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Abstract

Background: This case report discusses the presentation and treatment of a nine-year-old female with a history of
significant weight loss and food refusal using a combined approach of Family-Based Treatment (FBT) and the Unified
Protocol for Transdiagnostic Treatment of Emotional Disorders in Children (UP-C).

Case presentation: The patient was diagnosed with avoidant/restrictive food intake disorder (ARFID), separation anxiety
disorder, and a specific phobia of choking, and subsequently treated with a modified version of FBT, in conjunction with
the UP-C. At the end of treatment, improvements were seen in the patient’s weight and willingness to eat a full range of
foods. Decreases in anxiety regarding eating/choking, fears of food being contaminated with gluten, and fears of eating

while being away from parents were also observed.

Conclusions: These findings highlight promising results from this combined treatment approach, referred to as FBT +
UP for ARFID. Further research is needed to evaluate the use of this treatment in patients presenting with a variety of

ARFID symptoms.
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Background

Avoidant/Restrictive Food Intake Disorder (ARFID), a com-
plex and heterogeneous diagnosis, has been hypothesized
along a dimensional model with presentations including
sensory sensitivity, fear of aversive consequences, and lack
of interest in eating [1, 2]. Significant literature exists on
the treatment of pediatric feeding disorders supporting the
use of behavioral feeding interventions among young chil-
dren [3]. Recently, individual case reports/series have sug-
gested other promising approaches for older children,
adolescents, and adults with ARFID, using as a base either
family-based treatment (FBT) [4-7];, cognitive behavioral
therapy (CBT) [8-10];, or other novel approaches [11].
Despite these new approaches being studied, no published,
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randomized controlled trials have yet to evaluate their effi-
cacy for the treatment of ARFID [2]. What appears to be
lacking in the current treatment models is the ability to
concurrently address the high rates of comorbid mood
and anxiety disorders in patients with ARFID [12, 13],
while also remaining focused on the medical complica-
tions associated with those patients who present under-
weight or exhibit significant nutritional deficiencies as
part of this diagnosis. Consequently, this case presentation
proposes a novel treatment approach that attempts to ad-
dress both the psychological and emotional comorbidities
associated in children and adolescents with ARFID, as well
as the hallmark food avoidance features that appear across
a heterogeneous array of presentations.

This case study describes the treatment of a patient
with ARFID, using a combined approach of FBT [14]
and the Unified Protocol for Transdiagnostic Treatment
of Emotional Disorders in Children (UP-C) [15]. FBT +
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UP for ARFID was developed through a 3 year case
consultation process with treatment developers of both
FBT and the UP-C. Treatment focuses on a combination
of techniques aimed at addressing both weight gain/
normalization of eating and additional symptoms includ-
ing fear, disgust, and worry or obsessive thoughts, as
well as varying forms of functionally-related avoidance
behavior and potential concomitant reinforcement of
avoidance by parents/caregivers. A major advantage of
this combined approach is that it allows the clinician to
personalize treatment based on the patient’s specific
presentation using a core set of evidence-based strategies
and assessment tools (e.g., Top Problems [16];). The
UP-C is transdiagnostic by definition, and contains
evidence-based strategies that are flexible enough to
address many of the maintaining symptoms that are
unique to ARFID. There is also an adolescent version of
the UP-C, which when combined with FBT makes this
treatment model acceptable for a wide range of patients
(named the Unified Protocol for Transdiagnostic Treat-
ment of Emotional Disorders in Adolescents; UP-A).
The UP for adults has previously been adapted for use
with other eating disorder populations (anorexia nervosa,
bulimia nervosa, and binge-eating disorder), with early
results indicating improvments in anxiety sensitivity, ex-
periential avoidance, and mindfulness [17].

While flexible, FBT + UP for ARFID always begins with
sessions focused on FBT principles, including collabora-
tive weighing, psychoeducation (specific to ARFID pa-
tients and their eating problems), family engagement,
separating the eating problem from the child, charging
parents with taking control of their child’s eating (includ-
ing increasing volume and variety of foods), promoting
weight gain as needed, and a family meal. The UP-C or
UP-A is then added to build skills that empower the
patient to cope with difficult emotions, address avoidance,
and increase tolerance of emotions or disgust responses.
The Unified Protocol for Transdiagnostic Treatment of
Emotional Disorders (UP) [18] is an emotion-focused,
evidence-based treatment that targets the core dysfunction
of neuroticism in adults [19]. It has subsequently been
adapted to address emotional disorders in youth with the
development of the Unified Protocols for Transdiagnostic
Treatment of Emotional Disorders in Children and Ado-
lescents (UP-C and UP-A respectively [15];). These proto-
cols bring together cognitive-behavioral techniques, such
as cognitive reappraisal, problem-solving and opposite
action strategies, including a variety of exposure para-
digms and behavioral activation, as well as mindfulness
techniques into a single treatment. The UP-C and UP-A
present the same skills as the UP; however, the skills have
been adapted to be developmentally sensitive in their
presentation, as well as in their delivery. Furthermore, the
UP-C and UP-A also target core emotional parenting
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behaviors that are common across emotional disorders in
youth (ie. high levels of criticism, over-control/over
protection, inconsistency, and modeling of avoidance
[15]). Research has provided support for the efficacy and
feasibility of the UP, UP-A and UP-C for individuals with
mood, anxiety, and other emotional disorders. The UP,
in particular, has been shown to lead to significant
improvements at post-treatment [20], as well as main-
tenance of gains at follow-up time points [21] . The
UP-C was originally designed as a group version of the
UP-A, with concurrent child and parent group content.
However, the UP-C may be delivered in an individual
therapy model and explicit directions for doing so are
presented in the therapist guide. Preliminary evidence
suggests the UP-C may be similarly effective to leading
CBT approaches for childhood anxiety, with potential
benefits for those youth with higher levels of parent-
reported sadness, dysregulation or depressive symptoms
[22, 23]. The UP-A has also been shown to improve
symptoms of emotional disorders in adolescents. Re-
sults from multiple baseline, open-trial and initial wait-
list controlled trial studies showed that adolescents
evidenced significant improvement in their symptoms
after receiving 16 sessions of treatment using the UP-A
and gains were maintained at follow-up time points
[24-26]. While results of initial patient outcomes for
this combined FBT + UP for ARFID approach are not
yet available (given this treatment is currently being
studied as part of a larger, clinic-wide effectiveness
study), feedback from individual patients and practi-
tioners who have been trained in the model through a
clinical teaching day at the Academy of Eating Disor-
ders International Conference has been positive [27].
Consent to share the following case was provided by
the family and patient. Changes in identifying informa-
tion were made to protect patient privacy.

Case presentation

“Laura” is a nine-year-old female, who presented with 38
Ibs. of weight loss, poor oral intake, and medical instability
in the context of fears about eating/choking secondary to
a recent diagnosis of gluten intolerance. Ten months be-
fore she presented for treatment, Laura felt unwell after
eating at a restaurant with her family. Following this ex-
perience, she became more anxious with eating, reporting
frequent stomach aches and headaches. Laura’s family
tried a variety of elimination diets, including stopping all
dairy and gluten. Laura was seen multiple times by her
pediatrician, who ultimately recommended allergy and
celiac testing. Over the course of this time Laura lost 29%
of her overall body weight. Laura’s symptoms continued
to worsen, and she was eating little due to anxiety and a
sensation of choking when eating. Parents noticed that
her hair was falling out, her eyes appeared sunken, and
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she felt tired every day. She became increasingly afraid of
separating from her parents, and her mother began getting
calls from Laura’s school (3—4 times per day) due to fre-
quent stomach aches or requests to see her mother.

Prior to presentation, Laura’s medical work-up showed
focal chronic-type peptic duodenitis and reflux esopha-
gitis. She was diagnosed with significant gluten sensitivity/
intolerance, with a likely diagnosis of celiac disease. Laura
had also been participating in weekly, individual play-
based therapy for approximately 4 months to address her
separation and other anxiety symptoms, without improve-
ment. Her therapist did not have any expertise or experi-
ence in treating ARFID, therefore she was not focusing on
weight regain or fears about eating. Laura was started on
20 mg of sertraline (liquid concentrate) 3 months prior to
presentation at our service, though family had not seen
any notable gains. Upon initial presentation to our team,
Laura required hospitalization for 12 days for medical
stabilization due to: symptomatic orthostasis, bradycardia,
and severe malnutrition. During her hospital stay, Laura
was diagnosed with ARFID, her sertraline was increased
to 50 mg, and she was started on hydroxyzine, 5 mg TID
to target pre-meal anxiety, nausea, and fullness. Following
medical stabilization, Laura then began weekly outpatient
treatment with her family to address the need for contin-
ued weight regain, anxiety/fears with eating, and separ-
ation anxiety. Given Laura had previously trended at or
above the 85th percentile for BMI, the goal was to return
her weight back to her personal healthy weight range.

The underlying assumption of FBT + UP for ARFID is
that patients diagnosed with ARFID need a combination
of treatment techniques that focus on both weight gain
and/or normalizing eating while also addressing add-
itional emotional disorder symptoms (i.e. anxiety, de-
pression, obsessive-compulsive symptoms, emotional/
situational avoidance). Patients and their parents begin
with traditional FBT for several sessions (see Table 1 for
content). Once progress with weight gain/regular eating
are underway, the UP-C or UP-A modules are intro-
duced. The UP-C has a flexible approach with core
evidence-based principles and concurrent parenting
content for emotional disorders that can be individual-
ized for specific ARFID presentations [15]. Once the
UP-C is added, the session breakdown continues as
follows: 5 min weigh-in and update from patient on how
eating is progressing, 30-40 min of individual therapy
with the patient focused on the UP-C content, and 10—
15min with the patient and family to review session
content, discuss how eating/weight gain are progressing,
brainstorm challenges related to eating, and review
homework/exposure practice. For younger patients,
parents may be present for more/all of the session.

As illustrated in Table 2, over the course of treatment
Laura’s weight increased from 36.7 kg to 44.7 kg (percent
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goal weight from 81.4 to 91.4%), with family noting
significant improvements in energy level and ability to
participate in school and other physical activities. During
initial FBT sessions, the focus was on weight gain using
foods that Laura felt were safe and could allow her to re-
gain weight efficiently. In session two, a family meal was
completed, where the therapist worked to separate the
illness from Laura and decrease blame (see FBT manual
[14]), as well as discuss rewards that could be utilized to
encourage Laura to challenge herself with eating. After
two sessions of FBT (and with Laura’s weight increas-
ing), the UP-C was added to sessions, though the focus
of each subsequent session also remained on weight
regain and parental support/empowerment. Of note,
Laura’s family took to the principles of FBT quickly, but
continued to benefit from each session’s focus on graph-
ing the patient’s weight, problem solving any challenges
during weeks where weight was stable or down, and
empowering parents to work closely together on how to
best refeed their daughter.

The patient and family identified three Top Problems
(an ideographic assessment tool by Weisz et al. [16]
modified for use in the UP-C and UP-A by Ehrenreich-
May et al. [15]) they wanted to address in treatment
including: 1) decrease fears of choking/eating feared
foods, 2) be away from/eat away from mother, and 3)
patient sleeping in her own bed again. Additionally, the
therapist reinforced an overarching goal of Laura return-
ing to a healthy weight range as crucial for her recovery.
All subsequent treatment sessions involved reviewing
Laura’s weight/eating, teaching content from the UP-C
modules, and discussing home learning assignments.

As treatment progressed and the patient learned skills
to better manage her emotions, she became more willing
to try foods that she was avoiding. With the help of the
treating clinician, Laura created an exposure hierarchy
with numerous feared foods and situations (e.g. meats,
pasta, nuts, eating with adults other than her mother,
eating at restaurants, being away from her mother, and
sleeping in her own bed). Because Laura’s fears of eating
most foods were greatly impacting her overall functioning,
the therapist chose to move up exposure work after intro-
ducing the three parts of the emotional experience,
discussing the cycle of avoidance, and describing true/false
alarms. During the exposure work, Laura created a ladder
to break down the steps of each exposure, beginning with
simply describing the food in a non-judgmental way and
later touching, licking, taking a tiny bite, and eventually
taking larger bites of these foods. Each of these skills were
taught to Laura using specific content from the UP-C.
Laura and her parents were encouraged by her success
and began implementing exposures outside of sessions.

Laura continued to add more new foods at home and
was able to attempt other types of foods in session. Once
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Table 1 FBT + UP-C for ARFID session content
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Session

Content

FBT Session 1

FBT Session 2

FBT Sessions 3+

FBT + UP-C Module 1: Introduction to the Unified Protocol for
the Treatment of Emotional Disorders in Children

FBT + UP-C Module 2: Getting to Know Your Emotions

FBT + UP-C Module 3: Using Science Experiments to Change our
Emotions and Behavior

FBT + UP-C Module 4: Our Body Clues

FBT + UP-C Module 5: Look at my Thoughts

FBT + UP-C Module 6: Use Detective Thinking

FBT + UP-C Module 7: Problem Solving and Conflict
Management

FBT + UP-C Module 8: Awareness of Emotional Experiences

FBT + UP-C Module 9: Introduction to Emotion Exposure

FBT + UP-C Module 10: Facing Our Feelings — Part 1

FBT + UP-C Module 11: Facing Our Feelings — Part 2

FBT + UP-C Module 12: Wrap Up and Relapse Prevention

Collaborative weighing, psychoeducation (specific to ARFID patients), separating the
eating problem from the child, charging parents with taking control of their child’s
eating, and beginning the discussion of utilizing rewards.

Engage family in family meal to further assess patient’s eating, address any mealtime
behaviors that are getting in the way of success, and work to empower parents to
begin helping their child make changes to their eating.

For very underweight patients, additional FBT sessions focus on building the parental
alliance and discussing ways to improve the parent’s ability to work together on the
task of weight gain and related symptoms (food avoidance, anxieties around eating,

etc). For patients who are not underweight or are gaining weight appropriately, the

UP session content may begin to be added.

Introduces child/parents to the treatment model/structure and describes the CLUES
skills (Consider how | feel, Look at my thoughts, Use detective thinking and problem
solving, Experience my feelings, Stay healthy and happy), discusses the purpose of
emotions and begins to build emotional awareness, and identifies top problems and
treatment goals. Top problems may focus on ARFID related goals or be more wide-
range to address other emotional avoidance or related diagnoses.

Learn to identify and rate intensity of different emotions, normalizes emotional
experiences, discusses the three parts of the emotional experience and the cycle of
avoidance, explains true/false alarms, and identifies rewards for new behaviors.

Learn about the concept of “acting opposite” and using science experiments to help
with acting opposite/emotional behaviors, explains the connection between activity
and emotion and assigns emotion and activity tracking as an experiment.

Describe the concept of body clues and their relation to strong emotions, learn to
identify body clues for different emotions, teach the skill of body scanning to develop
awareness of body clues, help child practice experiencing body clues without using
avoidance/distraction through interoceptive exposures.

Introduce the concept of flexible thinking and teach children to recognize common
“thinking traps.”

Introduce and apply detective thinking.

Introduce and apply problem solving, discuss use of problem solving for interpersonal
conflicts or challenges related to eating.

Teach children about present moment awareness, introduce non-judgmental aware-
ness- especially with relation to strong disgust responses.

Review skills learned to date in the UP-C, review the concepts of emotional behaviors
and “acting opposite” in preparation for a new type of science experiment called “ex-
posure,” complete a demonstration of an exposure using a toy or other object, work
together with child and parents to begin developing plans for upcoming exposures.

Review the concept of using science experiments to face strong emotions, introduce
the idea of safety behaviors and subtle avoidance behaviors (e.g., distraction), practice
a science experiment to face strong emotions (sample situational emotion exposure),
make plans for future science experiments for facing strong emotions (individualized

situational emotion exposures).

Plan and execute initial situational emotion exposure in session, plan and execute
additional situational emotion exposure activities in future sessions and at home.

Review Emotion Detective skills learned in the UP-C program, plan for facing strong
emotions in the future, celebrate progress made in treatment program, create a plan
for sustaining and furthering progress after treatment, distinguish lapses from relapses
and help family recognize warning signs of relapse.

in-session exposures became easier for Laura, the therapist
had her add interoceptive exposures (e.g. running in place),
while also eating feared foods to attempt to evoke in-
creased feelings of anxiety and simulate a more naturalistic
experience of distress. As therapy progressed, Laura began
eating at restaurants again, as well as in more situations
away from her mother (e.g., church, school cafeteria). She

was able to stop the use of hydroxyzine, but continued on
her sertraline. Treatment ended when Laura returned to
eating nearly all foods, in numerous settings (school lunch-
room, other’s homes) away from her mother, and family
felt able to manage remaining avoidance (e.g. working on
eating at a greater variety of restaurants while away from
their hometown). Laura had also regained weight to the
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Table 2 Top problems and weight

Baseline End of 5 months
treatment  post

treatment

Top Problems (Parent)

Fear of choking/eating fear foods 8 3 2

Being away from mother/eating 8 2 2

away from mother

Sleeping alone 7 2 0-1
Top Problems (Child)

Fear of choking/eating fear foods 8 3 1

Being away from mother/eating 8 2 2-3

away from mother

Sleeping alone 8 0 0
Weight Presentation

Kilograms 36.7 44.7 504

BMI %ile 413 70.7 81.2

% Goal Weight 814 914 97.1

Top Problems were rated 0-8, with 0 being not a problem and 8 being very
much a problem. BMI %ile = Body Mass Index Percentile. % Goal Weight =
Percentage of treatment goal weight utilizing the 85th percentile for Body
Mass Index

71st percentile for BMI (91.4% of her previously healthy
weight range), and her parents felt fully equipped in their
ability to continue helping her restore weight. Laura com-
pleted 29 sessions over the course of 10 months of weekly
or biweekly therapy.

Discussion and conclusions

This case study illustrates that the FBT + UP for ARFID
therapy model, which combines and modifies previously
developed evidence-based treatments, was feasible and
helpful in allowing this patient to gain weight, return to
eating a diverse range of foods in a variety of settings,
and decrease anxiety about eating/being away from her
mother. Notably, when this family returned for a follow-
up 5 months after completing treatment, the patient’s
weight had continued to increase (50.4 kg/81st percentile
for BMI/97.1% of goal weight), she had started menstru-
ating, and she was able to separate and eat apart from
her mother without significant difficulty. The patient
and parents also rated her fears of choking and eating
previously feared foods as 1 and 2’s on an 8-point likert
scale (see Table 2).

This patient was a good treatment candidate for FBT +
UP for ARFID given she endorsed significant anxiety prior
to treatment and also met criteria for several concurrent
anxiety disorder diagnoses. Another major benefit of the
treatment is the ability to flexibly offer the various modules
that may benefit each patient based on their specific needs
and ARFID presentations. For example, this patient bene-
fited from exposure work, learning non-judgmental aware-
ness, and improving awareness of physical sensations,
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while other patients may need more focus on cognitive
reappraisal, problem-solving, and other types of opposite
action [15]. Additionally, given Laura had lost a significant
amount of weight she required a treatment that also
focused on weight restoration as one of its core principles.
A major advantage of this combined treatment approach is
the ability for clinicians to tailor each session to the specific
needs of their individual patient, including returning to
solely FBT sessions if weight gain or nutritional dificiencies
are not progressing appropriately.

While several novel approaches for the treatment of
ARFID have been suggested [7, 10, 11], randomized con-
trol trials have yet to be presented regarding their effi-
cacy. Even with some intervention research aiming to
address the heterogeneous symptoms of ARFID, no
treatment to date has proposed a model that addresses
both the varied presentations of ARFID, as well as its full
range of common comorbid disorders, in one cohesive
approach that is flexible and adaptable to the individual.
While the development of symptom specific treatment
approaches to ARFID is logical, it does not address the
heterogeneous nature of this disorder and can impede
dissemination [28]. With so many different presentations
of ARFID and high rates of comorbid disorders, one
clear treatment that can be used flexibly to adapt to the
range of ARFID presentations and co-occurring disorders
would provide an efficient and cohesive approach to treat-
ing youth with ARFID. Further examination of FBT + UP
for a wide-range of ARFID presentations among youth
continues. A study to establish an ideal combination of
EBT and UP strategies for youth with ARFID between the
ages of 6-18 years, and the preliminary efficacy of this ap-
proach, is a next logical step in this research.

Finally, some limitations with this case study should
be noted. First, it was not possible to ascertain whether
FBT in isolation would have worked as effectively for
this patient as this combined FBT + UP-C approach.
While anxiety reduction has been shown in nutritional-
based therapies, such as FBT, it is unclear if patients
with profound phobic and other concurrent anxiety
would benefit as greatly without specific skills and expos-
ure work inherent in the UP-C. Additional limitations of
this case study include the absence of objective assessment
of psychological outcomes. That said, this young person
made significant improvements in terms of weight, both at
completion of treatment and at follow-up. Moreover, Top
Problems rating by both the patient and parents also
appear to indicate meaningful improvements in a variety of
behavioral domains. However, without objective measures
it is difficult to ascertain whether anxiety reduction allowed
for behavioral change, or whether behavioral change
caused anxiety reduction over the course of the UP-C. Fu-
ture studies should attempt to parce out when and for
whom this combined treatment approach is most effective.
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Abbreviations

ARFID: Avoidant/Restrictive Food Intake Disorder; FBT: Family Based
Treatment; FBT+UP: Family Based Treatment with the Unified Protocol;

Kg: Kilograms; TID: Three times a day; UP: Unified Protocol for
Transdiagnostic Treatment of Emotional Disorders; UP-A: Unified Protocol for
Transdiagnostic Treatment of Emotional Disorders in Adolescents; UP-

C: Unified Protocol for Transdiagnostic Treatment of Emotional Disorders in
Children

Acknowledgements

We acknowledge the generous financial support from the Goven Family
Foundation. We would also like to thank Dr. Julie Lesser for her contributions
in the initial conceptualization of this treatment model.

Authors’ contributions

SE took primary responsibility for the manuscript, including reviewing
relevant literature and drafting the paper for publication. CM and KDL
assisted with literature review and editing of the manuscript. DLG and JEM
contributed to treatment protocol development and critical review of the
manuscript. All authors read and approved the final manuscript.

Funding

A philanthropic grant from the Goven Family Foundation was provided to
Children’s MN and supported the first author’s time (SE) in writing this case
report.

Availability of data and materials

All authors had access to the relevant material in the generation and review
of this manuscript. Due to ethical concerns, supporting data cannot be
made openly available.

Ethics approval and consent to participate
Due to the nature of this case report, ethics approval was not required by
the institution.

Consent for publication

Informed written consent was obtained from both the patient and parents
for use of clinical history and publication of this case report. A copy of the
written consent is available for review by the Editor-in-Chief of this journal.

Competing interests

Dr. Le Grange receives royalties from Guilford Press as well as Routledge. He
is Co-Director of the Training Institute for Child and Adolescent Eating Disor-
ders, LLC. Dr. Jill Ehrenreich-May receives royalties from the sales of the ther-
apist guide and workbooks for the Unified Protocols for Transdiagnostic
Treatment of Emotional Disorders in Children and Adolescents (UP-C and
UP-A) from Oxford University Press. She also receives payments for UP-C and
UP-A clinical trainings, consultation and implementation support services.

Author details

ICenter for the Treatment of Eating Disorders, Children’s Minnesota,
Minneapolis, MN, USA. “Department of Psychiatry, University of California,
San Francisco, CA, USA. 3Departmem of Psychiatry and Behavioral
Neuroscience, The University of Chicago, Chicago, IL, USA. “Department of
Psychology, University of Miami, Coral Gables, FL, USA.

Received: 21 June 2019 Accepted: 2 October 2019
Published online: 24 October 2019

References

1. American Psychiatric Association. Diagnostic and statistical manual of
mental disorders: DSM-5: American Psychiatric Association. Arlington:
DSM; 2013.

2. Thomas JJ, Lawson EA, Micali N, Misra M, Deckersbach T, Eddy KT. Avoidant/
restrictive food intake disorder: a three-dimensional model of neurobiology
with implications for etiology and treatment. Curr Psychiatry Rep. 2017;
19(8):54.

3. Sharp WG, Jaquess DL, Morton JF, Herzinger CV. Pediatric feeding disorders:
a quantitative synthesis of treatment outcomes. Clin Child Fam Psychol Rev.
2010;13(4):348-65.

20.

21.

22.

23.

24

Page 6 of 7

Bryant-Waugh R. Avoidant restrictive food intake disorder: an illustrative
case example. Int J Eat Disord. 2013;46(5):420-3.

Fitzpatrick KK, Forsberg SE, Colborn D. Family-based therapy for avoidant
restrictive food intake disorder: families facing food neophobias. In: Loeb K,
Le Grange D, Lock J, editors. Family therapy for adolescent eating and
weight disorders. New York: Routledge; 2015. p. 276-96.

Loeb K, Le Grange D, Lock J. Family therapy for adolescent eating and
weight disorders: new applications. New York: Routledge; 2015.

Lock J, Robinson A, Sadeh-Sharvit S, Rosania K, Osipov L, Kirz N,
Derenne J, Utzinger L. Applying family-based treatment (FBT) to three
clinical presentations of avoidant/restrictive food intake disorder:
similarities and differences from FBT for anorexia nervosa. Int J Eat
Disord. 2019;52(4):439-46.

Mammel KA, Ornstein RM. Avoidant/restrictive food intake disorder: a new
eating disorder diagnosis in the diagnostic and statistical manual 5. Curr
Opin Pediatr. 2017,29(4):407-13.

Dumont E, Jansen A, Kroes D, de Haan E, Mulkens S. A new cognitive
behavior therapy for adolescents with avoidant/restrictive food intake
disorder in a day treatment setting: a clinical case series. Int J Eat Disord.
2019;52(4):447-58.

Thomas JJ, Eddy KT. Cognitive-behavioral therapy for avoidant/restrictive
food intake disorder: children, adolescents, and adults. Cambridge:
Cambridge University Press; 2018.

Zucker NL, LaVia MC, Craske MG, Foukal M, Harris AA, Datta N, Savereide E,
Maslow GR. Feeling and body investigators (FBI): ARFID division—an
acceptance-based interoceptive exposure treatment for children with
ARFID. Int J Eat Disord. 2019;52(4):466-72.

Nicely TA, Lane-Loney S, Masciulli E, Hollenbeak CS, Ornstein RM.
Prevalence and characteristics of avoidant/restrictive food intake
disorder in a cohort of young patients in day treatment for eating
disorders. J Eat Disord. 2014;2(1):21.

Duncombe Lowe K, Barnes TL, Martell C, Keery H, Eckhardt S, Peterson CB,
Lesser J, Le Grange D. Youth with avoidant/restrictive food intake disorder:
examining differences by age, weight status, and symptom duration.
Nutrients. 2019;11(8):1955.

Lock J, Le Grange D. Treatment manual for anorexia nervosa: a family-based
approach. 2nd ed. New York: Guilford Press; 2012.

Ehrenreich-May J, Kennedy SM, Sherman JA, Bilek EL, Buzzella BA, Bennett
SM, Barlow DH. Unified protocols for transdiagnostic treatment of
emotional disorders in children and adolescents: therapist guide. New York:
Oxford University Press; 2018.

Weisz JR, Chorpita BF, Frye A, Ng MY, Lau N, Bearman SK, Ugueto AM,
Langer DA, Hoagwood KE. Youth top problems: using idiographic,
consumer-guided assessment to identify treatment needs and to track
change during psychotherapy. J Consult Clin Psychol. 2011;79(3):369.
Thompson-Brenner H, Boswell JF, Espel-Huynh H, Brooks G, Lowe MR.
Implementation of transdiagnostic treatment for emotional disorders in
residential eating disorder programs: a preliminary pre-post evaluation.
Psychother Res. 2019,29(8):1045-61.

Barlow DH, Ellard KK, Fairholme CP, Farchione TJ, Boisseau Cl, Allen LB,
Ehrenreich-May JT. Unified protocol for transdiagnostic treatment of
emotional disorders: therapist guide. 2nd ed. New York: Oxford University
Press; 2018.

Marchette LK, Weisz JR. Practitioner review: empirical evolution of youth
psychotherapy toward transdiagnostic approaches. J Child Psychol
Psychiatry. 2017;58(9):970-84.

Farchione TJ, Fairholme CP, Ellard KK, Boisseau CL, Thompson-Hollands J,
Carl JR, Gallagher MW, Barlow DH. Unified protocol for transdiagnostic
treatment of emotional disorders: a randomized controlled trial. Behav Ther.
2012;43(3):666-78.

Bullis JR, Fortune MR, Farchione TJ, Barlow DH. A preliminary investigation
of the long-term outcome of the unified protocol for Transdiagnostic
treatment of emotional disorders. Compr Psychiatry. 2014;55(8):1920-7.
Kennedy SM, Bilek EL, Ehrenreich-May J. A randomized controlled pilot trial
of the unified protocol for transdiagnostic treatment of emotional disorders
in children. Behav Modif. 2019;43(3):330-60.

Kennedy SM, Tonarely NA, Sherman JA, Ehrenreich-May J. Predictors of
treatment outcome for the unified protocol for transdiagnostic treatment of
emotional disorders in children (UP-C). J Anxiety Disord. 2018,57:66-75.
Ehrenreich-May J, Rosenfield D, Queen AH, Kennedy SM, Remmes CS,
Barlow DH. An initial waitlist-controlled trial of the unified protocol for



Eckhardt et al. Journal of Eating Disorders

25.

26.

27.

28.

(2019) 7:34

the treatment of emotional disorders in adolescents. J Anxiety Disord.
2017;46:46-55.

Ehrenreich JT, Goldstein CR, Wright LR, Barlow DH. Development of a
unified protocol for the treatment of emotional disorders in youth. Child
Family Behav Ther. 2009;31(1):20-37.

Queen AH, Barlow DH, Ehrenreich-May J. The trajectories of adolescent
anxiety and depressive symptoms over the course of a transdiagnostic
treatment. J Anxiety Disord. 2014;28(6):511-21.

Lesser JK, Eckhardt S, Le Grange D, Ehrenreich-May J. Integrating family
based treatment with the unified protocol for the transdiagnostic treatment
of emotional disorders: A novel treatment for avoidant restrictive food
intake disorder. Prague: Academy of Eating Disorders International
Conference; 2017. [Clinical teaching day]

McHugh RK, Barlow DH. The dissemination and implementation of
evidence-based psychological treatments: a review of current efforts. Am
Psychol. 2010,65(2):73.

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

Page 7 of 7

Ready to submit your research? Choose BMC and benefit from:

e fast, convenient online submission

o thorough peer review by experienced researchers in your field

 rapid publication on acceptance

o support for research data, including large and complex data types

e gold Open Access which fosters wider collaboration and increased citations
e maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions




	Abstract
	Background
	Case presentation
	Conclusions

	Background
	Case presentation
	Discussion and conclusions
	Abbreviations
	Acknowledgements
	Authors’ contributions
	Funding
	Availability of data and materials
	Ethics approval and consent to participate
	Consent for publication
	Competing interests
	Author details
	References
	Publisher’s Note

