
Thursday November 21st, 2019

Slides available at: 

tinyurl.com/ECHOreid

Attending Psychiatrist

INTERMOUNTAIN PROJECT ECHO:

Residential Treatment 
of Eating Disorders 

REID ROBISON, MD MBA Medical Director
Cell: (801) 230-5899

reid@cedarpsychiatry.com

http://tinyurl.com/ECHOreid


Levels of Care
❖ Medical Admission and/or Inpatient Specialized Care

➢ Medically unstable (i.e. bradycardia, malnutrition, electrolyte 

disturbance

❖ Residential
➢ Unable to manage behaviors outside of 24-hour care

❖ Partial Hospitalization Program (PHP)

❖ Intensive Outpatient Program (IOP)

❖ Outpatient
➢ Medically stable, without suicidality, weight >85% IBW

➢ Self-sufficient in terms of need for structure & support



INPATIENT Level of Care

Spreadsheet/checklist available here

https://www.dropbox.com/s/rhenxe7mvq4ymn3/CFC%20inpatient%20level%20of%20care%20checklist.xlsx?dl=0


When to step up to 24-hour care (from 
PHP, IOP, Outpatient)

CENTER FOR CHANGE - STEP-UP CRITERIA

◉ Admit Labs- Done on Admit if coming from IOP or the community then as minimum get CMP with mag/phos, and obtain EKG (follow serial EKGs if abnormal) 

to monitor stability and for covert behaviors. These include new admit lab profile.

○ If stepping down from RTC then patient must have labs within 7-10 days of their last labs that were completed.  These must include CBC with 

differential, CMP with mag/phos, U/A, HCG and drug U/A. Then EKG and CMP with mag/phos ever 3-4 weeks as minimum monitoring.

○ If patient is having behaviors RN to notify NP so that labs may be ordered in addition to these standing labs. 

◉ Blood sugar- if low blood sugar in non-diabetic patient (<55), then need high protein snacks, a general increase in protein across meals, no skipping meals 

○ Patient must have repeat fasting labs the next day and if <55 again, stepping up to RTC level of care will be discussed with the patient. A1C= 6 

average BG of 135 then every point increase in A1c is 35 point increase in average BG. 

◉ Sodium- if <  or = 127 send patient to ER. If 128-135, may do trial of thermotabs (3-4/day) and repeat fasting CMP. 

○ Uncover and discuss any water loading behaviors with patient. 1 week of treatment only then wean thermotabs, checking labs every few days, then 

weekly for 2 weeks to ensure maintenance.

◉ Potassium- if <3.5 need higher level of care for stabilization. If 3.0-3.5 and can’t step up immediately (i.e. weekend or delay). 

○ Treat with 40meq of klorCon NOW (two 20 meq tablets), then 20meq once a day for 3 days. 

○ Patient must check in at Instacare the following day for repeat testing and treatment (send patient with their lab results from CFC). Follow up on 

Monday at CFC for repeat labs and step up in care.  Advise patient NO PURGING

◉ Phosphorus- If 2.2 or below then not appropriate for PHP and need higher level of care.

◉ Bicarb- if >30 and purging or using diuretics then at high risk for pseudobartter’s with cessation of purging and rehydration. 

○ Start 25mg of spironolactone (may titrate up if necessary) for 2-4 weeks and should be safely weaned from purging after that time. 

○ If patient uses laxatives then the bicarb may be lower and they may still be at risk for pseudobartter’s.

◉ EKG- If QT/QTc >460 or if HR <50 then not appropriate for PHP and need higher level of care first.  If between 430-460 or HR patient needs weekly EKG’s.



INPATIENT Criteria from BCBC 

BCBS Level of Care Criteria available here

https://www.dropbox.com/s/91lvpxl8cgz0q7n/bcbs%20level%20of%20care.pdf?dl=0


RESIDENTIAL (RTC) Criteria from BCBS



PARTIAL HOSPITALIZATION PROGRAM (PHP) Criteria from BCBS



INTENSIVE OUTPATIENT (IOP) Criteria from BCBS



Multidisciplinary Treatment 
Team Approach
❖ Medical/Psychiatric Provider

➢ Labs, EKG, medical concerns

➢ Medication management

➢ Psychiatric & medical comorbidities

❖ Therapist

➢ Individual & family therapy

➢ Behavioral interventions

❖ Dietitian

➢ Meal planning, weight monitoring/restoration

➢ Collaborate on allergies vs. avoidance

➢ Education, accountability & challenges



Intuitive Eating
& Residential Treatment

● Study of 120 RTC patients from 2008-2009

○ 39% AN, 30% BN, 31% EDNOS

● Assesment / Outcome measures:
○ EAT (40 item self-report)

○ BSQ (Body Shapes Questionnaire)

○ OQ-45

○ TSOS (Spiritual Outcome Survey)

○ IES (Intuitive Eating Scale, 2004 version)

● Dietitians & therapists rated patients on 5 behavioral 

criteria (using 4 point likert scale):
○ Flexibility & variety of food choices

○ Comfort while eating with others

○ Appropriate eating while on passes

○ Use of food to cope with emotions

○ Obsessing about food

● Findings: BN had the lowest avg IES score on admit 

(mean 62.6), and the greatest improvement at 

residential transition (m = 92.9, sd = 24.5)



New options (& new hope) in the 
treatment of Eating Disorders & 
Psychiatric Co-morbidities:
INTERVENTIONAL PSYCHIATRY
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Neuromodulation



Email from this morning from a client with AN/OCD:

“TMS went well today.  I think today was #14.  I experienced a brief 

moment of calmness after today's session which was crazy.  I don't 

remember the last time I felt calm and like the word was still for a 

moment.  It was fleeting, but maybe that was a good sign.  Now I am 

tired and my head is screaming and racing in all different directions--

I think it's trying to make up for the few seconds of calm I 

experienced”

TMS at Center for Change 
via Cedar Psychiatry
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TMS ECT



Let’s talk about 
Neuroplasticity

➢ Our brains work by pathways that communicate with each other by chemical and 

electrical messengers. 

➢ Each thought or feeling coincides with a particular pathway, and these are like roads 

these thoughts or feelings travel on. 

➢ The more our brain practices certain pathways, the better it gets at doing whatever it 

is that we practice

○ Kind of like muscle memory, but for neurons in our brain

○ I like to think of it like grooves on a mountain bike trail, and your neuron 

signals are more likely to slip into these tracks that have already been 

created

➢ The beauty of the brain if that it can learn new tricks. It’s called neuroplasticity, and 

through practice we can create new pathways. 



A Unified Theory of Mental Illness?

Entropy

Chaos

Disorder

Flexible states

Control

Rigidity

Psychosis

Depression

OCD

Productivity

Goal-oriented

AnxietyNightmares

Day dreaming

Substance 

abuse

Anorexia

● Why do some conditions respond to the same treatment?
○ Mood, anxiety, OCD, etc -- we separate for diagnosing/prescribing, but in reality, they’re not 

always so separate

○ Oversimplifying: Depression is regret about past, anxiety about the future. The difference is 

tense.

○ What if you take out time? They get a lot more similar

● Some brains are “locked”, and some too loose. There is balance in the middle. 

BED/BN

Opennness Narrow-minded



The brain is 
pretty cool

➢ On your 42nd day of life, in the womb, your first neuron developed. During the next 

120 days, your brain developed around 100 billion neurons at a rate of 9500 

neurons per second. 

➢ About 60 days before birth, neurons begin establishing connections with other cells. 

The brain triples in size the first year of life, but unlike any other organ in your body, 

your brain actually gets smaller after the age of 3. 

➢ The connections/synapses used regularly become stronger, and those that are not 

used begin to weaken or disappear. By the time you’re 16, you’ve pruned around 

half of your synaptic connections (and hopefully made some new ones along the 

way). 

➢ The brain generates 25 watts of power (enough to illuminate a light bulb), and uses 

20% of the body’s energy (caloric intake), but makes up only 2% of the body’s 

weight.

➢ 90% of people have the Left side of the brain that is dominant (and even slightly 

bigger than the Right).



The hemispheres of the brain

LEFT HEMISPHERE
- Sensory stimulus from R side of body

- Motor control of R side of body

- Speech, language, comprehension

- Analysis & calculations

- Time & sequencing

- Recognition of words, letters, numbers

RIGHT HEMISPHERE
- Sensory stimulus from L side of 

body

- Motor control of L side of body

- Creativity, imagination, music

- Spatial ability 

- Context & perception

- Emotional expression

- Recognition of faces, places, objects
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Left brain traits: Analytical, organized, cautious, following 
rules. Strong in math, science, jeopardy. Articulate. Attentive 
to punctuation, spelling. Decision made on proof. 

R brain traits: Daydreaming, deep thinkers, artistic, spontaneous, 
likely to follow gut feelings. Trouble finding words. Can see 
through lies/tricks — would make great survivor contestants. Need 
for feedback & reality checks. Intuitive, attentive to meaning, 
decisions based on feelings.



Depression and 
the brain

❖ Researchers have been working 

on this for decades now, and 

we’re starting to figure some 

things out

❖ In depression, some very 

important deep parts of the brain 

are underactive

❖ The limbic system is the emotional 

center of our brain, and in 

depression, the limbic system is 

more dormant or asleep



How does TMS help?

➢ A TMS coil produces an MRI-strength electromagnetic field, that produces enough 

energy to produce what’s called an ‘action potential’, causing neurons and pathways 

to fire or turn on

➢ It’s like a domino effect through these pathways, and this roadway of neurons 

reaches deep areas of the brain, like the limbic system we were just talking about

➢ When you wake up the limbic system, or light up this pathway, you have more of 

those feelings like happiness, relaxation, joy



Here’s where
TMS shines...

➢ While a singular positive thought practices a particular pathway once, a single 

session of TMS treatment stimulates that pathway 2000 times. 

○ A typical course of TMS is around 30-45 sessions, so at 2000 times a day, 

we’re practicing that positive pathway upwards of 100,000 times

○ Imagine practicing the cello, or your golf swing, 100,000 times. You get pretty 

dang good at it. 

○ It’s like my parents told me growing up — practice makes perfect

➢ This is the beauty of TMS — the more your brain practices these positive pathways, 

the more of an expert your brain gets at feeling happiness and joy, and the less of 

an expert your brain gets at feeling depressed

○ This is why gratitude journaling works, for example

○ Neurons that fire together, wire together.



The largest-ever functional 

imaging study of the brains of 

people with OCD, and healthy 

comparison volunteers, shows 

significant differences in activity 

in regions involved in error 

processing and inhibitory control. 

These images show the regions 

of the cingulo-opercular network 

(i.e. Anterior Cingulate Cortex) 

where those differences were 

greatest.

(Norman et al., Biological 

Psychiatry, 2018)



Now FDA Approved: 
Deep TMS for OCD



Rationale for the use of 
TMS for Eating Disorders

◉ Comorbid MDD and/or OCD often interferes with full recovery from 

Eating Disorders 

◉ TMS may address abnormal neural circuitry in Anorexia Nervosa
○ AN impacts the striatal, frontal, and limbic brain networks, resulting in 

abnormal emotional regulation, habit learning, and cognitive flexibility. 

○ The Prefrontal Cortex is the most notable network to be correlated with 

disorder, because when hypoactive it can result in the AN symptoms of 

poor impulse control. 

○ Therefore restoring balance to the prefrontal cortex shows promise in 

successfully treating AN by resetting the dysfunctional neural networks 

through non-invasive brain stimulations with TMS.



Initial Research in 
Support of TMS for 
Eating Disorders



Off-label use of TMS for other conditions



Reference here

https://www.jove.com/video/55100/how-to-use-h1-deep-transcranial-magnetic-stimulation-coil-for


Ketamine, 
Spravato, 
Psychedelic Therapy 
& Beyond
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A single 0.5mg/kg IV dose of ketamine gives an antidepressant effect for an average of 5 days



Ketamine and Eating Disorders

◉ Treatment of compulsive behaviour in eating disorders with intermittent 
ketamine infusions. 
○ Researchers gave infusions of ketamine to 15 patients with a long history of 

eating disorder, all of whom were chronic and resistant to several other forms of 
treatment. 
■ Nine (responders) showed prolonged remission when treated with two to nine 

ketamine infusions at intervals of 5 days to 3 weeks. 
■ Clinical response was associated with a significant decrease in Compulsion score. 

(Mills 1998)



Ketamine for OCD
◉ In 2013, Rodriguez et al. examined Ketamine for OCD:

○ Small but randomized, double-blinded, placebo-controlledand utilized patients 
with “near constant obsessions”. 

○ 50% of the patients receiving Ketamine met criteria for treatment response, 
while 0% of those who did not receive Ketamine met this same criteria. 
■ Treatment response = a 35% reduction in OCD symptoms, 

◉ Patient comments, from the 2013 paper:
○ “I feel as if the weight of OCD has been lifted… I want to feel this way forever”, “I 

feel like someone is giving me an explanation [for my OCD]” “I don’t have any 
intrusive thoughts. I was laughing when you couldn’t find the key, which normally 
is a trigger for me. This is amazing, unbelievable. This is right out of a movie” “I 
tried to have OCD thoughts, but I couldn’t”. 



Ketamine Treatment Protocols for Depression

◉ Consensus Statement in JAMA Psychiatry (Sanacora 2017)
○ Suggested monitoring & assessment procedures

■ HR, Blood pressure, O2 (although no respiratory issues with ketamine)

○ Guidelines on dosing & for mood disorders
■ Generally 0.5mg/kg IV

● Studies suggest IM is a similarly efficacious option
● One study showed some increased efficacy with a dose titration schedule 

up to 0.75mg/kg (Cusin 2017)

■ Data is limited on frequency and duration, but generally 1-2x/week for 
2-4 weeks
● Serial infusions/injections appear to be more effective than just one 

(Rasmussen 2013)
● Effects may wear off days to weeks after ketamine dose, but sustained 

response has been observed for several weeks after a series of treatments 
(Vandevoort 2016)



Ketamine: Non-Ordinary State of Consciousness 

◉ Feeling of leaving one’s body
◉ Sense of becoming a non-physical being
◉ Emotionally intense visions or encounters with known or 

archetypal beings
◉ Visits to mythological realms of consciousness, or 

encounters with “the universe”
◉ Re-experiencing birth, re-birth, or death, or re-living one’s life
◉ Feelings of ego dissolution and loss of identify
◉ Deep feelings of peace and joy, sense of sacredness
◉ Sense of transcending normal time and space
◉ Feelings of interconnectedness with all people and nature 

(cosmic unity with God or the Universe)





Ketamine: How often and How long to give?
◉ Shiroma 2014 study of 14 patients with treatment-resistant MDD

○ 0.5mg/kg given 3x/week over 2 weeks
■ 11/12 (91.6%) achieved treatment response

● 5 of the 11 responders remained in response status for at least 4 
weeks after infusions

● The mean time for 6 subjects who relapsed was 16 days
■ After the first infusion: 3/12 responded
■ After 3 or more infusions: 4/12 responded

◉ Szymkowicz 2013: 12-month naturalistic study of ketamine for MDD



An example of ketamine response over time, from recent 

patient with Anorexia + TRMDD & GAD
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Spravato (esketamine) is FDA approved for treatment-resistant 
depression (Major Depressive Disorder in adults who have not 
responded adequately to 2+ antidepressants, in the current episode
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For the most physically unwell patients, Adele Lafrance, a clinical psychologist and associate 

professor in the psychology department at Laurentian University, envisions another solution. She 

has developed a technique called emotion-focused family therapy, where the patient’s parent or 

caregiver undergoes therapy then takes what they’ve learned and acts as their child’s “recovery 

coach.” It’s sort of like second-hand therapy, and would be particularly beneficial in cases where the 

person with an eating disorder is refusing treatment.

“I would love to combine emotion-focused family therapy with psychedelic use for parents because 

it would remove from the equation the need for the individual to be medically stable,” Lafrance says, 

“Instead, we could support the parents to support their child."

https://maps.org/news/media/7055-tonic-mdma-could-help-treat-eating-disorders

https://maps.org/news/media/7055-tonic-mdma-could-help-treat-eating-disorders






AYAHUASCA ED STUDY:
Outcome Measures 

Adverse Childhood Experience Questionnaire (ACE) – 10 items - PRE

Clinically Adaptive Multidimensional Outcome Survey (CAMOS) – 42 items - PRE/DURING/POST

Self-esteem: Rosenberg Self-Esteem Scale – 10 item - PRE/DURING/POST

Experiential Avoidance Questionnaire-BRIEF - 15 items - PRE/DURING/POST

DERS-18 PRE/DURING/POST

WHO-QOL – 26 (PRE and POST)

5-facet Mindfulness Questionnaire – 30 items - PRE/POST

Sheehan Disability Scale – 3 items - PRE/POST

Patient-rated CGI-S – PRE/POST

Eating Attitudes Test – EAT (8 items)

Eating Disorder Examination Questionnaire – Short Version – 12 items

Self compassion Scale (12 items) - PRE/POST

Ego Dissolution Inventory (EDI) – 8 item POST (& DURING?)

Mystical Experience Questionnaire – 30 items (MEQ) POST (& DURING)

Challenging Experience Questionnaire (CEQ) POST

Imperial Emotional Breakthrough Inventory POST


