements
We are very grateful to all of our partners for submitting the data, and to Beris Cummings Dr Elma Ramly, Sam Clark-Stone and Este Botha for the data collection, Mellissa Akers for project management, the MDT in Cotswold House in Oxford for delivering I-CBTE, and Dr Andrew Ayton for copy-editing.

Author contributions
AA and AI developed the initial idea, SR, DV helped with the design and data collection, SR, DV, ET, LG helped implement the I-CBTE programme in Oxford, AA analysed the data. AI and AA wrote the first draft, All authors read and  approval the final manuscript.

Funding
None received.

Availability of data and materials
Available on request from the corresponding author.

Declarations
Ethics approval and consent to participate
This work was approved by Oxford Health Foundation Trust Audit Department as a service evaluation project.

Consent for publication
Not applicable as only routinely collected data were analysed.

Competing interests
The authors declare that they have no competing interests.


References
	1.
Bulik CM, Flatt R, Abbaspour A, Carroll I. Reconceptualizing anorexia nervosa. Psychiatry Clin Neurosci. 2019;73(9):518–25.PubMedPubMedCentral

	2.
NICE Guidance 69. Eating Disorders: Recognition and treatment

	3.
Hilbert A, Hoek HW, Schmidt R. Evidence-based clinical guidelines for eating disorders: international comparison. Curr Opin Psychiatry. 2017;30(6):423–37.PubMedPubMedCentral

	4.
Solmi M, Wade TD, Byrne S, Del Giovane C, Fairburn CG, Ostinelli EG, De Crescenzo F, Johnson C, Schmidt U, Treasure J, et al. Comparative efficacy and acceptability of psychological interventions for the treatment of adult outpatients with anorexia nervosa: a systematic review and network meta-analysis. Lancet Psychiatry. 2021;8(3):215–24.PubMed

	5.
Byrne S, Wade T, Hay P, Touyz S, Fairburn CG, Treasure J, Schmidt U, McIntosh V, Allen K, Fursland A, et al. A randomised controlled trial of three psychological treatments for anorexia nervosa. Psychol Med. 2017;47(16):2823–33.PubMed

	6.
Jenkins PE, Morgan C, Houlihan C. Outpatient CBT for underweight patients with eating disorders: effectiveness within a National Health Service (NHS) Eating Disorders Service. Behav Cogn Psychother. 2019;47(2):217–29.PubMed

	7.
Dalle Grave R. Severe and enduring anorexia nervosa: no easy solutions. Int J Eat Disord. 2020;53(8):1320–1.PubMed

	8.
Resmark G, Herpertz S, Herpertz-Dahlmann B, Zeeck A. Treatment of anorexia nervosa-new evidence-based guidelines. J Clin Med. 2019;8(2):153.PubMedCentral

	9.
Hay PJ, Touyz S, Claudino AM, Lujic S, Smith CA, Madden S. Inpatient versus outpatient care, partial hospitalisation and waiting list for people with eating disorders. Cochrane Database Syst Rev. 2019;1:CD010827.PubMed

	10.
Kaye WH, Bulik CM. Treatment of patients with anorexia nervosa in the US-A crisis in care. JAMA Psychiat. 2021;78(6):591–2.

	11.
Hospital admissions with a primary or secondary diagnosis of eating disorders [https://​digital.​nhs.​uk/​data-and-information/​supplementary-information/​2021/​hospital-admissions-with-a-primary-or-secondary-diagnosis-of-eating-disorders-2019-20-to-2020-21]

	12.
Ayton A, Viljoen D, Ryan S, Ibrahim A, Ford D. Risk, demand, capacity and outcomes in adult specialist eating disorder services in South-East of England before and since COVID-19. BJPsych Bull. 2021;46:1–7.

	13.
Morris J, Simpson AV, Voy SJ. Length of stay of inpatients with eating disorders. Clin Psychol Psychother. 2015;22(1):45–53.PubMed

	14.
Goddard E, Hibbs R, Raenker S, Salerno L, Arcelus J, Boughton N, Connan F, Goss K, Laszlo B, Morgan J, et al. A multi-centre cohort study of short term outcomes of hospital treatment for anorexia nervosa in the UK. BMC Psychiatry. 2013;13:287.PubMedPubMedCentral

	15.
Kan C, Hawkings YR, Cribben H, Treasure J. Length of stay for anorexia nervosa: systematic review and meta-analysis. Eur Eat Disord Rev. 2021;29(3):371–92.PubMed

	16.
Willer MG, Thuras P, Crow SJ. Implications of the changing use of hospitalization to treat anorexia nervosa. Am J Psychiatry. 2005;162(12):2374–6.PubMed

	17.
Gaudiani JL, Brinton JT, Sabel AL, Rylander M, Catanach B, Mehler PS. Medical outcomes for adults hospitalized with severe anorexia nervosa: An analysis by age group. Int J Eat Disord. 2016;49(4):378–85.PubMed

	18.
Danielsen M, Bjornelv S, Weider S, Myklebust TA, Lundh H, Ro O. The outcome at follow-up after inpatient eating disorder treatment: a naturalistic study. J Eat Disord. 2020;8(1):67.PubMedPubMedCentral

	19.
Ben-Tovim DI, Walker K, Gilchrist P, Freeman R, Kalucy R, Esterman A. Outcome in patients with eating disorders: a 5-year study. Lancet. 2001;357(9264):1254–7.PubMed

	20.
Hoang U, Goldacre M, James A. Mortality following hospital discharge with a diagnosis of eating disorder: national record linkage study, England, 2001–2009. Int J Eat Disord. 2014;47(5):507–15.PubMed

	21.
Ward A, Ramsay R, Russell G, Treasure J. Follow-up mortality study of compulsorily treated patients with anorexia nervosa. Int J Eat Disord. 2015;48(7):860–5.PubMed

	22.
Austin A, Flynn M, Shearer J, Long M, Allen K, Mountford VA, Glennon D, Grant N, Brown A, Franklin-Smith M, et al. The first episode rapid early intervention for eating disorders—upscaled study: clinical outcomes. Early Interv Psychiatry. 2021;16(1):97–105.PubMed

	23.
Sly R, Bamford B. Why are we waiting? The relationship between low admission weight and end of treatment weight outcomes. Eur Eat Disord Rev. 2011;19(5):407–10.PubMed

	24.
Glasofer DR, Muratore AF, Attia E, Wu P, Wang Y, Minkoff H, Rufin T, Walsh BT, Steinglass JE. Predictors of illness course and health maintenance following inpatient treatment among patients with anorexia nervosa. J Eat Disord. 2020;8(1):69.PubMedPubMedCentral

	25.
NHS Standard Contract for Specialised Eating Disorders (adults) [https://​www.​england.​nhs.​uk/​commissioning/​wp-content/​uploads/​sites/​12/​2014/​12/​c01-spec-eat-dis-1214.​pdf]

	26.
Dalle Grave R. intensive cognitive behavior therapy for eating disorders: eating disorders in the 21st century. 1st ed. New York: Nova Science Pub Inc; 2012.

	27.
Sly R, Morgan JF, Mountford VA, Lacey JH. Predicting premature termination of hospitalised treatment for anorexia nervosa: the roles of therapeutic alliance, motivation, and behaviour change. Eat Behav. 2013;14(2):119–23.PubMed

	28.
Magill N, Rhind C, Hibbs R, Goddard E, Macdonald P, Arcelus J, Morgan J, Beecham J, Schmidt U, Landau S, et al. Two-year follow-up of a pragmatic randomised controlled trial examining the effect of adding a carer’s skill training intervention in inpatients with anorexia nervosa. Eur Eat Disord Rev. 2016;24(2):122–30.PubMed

	29.
Holland J, Hall N, Yeates DG, Goldacre M. Trends in hospital admission rates for anorexia nervosa in Oxford (1968–2011) and England (1990–2011): database studies. J R Soc Med. 2016;109(2):59–66.PubMed

	30.
National Collaborating Centre for Mental Health: Adult Eating Disorders: Community, Inpatient and Intensive Day Patient Care Guidance for commissioners and providers. In. London; 2019.

	31.
NHS England and NHS Improvement: NHS Mental Health Implementation Plan 2019/20 – 2023/24. In: NHSE; 2019.

	32.
Viljoen D, Ayton A. Results and learning from the Healthy Outcomes for People with Eating Disorders (HOPE) New Care Model (Provider Collaborative) pilot: more investment required to address demand and capacity in adult community and inpatient eating disorder services. Clinical Psychology Forum 2021, 343.

	33.
Fairburn CG. Cognitive behaviour therapy for eating disorders. London: The Guildford Press; 2008.

	34.
Dalle Grave R. Multistep cognitive behavioral therapy for eating disorders. Plymouth, UK: Jason Aronson; 2013.

	35.
Fairburn CG, Cooper Z, Doll HA, O’Connor ME, Palmer RL, Dalle Grave R. Enhanced cognitive behaviour therapy for adults with anorexia nervosa: a UK-Italy study. Behav Res Ther. 2013;51(1):R2-8.PubMedPubMedCentral

	36.
Gardner L, Trueman H: Improving mealtimes for patients and staff within an eating disorder unit: understanding of the problem and first intervention during the pandemic-an initial report. BMJ Open Qual. 2021, 10(2).

	37.
Raykos BC, Erceg-Hurn DM, McEvoy PM, Fursland A, Waller G. Severe and enduring anorexia nervosa? Illness severity and duration are unrelated to outcomes from cognitive behaviour therapy. J Consult Clin Psychol. 2018;86(8):702–9.PubMed

	38.
Calugi S, El Ghoch M, Dalle Grave R. Intensive enhanced cognitive behavioural therapy for severe and enduring anorexia nervosa: A longitudinal outcome study. Behav Res Ther. 2017;89:41–8.PubMed

	39.
Redgrave GW, Schreyer CC, Coughlin JW, Fischer LK, Pletch A, Guarda AS. Discharge body mass index, not illness chronicity, predicts 6-month weight outcome in patients hospitalized with anorexia nervosa. Front Psychiatry. 2021;12: 641861.PubMedPubMedCentral

	40.
Wales J, Brewin N, Cashmore R, Haycraft E, Baggott J, Cooper A, Arcelus J. Predictors of positive treatment outcome in people with anorexia nervosa treated in a specialized inpatient unit: the role of early response to treatment. Eur. 2016;24(5):417–24.

	41.
Kaplan AS, Walsh BT, Olmsted M, Attia E, Carter JC, Devlin MJ, Pike KM, Woodside B, Rockert W, Roberto CA, et al. The slippery slope: prediction of successful weight maintenance in anorexia nervosa. Psychol Med. 2009;39(6):1037–45.PubMed

	42.
Dalle Grave R, Calugi S, Conti M, Doll H, Fairburn CG. Inpatient cognitive behaviour therapy for anorexia nervosa: a randomized controlled trial. Psychother Psychosom. 2013;82(6):390–8.PubMedPubMedCentral

	43.
NICE: Transition between inpatient mental health settings and community or care home settings (NG 53). In: London; 2016.

	44.
Treasure J, Oyeleye O, Bonin EM, Zipfel S, Fernandez-Aranda F. Optimising care pathways for adult anorexia nervosa. What is the evidence to guide the provision of high-quality, cost-effective services? Eur Eat Disord Rev. 2021;29(3):306–15.PubMed

	45.
Giel KE, Behrens SC, Schag K, Martus P, Herpertz S, Hofmann T, Skoda EM, Voderholzer U, von Wietersheim J, Wild B, et al. Efficacy of post-inpatient aftercare treatments for anorexia nervosa: a systematic review of randomized controlled trials. J Eat Disord. 2021;9(1):129.PubMedPubMedCentral

	46.
Madden S, Miskovic-Wheatley J, Wallis A, Kohn M, Lock J, Le Grange D, Jo B, Clarke S, Rhodes P, Hay P, et al. A randomized controlled trial of in-patient treatment for anorexia nervosa in medically unstable adolescents. Psychol Med. 2015;45(2):415–27.PubMed

	47.
Herpertz-Dahlmann B, Schwarte R, Krei M, Egberts K, Warnke A, Wewetzer C, Pfeiffer E, Fleischhaker C, Scherag A, Holtkamp K, et al. Day-patient treatment after short inpatient care versus continued inpatient treatment in adolescents with anorexia nervosa (ANDI): a multicentre, randomised, open-label, non-inferiority trial. Lancet. 2014;383(9924):1222–9.PubMed

	48.
Treasure J, Schmidt U, Hugo P. Mind the gap: service transition and interface problems for patients with eating disorders. Br J Psychiatry. 2005;187:398–400.PubMed

	49.
Ward A, Ramsay R, Russell G, Treasure J. Follow-up mortality study of compulsorily treated patients with anorexia nervosa. Int J Eat Disord. 2016;49(4):435.PubMed

	50.
Errichiello L, Iodice D, Bruzzese D, Gherghi M, Senatore I. Prognostic factors and outcome in anorexia nervosa: a follow-up study. Eat Weight Disord. 2016;21(1):73–82.PubMed

	51.
Kaufmann LK, Moergeli H, Milos GF. Lifetime weight characteristics of adult inpatients with severe anorexia nervosa: maximal lifetime BMI predicts treatment outcome. Front Psychiatry. 2021;12:682952.PubMedPubMedCentral

	52.
Paparini S, Green J, Papoutsi C, Murdoch J, Petticrew M, Greenhalgh T, Hanckel B, Shaw S. Case study research for better evaluations of complex interventions: rationale and challenges. BMC Med. 2020;18(1):301.PubMedPubMedCentral

	53.
Attia E, Blackwood KL, Guarda AS, Marcus MD, Rothman DJ. Marketing residential treatment programs for eating disorders: a call for transparency. Psychiatr Serv. 2016;67(6):664–6.PubMed

	54.
Holmes J. National confidential inquiry. BJPsych Bull. 2015;39(4):207.PubMedPubMedCentral

	55.
Giel KE, Martus P, Schag K, Herpertz S, Hofmann T, Schneider A, Teufel M, Voderholzer U, von Wietersheim J, Wild B, et al. Specialized post-inpatient psychotherapy for sustained recovery in anorexia nervosa via videoconference - study protocol of the randomized controlled SUSTAIN trial. J Eat Disord. 2021;9(1):61.PubMedPubMedCentral

	56.
van den Berg E, Schlochtermeier D, Koenders J, de Mooij L, de Jonge M, Goudriaan AE, Blankers M, Peen J, Dekker J. Effectiveness and cost-effectiveness of cognitive behavior therapy-enhanced compared with treatment-as-usual for anorexia nervosa in an inpatient and outpatient routine setting: a consecutive cohort study. J Eat Disord. 2022;10(1):2.PubMedPubMedCentral



Publisher's Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


OEBPS/images/40337_2022_620_Fig2_HTML.png
100% 6 al
4
80%
70%
60%
50%
40%
30%
15

20% 27

10%

0% S B | — !

I-CBTE Inpatient -CBTE Crisis management TAU

B Good OPoor MReadmission Bdied Omissing





OEBPS/navigation.xhtml

    
      Contents


      
        		Integrated enhanced cognitive behavioural (I-CBTE) therapy significantly improves effectiveness of inpatient treatment of anorexia nervosa in real life settings


      


    
    
      Landmarks


      
        		Body Matter


      


    
  

OEBPS/css/envelope.png





OEBPS/css/sidebar.gif





OEBPS/images/40337_2022_620_Fig1_HTML.png
Referrals to HOPE SPA:

332
Not admitted: 109 Excluded: 4
Oxford Treatment as usual:
92
I
Crisis management I-CBTE: Standalone
38 34 inpatient CBTE: 48
| I I
Follow-up: Follow-up: Follow-up: Follow-up:
34 34 47 73






