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Guiding Principles	

1.  Multidisciplinary specialist care essential to positive outcome 	

2.  Evidence based practice and treatments central 	

3.  Developmentally sensitive to medical and psychological needs	

4.  Family focused, inclusive and enabling	

5.  Intensity and support to target illness complexity	
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What we know?	

Key issues	
•  Specialist vs generalist care	

•  Systems support	
•  Treatment efficacy	
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2012  	
N=378 (34 services)	

	
Specialist services -	
•  Identify 2-3 more cases	

•  Lower rates of inpatient admission	
•  Higher consistency of care	 5	

Comparison of Specialist and Nonspecialist Care
Pathways for Adolescents with Anorexia Nervosa and

Related Eating Disorders
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Sabine Landau, PhD3

Mima Simic, MD4
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Pippa Hugo, MRCPsych6

Mark Berelowitz, FRCPsych7

Ivan Eisler, PhD1*

ABSTRACT
Objective: To explore the role of spe-
cialist outpatient eating disorders serv-
ices and investigate how direct access to
these affects rates of referral, admissions
for inpatient treatment, and continuity
of care.

Method: Services beyond primary care
in Greater London retrospectively identi-
fied adolescents who presented with an
eating disorder over a 2-year period.
Data concerning service use were col-
lected from clinical casenotes.

Results: In areas where specialist out-
patient services were available, 2–3 times
more cases were identified than in areas

without such services. Where initial out-
patient treatment was in specialist rather
than nonspecialist services, there was a
significantly lower rate of admission for
inpatient treatment and considerably
higher consistency of care.

Discussion: Developing specialist out-
patient services with direct access from
primary care is likely to lead to improve-
ments in treatment and reduce overall
costs. VVC 2012 by Wiley Periodicals, Inc.

Keywords: adolescents; anorexia nervosa;
care pathways; inpatient treatment; outpatient
treatment; service organization

(Int J Eat Disord 2012; 45:949–956)

Introduction

The growing body of literature on the efficacy of
outpatient treatments for adolescents with ano-
rexia nervosa shows that family therapy is effective1

and has excellent long-term outcomes,2–4 and it is
consequently recommended in clinical guidelines.5

Studies show that the great majority of young peo-
ple with anorexia nervosa can be treated on a purely
outpatient basis, with 70%–90% at least partially
recovered by the end of 6–12 months of treatment
and relapse rates of less than 10%.1–4 Although the
use of such evidence-based treatments is growing in
this area, clinical practice still varies considerably.
UK national figures show that prolonged inpatient
treatment is relatively common, with admission
rates of over 35% for adolescents6 and over 50% for
younger patients,7 and psychiatric bed use for
young people with eating disorders being higher
than for any other diagnostic group.8 There is no
clear evidence in favor of inpatient care over outpa-
tient care,9 and some evidence that long-term
admission may have a negative impact on out-
come,10 as well as being more costly.11

In the United Kingdom, outpatient treatment set-
tings for adolescents with anorexia nervosa range
from general mental health services to highly speci-
alized eating disorders services, but little is known
about the impact of these different settings on
treatment outcomes. One randomized-controlled
trial, the Treatment Outcome for Child and Adoles-
cent Anorexia Nervosa (TOuCAN) trial, which com-
pared general and specialist outpatient treatment,
found no association between physical and psy-
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Specialist	service	=	>25	
new	ED	referrals,	MDT,	

one	person	with	
experience	trea2ng	ED’s,	
exper2se	to	deliver	EBT	
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Figure	1	- Direct	healthcare	costs	by	care	
pathway
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Figure	2	- Average	outpatient	and	inpatient	costs	
by	care	pathway
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2016	
N=34	
•  Admission % EBW 82.72 (7.28)	
•  EOT 45.9% EBW > 95%; 89% EBW > 85%	
•  Comorbid rate 54.1%	

Mean	sessions	14.14	
(9.19)	
Drop	out	rate	28%	
	
	

2013	
N=40	
•  Poor fidelity is the rule rather than the exception!	
•  Not one therapist included 	

•  Weighing patient, Family meal, Providing nutritional guidance 
without involving a dietician	

Understanding the Uptake of Family-Based Treatment
for Adolescents with Anorexia Nervosa: Therapist

Perspectives

Jennifer Couturier, MD, MSc,
FRCPC1,2,3*

Melissa Kimber, MSW1,3

Susan Jack, PhD3,4

Alison Niccols, PhD1

Sherry Van Blyderveen, PhD1,2

Gail McVey, PhD5,6

ABSTRACT
Objective: To explore and describe
therapists’ perceptions of the factors
affecting their uptake of family-based
treatment (FBT) for adolescents with ano-
rexia nervosa (AN).

Method: Fundamental qualitative
description guided the sampling and data
collection in this study. A purposeful sam-
ple of 40 therapists providing treatment
to youth with AN, completed an in-depth
interview. Conventional content analysis
guided the development of initial codes
and categories, whereas constant compar-
ison analytic techniques were used to
compare and contrast therapist percep-
tions across contexts. Summative content
analysis was used to provide counts of
keywords, phrases, and themes.

Results: Therapists face several barriers
to the implementation of FBT, divided
broadly into interventional, organizational,

interpersonal, patient/family, systemic, and
illness factors. Therapists support the
implementation of evidence-based prac-
tices, including FBT for AN, but fidelity to
this model is not practiced. Specific con-
cerns about the intervention included
weighing the patient, providing nutritional
advice, and the family meal. Ninety-five
percent of therapists requested further
training in the FBT model.

Discussion: Further investigation into
the barriers and facilitating factors to the
use of FBT is warranted. Understanding
effective dissemination and training
strategies is critical to ensuring patients
receive the best possible care. VVC 2012 by
Wiley Periodicals, Inc.

Keywords: family-based treatment;
evidence-based practices; qualitative

(Int J Eat Disord 2012; 00:000–000)

Introduction

Characterized by an excessive preoccupation
with body weight or shape, eating disorders can

have serious adverse physical and psychological
complications. The mortality rate, particularly for
anorexia nervosa (AN) is high, and has been shown
to increase by 5.6% for each decade that an individ-
ual remains ill.1,2 The patients who experience AN
may experience recurrent inpatient admissions due
to the serious medical complications caused
by starvation, including cardiac arrhythmias, and
electrolyte abnormalities.3 Chronic medical com-
plications include cerebral atrophy, reduced bone
mineral density, and cardiac muscle wasting.3

According to the DSM-IV-TR,4 the criteria for a
diagnosis of AN include a refusal to maintain a
current body weight at 85% or higher of the normal
expected weight, an intense fear of gaining weight
or becoming overweight, a disturbed experience of
one’s own body weight and shape, and amenorrhea
for at least three consecutive months.

Although there remains relatively little research
on interventions that address the complex mental
and physical health needs of children and adoles-
cents with AN, family-based treatment (FBT) is
one form of treatment that has been gaining an
evidence base, and is a recommended practice by
the American Psychiatric Association.5 Developed

Supported by Hamilton Academic Health Sciences Organization

Alternate Funding Plan Innovation Fund.

*Correspondence to: Jennifer Couturier, Pediatric Eating Disor-

ders Program, McMaster Children’s Hospital, Department of Psy-

chiatry and Behavioural Neurosciences, McMaster University, 1200

Main St. West, Hamilton, Ontario, Canada L8N3Z5.

E-mail: coutur@mcmaster.ca

Accepted 14 July 2012

1 Department of Psychiatry and Behavioural Neurosciences,

McMaster University, Hamilton, Canada
2 Department of Pediatrics, McMaster University, Hamilton, Canada
3 Department of Clinical Epidemiology and Biostatistics,

McMaster University, Hamilton, Canada
4 School of Nursing, McMaster University, Hamilton, Canada
5 Department of Community Health Systems Resource Group,

The Hospital for Sick Children, Toronto, Canada
6 Dalla Lana School of Public Health, University of Toronto,

Toronto, Canada

Published online in Wiley Online Library
(wileyonlinelibrary.com). DOI: 10.1002/eat.22049

VVC 2012 Wiley Periodicals, Inc.

International Journal of Eating Disorders 00:0 000–000 2012 1

REGULAR ARTICLE
EMPIRICAL ARTICLE

Clinician Adherence to Guidelines in the Delivery of
Family-Based Therapy for Eating Disorders

Stacey Kosmerly, BA1

Glenn Waller, DPhil2

Adele Lafrance Robinson, PhD1*

ABSTRACT
Objective: Clinicians have been shown
to drift away from protocol in their deliv-
ery of evidence-based treatments. This
study explores this phenomenon in the
delivery of family-based therapy (FBT) for
eating disorders, and the clinician charac-
teristics that might explain such therapist
drift.

Method: The participants were 117 clini-
cians who reported using FBT for eating
disorders. They completed an online sur-
vey, which included questions relating to
clinician characteristics, caseload, and
reported use of FBT manuals and core
therapeutic tasks, as well as a measure of
anxiety.

Results: The use of core FBT tasks was
higher than for other therapies, but there
were still noteworthy gaps between rec-
ommended and reported practice.
Approximately a third of clinicians
reported delivering “FBT” that deviated
very substantially from evidence-based
protocols, often appearing to be on an

individual therapy basis. Using an FBT
manual to guide treatment delivery was
associated with greater adherence to rec-
ommended techniques. Clinician case-
load and anxiety were associated with
differences in the use of specific FBT
tasks.

Discussion: Consistent with previous
research regarding clinicians’ use of other
therapies, the delivery of FBT for the eat-
ing disorders is not homogeneous.

Conclusion: Further investigation of this
phenomenon is needed to determine
the impact of deviating from treatment
protocols on the effectiveness of FBT for
the eating disorders. VC 2014 Wiley Peri-
odicals, Inc.

Keywords: family-based treatment;
evidence-based practice; eating
disorders

(Int J Eat Disord 2014; 00:000–000)

Introduction

Psychological therapies are central to the effective
treatment of eating disorders, but only a limited
number have empirical support. Those outpatient
therapies with the strongest evidence base are
cognitive-behavioral therapies (CBT) for adults and
family-based therapy (FBT) for younger cases.1,2

Each approach is based on the use of manualized
protocols.3–6 Such protocol-based approaches have
been shown to be more effective than less struc-
tured versions of therapies.7 In the case of FBT, this
manual-based approach has been shown to be
effective in treating anorexia nervosa in children,
adolescents and young adults,8–11 and bulimia

nervosa in adolescents.12 However, it does not
work for all cases11,13 and cannot be relied on as
the only treatment approach.14

Evidence-based FBT for eating disorders has
well-established principles and protocols.4,15 For
example, during the first phase of treatment for
anorexia nervosa, the clinician focuses on support-
ing the parents to promote weight gain in their
child, interrupting eating disorder symptoms, and
normalizing eating behaviors.15 Within this phase
are specific therapeutic tasks, for example, the cli-
nician is to weigh the client at the beginning of
every session. Next, the clinician supports the fam-
ily in returning control over eating to their child,
and helps the family to explore previously set-aside
issues outside of the illness. Finally, the focus shifts
to the development of the child’s identity and the
family’s adjustment to their child’s emerging inde-
pendence. The treatment of bulimia nervosa is
similar.4 For example, the clinician first focuses on
supporting the parents to interrupt their child’s eat-
ing disorder behaviors (e.g., inappropriate com-
pensatory behaviors), and then the family is
supported to explore issues outside of the illness,

Accepted 2 March 2014
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2014	
N=117	
•  Use of manual related to use of specific techniques	
•  57% or less focused on each core elements 90-100% of the time	
•  30% deviated substantially from model	

Wallis et al 2014 Do not use without permission 	

Specialist LHD teams	

•  Identified people (medical and non-medical)	

•  Specialist knowledge development 	
•  Identified ‘expert’	

•  Standardized approaches	
•  Assessment	
•  Admission	

•  Identified sequence of care (clinical pathway)	

•  Organisational support and recognition	
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A randomized controlled trial of in-patient
treatment for anorexia nervosa in medically
unstable adolescents

S. Madden1,2*, J. Miskovic-Wheatley1,3, A. Wallis1, M. Kohn1,2,4, J. Lock5, D. Le Grange6, B. Jo5,
S. Clarke4, P. Rhodes7, P. Hay8 and S. Touyz7

1Eating Disorder Service at The Sydney Children’s Hospitals Network, Westmead, Australia
2Discipline of Pediatrics, Faculty of Medicine, The University of Sydney, Australia
3Westmead Clinical School, The University of Sydney, Australia
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6Department of Psychiatry and Behavioral Neuroscience, The University of Chicago, USA
7School of Psychology, The University of Sydney, Australia
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Background. Anorexia nervosa (AN) is a serious disorder incurring high costs due to hospitalization. International
treatments vary, with prolonged hospitalizations in Europe and shorter hospitalizations in the USA. Uncontrolled
studies suggest that longer initial hospitalizations that normalize weight produce better outcomes and fewer admissions
than shorter hospitalizations with lower discharge weights. This study aimed to compare the effectiveness of
hospitalization for weight restoration (WR) to medical stabilization (MS) in adolescent AN.

Method. We performed a randomized controlled trial (RCT) with 82 adolescents, aged 12–18 years, with a DSM-IV
diagnosis of AN and medical instability, admitted to two pediatric units in Australia. Participants were randomized
to shorter hospitalization for MS or longer hospitalization for WR to 90% expected body weight (EBW) for gender,
age and height, both followed by 20 sessions of out-patient, manualized family-based treatment (FBT).

Results. The primary outcome was the number of hospital days, following initial admission, at the 12-month follow-up.
Secondary outcomes were the total number of hospital days used up to 12 months and full remission, defined as healthy
weight (>95% EBW) and a global Eating Disorder Examination (EDE) score within 1 standard deviation (S.D.) of
published means. There was no significant difference between groups in hospital days following initial admission.
There were significantly more total hospital days used and post-protocol FBT sessions in the WR group. There were
no moderators of primary outcome but participants with higher eating psychopathology and compulsive features
reported better clinical outcomes in the MS group.

Conclusions. Outcomes are similar with hospitalizations for MS or WR when combined with FBT. Cost savings would
result from combining shorter hospitalization with FBT.

Received 9 November 2013; Revised 30 May 2014; Accepted 6 June 2014

Key words: Anorexia nervosa, family-based treatment, in-patient treatment, medical instability, treatment optimization.

Introduction

Anorexia nervosa (AN) has a lifetime prevalence of
0.9–2.3% with its onset primarily in adolescence
(Lewinsohn et al. 2000; Wade et al. 2006; Keski-
Rahkonen et al. 2007; Preti et al. 2009). AN is the third
most common chronic disorder affecting adolescent
females, with an average mortality rate of 5%

(Steinhausen, 2002). Treatment costs are among the
highest of all psychiatric disorders due to the extensive
use of hospitalization (Striegel-Moore et al. 2000;
Agras, 2001; Crow&Nyman, 2004). Although hospital-
ization for the management of acute medical instability
(e.g. hypothermia, hypotension, bradycardia, electro-
lyte abnormalities and cardiac arrhythmias) may be es-
sential in preventing morbidity and mortality (Golden
et al. 2003; Katzman, 2005), the benefits of further hospi-
talization for weight normalization are unclear.

There are few studies on the role of hospitalization
in AN and no randomized controlled trials (RCTs)
comparing different in-patient interventions. Results
from uncontrolled studies in adolescents are

* Address for correspondence: Dr S. Madden, Department of
Psychological Medicine, The Sydney Children’s Hospitals Network,
Westmead Campus, Locked Bag 4001, Westmead, NSW 2145,
Australia.

(Email: Sloane.Madden@health.nsw.gov.au)
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Background	

•  Treatment costs in anorexia nervosa (AN) are among the highest for all 
psychiatric disorders due to the extensive use of hospitalization.	

•  While hospitalization for management of acute medical instability is 
essential to preventing morbidity and mortality the benefits of further 
hospitalization for weight restoration are unclear.	

•  Findings from uncontrolled studies are contradictory with some 
suggesting that hospitalization to near normal weight decreases the need 
for hospitalization over the course of the illness (Steinhausen et al., 
2008), others suggesting outcomes are identical for in and outpatient 
treatment (Gowers et al., 2007) and hospitalization is associated with 
poorer outcomes (Gowers et al., 2000).	
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Hospitalization	
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Interna2onal	average	length	of	stay	for	adolescents:	
	
•  Iceland	–	129.7	days	
•  France	–	135	days	
•  United	Kingdom	–	106.4	days	
•  United	States	(hospital)	–	16	days	(limited	by	cost)	

•  United	States	(residen2al)	–	83	days	
	

Aim	

To compare the effectiveness of different in-patient treatments in 
medically unstable adolescents with AN prior to outpatient 

manualized Maudsley Family Based Treatment (FBT) by 
conducting an RCT comparing brief hospitalisation for medical 

stabilisation (MS) to hospitalisation for weight restoration to 90% 
expected body weight (EBW). 	
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Design	
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Inpa2ent	
admission	

Randomiza2on	

Medical	
Stabiliza2on	

(MS)	

Weight	
Restora2on

(WR)	

Hospitaliza2on	
un2l	medically	
stable	(approx.	
2-3	weeks).	Goal	
weight	at	least	

75%EBW	

Hospitaliza2on	
un2l	weight	

restored	(approx.	
6-10	weeks).	Goal	
weight	at	least	

90%EBW	
Family-
Based	

Treatment	

Inpatient Treatment	

•  Specialist multidisciplinary treatment team adolescent medical ward 	

•  Inpatient refeeding	

•  Individual supportive psychotherapy twice weekly	

•  Psychiatric management of comorbidities	

•  Lenient behavioural program	

•  Eating disorder group program(recreational and socialisation)	

•  Hospital School	

•  Physiotherapy program (three times weekly)	
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Inpatient Refeeding/Medical Stabilisation	
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Madden,	S.,	Miskovic-Wheatley,	J.,	Clarke,	S.,	Touyz,	S.,	Hay,	P.,	Kohn,	M.	(2015).	Outcomes	of	a	Rapid	
Refeeding	Protocol	in	Adolescent	Anorexia	Nervosa.	Journal	of	Ea7ng	Disorder.		

Con2nuous	nasogastric	feeds	
(0.5	to	1kcal/ml)	at	100ml/hour	

Supported	meal	plan	
(2400	–	3000	kcal/day)	

Any	mail	meals	or	
snacks	not	finished	
are	exchanged	by	
equivalent	amount	
of	supplemental	
feeds	then	ceased	

Day	0-1	

Day	1-7	

Day	8-14	

Day	15-18	

Noctural	(20:00	–	06:00)	nasogastric	
feeds	(1kcal/ml)	at	1000ml	per	day	
(~100	ml/hr)	+	supported	meal	plan	

(1500	–	1800	kcal/day)	

Noctural	(20:00	–	06:00)	nasogastric	
feeds	(1kcal/ml)	at	500ml	per	day	(~100	

ml/hr)	+	supported	meal	plan		
(2100	–	2400	kcal/day)	
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Outpatient Treatment	
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•  Maudsley	Family	Based	Treatment	(20	sessions)	
•  FBT	sessions	recorded	(video)	
•  5%	 of	 recorded	 sessions	 were	 randomly	 assessed	 for	

treatment	fidelity	

	
	
Lock,	J.,	Le	Grange,	D.,	Agras,	W.	S.,	C.	Dare.	2001.	Treatment	manual	for	anorexia	nervosa:	A	
family-based	approach.	New	York:	Guildford	Publica2ons,	Inc.	

Hospital use	

•  No difference in 
readmission episodes or 
readmission days following 
the initial admission	

•  Significantly greater total 
admission days used in the 
WR arm (65.5(WR) vs. 45.2 
(MS) p<0.05)	
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MS	

WR	

21.73	

36.89	

22.78	

27.51	

Chart	Title	

Ini2al	Admission	(Days)	

Readmission	(Days)	
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Weight Gain	

Admission	 Discharge	 Session	20	
FBT	 6	mth	FU	 12	mth	FU	

MS	 77.28	 84.4	 95.2	 93.9	 95.5	
WR	 79.25	 92	 93.1	 93.7	 93.6	
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*	Significant	difference	that	set	by	protocol	
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ED Symptomatology	
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Admission	 Discharge	 Session	20	FBT	 6	mth	FU	 12	mth	FU	

MS	

WR	

Significant	reduc2on	in	both	groups,	
However	shape	and	weight	concerns	prevail	

Conclusions	

•  Longer	ini2al	hospitaliza2ons	aimed	at	WR	did	not	reduce	the	need	for	
hospitaliza2on	 over	 the	 course	 of	 the	 illness	 or	 improve	 outcomes	
compared	to	brief	admissions	for	MS	when	combined	with	outpa2ent	
FBT		

•  More	 total	 hospital	 days	 and	more	 post	 protocol	 FBT	 sessions	were	
used	in	the	WR	group	

•  Difference	in	hospital	usage	has	financial	implica2ons	

•  Australia	($1,340/day)	-	Cost	difference	of	$26,800	(AUD)	
•  USA:	 ($3,840-$4254.75/day)	 –	 Cost	 difference	 of	 $77,000	 -	

$85,000.00	(USD)	

9/06/2016	 SCHN Westmead EATING DISORDER SERVICE	 23	

	

Next	Step	

•  Reviewed	 data	 to	 look	 for	 early	 indicators	 of	 remission	 in	
FBT	 to	 separate	 out	 those	 who	 need	 standard	 FBT	 from	
those	who	needed	higher	levels	of	care	
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Early Weight Gain in Family-Based Treatment
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ABSTRACT
Objective: To Identify whether early
weight gain in family-based treat-
ment (FBT) predicted greater weight
and remission at end of FBT and 12-
month follow-up.

Method: Eighty-two adolescents, with
anorexia nervosa, participated in a
randomized control trial comparing brief
hospitalization for medical stabilization
and hospitalization for weight restoration
to 90% expected body weight (EBW) (1:1),
followed by 20 sessions of FBT. Sixty-nine
completed trial protocol. Receiver operat-
ing characteristic analyses were con-
ducted investigating whether early
weight-gain in FBT predicted outcomes
at end of FBT and 12-month follow-up.
Participants were analyzed according to
their original randomization and as a
combined set. Binary logistic regression
was used to control for randomization
arm effect in combined set analysis.

Results: Weight gain greater than
1.8 kg at FBT Session 4 predicted

greater %EBW (99.18 SD 5 6.93 vs.
92.79 SD 5 7.74, p< .05) and remis-
sion at end of FBT (46% vs. 11%,
p< .05) and at 12-month follow-up
(64% vs. 36%, p 5 .05). Binary logistic
regression confirmed weight gain
greater than 1.8 kg predicted remission
(p< .05) while treatment arm random-
ization did not add significantly to the
model.

Discussion: Early weight gain has poten-
tial to distinguish likely responders in FBT
from those who may need more inten-
sive intervention to achieve remission
offering the potential to improve out-
comes. VC 2015 Wiley Periodicals, Inc

Keywords: anorexia nervosa; adoles-
cent; early weight gain; outpatient
treatment; family-based treatment;
treatment optimization; long-term
outcomes

(Int J Eat Disord 2015; 00:000–000).

Introduction

Eleven randomized controlled trials (RCTs) in
adolescent anorexia nervosa (AN) have included
family interventions though only the Maudsley
Model of Family-Based Treatment (FBT) has
been investigated in multiple RCTs.1 In seven
RCTs, FBT has demonstrated efficacy in adoles-
cents, 12–18 years, with AN of less than a 3-years
duration2 and is regarded as first-line treatment
for this group.3 Regardless, rates of remission
remain low: 31–49% with a strict definition (per-
centage expected body weight (%EBW)>95 and
Eating Disorder Examination (EDE) Global score
within 1S.D. of community norms)2,4 and 67–73%
with a broader definition (%EBW>95 and EDE
within 2S.D. of norm).2,5

A possibility to improve FBT outcomes is early
treatment response. Differentiating responders from
non-responders early in FBT allows potential aug-
mentations to improve outcomes in those less likely
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Aim	

To identify whether early weight-gain in FBT predicted higher 
weight and remission at end of FBT and 12-month follow-up	
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Statistical Analysis	

•  Receiver-opera2ng	 characteris2c	 (ROC)	 analyses	 were	
conducted	 with	 a	 cut	 point	 selected	 for	 comparable	
sensi2vity	and	specificity	

•  For	each	analysis	the	cohort	was	separated	into	a	high	gain	
(HG)	and	a	low	gain	(LG)	group	
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Results	

•  Length of hospitalisation and %EBW at commencement of 
FBT had no significant impact on rates of remission at end of 
FBT and 12-month follow up	

•  ROC coordinates indicated an optimal cut-point of a 1.8kg 
weight gain at week 4 of FBT to differentiate the: 	

•  LG (n=45 (65%) M=0.13: SD=1.23kg) 	

•  HG (n=24 (35%) M=3.34: SD+1.56kg)	

9/06/2016	 SCHN Westmead EATING DISORDER SERVICE	 28	

End of FBT Outcomes	

•  HG group had a significantly higher %EBW (p<0.05)	

•  HG (M=99.18: SD=6.93%)	

•  LG (M=92.79: SD=7.74%)	

•  HG had has a significantly higher rate of remission (strict) 
(p<0.05)	

•  HG = 46%	

•  LG = 11%	
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12-Month Follow-Up	

•  No significant difference in %EBW between HG and LG 
groups	

•  Difference in remission (strict) approached significance 
(p=0.07)	

•  HG = 54%	

•  LG = 29%	

•  HG had a significantly higher rate of remission (broad) than 
LG (P=0.05)	

•  HG = 63%	

•  LG = 36%	
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Conclusions	

•  A	weight	gain	of	1.8kg	by	Session	4	of	FBT	predicted	higher	
%EBW	 and	 remission	 (strict)	 at	 end	 of	 FBT	 and	 remission	
(broad)	at	12-month	follow-up.	

•  Early	 weight	 gain	 as	 a	 predictor	 of	 remission	 (strict)	
approached	significance	

•  Early	weight	gain	has	the	capacity	to	dis2nguish	those	who	
are	 likely	to	respond	to	standard	FBT	from	those	who	may	
benefit	 for	 increased	 treatment	 intensity	 offering	 the	
poten2al	to	improve	treatment	outcomes	
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