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National Institute for Health and Care Excellence from the control of the eating disorder. This therapy is de-
(NICE) has recently recommended cognitive behaviorsigned to consider adolescent developmental processes
therapy (CBT) for eating disorders in children and and return the adolescent to their developmental trajec-
young people when family therapy is unacceptable, contory, though only after the patient has re-established a
traindicated, or ineffective 3]. This recommendation steady upward path.
was supported by promising results demonstrated by the A key aspect of the treatment is to separate the illness
enhanced version of CBT (CBT-E), adapted for adolesfrom the patient (i.e., to externalize the illness, or not
cents with eating disorders4, 5] in cohort studies of pa- identify the patient with the illness itself), in order to en-
tients aged 11 to 19 years. able parents to take firm action against the eating dis-
Given the importance of the NICE recommendation, order as opposed to acting against their daughter or son.
the aim of this paper is to give a brief overview of FBT FBT favors parents adopting an uncritical acceptance of
and CBT-E and a narrative review of the efficacy and efthe adolescent in their struggle against his or her symp-
fectiveness of the two treatments, and to describe thetoms. Parents are exonerated from blame for the pa-
main conceptual differences between these twotient’s illness and are congratulated on their earlier

treatments. parenting skills. With few exceptions, parents are also
encouraged to work out for themselves how to refeed
An overview of family-based treatment (FBT) their child with anorexia nervosa, and to view the ther-

Family therapy for adolescent anorexia nervosa was oriapist as a consultant who supports them in this effort.
ginally developed in the late 1970s by a team of re-An important principle of FBT is therefore an agnostic
searchers at the Institute of Psychiatry and the Maudslewiew of the potential causes of anorexia nervosa, to help
Hospital in London [2]. A behaviorally focused version parents decrease guilt, and use their best resources to fa-
of this original therapy has been described in detaf],[ cilitate the patients recovery. The task of full parental
and has been manualized and named family-based treatengagement in treatment is achieved by appropriately
ment (FBT) [1]. In general, FBT does not align with a raising their level of anxiety, by emphasizing the serious-
particular therapeutic approach, but instead integratesness of the illness, which includes the risk of dying, and/
techniques from a variety of schools of psychotherapyor the difficulty of recovery.
including systemic, strategic, narrative, and structural Conjoint FBT involves the entire family (parents and
family therapy. The overall philosophy of FBT is that the siblings) attending each session, along with the unwell
adolescent with anorexia nervosa is embedded in theadolescent, although a version of this treatment has been
family, and that the parentsinvolvement in the therapy delivered to parents alone while the adolescent meets
is necessary for treatment success. Indeed, the overalliith a nurse for no more than about 10 min at the start
perspective of FBT for adolescent anorexia nervosa is t@f each session (called parent-focused therapy (PFT))
see the family as a resource in the treatment of theirand has been shown to be just as effecti8. Whether
child or adolescent 1]. delivered in conjoint or separated format, FBT typically
FBT differs from other treatments of adolescent eatingincludes no more than 20 sessions, each-50 min in
disorders for three main reasond]. First, the adolescent length, with the exception of the second session, the
is not considered to be in control of his or her behavior, family meal, which may for some families last up to 90
rather the treatment posits that the eating disorder con- min.
trols the adolescent. The adolescent is seen as functioning There are three phases in FBT (see Flg. In Phase |,
as a much younger child in need of significant support usually lasting about 34 months with sessions at weekly
from their parents. Second, the goal is to correct this pos-intervals, parents are charged with the responsibility of
ition by improving the parentscontrol over their adoles- correcting their adolescens disordered eating behaviors
cents eating. Frequently this control is abdicated, in partand low weight. The therapis principal task is to assist
because parents either experience guilt for believing theythe parents in developing and refining their strategies
have caused the adolescé&neating disorder, or because around this process. Once eating disorder behaviors are
the eating disorder symptoms have frightened them into significantly reduced, control over food consumption is
inactivity or acting indecisively. Third, FBT focuses its ef- transferred back to the adolescent in an age appropriate
fort on the task of weight restoration and to get the ado- fashion (in Phase Il), and the sessions are gradually re-
lescent back onto a normal developmental trajectory,duced from weekly to every second or even third week.
particularly in the first phase of the treatment, using an In Phase lll, once normal body weight (i.e., 95% median
adaptation of the therapeutic family meal developed bybody mass index [BMI]) and eating behavior have been
the structural family therapy of Minuchin and his col- achieved, more general issues of adolescent development
leagues T]. The primary goal is to keep parents focused are addressed, and sessions are scheduled every third
on refeeding their adolescent, thus freeing the adolescenitveek or even at monthly intervals. A main theme in the
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_ PHASEl PHASE Il PHASE Il
Weight restoration Transitioning control of eating Adolescent issue and termination
back to the adolescent
Sessions 1-10 - Sessions 11-15 - Sessions 16-18
Parents in charge of weight Parents hand control over eating Discuss adolescent developmental
restoration back to the adolescent issue

Fig. 1 The three phases of family-based treatment

last phase of this treatment is the creation of a healthyRCTs utilizing manualized FBT compared this therapy
adolescent-parent relationship, which no longer requiresto an active individual comparison treatment, i.e., ado-
the eating disorder as the basis of interaction. This re-lescent focused psychotherapy. On average, FBT is not
quires increasing the adolescéstautonomy, establishing significantly superior to individual adolescent treatment
appropriate intergenerational family boundaries, andat post-treatment, but it does achieve greater symptom
helping the parents to recognize the need to reorganizereduction by 6- and 12-month post-treatment follow-up
their lives given their chilés pending departure from the [12]. For the most, the remaining RCTs utilizing FBT
family home []. have compare it to different forms of family engagement
The treatment team includes a primary clinician (e.g.,in treatment. At this time there are no studies which
child and adolescent psychiatrist, psychologist or sociahave compared FBT to CBT-E.
worker/family therapist), and a consulting team that FBT for bulimia nervosa has been compared across
could consists of a pediatrician, nurse, and dietitiah],] two RCTs; FBT-BN vs. individual supportive psychother-
who meets with parents/patient as needed. Effortsapy [14], and FBT-BN vs. CBT adapted for adolescents
should be made to concentrate the treating team within (CBT-A), a treatment derived from the CBT for bulimia
the same facility whenever possible, as close communinervosa 15, 16]. In the 2007 study, participants in FBT-
cation between providers is critical to the treatmeat BN, remitted at significantly higher rates at end of treat-
success. For this reason, FBT may best be viewed asnaent (39% versus 18%), and at 6-month follow-up (29%
complex and coordinated intervention, and although the versus 10%). For the 2015 study, participants in FBT-BN
most prominent component of the treatment is the fo- achieved significantly higher abstinence rates than in
cused psychotherapeutic intervention in terms of weight CBT-A at end of treatment (39% versus 20%), and at 6-
restoration, several sessions with a physician with extenmonth follow-up (44% versus 25%), but abstinence rates
sive experience in medical treatment of adolescents withbetween these two groups were no longer statistically
anorexia nervosa should be a key and indispensablsignificant at 12-month follow-up (49% versus 32%).
component of this treatment. This is especially pertinent
should the adolescent show signs of vital sign instabilityAn overview of enhanced cognitive behavior therapy
and a period of hospitalization, albeit briefly, should be CBT-E is an evidence-based treatment that has been de-
required [9]. Similarly, a dietitian can be involved to help veloped for addressing the psychopathology of all eating
families with home-based refeeding, and to facilitatedisorders, as opposed to the specific diagnoses outlined

greater energy density and food variety(. in the Diagnostic and Statistical Manual of Mental Dis-
orders (DSM-5) L7]. Although originally designed for
The efficacy of FBT for adolescents adults, it has now been adapted for adolescents with eat-

The efficacy of manualized FBT for anorexia nervosa ining disorders &, 5].

adolescents has been tested in six randomized controlled Whereas FBT is based on the concept that the prob-
trials (RCTs). Findings from these studies demonstratelem or symptoms belong to the entire familyl], CBT-E
an average remission rate, when this is defined as perviews the problem as belonging to the individual. CBT-E
cent median BMI >94% of expected for age, height, ands therefore designed to treat the eating disorder as part
gender,and an eating disorder examination scorel]] of the patient, and encourages the patient, not their par-
within one standard deviation of population means, as <ents, to take control. CBT-E treatment procedures in-
40% for all participants at the end of treatment. On the volve patients actively in all phases of treatment, with
other hand, treatment response, when this is broadly de-the aim of promoting a feeling of self-control; it is the
fined as an improvement in weight and eating-related patient that has the final say, not only in the decision to
psychopathology, averages near 75%]] Of note, no start treatment, but also which problems to address, and
more than 15% of patients participating in FBT are typ- which procedures will be used to address them.

ically hospitalized for acute medical instability for a CBT-E is a collaborative approach to overcoming
mean duration of 710 days, before returning to the out- problems with eating (collaborative empiricism), what-
patient service for ongoing FBT1E]. Only one of the ever they may be. Patients are encouraged to actively
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participate in the process of change, and to consider thethe treatment shifts to a future-oriented approach. When
treatment a priority. The CBT-E therapist always keepsthe main maintenance processes outlined in the patient
their patients fully apprised of what is happening, personal formulation have been disrupted, and they experi-
informing them that it will not be easy, but it will be ence periods of no concerns about their shape, weight, and
worthwhile to take steps to overcome their eating prob- eating, they can be educated about their eating disorder
lem. In order to avoid increasing any resistance tomindset, and helped to become aware of the signs that this
change, there are ndcoercivé or “prescriptivé proce- is reactivating. They can then be provided with strategies
dures involved in CBT-E; patients are never asked to dadesigned to help them decenter from it quickly, and
things that they do not agree to. Indeed, one of the four thereby ward off relapself].
major goals of CBT-E for adolescents is to engage them CBT-E for adolescents starts with two sessions de-
in the treatment, involving them actively in the process signed to assess the patiésineeds and prepare them for
of change. treatment. The treatment is then delivered by a single
The second major goal of CBT-E is to deal with the therapist in three main Steps (see Fig), each with a dif-
eating disorder psychopathology. This will involve ad-ferent emphasis. The first is geared towards pati€énts
dressing patientsconcerns about shape, weight and eat-reassessing their current state, and how what they do af-
ing, as well as any dietary restraint and restriction (andfects them. Patients are then asked to consider the pros
low weight if applicable), and extreme weight control be- and cons of tackling their low weight (if applicable). In
haviors. As part of this process, patients are encouragethe second Step, patients (if willing) are provided with
to understand and disrupt the mechanisms maintaining the tools they will need to address their eating-disorder
their eating disorder psychopathologythe third major  psychopathology by alleviating concerns about shape
treatment goal—which are illustrated to them through and weight, and assisted with weight restoration (if ne-
the collaborative creation of a personal formulation. This cessary). In the final Step of CBT-E, the emphasis is on
is a key strategy, as it highlights the targets of the treat-helping patients to develop personalized strategies for
ment to come, and thereby helps guide a made-to-rapid recovery from setbacks, and thereby to maintain
measure approach for addressing the evolving psychothe changes that they have achieved in the long term.
pathology of each individual patient. As part of this ap- In patients with a BMI between the 3rd and 25th cen-
proach, patients are educated about the processes thdtle, treatment is generally delivered over the course of
characterize their personal formulation, which can be 30-40, 50-min sessions, whereas those with a BMI > the
modified mid-course to address any emerging processe25th centile attend 20 such sessions. As in CBT-E for
and actively involved in the decision to tackle them. This adults [18], however, the treatment duration is flexible,
promotes self-empowerment, and helps them to con-as it will depend on the items that need to be addressed.
clude that they have a problem that needs addressing. Hence, in a review session held after 4 weeks in non-
Once the patient has reached this conclusion, which isunderweight patients, or in one of the review sessions in
an essential prerequisite of such a collaborative form ofStep 2 in underweight patients, the decision is taken to
treatment, they are gradually introduced to a flexible setuse either the“focused form, which addresses only the
of sequential cognitive and behavioral strategies andspecific features of eating-disorder psychopathology, or
procedures, as well as further education, designed tdhe “broad’ form, which is designed to address arigx-
progressively address their personal eating disorder psyternal’ mechanisms, i.e., clinical perfectionism, core low
chopathology and its maintenance mechanisms. Theseelf-esteem, mood intolerance, and/or interpersonal dif-
strategies will need to be practiced at home, and it isficulties, that may be operating. These are tackled using
what the patient does between sessions that will deterspecific, additional CBT-E modules, and will therefore
mine the treatment outcome. To achieve cognitive require the treatment to be extended. In most patients,
change, patients are encouraged to observe how the prothe focused form is appropriate, but the broad form
cesses in their personal formulation operate in real life.should be considered if in the review sessions it is con-
This is achieved through real-time self-monitoring. Stra- cluded that one or more of the external mechanisms
tegically planned homework tasks, making gradual be-maintaining the eating disorder psychopatholog{]{ (i)
havioral changes and analyzing their effects andare pronounced; (ii) appear to be maintaining the eating
implications on their way of thinking, are also central to disorder; and (iii) seem likely to interfere with the re-
the treatment, but need to be integrated with care, assponse to treatment.
they may provoke anxiety. To keep the patient on track, Naturally, parents are not excluded from participating
the therapist therefore needs to be both empathetic andin their child’s treatment, but their involvement is lim-
firm about what needs to be achieved. ited to helping create a family environment conducive to
The fourth major goal of CBT-E is for the patient to recovery. To this end, during the first two weeks of
achieve lasting change. Hence, in the later stages of CBT-HE,eatment, they are invited to attend a single one-hour
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ASSESSMENT/PREPARATION ===

STEP ONE: STARTING WELL AND DECIDING TO CHANGE
* Engaging the patient in treatment and change
* Establishing real-time self-monitoring
* Establishing collaborative in-session weighing
* Providing education
« Jointly creating the personal formulation
« Introducing a pattern of regular eating
« Thinking about addressing weight regain (in underweight patients)
* Involving parents

STEP TWO: ADDRESSING THE CHANGE
Focused CBT-E modules

* Underweight & Undereating (in underweight patients) REVIEW SESSIONS*
: Bgdy Image . * Conducting a joint review of progress
SISy RESTElR —— -« |dentifying emerging barriers to change

e cland M‘?Od Changes * Reviewing the formulation

* Setbacks & Mindsets <«——— * Deciding whether to use the broad form of
Broad CBT-E modules CBT-E

* Clinical Perfectionism

* Planning the rest of treatment
¢ Core Low Self-Esteem

« Interpersonal Difficulties *One after Step One in non-underweight patients;
* Mood Intolerance every 4 weeks in underweight patients
STEP THREE: ENDING WELL

POST-REVIEW SESSIONS

« Ensuring that progress is maintained - 5 After 4, 12 and 20 weeks

¢ Minimizing the risk of relapse

Fig. 2 The enhanced cognitive behavior therapy (CBT-E) map for adolescents with eating disorders

assessment session, held immediately after an individuadutpatient CBT-E for adolescents. Findings from these
session with the patient, with the aim of identifying studies showed that in patients with anorexia nervosa
family-related factors capable of undermining their who complete the treatment (6865%) about 60%
child’s efforts to change. This session is held with theachieved a full response (i.e., BMI centile corresponding
parents alone, but is followed by subsequent sessiont an adult BMI of >18.5 kg/nt and an eating disorder
(four to six times in not-underweight patients, eight to examination interview score 1] within one standard
twelve in those who present as underweight) each lastingleviation of population means).
15-20 min, with the patient and parents together at the Three of the four studies investigated the effects on
end of a patient individual session. In general, a date ispatients with anorexia nervosa, and one on non-
set for the first joint parent-patient session after the underweight adolescents with other eating disorders. In
introduction of the regular eating procedure, both in the first study, 49 adolescents with anorexia nervosa
underweight and not underweight patients; this sessionwere given 40 outpatient CBT-E sessions, and a signifi-
should be dedicated to explaining how parents may helpcant increase in BMI-for-age percentile, from 3.36 (SD =
the patient to implement it. Other joint sessions may be 3.73) to 30.3 (SD =16.7), along with a marked improve-
set up when the underweight patient has made the deci-ment in eating-disorder psychopathology and general
sion to address weight restoration, in order to discusspsychiatric features, was seen in two-thirds of com-
the parents$role before, during, and after meals. Finally, pleters [L9]. At 60-week follow-up, these positive out-
it may be helpful to involve parents in order to help the comes remained almost unchanged despite minimal
patient implement some procedures of the CBT-E broad subsequent treatment. These encouraging findings were
modules, both in underweight and not underweight pa- mirrored by a subsequent study of outpatient CBT-E in-
tients. During these sessions, parents are kept abreast afolving 68 non-underweight adolescents with an eating
how treatment and their child are progressing, and any-disorder [20], three-quarters of whom completed the full
thing they can do to help. In order to promote a sense 20-session program. Intent-to-treat analysis revealed
of self-determination, anything that will be discussed in that, at the end of treatment, 68% of patients displayed
these sessions is negotiated with and agreed to by thenly minimal residual eating-disorder psychopathology,
patient beforehand. and half of those with prior episodes of binge-eating or
purging reported no longer having them.

Interestingly, a comparative study of CBT-E efficacy in
The effectiveness of CBT-E for adolescents 46 adolescents and 49 adults with anorexia nervo2a] [
To date, four different cohort studies, on patients agedrevealed that weight normalization occurred in consider-
between 11 and 19years, have been conducted to asseasly more adolescents than adults (65.3% vs. 36.5%).
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