Other psychological management strategies for anorexia nervosa
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Abstract

In addition to having the highest rate of mortality among all psychiatric disorders and causing profound negative
effects on quality of life, anorexia nervosa (AN) remains challenging to address. Apart from cognitive behavioural
therapy and family therapy (FT), the current National Institute for Health and Care Excellence guidelines
recommend several types of psychological therapy as first-line treatment for AN, including the Maudsley Model
of Anorexia Nervosa Treatment for Adults, specialist supportive clinical management, and focal psychodynamic
therapy for adults and adolescent-focused psychotherapy for young people. This article aims to describe these
treatments and the existing evidence base. Research suggests that all recommended treatments for AN are equally
effective at addressing core eating disorder psychopathology and increasing body mass index (BMI) in adults,
while FT appears to be more effective at increasing BMIin young people. However, the evidence base remains very
limited, and relapse rates can range from 9% to 52%. Barriers to conducting trials of interventions for AN include
broader factors, such as lack of statistical power due to recruitment challenges, and illness-specific factors, such
as patient resistance to change, cognitive rigidity and avoidance. Non-specific therapy-related factors, particularly
therapeutic alliance, might play an important role in overall treatment outcomes. More longitudinal evidence and
research into the effects of comorbidities is needed to draw stronger conclusions regarding the effectiveness of
psychological management strategies for AN.
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= Maudsley Model of Anorexia Nervosa Treatment for Adults; NHS = National Health Service; NICE = National Institute for Health and Care
Excellence; SSCM = specialist supportive clinical management; TAU = treatment as usual

Introduction

Anorexia nervosa (AN) is a debilitating mental health condition characterised by significantly low body weight and
restrictive eating due to fear and concerns around weight, size, and shape (1). AN affects people of all ages, genders,
sexual identities and ethnicities, with peak incidence in early adolescence; it is more prevalent among females (2). In
addition to having the highest mortality rate among all psychiatric disorders (2, 3), it also appears to be particularly
hard to manage, with relapse rates ranging between 9% and 52% (4), as people with AN tend to lack insight into the
extent of their difficulties, be resistant to change and find it difficult to engage in treatment (5, 6).

The current National Institute for Health and Care Excellence (NICE) guidelines recommend several types of psycho-
logical therapy as first-line treatment for AN in adults, including eating disorder—focused cognitive behavioural ther-
apy (CBT-ED), the Maudsley Model of Anorexia Nervosa Treatment for Adults (MANTRA) and specialist supportive
clinical management (SSCM) (7). If one of the above options is ineffective, the recommendation is to offer a treatment
option from the list that the patient has not tried before, or to consider eating disorder-focused focal psychodynamic
therapy (FPT); however, due to its training requirements, FPT is not currently widely available outside Germany, where
it was developed.

For addressing AN in children and young people, the guidelines recommend AN-focused family therapy (FT-AN) with
the possibility for the young person to receive occasional separate sessions. In cases where FT-AN is not possible (e.g.,
due to family breakdown) or ineffective, individual CBT-ED or adolescent-focused psychotherapy for AN (AFP-AN)
should be considered.

CBT-ED appears to be the most common first-line treatment option offered by the National Health Service (NHS) in the
UK for adults, while FT-AN is the predominating treatment option for young people. These two therapeutic modalities
are described in detail elsewhere in this issue (pages 183 and 194). This review aims to describe the other NICE-recom-
mended psychological interventions for adults and young people, including the focus of treatments, key principles,
specific factors and the evidence base for MANTRA, SSCM, and FPT for adults, and AFP-AN for young people.

Maudsley Model of Anorexia Nervosa Treatment for Adults

MANTRA is an outpatient treatment based on a patient manual consisting of seven core modules delivered over the
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course of 20 to 30 individual sessions (8). The modules cover topics such as getting started and finding motivation
for recovery, working with support including family and others, improving nutrition, understanding AN, developing
treatment goals, working towards change and relapse prevention. It was developed with the involvement of patients
and carers and is based on both psychological and neurobiological research on maintaining factors for AN.

Module 1 invites individuals to evaluate their reasons and ability to change, and to reflect on some of the pros and
cons of AN and recovery. Module 2 focuses on the importance of social support and relationships during recovery,
while module 3 covers the importance of nutrition, consequences of malnutrition and initiation of change to nutri-
tional intake. In module 4, the maintenance model of AN is explained and an individual formulation is developed.
Module 5 considers goals and goal setting, while module 6 explores the process of change, encouraging individuals
to work on their emotional intelligence, thinking styles and sense of identity. Finally, module 7 covers relapse preven-
tion.

MANTRA proposes a cognitive-interpersonal maintenance model of AN, suggesting that individuals with AN often
have certain vulnerability factors, such as tendencies towards anxious avoidance and obsessive-compulsive features,
which contribute to the maintenance of the disorder (9). According to this model, AN is maintained by a combination
of intrapersonal factors, such as patients' beliefs about the function of their iliness, and interpersonal factors, such as
positive and negative reinforcement received from reactions to their illness by people close to them. The vulnerability
factors might be further exacerbated by starvation. As starvation tends to be perceived as functional and valuable to
those with AN, eating might become an emotional threat (9).

Importantly, the vulnerability factors, alongside profound eating disorder (ED) symptoms that are visible to others,
elicit a social response that essentially reinforces the maintenance of the disorder further (10). Thus, within MANTRA,
cognitive, emotional, and interpersonal aspects of one's AN are considered and addressed. Some preliminary evi-
dence suggests that MANTRA could also be adapted to a group setting (11).

Specialist supportive clinical management

SSCM is an intervention consisting of two main components, clinical management of AN symptoms and supportive
therapy (12), and is delivered across 20 sessions or longer, depending on the severity of the disorder (7). It was initially
developed as an active control treatment for a research trial investigating the efficacy of psychotherapies for AN (13)
and so was formulated to have minimal overlap with CBT or interpersonal therapy (IPT).

The clinical management component focuses on weight restoration, psychoeducation, normalisation of eating and
other core AN symptomology. The supportive therapy aspect of SSCM is more flexible than other NICE-recommend-
ed therapies, in that it allows the patient to raise life issues that they wish to work on (12, 14). The treatment can be
separated into three phases. Phase one focuses on establishing the therapeutic alliance, creating an understanding
of the patient's symptoms and identifying target symptoms and a target weight range, alongside consistent psycho-
education about physical and psychosocial aspects of the iliness. In the core second phase, the emphasis is placed on
normalising eating and restoring weight. In the final third phase, preparation for treatment termination begins along-
side continued work on the target symptoms. Maintenance of positive change is explored and a relapse prevention
plan is developed.

Unlike many other psychological treatments, SSCM does not have a theoretical model of causation and maintenance
of AN, nor a specific structure (12), differing significantly from manual-based treatments such as CBT and MANTRA.
While establishing a regular eating pattern and weight restoration are non-negotiable in terms of clinical manage-
ment in the original SSCM intervention, the component of supportive therapy is based solely on what the patient
wants to address within the context of their life on a session-by-session basis, and so can be very flexible and individ-
ualised. An adapted version of SSCM for those with severe and enduring AN focuses more on quality-of-life improve-
ment rather than mandatory weight restoration (15).

Focal psychodynamic therapy

FPT was developed as a time-limited, standardised form of psychotherapy adapted to the specific needs of people
with AN (16), with NICE recommending a total of 40 sessions over 40 weeks, which is a longer duration than some
other recommended psychological interventions (7).

Unlike CBT or MANTRA, in FPT, the therapist takes a less directive stance and eating behaviours, as well as central ED
symptoms, might not be the central focus, although regular eating remains as one of the central goals of therapy. In-
stead, FPT aims to explore the unconscious and conscious meanings of ED symptoms in terms of the patient's history
and experiences, as well as the effects and manifestations of those symptoms on current relationships, including the
relationship with the therapist (17). An emphasis is also placed on the therapeutic relationship and transference, or
the way in which the patient's feelings might be projected onto their relationship with their therapist.

Like SSCM, the treatment can be subdivided into three stages (18). The first stage focuses mainly on therapeutic alli-
ance, disorder ego-syntonicity (the way in which the disorder can become part of the person's identity) and self-es-
teem. The second stage places emphasis on the association between interpersonal relationships and ED symptoms




and behaviours. In the third stage, transference and termination of treatment are explored.

As in MANTRA, the importance of interpersonal factors, as well as the functional nature of ED symptoms, is recog-
nised. Within FPT, symptoms might be viewed as defence mechanisms.

Adolescent-focused psychotherapy for anorexia nervosa

AFP-AN is an individual treatment for young people that originated from ego-oriented individual therapy (EOIT) (19).
Treatment should consist of 32 to 40 individual sessions, with 8 to 12 additional family sessions as required for the
young person (7). AFP is rooted in a self-psychology model that examines core developmental deficits associated
with AN, suggesting that adolescents with AN avoid intolerable affective states associated with their development
using food and/or weight (20). Common developmental difficulties may include grief or loss, abuse and/or neglect,
child and/or family conflict, and avoidance of adolescent challenges. The AN in this context is understood to serve the
purpose of allowing the young person to avoid the challenges and focus on preoccupation with something else (food
and its control). Emotional regulation work, which promotes identifying, naming and tolerating emotions, is therefore
an essential aspect of this framework.

The intervention consists of three stages, each with different therapeutic targets. The first stage focuses on build-
ing a therapeutic relationship between the young person and the therapist, and on formulating the young person's
difficulties and functions of AN in managing developmental difficulties. In the second stage, issues associated with
adolescence are identified (e.g., social identity, school) and development of age-appropriate independence is initiat-
ed. The third stage places emphasis on cultivating behaviours and management strategies to address problems and
encouraging the young person to start applying and adapting the behaviours to establish independence.

While AFP-AN can be very flexible in terms of approach and can use a variety of strategies, including interpersonal,
mindfulness, cognitive and behavioural strategies, the key difference between AFP-AN and CBT is that the focus of
therapy is not on AN cognitions regarding food, weight and shape, but rather on the challenges adolescents with AN
face (20). While acknowledging that weight gain and regular eating are essential parts of recovery, the focus on food
and weight is secondary in AFP-AN, as opposed to being central in CBT-ED.

Family sessions, which are typically offered at the beginning of therapy, can include one or both parents or carers and
create an opportunity for the family to gain insight into their child's AN, learn skills that can be adapted by the whole
family, reflect on the skills the young person might start to practise as a result of therapy, and develop a more sup-
portive home environment and better communication skills. However, unlike classic family therapy (or family-based
therapy for AN, described in detail in another paper in this issue (page 194)), AFP does not identify family members as
the "agents of change". Family members play a supportive role in helping the young person face their challenges, and
the young person holds the responsibility of self-directed change (20).

Evidence base for adult interventions

The evidence base for the psychological interventions for AN remains limited. However, research suggests that all
NICE-recommended treatments for adults with AN are equally effective and hence can all be offered as first-line in-
terventions, although strictly defined rates of recovery remain low (4, 21). Clinical trials comparing CBT, MANTRA and
SSCM show that all three treatments result in improvements in weight and ED symptoms, which are sustained at
12-month follow-up, with no significant differences in body mass index (BMI) changes or rates of symptom changes
between treatment groups (13, 22, 23). Similar results have been yielded in the ANTOP study comparing CBT, FPT
and treatment as usual (TAU), with all three treatment groups showing similar BMI increases post-treatment and at
12-month follow-up (24). A five-year follow-up of the ANTOP study revealed that BMI improvements persisted for all
three groups with no further changes emerging between groups, suggesting that CBT-ED and FPT can result in long-
term changes, especially if patients are treated at earlier stages of illness (25).

Both SSCM and CBT-ED have been shown to be effective at addressing severe and enduring AN, leading to improve-
ments in quality of life, low mood, social adjustment, BMI and ED symptoms, with no significant differences post-treat-
ment between groups (15). However, some slight differences emerged at 12-month follow-up, with CBT-ED resulting
in lower ED symptoms, better social adjustment scores, and improved readiness for change. The differences might be
attributed to the clearer structure and skill development of CBT-ED.

Some evidence suggests that, while being equally effective in terms of reducing ED psychopathology and increasing
BMI, MANTRA appears to be rated as a more acceptable option by patients compared to SSCM (23). Importantly, im-
provements in symptoms and BMI were sustained over a 24-month period in both treatment groups, but MANTRA
resulted in more profound weight gain, suggesting that it could be more suitable for more underweight patients
(26). People engaged in MANTRA were also more willing to provide verbal feedback regarding the intervention and
appeared to have a more positive experience of therapy. It is possible, therefore, that MANTRA could be more benefi-
cial for people with a chronic or relapsing course of illness, which requires extensive or repeated treatment. A recent
multicentre cohort study found that MANTRA could be an effective and acceptable treatment option for adolescents
and emerging adults, resulting in better BMI and ED psychopathology improvements, as well as better remission rates
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compared to TAU (27).

The original study suggesting SSCM as an active control treatment showed that SSCM, CBT and IPT resulted in equal
improvements for people with AN (13). When considering a stepped-care treatment model, SSCM has been suggest-
ed as a more suitable intervention, particularly for people with higher motivation for change and recovery.

Evidence base for adolescent interventions

Evidence for the effectiveness of AFP-AN is even more limited compared to that for adult interventions, although
more research is available on the effectiveness of FT which has led to the NICE recommendation of this approach as
the first-line treatment for young people.

A comparison study between the precursor of AFP, EOIT, and behavioural family systems therapy (BFST) focusing
on adolescent girls found that while improvements in BMI were evident in both groups, the improvements were su-
perior in the BFST group (28). However, there were no differences in the number of adolescents who achieved their
target weight by the end of the treatment, indicating that both family and individual interventions can be effective
strategies for weight restoration. Both treatments seemed to result in improvements in eating attitudes, interocep-
tive awareness, depression, internalised behaviours and eating-related behavioural conflict, despite having different
focuses (19).

More recent studies comparing AFP to FT found no significant differences in remission rates between groups
post-treatment (29). However, FT became significantly superior to AFP at 6- and 12-month follow-up, with greater
remission and recovery rates. Those who received FT were also hospitalised less often. Importantly, a longer follow-up
study found remission and recovery rates to be stable in both groups two to four years after the intervention, indicat-
ing that both interventions can be effective long-term (30).

Family involvement in the treatment process appears to be beneficial (31). This does not argue against AFP, however,
as family sessions are also recommended within the approach. AFP might be a more suitable option for older ado-
lescents, where the influences of family naturally decrease and a need for independence and responsibility for self
emerges. However, the small number of high-quality clinical trials and the lack of systematic evidence means that
conclusive statements regarding superiority of any of the AN treatments for young people are difficult to make.

Non-specific factors

An interesting observation that arises from the current evidence base for psychological treatments for AN is the po-
tential importance of non-specific therapy factors in overall intervention effectiveness. Some studies suggest that
similarities in outcomes between treatments can be attributed to common features of most AN interventions, such
as focus on establishing a healthier relationship with food and weight and addressing AN-specific and broader psy-
chopathology (22). Apart from those features, all NICE-recommended treatments place strong emphasis on the ther-
apeutic alliance, which is known to be one of the key non-specific factors of treatment adherence and success. A
study of medical and surgical treatments has previously suggested that under general therapeutic conditions, where
both the clinician and the patient have some level of faith in treatment and set up positive expectations, non-specific
factors might account for most of the variance in treatment outcomes (32). The process evaluation of the MOSAIC trial
comparing MANTRA and SSCM found that patients described both therapy-specific and therapy-non-specific factors,
including therapeutic alliance, treatment duration and pacing, and external social support, as being equally impor-
tant in their treatment journeys, further stressing the significance of those factors when considering research on the
effectiveness of psychological treatments (33). Establishing the therapeutic alliance appears to be the key initial step
for all NICE-recommended interventions for adults and young people, where the first stages of treatment are predom-
inantly focused on building and strengthening that relationship. The valued nature of AN (34) and high ambivalence
about change in people with AN also makes therapeutic alliance and shared goal setting particularly important to
promote engagement and compliance.

Overall, the evidence base for AN treatment remains limited for both adults and young people and, in many ways,
this is due to the nature of the illness. Patients with AN tend to be difficult to recruit and engage in treatment for the
duration necessary for clinically meaningful trials and follow-ups (35, 36), and trials tend to lack statistical power (37).
Some of the barriers to patient engagement include resistance to change, cognitive rigidity and avoidance tenden-
cies (5, 6, 35). Moreover, relapse rates in AN appear to be high (4, 38), and more longitudinal evidence of treatment ef-
fectiveness in terms of sustained weight gain and reduced ED psychopathology is needed to draw stronger compar-
isons between treatments. More research into the effects of specific and non-specific factors on treatment outcomes
would also be helpful when drawing comparisons between interventions and choosing the most appropriate option.

Conclusion

The recommendations given in NICE guidelines for the treatment and management of AN include a number of psy-
chological treatment options apart from CBT-ED and FT-AN, which all appear to be equally effective in addressing
core ED psychopathology and low BMI. All approaches share some similarities and differences, making it possible to
pick a personalised intervention suitable for the needs of specific patients, although there is limited evidence to help




us to predict who might be most likely to benefit from which therapy. MANTRA might be more suitable for people
with lower BMI, who find a flexible, yet structured, manual-based approach helpful. Further research needs to be con-
ducted to explore and evaluate MANTRA adapted to group settings and adolescents. SSCM might be a helpful first-
line intervention for people whose BMI is more stable, and who show greater readiness and motivation for change.
Where other treatments appear to have been ineffective, FPT can be used to explore the meaning of AN symptoms
more deeply. However, FPT has not been widely implemented in the UK due to the practical challenges of providing
the necessary level of clinical training. AFP-AN could be more appropriate for mid-teenagers, as opposed to younger
children, as they are likely to be in the process of separating and individuating from parents.

The need for more high-quality large-scale trials of AN treatment options remains pressing. These are required to eval-
uate each intervention further and to develop a better understanding of whether people with certain presentations
and symptoms might benefit from a particular option more, leading to better personalisation of treatment. There is
almost no evidence on whether comorbid conditions affect outcomes or require modifications to existing treatments.
More longitudinal evidence is needed to draw stronger conclusions regarding treatment effectiveness and similari-
ties or differences in long-term outcomes for different treatment groups.

Declaration of interests
The authors declare they have no conflict of interest.

References
1. World Health Organisation (WHO). ICD-11: International Classification of Diseases 11th Revision [Online] 2022. Accessed 01 October 2023.
Available from: https://icd.who.int.

2. van Eeden AE, van Hoeken D, Hoek HW. Incidence, prevalence and mortality of anorexia nervosa and bulimia nervosa. Current Opinion in
Psychiatry. 2021;34(6):515.

3. Arcelus J, Mitchell AJ, Wales J, Nielsen S. Mortality rates in patients with anorexia nervosa and other eating disorders: a meta-analysis of 36
studies. Archives of General Psychiatry. 2011;68(7):724-31.

4, Khalsa SS, Portnoff LC, McCurdy-McKinnon D, Feusner JD. What happens after treatment? A systematic review of relapse, remission, and
recovery in anorexia nervosa. Journal of Eating Disorders. 2017;5(1):1-12.

5. Ali K, Farrer L, Fassnacht DB, Gulliver A, Bauer S, Griffiths KM. Perceived barriers and facilitators towards help-seeking for eating disorders: a
systematic review. International Journal of Eating Disorders. 2017;50(1):9-21.

6.  Cachelin FM, Striegel-Moore RH. Help seeking and barriers to treatment in a community sample of Mexican American and European
American women with eating disorders. International Journal of Eating Disorders. 2006;39(2):154-61.

7. National Institute for Health and Care Excellence (NICE). Eating disorders: recognition and treatment. NICE guideline [NG69]
2017. Updated 16 December 2020. Accessed 10 October 2023. Available from: https://www.nice.org.uk/guidance/ng69/chapter/
Recommendations#identification-and-assessment.

8.  Schmidt U, Startup H, Treasure J. A Cognitive-Interpersonal Therapy Workbook for Treating Anorexia Nervosa: The Maudsley Model.
Abingdon, Oxon. Routledge (2019).

9. Schmidt U, Treasure J. Anorexia nervosa: Valued and visible. A cognitive-interpersonal maintenance model and its implications for research
and practice. British Journal of Clinical Psychology. 2006;45(3):343-66.

10. Treasure J, Schmidt U. The cognitive-interpersonal maintenance model of anorexia nervosa revisited: a summary of the evidence for
cognitive, socio-emotional and interpersonal predisposing and perpetuating factors. Journal of Eating Disorders. 2013;1:1-10.

11.  Startup H, Franklin-Smith M, Barber W, Gilbert N, Brown Y, Glennon D, et al. The Maudsley Anorexia Nervosa Treatment for Adults (MANTRA):
a feasibility case series of an integrated group based approach. Journal of Eating Disorders. 2021;9(1):70.

12.  Jordan J, McIntosh VV, Bulik CM. Specialist Supportive Clinical Management for anorexia nervosa: what it is (and what it is not). Australasian
Psychiatry. 2020;28(2):156-9.

13.  McIntosh VV, Jordan J, Carter FA, Luty SE, McKenzie JM, Bulik CM, et al. Three psychotherapies for anorexia nervosa: a randomized,
controlled trial. American Journal of Psychiatry. 2005;162(4):741-7.

14.  McIntosh VV, Jordan J, Luty SE, Carter FA, McKenzie JM, Bulik CM, et al. Specialist supportive clinical management for anorexia nervosa.
International Journal of Eating Disorders. 2006;39(8):625-32.

15. TouyzS, Le Grange D, Lacey H, Hay P, Smith R, Maguire S, et al. Treating severe and enduring anorexia nervosa: a randomized controlled
trial. Psychological Medicine. 2013;43(12):2501-11.

16.  Friederich H-C, Wild B, Zipfel S, Schauenburg H, Herzog W. Anorexia Nervosa: Focal Psychodynamic Psychotherapy. Toronto, ON. Hogrefe
Publishing (2018).

17.  Hay PJ, Claudino AM, Touyz S, Abd Elbaky G. Individual psychological therapy in the outpatient treatment of adults with anorexia nervosa.
Cochrane Database of Systematic Reviews. 2015(7).

18.  Wild B, Friederich H-C, Gross G, Teufel M, Herzog W, Giel KE, et al. The ANTOP study: focal psychodynamic psychotherapy, cognitive-
behavioural therapy, and treatment-as-usual in outpatients with anorexia nervosa-a randomized controlled trial. Trials. 2009;10(1):1-7.

19. Robin AL, Siegel PT, Koepke T, Moye AW, Tice S. Family therapy versus individual therapy for adolescent females with anorexia nervosa.
Journal of Developmental and Behavioral Pediatrics. 1994;15(2):111-6.

20. Fitzpatrick KK, Moye A, Hoste R, Lock J, Le Grange D. Adolescent focused psychotherapy for adolescents with anorexia nervosa. Journal of
Contemporary Psychotherapy. 2010;40:31-9.

21. Steinhausen H-C. The outcome of anorexia nervosa in the 20th century. American Journal of Psychiatry. 2002;159(8):1284-93.

22. ByrneS,WadeT, Hay P, Touyz S, Fairburn C, Treasure J, et al. A randomised controlled trial of three psychological treatments for anorexia
nervosa. Psychological Medicine. 2017;47(16):2823-33.




23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.
35.
36.

37.

38.

CEPiP.org Cutting Edge Psychiatry in Practice

Schmidt U, Magill N, Renwick B, Keyes A, Kenyon M, Dejong H, et al. The Maudsley Outpatient Study of Treatments for Anorexia Nervosa and
Related Conditions (MOSAIC): comparison of the Maudsley Model of Anorexia Nervosa Treatment for Adults (MANTRA) with specialist
supportive clinical management (SSCM) in outpatients with broadly defined anorexia nervosa: a randomized controlled trial. Journal of
Consulting and Clinical Psychology. 2015;83(4):796.

Zipfel S, Wild B, GroB G, Friederich H-C, Teufel M, Schellberg D, et al. Focal psychodynamic therapy, cognitive behaviour therapy, and
optimised treatment as usual in outpatients with anorexia nervosa (ANTOP study): randomised controlled trial. The Lancet.
2014;383(9912):127-37.

Herzog W, Wild B, Giel KE, Junne F, Friederich H-C, Resmark G, et al. Focal psychodynamic therapy, cognitive behaviour therapy, and
optimised treatment as usual in female outpatients with anorexia nervosa (ANTOP study): 5-year follow-up of a randomised controlled trial
in Germany. The Lancet Psychiatry. 2022;9(4):280-90.

Schmidt U, Ryan EG, Bartholdy S, Renwick B, Keyes A, O'Hara C, et al. Two-year follow-up of the MOSAIC trial: a multicenter randomized
controlled trial comparing two psychological treatments in adult outpatients with broadly defined anorexia nervosa. International Journal
of Eating Disorders. 2016;49(8):793-800.

Wittek T, Zeiler M, Truttmann S, Philipp J, Kahlenberg L, Schneider A, et al. The Maudsley model of anorexia nervosa treatment for
adolescents and emerging adults: a multi-centre cohort study. European Eating Disorders Review. 2023.

Robin AL, Siegel PT, Moye AW, Gilroy M, Dennis AB, Sikand A. A controlled comparison of family versus individual therapy for adolescents
with anorexia nervosa. Journal of the American Academy of Child and Adolescent Psychiatry. 1999;38(12):1482-9.

Lock J, Le Grange D, Agras WS, Moye A, Bryson SW, Jo B. Randomized clinical trial comparing family-based treatment with adolescent-
focused individual therapy for adolescents with anorexia nervosa. Archives of General Psychiatry. 2010;67(10):1025-32.

Le Grange D, Lock J, Accurso EC, Agras WS, Darcy A, Forsberg S, et al. Relapse from remission at two-to four-year follow-up in two
treatments for adolescent anorexia nervosa. Journal of the American Academy of Child and Adolescent Psychiatry. 2014;53(11):1162-7.

Gowers SG, Clark A, Roberts C, Griffiths A, Edwards V, Bryan C, et al. Clinical effectiveness of treatments for anorexia nervosa in adolescents:
randomised controlled trial. The British Journal of Psychiatry. 2007;191(5):427-35.

Roberts AH, Kewman DG, Mercier L, Hovell M. The power of nonspecific effects in healing: implications for psychosocial and biological
treatments. Clinical Psychology Review. 1993;13(5):375-91.

Zainal KA, Renwick B, Keyes A, Lose A, Kenyon M, DeJong H, et al. Process evaluation of the MOSAIC trial: treatment experience of two
psychological therapies for out-patient treatment of Anorexia Nervosa. Journal of Eating Disorders. 2016;4:1-12.

Serpell L, Treasure J, Teasdale J, Sullivan V. Anorexia nervosa: friend or foe? International Journal of Eating Disorders. 1999;25(2):177-86.
Guarda AS. Treatment of anorexia nervosa: insights and obstacles. Physiology and Behavior. 2008;94(1):113-20.

Watson H, Bulik C. Update on the treatment of anorexia nervosa: review of clinical trials, practice guidelines and emerging interventions.
Psychological Medicine. 2013;43(12):2477-500.

Bulik CM, Berkman ND, Brownley KA, Sedway JA, Lohr KN. Anorexia nervosa treatment: a systematic review of randomized controlled trials.
International Journal of Eating Disorders. 2007;40(4):310-20.

Carter J, Blackmore E, Sutandar-Pinnock K, Woodside D. Relapse in anorexia nervosa: a survival analysis. Psychological Medicine.
2004;34(4):671-9.




	CEPiP6_ONLINE_V172_HIGH_Part203
	CEPiP6_ONLINE_V172_HIGH_Part204
	CEPiP6_ONLINE_V172_HIGH_Part205
	CEPiP6_ONLINE_V172_HIGH_Part206
	CEPiP6_ONLINE_V172_HIGH_Part207
	CEPiP6_ONLINE_V172_HIGH_Part208

