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 1 

An increasing number of diverse approaches to treating eating disorders 
have obtained empirical support for their efficacy in recent years. The 
patients who benefit from these treatments are increasingly diverse as well, 
in terms of their eating disorder symptoms, the other problems with which 
they struggle, and the details of their life histories and circumstances.

The idea for this casebook emerged from the observation that clinicians 
and patients would like to see how therapy actually works—what happens 
in the therapy sessions. Readers of treatment manuals and research articles 
may understand the concepts and still find it difficult to imagine the actual 
conversations between clinician and patient in which those concepts are 
used. Clinicians remain uncertain of exactly “what to say” or “how to 
do it,” and patients enter treatment with little concrete information about 
the nature of their chosen therapeutic approach or other available options. 
The cases in this book include many excerpts of dialogue between patients 
and therapists drawn or adapted from real psychotherapy interactions, dis-
guised to protect patient confidentiality.

The cases in this book are “evidence based” in at least two important 
ways. First, these cases all emerged from clinical research that aimed to 
demonstrate that a defined method of treating eating disorders was actu-
ally beneficial to patients, relative to no treatment or relative to alternative 
treatment approaches. Second, the individual cases are presented with dem-
onstrations of symptom change, including the results of research assess-
ment interviews, self- report questionnaires, the clinicians’ observations, 
and the patient’s own words. Evidence from at least two time points— the 
beginning and end of treatment— is included in every case, and some cases 
include midtreatment or follow- up data.

General Introduction

HeatHer tHompson‑Brenner
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The chapters were written by expert treatment– outcome researchers. 
Many of the cases were drawn from randomized clinical trials. The patients 
included in the book provided their initial consent to participate in the 
clinical research— including audio or video recording of sessions in some 
cases—and then later provided explicit consent for their individual psy-
chotherapy material to be included in this book. In three cases (adolescent- 
focused therapy, cognitive- behavioral therapy for night eating syndrome, 
and emotion acceptance behavior therapy) the patient or his/her family 
either was not recorded or did not wish to provide full consent for the 
therapy interactions to be published; therefore, the psychotherapy material 
is less detailed and more thoroughly altered. Throughout the book, those 
cases based on a single patient who provided explicit consent to publish this 
material are noted, and those cases that represent composite patients and 
include altered therapy dialogue are also noted.

To provide perspective on the diversity and distinctiveness of treat-
ment approaches, the cases have been grouped into five sections: “Behav-
ioral Approaches” (exposure and response prevention and family- based 
treatment), “Cognitive Approaches” (motivational interviewing and cog-
nitive remediation therapy), “Affect-Based Approaches” (psychoanalytic 
psychotherapy and emotion acceptance behavior therapy), “Relational 
Approaches” (interpersonal psychotherapy and couple therapy), and 
“Integrative Approaches” (cognitive- behavioral therapy, enhanced broad 
cognitive- behavioral therapy, dialectical behavior therapy, and adolescent- 
focused therapy). Though different approaches frequently overlap in their 
effect— for example, in a behaviorally focused therapy, changes in cognition 
and affect are evident as well—we have separated them to facilitate appre-
ciation of the distinctive nature of certain interventions and the intended 
mechanisms of treatment. However, the inclusion of session process dia-
logue is intended to allow the reader to perceive the complex, multifaceted 
processes taking place. The introductions to each section provide theoreti-
cal and historical context to the approaches that are described.

Overview Of eating DisOrDer DiagnOses

To avoid repetition, we present here the key criteria of the major eating 
disorder diagnoses. At the time that the diagnoses in these case reports 
were made, the fifth edition of the Diagnostic and Statistical Manual of 
Mental Disorders (DSM-5; American Psychiatric Association, 2013) had 
not yet been published. In some cases, however, the authors indicate what 
diagnosis would be applicable in DSM-5, as well as the diagnosis that was 
made at the time. Given that the focus of the book is not classification, we 
will here present only the main criteria and definition for each disorder, as 
well as a few crucial treatment and research considerations.
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Anorexia nervosa is characterized by distorted body image and exces-
sive dieting, severe weight loss, and a pathological fear of becoming fat. 
Individuals with anorexia nervosa are underweight for their height, and 
may maintain their underweight status by exercising and purging as well 
as caloric restriction. Females with anorexia nervosa may have amenor-
rhea (lack of menstruation), and anorexia nervosa has many potentially 
serious physical effects. Anorexia nervosa among females typically mani-
fests in adolescence or early adulthood, although it can affect females and 
males of all ages. Recommendations for appropriate treatment vary widely 
according to culture. In the United States, for example, inpatient or resi-
dential psychotherapy for low- weight patients is somewhat more commonly 
recommended than in other countries; in Europe, for example, outpatient 
psychotherapy is more common for patients at lower weights. Outpatient 
clinical trials for adult anorexia nervosa are not considered to have been 
particularly successful to date, with high observed dropout rates and low 
rates of recovery (Bulik, Berkman, Brownley, Sedway, & Lohr, 2007).

Bulimia nervosa is characterized by frequent and recurrent episodes of 
binge eating, which is eating characterized by the subjective “loss of con-
trol” over eating. Binge episodes are followed by behavior that compensates 
for the binge episode, such as purging (e.g., vomiting, excessive use of laxa-
tives or diuretics), fasting and/or excessive exercise. Individuals with buli-
mia nervosa may be within or above the healthy weight range, and show 
dysfunctional levels of concern with their shape, weight, or eating. The fre-
quency of binge–purge behaviors necessary for a bulimia nervosa diagnosis 
was reduced from twice per week to once per week in DSM-5. There are a 
large number of published outpatient clinical trials for outpatient psycho-
social treatments of bulimia nervosa, with good outcomes observed among 
40–70% of patients (depending on the definition of good outcome) in the 
best available treatments (Keel & Brown, 2010).

Binge- eating disorder is characterized by frequent and recurrent epi-
sodes of binge eating without specific compensatory behaviors. Individuals 
with binge- eating disorder may or may not exhibit overly high levels of con-
cern with shape or weight, or distorted body image, which are not neces-
sary to the diagnosis. Individuals with binge- eating disorder may be normal 
weight or overweight, though the diagnosis shows associations with over-
weight and obesity. Though binge- eating disorder was relatively recently 
defined, clinical interventions tend to show relatively good outcomes (and 
more placebo effects), with good outcomes regularly observed for 70% of 
participants in many clinical trials (Keel & Brown, 2010). Purely psycho-
logical interventions (as opposed to those with a specific weight loss com-
ponent) are associated with good psychological outcomes, but low levels of 
overall weight loss (Wilson, 2011).

Eating disorder not otherwise specified was frequently diagnosed 
under the criteria included in DSM-IV, due to high thresholds for full 
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criteria diagnoses (which have been lowered in DSM-5), and due to the 
highly variable nature of eating disorders, which may manifest with or 
without insight into the nature of cognitive concerns, varying degrees of 
weight loss, and with or without the full complement of a wide range of 
unhealthy or unusual weight- control and eating behaviors (e.g., chewing 
and spitting, eating non- nutritive substances, night eating).

Patients with eating disorders are observed to show a wide degree of 
heterogeneity within diagnostic categories as well. For example, patients 
with severe malnutrition, major depression, or personality pathology may 
differ from other patients with the same eating disorder diagnosis with-
out these co- occurring conditions, and may require different treatment 
approaches (e.g., Grilo, Masheb, & Wilson, 2001; Thompson- Brenner & 
Westen, 2005). Patients with severe malnutrition may require intensive 
interventions for medical or psychiatric reasons as well.

overview of CliniCal assessmenT

Another purpose of this casebook is to introduce clinicians to the assess-
ment instruments— interviews and questionnaires— that are commonly 
used in research studies to provide relatively objective measures of pathol-
ogy, improvement, and outcome. Increasingly, clinicians appreciate the 
utility of objective measures in clinical practice to inform themselves and 
their patients.

Common Research Instruments and Domains

The most commonly used structured clinical interview for eating disor-
der pathology is the Eating Disorder Examination (EDE; Fairburn, 2008; 
Fairburn & Cooper, 1993). The EDE is a structured interview that assesses 
the behavioral and cognitive symptoms of eating disorders (e.g., binge eat-
ing, compensatory behaviors, food restriction, body dissatisfaction, dietary 
restraint), as well as specific subscales for shape concerns, weight concerns, 
eating concerns, and dietary restraint, and a global score that is the mean 
of the four subscale scores. The EDE assesses the frequency and severity 
of symptoms over the past 28 days. Norms for the EDE in nonclinical and 
clinical samples, as well as benchmarks for significant improvements in 
EDE scores over short- and long-term treatment, have been well established. 
Most published clinical trials include the EDE as the gold- standard interview 
instrument with the best psychometrics and highest level of validity, when 
administered by reliable assessors who are blind to treatment condition.

Various other assessments were used depending on the treatment focus 
and research questions; all the relevant assessment instruments are described 
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in the individual case descriptions. Self- report instruments of current and 
recent eating symptoms, such as the Eating Disorders Examination— 
Questionnaire version, the Eating Disorders Inventory, or shorter measures 
of binge–purge symptoms, are commonly utilized to observe week-to-week 
symptom levels and changes (see chapters for specific instruments and cita-
tions). Co- occurring psychopathology, such as Axis I mood and anxiety 
disorders, or personality disorders, are commonly assessed at baseline and 
outcome time points using structured interviews with established reliabil-
ity, and specific related symptom domains (depression level, social func-
tioning) may be assessed using brief questionnaire instruments on the same 
schedule or more frequently.

Rationale for Research Assessment in a Clinical Scientist Model 
of Treatment

The importance of an evidence base for psychotherapy practice does not 
only apply to testing models of treatment in large-scale research studies, 
but also to the use of reliable and valid assessment instruments within 
individual courses of treatment. The rationales for collecting empirical evi-
dence of treatment effects apply across treatment approaches. For example, 
research assessments can help clinicians safeguard against their own erro-
neous assumptions, which psychological research suggests are all too easy 
for us to make. Human beings are extremely likely to maintain their beliefs 
even when erroneous through their ways of collecting and processing 
information, and therapists and clients are both subject to these processes 
(Lilenfeld & O’Donohue, 2006). A large body of research indicates that 
clinicians regularly make errors or display biases in judgment in accordance 
with their own beliefs about treatment, psychology, and psychopathology 
(Kazdin, 1993; Persons, 2005).

As a simple but general example, a therapist may believe that a particu-
lar set of psychotherapy interventions are having a positive effect for his/
her client despite the client’s subjective experience of the contrary. Regular 
standardized assessments, in domains pertaining directly to the goals of 
treatment, allow the therapist and client to observe the same data— possibly 
more objective data, and certainly more uniform data than each would col-
lect separately by independent observation— measured over time. Addition-
ally, therapists and clients are both subject to make errors regarding causa-
tion and expectancy—that is, to believe that certain correlated events cause 
one another and that certain behaviors will bring about certain outcomes 
(Kazdin, 1993; Lilenfeld & O’Donohue, 2006). For example, a client may 
believe that because he becomes anxious when he socializes, social con-
tact causes anxiety, and that increased social contact will lead to increased 
anxiety. In the context of an efficacious cognitive- behavioral treatment, 
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the client may be asked to test these beliefs through a series of behavioral 
experiments involving social interaction, coupled with frequent assessment 
of his anxiety levels. The evidence that his anxiety has reduced within one 
single extended social interaction, and that his anxiety is much reduced 
after exposure to frequent social contact, helps to disprove these beliefs and 
thereby promote flexibility in behavior and recovery from social anxiety.

The use of clinical assessment not only to be more “accurate” but also 
to augment the effect of individual patients’ treatment is now well docu-
mented and well discussed elsewhere (see Kazdin, 1993; Persons, 2005). It 
is our hope that the benefits of formal assessments in the treatment of eat-
ing disorders in the following cases will be apparent to the readers.

What to Consider When Reading These Cases

Finally, here we present a few ideas for the reader regarding questions to 
hold in mind while reading the cases. In addition to the evident contrast 
between the different approaches, you might note also what is common 
across these generally successful cases. What is necessary, but not men-
tioned, to having the therapy progress so well? What are the personal 
qualities of certain individuals with eating disorders that might make a 
particular form of therapy a good or poor fit? Similarly, are there quali-
ties of therapists that might make them more or less suited to using certain 
approaches? What would be similar or different if these forms of psycho-
therapy were used with other emotional issues besides eating disorders? 
What do you think the influence might have been of the research context to 
the psychotherapy, as opposed to if the treatment was implemented in a less 
structured community setting? If you could implement these treatments 
without such strict guidelines, what changes might you make?

Furthermore, it is fascinating to consider the skill of the therapists— 
their “art” as well as their science. All cases have difficult moments, when 
the therapist has an idea of what would be helpful that pushes up against 
the patient’s customary way of behaving, thinking, or feeling. We hope you 
find it interesting to see how these expert therapists present new, challeng-
ing ideas about growth and change without losing their empathic connec-
tion to their patients in distress.

In general, we hope that this book will help clinicians (and their 
patients) to understand and appreciate evidence- based treatments for eat-
ing disorders. We hope the collection of different approaches, presented 
with therapy process material, will facilitate readers’ understanding both 
of the important distinctions among treatment approaches, as well as key 
common factors across beneficial treatments.



 General Introduction 7

referenCes

American Psychiatric Association. (2013). Diagnostic and statistical manual of 
mental disorders (5th ed.). Arlington, VA: American Psychiatric Publishing.

Bulik, C. M., Berkman, N. D., Brownley, K. A., Sedway, J. A., & Lohr, K. N. 
(2007). Anorexia nervosa treatment: A systematic review of randomized con-
trolled trials. International Journal of Eating Disorders, 40, 310–320.

Fairburn, C. G. (2008). Cognitive behavior therapy and eating disorders. New 
York: Guilford Press.

Fairburn, C. G., & Cooper, Z. (1993). The Eating Disorder Examination (12th 
ed.). In C. G. Fairburn & G. T. Wilson (Eds.), Binge eating: Nature, assess-
ment, and treatment (pp. 317–360). New York: Guilford Press.

Grilo, C. M., Masheb, R. M., & Wilson, G. T. (2001). Subtyping binge eating dis-
order. Journal of Consulting and Clinical Psychology, 69, 1066–1072.

Kazdin, A. E. (1993). Evaluation in clinical practice: Clinically sensitive and sys-
tematic methods of treatment delivery. Behavior Therapy, 24, 11–45.

Keel, P. K., & Brown, T. A. (2010). Update on course and outcome in eating disor-
ders. International Journal of Eating Disorders, 43, 195–204.

Lilenfeld, S. O., & O’Donohue, W. T. (Eds.). (2007). The great ideas of clinical sci-
ence: 17 principles that every mental health professional should understand. 
New York: Routledge.

Persons, J. (2005). Empiricism, mechanism, and the practice of cognitive- behavior 
therapy. Behavior Therapy, 36, 107–118.

Thompson- Brenner, H., & Westen, D. (2005). Personality subtypes in eating dis-
orders: Validation of a classification in a naturalistic sample. British Journal 
of Psychiatry, 186, 516–524.

Wilson, G. T. (2011). Treatment of binge eating disorder. Psychiatric Clinics of 
North America, 34, 773–783.





 9 

IntroductIon to Part I

The shared characteristics of different approaches to behavior therapy (BT) 
include aspects of the therapeutic focus, psychotherapy process, and spe-
cific interventions (see Anthony & Roemer, 2011, for more complete dis-
cussion). Foremost, BT focuses on changing behavior— increasing adaptive 
behaviors, decreasing maladaptive behaviors, and increasing the flexibility 
of behavioral options. “Behavior” is conceived widely, including not only 
deliberate actions but also automatic attempts at avoidance and virtually 
any conditioned response. BT is active, and behavior change is encouraged 
inside and outside sessions. BT typically emphasizes the current circum-
stances that maintain the identified problem, as opposed to the historical 
antecedents of the problem. Therapy tends to be time limited, in part due to 
well- identified focal goals. However, the time limits placed on BT may be 
artifacts of their use in experiments (such as randomized controlled trials), 
and the optimal treatment length should be defined by the nature and scope 
of the presenting problems.

One key set of BT concepts pertain to learning by experience, particu-
larly through the process of experiencing consequences. BT often includes 
identification and analysis of the consequences that reinforce a particular 
behavior (e.g., escape from a feared stimulus may lead to the short-term 
relief of anxiety, a negative reinforcer), as well as the harder- to- observe 
long-term consequences of behavior (e.g., repeated avoidance of a feared 
stimulus may lead to the development of an anxiety disorder or social 

Part I

Behavioral Approaches

HeatHer tHompson‑Brenner
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isolation). Contingency management refers to the practice of arranging the 
patient’s environment so that desired behaviors are reinforced and other 
behaviors are not reinforced. Behavioral experiments allow patients to 
experience the consequences of new behaviors or new contingencies. Mod-
eling involves learning by observation or imitation, as in the case where a 
patient observes another person doing a feared action, observes the conse-
quences, and then follows his/her example.

BT in practice involves exposure to feared or avoided stimuli, includ-
ing feared situations, objects, emotions, and ideas. In vivo exposure is the 
practice of introducing frightening stimuli in the therapy session, prevent-
ing the patient from engaging in behaviors that perpetuate maladaptive 
behavior (e.g., avoidance), and allowing time for the patient’s fear to sub-
side. The observed processes in which a patient’s anxiety subsides during 
a single session of exposure, and also becomes less severe in response to 
the same stimulus over time, are known as habituation or extinction. The 
processes of systematic desensitization and graduated exposure are related 
terms, pertaining to therapeutic programs aiming at habituation, starting 
with a moderately feared stimulus and moving to increasingly more chal-
lenging stimuli.

Cognition has been an additional focus of BT from its early years, 
though the role of cognition has expanded over time. Two early cognitive 
concepts maintain their significance today. Expectancies are cognitions 
concerning the anticipated consequences of behavior, built up over repeated 
learning experiences. Expectancies guide behavior, and often have to be 
altered through new learning experiences. Self- efficacy is one important 
type of expectancy, that is, the belief that one’s actions will have the desired 
positive effect. Self- efficacy is observed to be crucial to any human behav-
ior, and particularly for sustained effort in the context of negative emotion. 
Therefore, behavior therapists help patients identify their expectancies, test 
them in behavioral experiments, and modify them to be more adaptive. 
Therapists also explicitly promote patients’ self- efficacy concerning thera-
peutic practices. The implications of these concepts, and the integration of 
cognitive and behavioral therapeutic approaches that have taken place over 
time, are additionally discussed in the introductions to Part II, “Cognitive 
Approaches” and Part V, “Integrative Approaches” later in this book.

Behavior Therapy and Eating Disorders

Formal behavioral principles have been applied to the treatment of eat-
ing disorders from the 1960s, particularly in the treatment of anorexia 
nervosa (AN), with varying degrees of success. Inpatient programs in the 
1960s and 1970s for many mental disorders were built around contingency 
management, for example, obtaining reinforcement (such as “privileges”) 
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in response to weight gain. However, strict behavioral programs were 
observed to have limited success, and were experienced by some patients as 
punitive (Touyz, Beaumont, & Dunn, 1987).

More integrative approaches including behavioral and cognitive inter-
ventions were introduced and extensively investigated in the 1980s and 
1990s, with more immediate success for the treatment of bulimia nervosa. 
These approaches are addressed extensively in the last section of the book, 
Part V, “Integrative Approaches.” Integrative psychotherapies include 
interventions that might be understood from several perspectives, includ-
ing behavioral: for example, the interventions that suggest and support eat-
ing at regular intervals may be understood from a physiological point of 
view (reducing physiological vulnerability to binge eating) but also might 
be understood as a naturalistic exposure. Patients who skip meals because 
they fear weight gain may find that eating regularly helps them to habituate 
to anxiety about eating, and disconfirms their expectancies of intolerable 
anxiety or immediate weight gain. Regular eating therefore might also be 
framed as a behavioral experiment.

Exposure and Response Prevention for Eating Disorders

The use of formal behavioral practices within cognitive- behavioral ther-
apy for bulimia nervosa, such as in vivo exposure to feared foods, initially 
showed mixed results (Wilson, 1996). However, as explained and dem-
onstrated in Chapter 1 (by Glasofer, Albano, Simpson, & Steinglass) the 
application of the best practices of exposure therapy to fear of food among 
individuals with AN shows signs of new promise. “Safety behaviors” are 
actions that anxious individuals perform to reduce their anxiety in exposure 
situations. These may include ritualistic and avoidant behaviors, including 
very subtle behavioral and cognitive methods of avoidance. In the case in 
Chapter 1, the therapist carefully elaborates and helps the patient to elimi-
nate safety behaviors so that the exposures can be effective. Other “best 
practices” for the implementation of in vivo exposure also include sessions 
that are long enough that anxiety can be observed (through the use of a 
rating system such as the “subjective units of distress scale”) to be reduced 
substantially, and that the exposure is repeated multiple times. Though 
there are limited data to evaluate whether prior exposure- based treatments 
for eating disorders utilized these practices— it is observed that individuals 
with AN show many of these rituals and safety behaviors when eating— 
treatment for AN often does not eliminate rituals and safety behaviors, and 
relapse to AN after weight restoration is common. The chapter that follows 
provides details regarding the research that has made these links, as well 
as detailed description of intensive, cutting- edge exposure and response 
prevention for AN.
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Family-Based Treatment for Anorexia Nervosa

We include family- based treatment (FBT) for AN in Part I, “Behavioral 
Approaches” (Chapter 2, by Doyle & Le Grange) because the initial and 
primary focus of the treatment is normalization of the patient’s eating 
and restoration of a normal weight. An earlier version of FBT was called 
“behavioral family systems therapy” (Lock & Le Grange, 2013; Robin et 
al., 1999). One of the most important interventions in FBT is the in- session 
“family meal.” The therapist instructs the parents to bring a meal that is 
appropriate for their starving child, and supports the parental dyad to con-
vince the adolescent with AN to eat one bite more than he/she is comfort-
able or initially willing to eat. The family meal may be understood in BT 
terms to be a functional assessment, as it allows the therapist to directly 
observe complex behavioral interactions, including the parents’ choice 
of a meal, their behavior toward their child, and the subsequent interac-
tions between the two parents (if two are present) and between parents 
and child. In the family meal, the parents are encouraged to change their 
behavior toward each other, particularly in order to better coordinate their 
efforts. They are encouraged to change their behavior toward their child, 
particularly to overcome various forms of resistance. Thus the family meal 
may also be understood as a behavioral experiment or exposure, as the 
parents and child are both asked to try a new behavior that typically trig-
gers anxiety/fear. Though the family is not asked to generalize principles 
of behavior change beyond their interactions around eating, the successful 
completion of the family meal is intended to generate new learning regard-
ing the parents’ ability to get their child to eat, which is then applied and 
built upon in the home environment, with mastery that increases over time.

FBT for AN was first described and tested by practitioners at the Maud-
sley Hospital in London. Though these clinicians and researchers were well 
versed in many approaches to family therapy, they have described the util-
ity of incorporating behavioral approaches in family therapy to achieve 
behavioral outcomes (Dare, 1992; Robin et al., 1999). FBT is also focused 
on the current maintaining mechanisms of the disorder, and is not focused 
on any historical factors. FBT therapists make it explicit that the family is 
seen as the source of the solution, not the cause of the problem. In service of 
achieving behavior change and weight restoration, FBT also employs strate-
gies shown to be useful in other forms of family therapy, notably structural 
interventions such as unifying and empowering the parents to have author-
ity over the adolescent (Lock & Le Grange, 2013).

Exposure and response prevention and FBT are placed together in this 
section due to their focus on behavioral change as both the most impor-
tant focus of session content as well as crucially related to outcome. How-
ever, readers will observe that the interventions included in exposure and 
response prevention and FBT for AN vary widely. Obviously, behavior is 
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an important consideration in any form of psychotherapy, and relational 
and affect- oriented approaches include observations and outcomes that 
are behavioral as well. Additional formal behavioral interventions may 
be found in Part V, “Integrative Approaches,” in Chapter 9 (by Lundgren 
& Allison) and Chapter 10 (by Thompson- Brenner, Shingleton, Satir, & 
Pratt) on cognitive- behavioral therapy, and in Chapter 11 (by Segal, Ohler, 
Eneva, & Chen) on dialectical behavior therapy.
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“I can’t even drink a sip of water or drink a coffee at 11:00 P.M. if that’s a 
time I usually never do it. I definitely can’t eat a meal if it’s not at the exact 
right time.”

“Not being able to eat in a certain order makes me so uncomfortable. 
I eat vegetables and fruit first. I can’t eat my main meal before my veg-
etables. And if I don’t have my coffee first then I can’t start eating at all.”

“Having to make rushed decisions on what to eat . . . I go up to the last 
minute in deciding what to get . . . I could pick something I really don’t 
want and then I’ll regret it . . . I prepare myself for a certain food and 
that’s the food I want. If I have to eat, it has to be what I want otherwise 
I will get really anxious.”

“Sandwiches and wraps are my killer foods. I never eat them regularly. I 
have to pick them apart. If I try to do it differently, I notice that I get really 
anxious, but I don’t know why this is.”

Emily was a 21-year-old female with a 6-year history of anorexia nervosa 
(AN), binge–purge subtype. After a brief medical hospitalization for treatment 
of hypokalemia (K+ = 2.2 mEq/liter), Emily was hospitalized on a  specialized 
inpatient psychiatric unit for short-term treatment of eating disorders (EDs). 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Emily is a disguised/composite portrait.

Chap tEr 1

Overcoming Fear of Eating
A Case Study of Exposure and Response Prevention 

for Anorexia Nervosa

DeBoraH r. Glasofer, anne marie alBano, H. Blair simpson, 
and Joanna e. steinGlass
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Her admission height and weight were 5′1½″ and 91 pounds, respectively 
(body mass index [BMI] = 16.9 kg/m2). After 2½ weeks, she had not gained 
weight and Emily was transferred to the New York State Psychiatric Institute 
(NYSPI)/Columbia  Center for Eating Disorders, reporting, “I am looking for 
something longer term, and I heard good things about this place from one of 
my friends.” On admission to NYSPI, Emily weighed 89 pounds (BMI = 16.5 
kg/m2).

Cognitive- behavioral therapy (CBT) is often prescribed for AN, due 
in large part to its success in the treatment of other, related eating disor-
ders such as bulimia nervosa (Wilson, Grilo, & Vitousek, 2007). While 
CBT has been shown to be more successful than nutritional counseling 
in preventing relapse, no clear treatment for relapse prevention has been 
identified. Given the success of treatments of bulimia nervosa, the com-
paratively limited success of psychotherapy for AN has been disappoint-
ing. Similarly, medication trials have generally focused on treatment targets 
such as depression, and translated from other populations. Yet medications 
have also not been found to be useful, either for weight restoration (Attia, 
Haiman, Walsh, & Flater, 1998) or relapse prevention (Crow, Mitchell, 
Roerig, & Steffen, 2009; Keel, Dorer, Franko, Jackson, & Herzog, 2005). 
The largest prospective treatment trial for patients with AN provided CBT 
with fluoxetine versus placebo for relapse prevention and even in that set-
ting, the relapse rate was 57% after 1 year (Walsh et al., 2006). New ideas 
and new treatment targets are needed. Based on a new model of AN we 
have developed a treatment for AN using exposure and response preven-
tion techniques that emphasizes eating- related anxiety as the key target of 
treatment (Steinglass et al., 2011).

addressing eaTing anxieTy

Individuals with AN commonly describe feeling generally nervous and 
unable to relax, and endorse many physical symptoms of anxiety, even 
when at normal weight (Pollice, Kaye, Greeno, & Weltzin, 1997). Anxiety 
disorders commonly precede the onset of AN (e.g., Bulik, Sullivan, Fear, 
& Joyce, 1997), and individuals with AN describe specific fears related to 
food (Fairburn, 2008; Sunday, Halmi, & Einhorn, 1995), including anxi-
ety in anticipation of a meal, concern about the contents of the food they 
eat, and fear of the effect of food on their shape and weight. They manifest 
repetitive, stereotyped behaviors used to decrease anxiety around eating 
that have long been observed to bear similarities to obsessive– compulsive 
disorder (OCD) (Hsu, Kaye, & Weltzin, 1993). For example, some indi-
viduals need to consume foods in a particular order, and some need to 
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eat slowly so that only small amounts are consumed over time. In short, 
patients manifest avoidance of feared stimuli, akin to specific phobias (Bar-
low & Durand, 2005) and ritualized behaviors to reduce distress, akin 
to OCD. While there are important differences between AN and anxiety 
disorders, the shared clinical phenomena suggest that anxiety is an appro-
priate treatment target for AN and that there may be useful overlap in 
treatment strategies (Steinglass et al., 2011).

The imporTanCe of eaTing behavior

It may seem obvious that eating behavior is disturbed in AN—these indi-
viduals do not eat adequately to maintain body weight. Yet, the aberrant 
behaviors related to food that patients describe to clinicians have actually 
rarely been studied directly. The existing data indicate that even after suc-
cessful weight restoration, many patients continue to exhibit maladaptive 
eating. In addition to cognitive symptoms, patients may persist in rigid eat-
ing patterns, demonstrate strong preferences for “safe” foods, and avoid 
a range of specific eating situations. At the end of full weight restoration, 
scores on measures of ED psychopathology improve from baseline but 
remain significantly elevated compared with healthy norms (Sysko, Walsh, 
Schebendach, & Wilson, 2005). Individuals with AN persistently consume 
inadequate calories to maintain a healthy weight, a core feature of the ill-
ness that has been demonstrated in objective laboratory settings (Hadi-
gan et al., 2000). Even after full weight restoration, and with improve-
ment in multiple psychological measures, individuals with AN continue 
to eat significantly fewer calories, and significantly less fat, than healthy 
peers (Mayer, Schebendach, Bodell, Shingleton, & Walsh, 2012; Sysko et 
al., 2005). Moreover, this dietary pattern has been shown to be related to 
a longer- term course: individuals who eat a diet low in variety and low in 
energy density are significantly more likely to have a poor outcome at 1 
year after hospitalization (Schebendach et al., 2008, 2011).

overview of exposure and response prevenTion 
for anorexia nervosa

Exposure and response prevention for anorexia nervosa (AN-EXRP) is a 
treatment approach that specifically targets eating- related anxiety with 
the intent to improve the restrictive eating patterns that persist after acute 
weight restoration. This case study will describe treatment of a hospitalized 
individual with AN using AN-EXRP as an adjunctive strategy. AN-EXRP 
was developed using the exposure and response prevention techniques of 
established efficacy in the treatment of anxiety disorders adapted for use 
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with patients with AN (Goldfarb, Fuhr, Tsujimoto, & Fischman, 1987; Hall-
sten, 1965), with particular emphasis on response prevention as described 
in the treatment of OCD (Kozak & Foa, 1997). Exposure techniques have a 
history in ED treatment. Exposure and response prevention has been stud-
ied in bulimia nervosa, focusing on binge eating and purging cues primar-
ily (Bulik, Sullivan, Carter, McIntosh, & Joyce, 1998), with mixed results 
(Wilson, Eldredge, Smith, & Niles, 1991). The case was selected from a 
small randomized controlled trial of AN-EXRP (Steinglass et al., 2014). 
Clinical characteristics have been changed to protect patient confidentiality.

AN-EXRP aims to improve eating behavior by reducing fear and anxi-
ety surrounding eating. The goal is to activate eating- related fears through 
exposure in the absence of anxiety- reducing rituals. This process discon-
firms the patient’s identified belief, or “feared consequence.” Like standard 
CBT, treatment addresses the irrational beliefs that can serve to perpetu-
ate dysfunctional behaviors. However, AN-EXRP is distinct from standard 
CBT in its reliance on the behavioral techniques of exposure and response 
prevention— rather than cognitive interventions— to address these beliefs. 
AN-EXRP is also distinct from standard behavioral treatment of AN in 
that exposure sessions push beyond the practice of normal eating to elicit 
the fear structure. This is analogous to treatment of OCD, where exposure 
therapy asks an individual with contamination fears to cease washing while 
purposefully exposing themselves to things that healthy individuals might 
normally avoid (e.g., touching public toilet seats) (Kozak & Foa, 1997). 
In AN-EXRP, sessions may include immersing hands in greasy food until 
the anxiety about touching food subsides, or sitting with a large amount 
of food until the fear of binge eating abates. Akin to exposure therapy 
as it applies to the treatment of anxiety disorders, unusual or “extreme” 
scenarios practiced during sessions with the therapist enable the patient to 
practice more manageable exposures on his/her own.

AN-EXRP differs from exposure and response prevention treatment 
of other diagnoses in some important ways. Because of the extent of ambiv-
alence about healthy weight and ego- syntonic nature of the eating disorder 
that is common in AN, exposures are typically initiated very gradually to 
establish alliance or “meet the patient where he/she is,” build self- efficacy, 
and foster belief in the treatment approach.

case study: emIly

History of Present Illness

The current episode of illness began during Emily’s second semester in a 
nursing degree program while she was living at home with her parents and 
two siblings. Prior to this episode, she had had a year of relative recovery, 
with a BMI = 19.1 kg/m2, regular menses, and restrictive intake without 
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compensatory behaviors. Emily became “more stressed” and stopped eat-
ing lunch because she “needed to study.” Her eating restrictions increased, 
such that she was skipping breakfast in addition to lunch, and eating only 
when other family members were at home. At times, her intake consisted 
primarily of coffee and hard candies. By Emily’s estimate, she typically ate 
200–300 kilocalories (kcal) per day. She began to exercise again, increas-
ing her level of exercise to match the number of calories she believed she 
had taken in that day. Emily ultimately resumed binge- eating and purging 
behaviors. Her weight plummeted, though she intensely feared becoming 
fat and described feeling “huge,” especially after meals. The precipitous 
weight loss and resumption of compensatory behaviors led to her tenth 
hospitalization for AN and her first at NYSPI.

Earlier History

Emily’s illness began at age 15. In her explanatory model, she felt that the 
illness began as an attempt to develop a unique identity. As the fourth child 
in her family, she believed she was trying to “figure out who [I] was on my 
own” and dealing with the stresses of “teenage life.” She began by reducing 
what she was eating and developing a regular exercise regimen. This rou-
tine became rigid and then excessive and her weight began to fall. By age 
16, her pattern of severe dietary restriction was punctuated by binge eating 
and vomiting. She denied any history of using other compensatory purging 
behaviors (e.g., laxatives or diuretics).

Swift weight loss resulted in Emily’s first hospitalization at age 16. 
After acute weight restoration treatment, she maintained a normal weight 
(120–125 pounds, BMI = 22.3–23.2 kg/m2) for approximately 6 months, 
motivated by a desire to enjoy her senior year of high school. However, 
shortly after graduating from high school, Emily was rehospitalized for low 
weight. Her adolescence and early adulthood were subsequently punctu-
ated by recurrent hospitalizations for AN. She suffered recurrent medical 
complications of AN (e.g., hypokalemia, bradycardia with heart rate in the 
40s, electrocardiograms notable for prolonged PR and QT intervals) lead-
ing to psychiatric hospitalizations. She repeatedly achieved weight gain in 
structured settings, and then rapidly resumed ED behaviors after discharge 
from the hospital.

Inpatient Treatment Course

The standard treatment protocol for AN at NYSPI consists of a structured 
behavioral treatment program aimed at normalizing eating behavior and 
weight. This program has been in place for 30 years and is highly suc-
cessful at helping patients achieve substantial weight gain (Attia & Walsh, 
2009). As she was transferred from an outside hospital, Emily’s caloric 
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prescription was initiated at 2,200 kcal and she was expected to gain 3–5 
pounds per week (with caloric increases as needed) until reaching 90% of 
ideal body weight (IBW), as defined by the Metropolitan Life Tables (Met-
ropolitan Life Insurance, 1959). Ongoing treatment included individual, 
group, and family therapies, all focused on promoting weight restoration. 
Individual treatment was a blend of supportive psychotherapy, CBT, and 
dialectical behavior therapy techniques. When anxiety symptoms were 
addressed, standard interventions included reassurance, relaxation, and 
cognitive restructuring. The NYSPI unit has flexibility to function simi-
larly to a residential program when clinically appropriate and the stan-
dard program includes a weight maintenance phase after acute restoration. 
During this treatment phase, structured treatment continues, yet patients 
have the opportunity to increase autonomy and spend more time off the 
unit. Emily’s course of AN-EXRP began prior to the weight maintenance 
phase and ended during the weight maintenance phase, prior to hospital 
discharge. At initiation of AN-EXRP, Emily was sufficiently nourished to 
be able to maximize participation and learning in a new treatment, with 
sufficient time left on the inpatient unit to receive a brief course of this 
adjunctive intervention.

Emily began AN-EXRP approximately 6 weeks after admission, when 
she had restored weight to 104 pounds (BMI = 19.33 kg/m2). She transi-
tioned to the weight maintenance phase of treatment during the course of 
AN-EXRP, on reaching 106 pounds (90% IBW, BMI = 19.70).

measuring TreaTmenT ouTCome

AN-EXRP was delivered as an adjunctive strategy concurrent with struc-
tured inpatient weight restoration treatment. This short-term intensive 
program consisted of 12 individual 90-minute sessions conducted over 4 
weeks, with between- session practice assignments (Steinglass et al., 2014) 
in the context of a randomized clinical trial. Assessment focused on mea-
surement of eating behavior and eating- related anxiety as proximal mea-
sures of treatment effect with real-world applicability.

Eating Behavior

Intake was measured in pre–post objective assessments and daily self- 
report.

Laboratory Meal

The laboratory eating assessment provides an objective measurement of 
intake in an observed setting. Laboratory meals (Steinglass et al., 2012), 
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in which the patient is alone in the room and makes his/her own choices 
about intake are modeled after behavior avoidance tasks for social phobia 
(Becker & Heimberg, 1988; Beidel, Turner, Jacob, & Cooley, 1989). On 
the morning of the test meal, Emily received a 300-kcal breakfast (yogurt, 
fruit, and juice) at 8:00 A.M. and then had nothing to eat or drink until the 
laboratory lunch meal at noon. She was presented with a tray containing a 
turkey foot-long sub sandwich (600 kcal), a large bowl of potato chips (455 
kcal), and a small bottle of water (8 ounces). A jar of mayonnaise was also 
available on the tray. Intake was calculated by measuring the weight of the 
food before and after the meal and calculating calories consumed based on 
kcal/gram weight of the foods.

Food Records

Self- reported food records were collected over 4 days following the pro-
tocol of Schebendach and colleagues (2008). Food records are a validated 
measure in research, and are analogous to the collection of self- monitoring 
food records that are an essential component of clinical practice for EDs. 
Emily recorded everything consumed over 4 days. Nutritionist Pro© soft-
ware (version 1.2.207, First DataBank, Inc.) was used to calculate average 
daily caloric intake and percent of calories from fat. Dietary patterns were 
further analyzed by calculating a diet energy density score and a diet vari-
ety score. Diet energy density is the mean kcal per gram of food and diet 
variety reflects the mean number of different foods consumed per day.

Anxiety

Anxiety was measured using standard self- report and interview assess-
ments.

Spielberger Anxiety Inventory—State Version

Emily completed the Spielberger Anxiety Inventory— State Version (STAI-S; 
Spielberger, Gorsuch, & Lushene, 1970)—rating a range of anxiety- related 
feelings, such as “I am jittery” and “I feel calm”—prior to entering the room 
for the laboratory test meal, as an assessment of premeal anxiety. Premeal 
anxiety has been shown to be related to caloric intake (Steinglass et al., 2010).

Subjective Units of Distress Scale

Emily reported her anxiety prior to and every 3 minutes during the labora-
tory lunch meal on the Subjective Units of Distress Scale (SUDS; Wolpe & 
Lazarus, 1966) on a 0–10 scale, to quantify general anxiety. Emily also 
communicated SUDS levels during exposure sessions.
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Yale–Brown–Cornell Eating Disorder Scale

The Yale–Brown– Cornell Eating Disorder Scale (YBC-EDS; Mazure, 
Halmi, Sunday, Romano, & Einhorn, 1994) is a semistructured interview 
that is a modification of the Yale–Brown Obsessive Compulsive Scale that 
yields two subscales that reflect severity of current ED-related rituals (e.g., 
“need to manipulate or stir food”) and preoccupations (e.g., “thinks exces-
sively about the fat content of food”).

emIly’s BaselIne assessment

Emily was essentially unable to eat at the baseline meal (total intake was 18 
kcal, with a diet energy density score = 0.09). She took bites of the lettuce 
and tomato provided with the sandwich. Immediately after the meal, she 
completed a “thought record” form in which she listed the thoughts she 
remembered having during the meal. Emily wrote, “I really don’t want to 
eat this” and “Put your fork down now. If you continue eating, you’ll regret 
it later.” Emily demonstrated high eating- related anxiety on both the STAI-
S and SUDS measures. Her premeal STAI-S was 54. The mean for healthy 
individuals prior to a test meal has previously been reported as 25.0 ± 4.6 
(Steinglass et al., 2010). Her premeal SUDS rating was 8 out of 10. Emily 
reported a YBC-EDS with total score of 25 (rituals = 12, preoccupations = 
13), reflecting “extreme distress” related to preoccupations and “yielding 
to all” rituals.

Emily’s daily food records, though restrictive, reflected more appropri-
ate intake than her laboratory meal would suggest. She was in a structured 
eating program with a daily prescription of 3,000 kcal and many of her meals 
were provided for her, though she had some element of choice in menu items. 
One-third of her meals were eaten off the inpatient unit on meal passes. As 
calculated from her food records, her average daily caloric intake was 2,299 
kcal, with 27.6% of calories from fat. Food records reflected a diet energy 
density score of 0.79 and a diet variety score of 10.25. For comparison, diet 
energy density scores of 0.9–1.0 and diet variety scores of 12.8–15.7 were 
associated with good outcome in prior studies of AN (Schebendach, Mayer, 
Devlin, Attia, & Walsh, 2012; Schebendach et al., 2008).

an-exrp TreaTmenT Course

Evaluation and Treatment Planning (Session 1)

AN-EXRP begins with an assessment and extended treatment planning 
session (90–120 minutes). The goal of Session 1 is to elaborate in detail the 
beliefs the patient has about eating, stimuli that generate the most anxiety 
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(or avoidance), feared consequences he/she imagines will happen if he/she 
eats, and behaviors to reduce anxiety (i.e., rituals and avoidance behaviors; 
see Table 1.1 for common fears and behaviors).

The therapist provides psychoeducation about the role of irrational 
beliefs in AN and the dimensional nature of anxiety. The rationale for 
exposure therapy and response prevention is provided explicitly:

“The goal of this treatment is to reduce the power that eating- related 
anxiety [or distress] has over your behavior. Unless you confront the 
feelings/situations you may continue to believe that the situation is 
dangerous, and continue to feel anxiety [or distress]. If you confront 
the feelings in the situation, you will find out that it is not as scary as 
you believed, that what you fear is not really happening, and that your 
anxiety will diminish with repeated confrontations.”

To create a shared language around anxiety, the therapist asks the 
patient to identify some fears that are not related to eating, and may even be 
normative fears. Together, the patient and therapist arrange fears in a hier-
archical order using a SUDS, similar to, but more elaborate than the SUDS 
developed by the patient for use during the test meal. This concept— that 

Table 1.1. Common fears and behaviors

Eating situations Rituals Avoidance behaviors

•• Food preparation
•• Buffet-style eating
•• Selecting portions
•• Grocery shopping
•• Eating in front of 
people

•• Eating in particular 
moods

•• Holding food
•• Choosing food from a 
menu

•• Particular food items

•• Using a napkin 
between bites

•• Cutting food into 
small pieces/particular 
number of pieces

•• Eating/drinking slowly 
or quickly

•• Eating in a particular 
order (e.g., vegetable, 
protein, starch)

•• Separating or 
combining foods in 
particular ways

•• Separating foods on a 
plate

•• Counting bites
•• Comparing with 
others who are eating

•• Leaving some amount 
of food on the plate

•• Mental rituals (e.g., 
counting calories, 
reciting a mantra)

•• Not touching foods
•• “Checking out” or 
“numbing out”

•• Eating with television 
or music on

•• Thinking about other 
things while eating

•• Not eating particular 
meals, foods, or 
food categories (e.g., 
sweets)

•• Not eating at 
particular times of day

•• Stop eating due to a 
particular sensation

•• Eating alone
•• Drinking only with a 
straw
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anxiety is dimensional and not “on–off”—becomes a framework for the 
treatment. The SUDS framework is then applied to the eating situations 
the patient has described as anxiety provoking, and to the associated ritu-
als, avoidance behaviors, and feared consequences. Each situation is given 
a SUDS ranking, thereby creating an elaborate individualized hierarchy of 
feared foods and eating- related situations.

At the end of Session 1, the first exposure is planned. This aims to 
be something very low in the hierarchy, to build trust in the therapist 
and the treatment through a successful exposure experience. Finally, self- 
monitoring homework, focused on increasing awareness of fluctuations in 
anxiety and use of avoidance and/or rituals, is introduced and assigned.

emIly’s sessIon 1

Over the course of this session, Emily described many of her eating symp-
toms and her fears. It became clear, as she and the therapist agreed, that her 
primary fear related to unending weight gain: “I will get fat . . . so fat that 
I will be physically unable to move.”

She identified numerous specific eating situations that activated this 
fear: drinking caloric beverages, finishing a meal in its entirety, portioning 
food for herself, and eating foods when she didn’t know the caloric intake 
or had received something slightly different than what she expected (e.g., 
a sandwich on wheat bread instead of pita bread). In addition, Emily iden-
tified specific foods that were anxiety inducing as she feared these foods 
would inevitably lead to binge eating and purging.

With probing, Emily also articulated a “fear of fear itself”: “I don’t 
know what might happen. I’d just get really, really anxious.”

She identified situations related to this feared consequence in which 
she feared becoming so anxious that she “could not manage”: not look-
ing at a menu in advance, eating at the “wrong” time, eating out of order, 
choosing foods off a menu quickly.

Emily’s fears were arranged into her individual SUDS hierarchy (see 
Table 1.2). Even in this first session, Emily identified behaviors that she 
relied on to reduce anxiety: estimating caloric content of each food she 
ate and tallying up the day’s total repeatedly; picking apart, separating, 
or manipulating foods; drinking fluids slowly; and fidgeting or pacing fre-
quently to burn calories. It was agreed that these behaviors could be named 
“rituals.” Emily also described recurrent behaviors to avoid intake: not fin-
ishing her plate of food, underportioning, avoiding calorically dense foods, 
and enforcing strict rules regarding timing of meals and snacks. These were 
named as “avoidant behaviors.”

Emily understood the rationale for AN-EXRP, and provided her own 
example of how exposure can be helpful. She explained that at the start of 
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her graduate training, she found it anxiety provoking to work as a trainee 
in the hospital:

“When I first started [clinical rotations] at the hospital, I was really 
anxious but the more I went, the more accustomed I became to it . . . 
at first, I’d be terrified to even approach a patient, but eventually it 
became just like I was changing a dressing and it would be totally 
okay.”

In Emily’s description, she initially feared making a mistake and causing 
someone harm, being reprimanded by a supervisor, or becoming so anxious 
that she would be unable to perform her role competently. Emily explained 

Table 1.2. emily’s exposure hierarchy

This table presents a selection of situations and foods that Emily identified. Her 
full list, as used in treatment, is much broader, and the version of the hierarchy 
that is used in the treatment is spread across multiple pages.

SUDS Eating-related situations and foods

10 French fries; pasta with olive oil; pizza

 9 Finishing whole plate of food; portioning at a buffet; butter on toast/
muffin; eating a meal at an “off” time

 8 Iced latte; soda; bagel and cream cheese (portioning from large 
container); eating whole sandwich without picking it apart; picking a 
snack quickly; not changing order at a restaurant

 7 Hot latte; smoothie from street cart (unknown calories); eating “out 
of order”; bagel and single-serve container of cream cheese; finishing a 
yogurt or small bag of chips; plain pasta; not walking after a meal

 6 Eating one-half sandwich without picking it apart; not fidgeting/body 
checking at a meal; hard-boiled egg; eating a snack at an “off” time

 5 Bites of sandwich without picking it apart; instant oatmeal with fruit 
mixed in; drinking sips of juice at an “off” time; not fidgeting after a 
meal

 4 Coffee with milk and sugar; fruit juice; finishing a portion of fruit salad; 
instant oatmeal; drinking sips of water at an “off” time

 3 Fat-free popcorn; cucumbers; lettuce

 2 Egg whites

 1 Plain coffee; water
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that as she pushed herself to face this new role, she learned that she could 
do the job, that supervisors expected her to make some errors and provided 
supervision such that no harm would be done, and that her anxiety would 
substantially decrease the more frequently and completely she threw herself 
into the work. With repeated “exposure,” Emily grew to love the job and to 
feel quite good at it. This story, which embodies the spirit of exposure, was 
returned to throughout Emily’s AN-EXRP sessions to reiterate the ratio-
nale for treatment and maintain her motivation.

Emily and her therapist planned for Session 2, the first exposure— 
selected from the bottom third of her hierarchy (at a SUDS rung of 3 or 
4): coffee with milk and sugar. The therapist introduced the structure for 
Session 2:

“This is a therapy that is likely to feel difficult and demanding. But it 
is collaborative . . . you will always have an idea of what we will be 
working on in a session . . . and my role in this is to work with you, 
to help you approach the things that feel scary . . . it’s to coach, not to 
push, so that you are working on things that are challenging but not 
totally overwhelming.”

Between sessions, Emily began the homework of self- monitoring. 
Using the AN-EXRP framework, she recorded her anxiety level through 
the day, reported as SUDS, in relation to eating- and weight- related triggers 
(“self- monitoring”).

Phase I: Engagement (Sessions 2–3)

Each exposure session consists of an eating experience selected from the 
patient’s hierarchy. In Phase I, sessions strongly emphasize developing con-
fidence in and obtaining success with exposure. The immediate goals in 
Phase I are to engage with, learn about, and begin to tolerate the function, 
nature, and course of anxiety. Eating situations are selected from the lower 
third of the hierarchy, where the content is feasible, and the session will 
promote self- efficacy.

Homework in this phase (reviewed at the beginning of each session) 
is daily self- monitoring of anxiety, rituals, and avoidant behaviors. After 
homework review, the patient is asked his/her current anxiety level reported 
as a SUDS rating. SUDS ratings of anxiety are acquired every 5–10 minutes 
throughout the session. The session continues until the patient’s anxiety 
decreases by at least 25% from its peak.

Before the eating exposure begins, the patient is asked to articulate 
his/her goal for the session. This in part serves to confirm understanding of 
the treatment rationale. The food is placed on the table and the patient is 
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encouraged to approach the situation and begin. Throughout the exposure, 
the patient is coached to remain fully present, and to be aware of his/her 
experience. The therapist helps prevent avoidant behaviors by coaching to 
look at the food, bring the food close, and experience textures and flavors, 
as well as to talk about how the food tastes and the experience of swallow-
ing the food, and feeling sensations of fullness or digestion.

At the end of the session, the patient identifies something that he/she 
learned from the specific exposure (i.e., a “take-home message”). Specific 
practice assignments are created at the end of each session to be conducted 
repeatedly between sessions. The content of the next session is identified.

emIly’s Phase I

Self- monitoring forms indicated that Emily experienced high anxiety most 
of the time in food- related situations. She noted that she could identify 
modest fluctuations in these feelings. Emily identified triggers of anxiety 
that led to fidgeting or pacing to reduce distress. She reported: “[The home-
work] makes me much more aware of it all, as I’m doing it, and I think of 
ways to combat [rituals].”

Exposure to Coffee with Milk and Sugar

The therapist set the table with cups of coffee varying in size, milk poured 
out into separate cups, and sugar. The fat content of the milk was not iden-
tified. Emily appeared flushed and described feeling warm, noticing tight-
ness in her chest and throat as well as racing thoughts. She leaned away 
from the coffee and directed her gaze away from the drink. The therapist 
reiterated the rationale for exposure therapy and reminded Emily of the nar-
rative she had provided about her experiences successfully facing anxiety 
as a student. The therapist coached her first to face, then lean toward, then 
hold the drink in her hands while expressing her fears aloud and describing 
all physical sensations of anxiety as they occurred.

TherapisT: Where should we start?

emily: I really don’t want to drink this.

TherapisT: I know. Remember, in these sessions we go after the situations 
where there is going to be a lot of resistance. Kind of like how at first 
when you did your clinical rotation, you did not want to approach the 
patient and then with practice it got easier. What we work on here is 
noticing this fear and going for it.

emily: (Adds milk and sugar to her coffee and begins to drink it. After a 
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sip, she puts the lid back on, puts the cup on the table and leans back 
in her chair.) Can we wait a little? If we wait a little, I’ll be less full 
then.

TherapisT: Part of what we’re working on here is this fear that fullness is 
actually dangerous.

emily: (Picks up the cup, uncovers it, and continues to drink.) I’m just so 
heavy.

TherapisT: Where is the heaviness in your body?

emily: My abdomen.

TherapisT: And what are you feeling there right now?

emily: (Begins pinching at her stomach.) Oh now, see, I went right to body 
checking.

TherapisT: Okay, let’s keep your hand on the coffee cup.

emily: At least I noticed it, I see the connection.

TherapisT: Yeah, that’s good. The body checking, the ritual, is definitely 
connected to the anxiety. Stay with it [the anxiety].

emily: (Continues to hold the cup and drink the coffee.) I think I’ll take a 
bigger sip and see what happens.

TherapisT: That’s a good idea. Let’s give it a shot and see what happens.

emily: (Takes a large mouthful of her drink, and then starts to put the cup 
down.)

TherapisT: Keep hold of the cup. Stay with it and tell me what you are 
feeling.

emily: It was too big. Now I’ve put too much in my body . . . I am just so 
afraid of being so full . . . I won’t be able to move . . .

Over the course of the session, Emily reported multiple fears. She 
described fear of feeling fullness, fear of the unknown caloric content (as 
milk and sugar were unmeasured), and fear of the feeling of anxiety itself. 
As the coffee cooled, she expressed fear that calories taken in from cold 
beverages might be “different to my body” (i.e., more “harmful”) than hot 
beverages.

TherapisT: Let’s try again to lean into the anxiety, in the same way or a 
different way, and see what happens. You can try taking another big 
sip, you can add more milk or sugar to what you already have, or you 
can take one of the cups of coffee, milk, and sugar that I mixed ahead 
of time.

emily: I really, really don’t want to do this, but I’m going to do this because 
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this is the thing I really don’t want to do and I think it will make me 
so, so anxious. (Reaches for the premixed drink and takes a sip.) I feel 
the same.

TherapisT: Good, that was not what you expected. Can you up the ante 
then? Can you add another sugar or more milk?

emily: I can’t.

TherapisT: What would it be like if you did?

emily: More calories.

TherapisT: And what would that mean? What would happen from those 
calories?

emily: I just don’t think it’s necessary today. I don’t need the calories and 
it tastes fine like this.

TherapisT: There is some sort of slippery slope that happens with anorexia 
nervosa where there’s a good story you could tell yourself, like why 
would I bother, it tastes fine as is, there’s no reason to . . . so you’re 
saying you can live without it, but the question we ask here is can you 
live with it? We want to dial it up and see what it’s like, see what the 
big scary thing in the room is that we’re up against.

Emily anticipated that she would become so anxious and fat that she 
would be “unable to move.” She then tested this fear, taking several sips 
of a drink prepared by the therapist. She noted that— counter to her feared 
consequence—her anxiety did not worsen. She was, in fact, more full, but 
she was not uncomfortable or unable to move. This exemplifies the “dis-
confirming of the feared consequence” that is the goal of every exposure 
session.

In the session, Emily revealed that she had a rule that she would not 
let herself consume any liquids after 3:00 P.M., until dinner. She explained 
her reasoning:

“If it’s not my mealtime, my body won’t know what to do because it’s 
not used to it . . . I’ll be so full . . . and here it’ll store it all as fat because 
it’s not used to me having a snack. But wait, that doesn’t make any 
sense. That really does not make sense.”

The therapist noted this new identification of an avoidant behavior that 
she most likely used to minimize fear of fullness before a meal. Emily took 
additional sips of her drink.

To complete the explanation of the rationale for AN-EXRP, the thera-
pist provided psychoeducation about anxiety. She described that anxiety 
has a natural time course and will dissipate on its own. She reviewed the 
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patient’s anxiety ratings over the course of this session. The decrement in 
anxiety, or, within- session habituation, was explicitly described as “riding 
the wave of anxiety down from its peak.” Looking at a plot of her SUDS 
ratings from the session, Emily noted, “That looks good. I allowed myself 
to be challenged and my anxiety still went down.” The therapist introduced 
the goal of between- session habituation (e.g., “feeling less anxious with 
repeated practice”) across future sessions.

Phase I concluded with a repetition of the same exposure. Emily’s ini-
tial and peak SUDS ratings were lower than those reported at the first expo-
sure (see Figure 1.1). She was less avoidant of the food stimuli overall and 
moved faster to begin preparing, holding, and drinking the coffee, milk, 
and sugar. Emily closed her eyes while the therapist adjusted her drink with 
milk and sugar. This helped Emily to more deeply connect with fears of 
weight gain from items with unknown caloric content. She again verbalized 
her fear of fullness, elaborating that fullness felt “like a 10-pound weight 
sitting on [my] stomach.” Saying it out loud reinforced her own evaluation 
that this thinking was irrational.
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figure 1.1. Example of habituation across sessions. In each of these sessions, Emily 
was exposed to a caloric hot beverage, namely, coffee with milk and sugar. Expo-
sure manipulations by the therapist are described in the text. Each line depicts 
the increase in anxiety rating (SUDS) during that session to a peak, followed 
by within- session habituation reflected in a decreased SUDS rating at the end. 
Between- session habituation is also depicted, as SUDS ratings at each time point 
decrease with repeated exposure.
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Emily identified several take-home messages:

“The longer I delay, the more the anxiety builds up.”
“I drank ‘the unknown’ and my anxiety did not spike.”
“I can push through and do uncomfortable things.”

Homework in Phase I included taking sips of liquids throughout the 
day, and drinking all beverages slowly at meals and snack time. Additional 
assignments addressed Emily’s problematic use of activity (i.e., fidgeting 
to avoid anxiety, walking to burn calories). She planned to stand at a red 
traffic light or while waiting for a subway train to arrive (instead of pacing) 
and sit still while outside getting fresh air with other patients after meals.

Phase II: Exposure Hierarchy Challenges  
(Sessions 4–9)

In the middle portion of AN-EXRP, exposure content moves up the indi-
vidual’s hierarchy as rapidly as possible. The aim is “to reduce the power 
that your feelings have over you,” and this is stated to the patient. The more 
specific goals of this phase are to reach the top third of the hierarchy, to 
expand from snack or single- item exposures to full meal-based exposures, 
to increase between- session practice, and to note decreased use of rituals 
and avoidant behaviors in self- monitoring.

The therapist repeatedly actively engages the patient in learning to tol-
erate high levels of anxiety. During the exposure, the therapist asks the 
patient to identify and verbalize his/her somatic sensations, to describe the 
experience of the food- or eating- related situations, and to articulate his/
her thoughts as they occur. These thoughts are formulated as the feared 
consequences of the eating situation and emphasized to the patient as the 
fears that he/she needs to challenge. In keeping with AN-EXRP’s col-
laborative stance, the therapist may remind the patient at the start of an 
exposure that the therapist’s role is to coach, but not to reassure. Thus, 
it is explicitly agreed that reassuring psychoeducational information will 
be provided only once. The therapist also interrupts any ritual and safety 
behaviors during exposures. As Phase II progresses, the therapist may shift 
this responsibility to the patient, so that he/she will stop him/herself from 
these behaviors.

Classic exposure therapy commonly includes “environment sessions” 
in the patient’s home. However, the patients in this study did not all live 
locally, so the environment sessions in Phase II consisted of one to three 
sessions in the local environment, including restaurants or other public set-
tings. In a restaurant setting, exposure content might include finishing a 
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meal, or ritual prevention during a meal (e.g., not cutting food into tiny 
pieces, not blotting oil), allowing for the gathering of information about 
the individual’s functioning in the environment. Examples of environment- 
specific exposure content include ordering from an unknown menu, 
increasing variety in ordering from a menu, interacting with the server, or 
ordering quickly. In addition, the therapist has an opportunity to assess the 
patient’s social fears of eating situations with probes such as “What does it 
feel like to be sitting in public, eating?” or “What kinds of concerns do you 
have about being seen eating by others?” Particularly difficult sessions are 
sometimes repeated to achieve substantial habituation.

Homework assignments are designed to occur on the inpatient unit, 
or during time spent off the unit. Exposures in the environment commonly 
generate new content for between- session practice. Repetition is essential 
and prescribed. Self- monitoring is further emphasized in this phase, as the 
patient is more aware of the triggers for and fluctuations in anxiety. He/she 
is encouraged to discontinue use of rituals and safety behaviors (including 
avoidance) altogether, particularly when his/her SUDS rating is low. When 
a patient has difficulty resisting the use of his/her rituals and safety behav-
iors, he/she is encouraged to “undo” the ritual to reconnect with some 
degree of anxiety:

“Most people find that their brains automatically distract them from 
the task at hand and/or generate reassuring thoughts or behaviors dur-
ing exposure work. The ideal way to handle this in the context of 
exposure work is to ‘undo’ these as best you can and allow yourself to 
return to (not avoid) your distress.”

For example, in response to feeling fat or worried about weight gain, a 
patient might initially put on an oversized shirt to drop his/her anxiety (the 
ritual). One potential “undo” for this behavior would be for the patient 
to attempt wearing a fitted top for anywhere from 5 minutes to an hour 
to reengage the anxiety, at a lower, more manageable level. The undo is 
also utilized for mental rituals (e.g., repeatedly counting calories, reassur-
ing thoughts). An undo typically involves replacing the reassuring mental 
act with a thought that is less reassuring or introduces more uncertainty. 
The undo therefore represents another way for patients with AN to practice 
leaning into anxiety.

emIly’s Phase II

Emily gradually worked her way up to having sessions that included foods 
ranked at a SUDS level of 8 on her hierarchy, such as bagels and cream 
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cheese. Sessions confronted eating situations ranked at a SUDS level of 9, 
such as portioning food for herself from a large container, eating a sand-
wich without picking it apart, and finishing food items. Sessions took place 
on the inpatient unit and in the therapist’s office. Environment sessions 
occurred in the hospital courtyard and a local restaurant. The therapist 
encouraged Emily to use what she had learned from prior exposures about 
the natural, dissipating course of her anxiety to help her to consistently 
approach— rather than pull away from—food. Emily and her therapist reg-
ularly targeted avoidant behaviors. As Phase II progressed, Emily learned 
to verbalize her anxiety state or feared consequence after which she was 
able to immediately eat without prompting.

Session 7 was a breakfast meal consisting of a bagel, an individualized 
portion of cream cheese, a hard- boiled egg, and orange juice. Emily’s goal 
was to finish the meal in its entirety. (Of note, at this point in her clinical 
treatment, Emily found that she was unable to finish meals when she was 
on her own, off the unit, and the constraints of the behavioral reinforce-
ment were not present.) At the start of the session, she paused only briefly 
after putting cream cheese on the bagel before she began eating.

emily: I’m really afraid to start eating it [the bagel].

TherapisT: What is your SUDS rating?

emily: 9.

TherapisT: And what have we learned about the fear?

emily: It goes higher the longer I wait. (Moves to start eating, but reaches 
for a different food item.)

TherapisT: Can you see if you can start with the bagel?

emily: (Picks up the bagel and cream cheese and takes a bite.) It’s not as 
bad as I thought. I’m at an 8 now.

Later in the session, Emily described fear of the calories in the egg yolk 
of the hard- boiled egg. She then took a bite, unprompted, again noting that 
her anxiety did not worsen.

Emily was consciously invested in challenging her avoidance of anxi-
ety. Nevertheless, the avoidant behaviors were numerous and not always 
immediately recognizable to her. One of her avoidant techniques involved 
distracting herself, and her therapist coached her to remain present. Half-
way through an exposure meal, Emily began to talk about recent experi-
ences at other meals on the inpatient unit:

TherapisT: Let’s keep it [our focus] here.

emily: I don’t want to keep it here.
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TherapisT: I know. Why is that?

emily: It would be so much easier if I could talk about anything else . . . 
then I wouldn’t have to concentrate on this.

TherapisT: What’s the benefit of checking back in?

emily: Being able to deal with the anxiety.

Emily grew increasingly aware of avoidant behaviors and took respon-
sibility for reducing them. The treatment focus then moved up the hier-
archy to challenge her rituals during and between her exposure sessions. 
She practiced eating big bites, eating without manipulating foods (e.g., not 
separating a sandwich), eating “out of order,” finishing items completely, 
and taking a bite she considered “extra” to challenge fears of fullness and 
weight gain.

In early Phase II (Sessions 4–6), Emily did not experience a 25% reduc-
tion in anxiety by the end of the exposure session. The therapist advised her 
to continue regular SUDS monitoring after the session and in so doing she 
learned that her anxiety continued to decrease with time. By Session 7, she 
experienced the expected reduction in anxiety within the time frame of the 
exposure session. Emily described the knowledge that her anxiety would 
always decrease and that this was happening more rapidly, even in the face 
of moving up the hierarchy, to be “relieving” and “empowering, like I’m 
not helpless.”

Session 8 consisted of exposure to coffee, which was a repetition of the 
content from Phase I. Emily expressed that her overall anxiety was dimin-
ished, even as she behaved in new ways by quickly approaching the drink, 
staying focused on it, and allowing the therapist to put unknown amounts 
of sugar and milk into the mix (see Figure 1.1).

In Emily’s self- monitoring homework, she recorded that she resisted 
using rituals and safety behaviors when her SUDS level was at or below 
7. When her anxiety was rated greater than 7, she commonly engaged in 
the ritual behavior but maintained adherence to the treatment by doing an 
“undo” that brought back anxiety sensations. For example, if she felt an 
urge to walk, with an associated SUDS so high that she found she could not 
resist, she started walking to her destination in an effort to prevent weight 
gain. This ritual served to drop her anxiety immediately. She noticed this, 
and would pause and choose to increase her anxiety modestly by taking a 
shorter walking route, and then by sitting still for several minutes. Emily 
used the undo technique to address avoidant behavior. When she became 
aware that she had “checked out” during a meal, she would stare intently 
at each item on the tray that she had finished to reconnect with anxiety 
about her intake.
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Phase III: Consolidation (Sessions 10–12)

Phase III aims to help the patient consolidate what he/she has learned from 
the entire course of AN-EXRP. The content of Sessions 10 and 11 come 
from a plateau point in the top third of the patient’s hierarchy. In Session 
12, the final exposure is designed not to be challenging, so as to end with 
a guaranteed success. This often involves repeating prior content, or select-
ing something that is a modest step down on the hierarchy. Session 12 also 
focuses on the individual continuing his/her skills after termination. The 
patient and therapist review together each of the prior sessions, including 
the content, themes, and take-home messages. The patient is asked to cre-
ate a written plan for relapse prevention after hospital discharge with the 
directions to consider how he/she might carry skills and knowledge devel-
oped during this treatment into the future, and to identify at least five ways 
to integrate what he/she has learned. The patient is encouraged to be as 
specific as possible in formulating future plans and goals. AN-EXRP ends 
with the therapist and patient reflecting on the patient’s plan and support-
ing the continued integration and generalization of treatment principles 
going forward.

emIly’s Phase III

Exposure content came from the top third of Emily’s hierarchy, including 
an iced latte, and a peanut butter and jelly sandwich. She continued to chal-
lenge her fidgeting and food manipulation rituals in session, with an addi-
tional emphasis on avoidant behaviors such as underportioning foods and 
leaving food on the plate. Emily recognized that while she thought of these 
behaviors as “playing it safe” and aiming to “not gain weight,” they perpet-
uated her fears. In Session 10, Emily consumed an iced latte, which moved 
her up her hierarchy from the repetitions of hot coffee to the consumption 
of a cold beverage (rated high on her hierarchy; see Table 1.2) because she 
believed cold beverages were digested differently. When it came time to do 
the exposure, Emily found that her SUDS was 7.5, peaked at 7.5, and then 
came down to 4.5, which demonstrated both between- session habituation 
and generalization to the iced beverage from what she had learned with the 
hot coffee (see Figure 1.1).

In Emily’s final AN-EXRP session she prepared and finished eating 
a peanut butter and jelly sandwich, portioned chips from a large bag, and 
drank a caloric beverage (juice). This content was a repetition from prior 
sessions. Her goal was to adequately portion the chips and to again finish 
her meal in its entirety. With minimal guidance from the therapist, she 
approached and then tolerated anxiety using a variety of behavioral strate-
gies: she portioned more peanut butter than she felt was “safe,” she kept the 
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sandwich together, she took bites from the middle of the sandwich while 
actively focusing on the “filling” of peanut butter and jelly, and she resisted 
the urge to fidget. Emily finished each item in its entirety. She described an 
overall decrease in anxiety (SUDS level started at 7.5, peaked at 7.5, and 
lowered to 3.5) compared with earlier sessions. During the debriefing after 
the exposure, Emily articulated a good understanding of why it would be 
critical for her to continue to challenge rituals and avoidant behaviors:

emily: This [taking appropriate portions, not calorie counting, finishing a 
meal] is good. This is hard but it’s good. This is what I’m going to need 
to know how to do. When I go out to eat, I can’t possibly know what’s 
in the food or how much I need.

TherapisT: That’s right and here you really went against that.

emily: I know. Like I even took more chips than I wanted because I knew 
I had not taken enough.

The therapist explicitly acknowledged Emily’s initiative throughout 
the last exposures as treatment neared its end:

“You have really started to take charge here, to be your own exposure 
therapist and figure out the ways you can keep leaning in towards your 
anxiety. That is going to be really helpful and important as you keep 
working on this after our time together ends.”

Emily brought her final AN-EXRP assignment to the last session (see Figure 
1.2). Her plan demonstrated her understanding of the treatment approach, 
its rationale, and her desire to use behavioral strategies herself. In the ses-
sion, Emily’s therapist worked with her to turn these general principles into 
specific behaviors.

figure 1.2. Emily’s relapse prevention plan.

1. If I am portioning, go over my comfort level since I usually underestimate.

2. The more I sit with a feeling, the easier it is to deal with it in the long run, so 
keep challenging my urges to fidget and walk.

3. Drink caloric beverages; cold fluids do not stay in you forever.

4. Distracting myself makes anxiety worse since each time I bring myself back, 
anxiety peaks again. Anxiety also builds up with time, so avoidance doesn’t 
work. I need to go for it and get started, and stay with it!

5. Repetition of new things really helps me. I need to keep trying new and scary 
foods and then repeat them (example: pizza).
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posTTreaTmenT assessmenTs

The comparison of pre- and posttreatment assessments are presented in 
Table 1.3. Emily’s intake in the test meal improved after AN-EXRP. She 
consumed 209 kcal, with a diet energy density score of 0.93. In her thought 
record form after the meal, she stated her thoughts as “I think I can chal-
lenge myself to the chips,” “I want to rip this sandwich apart, but I won’t,” 
and “Just a few more bites.” This was a substantial change from her pre-
treatment self-talk, which had been entirely centered on inhibiting her eat-
ing.

Emily’s levels of eating- related anxiety were lower than at baseline, but 
were still relatively high. Her premeal STAI-S was 51 and SUDS rating was 
6.5. Consistent with the goal of AN-EXRP, she demonstrated an ability 
to eat at the test meal, even in the presence of anxiety. More broadly, her 
overall obsessive and compulsive symptoms improved, with a YBC-EDS 

Table 1.3. emily’s data summary

Pre Post Clinical context

STAI-S 54 51 Population norms for STAI-S are below 30, and 
45 is considered clinically significant anxiety.

SUDS 8 6.5 SUDS > 7 reflects severe anxiety, whereas 4 to 6 
reflect moderate anxiety.

Test meal 
intake

18 209 Mean intake in the lab across all participants was 
421 ± 254 and 413 ± 216, respectively.

Daily 
intake

2,299 2,040 Prescribed intake was 3,000 kcal at both time 
points.

DVS 10.25 12 DVS of 12.8–15.7 at posttreatment (prior to 
discharge) is associated with better outcome at 1 
year.

DEDS 0.79 0.87 DEDS of 0.9–1.0 at posttreatment (prior to 
discharge) is associated with better outcome at 1 
year.

YBC-EDS 25 20 Mean YBC-EDS pretreatment is usually reported 
~18.

Note. STAI-S, Spielberger Anxiety Inventory—State Version; SUDS, Subjective Units of Distress 
Scale; DVS, Diet Variety Score; DEDS, Diet Energy Density Score; YBC-EDS, Yale–Brown–Cor-
nell Eating Disorder Scale.

At the test meal, Emily shows some minimal improvement in eating-related anxiety (STAI-S 
and SUDS), with considerable increase in intake. Emily’s daily eating pattern is more mixed. She 
shows improvement in the indicators that have been specifically associated with longer-term prog-
nosis (DEDS and DVS), without improvement in daily caloric intake.
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total score of 20 (preoccupations = 9, rituals = 11), reflecting change from 
“extreme” to “moderate” for preoccupations, and a new ability to “make 
some effort to resist” rituals.

Emily’s daily food records reflected an average intake of 2,040 kcal/
day, with 28% of her calories from fat. Her eating pattern, or food selec-
tions, showed important improvements. She was eating a greater variety of 
foods, reflected in a diet variety score of 12, and more energy- dense foods, 
reflected in a diet energy density score of 0.87.

TherapisT ConsideraTions and ConClusions

Exposure and response prevention therapy, in general, can be an intense 
experience for the therapist as well as the patient. For those in the healing 
profession, it is common to want to help patients to feel better, and asking 
them instead to lean in to the discomfort of anxiety can feel uncomfort-
able and disconcerting. AN-EXRP, like all exposure therapies, teaches the 
therapist to tolerate the patient’s high level of distress in the interest of 
longer- term health. Here we highlight some therapist “helpful hints” for 
each section of this treatment.

Evaluation and Treatment Planning

•• A considerable amount of material is covered in the intake session, 
including both psychoeducation and patient history. The hierarchy as devel-
oped in Session 1 is meant to be a fluid treatment tool that can be amended 
(e.g., items added or moved around).

•• Patients with AN are sometimes unable to articulate their feared 
consequence for a given anxiety- inducing situation when they are not expe-
riencing the anxiety. Queries about feared consequences in the treatment- 
planning session are meant to obtain this information to the extent it is 
known, but also to model for the patient a way of thinking about anxiety 
and instill curiosity about the fears.

•• This session yields a basic map for the AN-EXRP treatment, with 
the assumption that details will continue to be filled in. In particular, modi-
fications to the treatment plan occur after initial exposure sessions.

Phase I

•• The therapist will often need to put the patient’s behaviors and 
beliefs into the AN-EXRP framework and educate the patient explicitly 
about this new conceptualization. For example, reluctance to initiate eating 
(i.e., to take the first bite) is common during early exposure sessions. This 
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can be framed nonjudgmentally as an avoidance behavior that understand-
ably seeks to decrease anxiety. And then this plan is put aside empathically 
by the therapist as he/she coaches the patient on how to engage with fears 
despite all the seemingly compelling reasons not to do so.

•• At the start of initial exposure sessions, anxiety ratings are often 
in the “moderate” range, even in the absence of the feared stimulus. In- 
session habituation should be considered successful if the patient’s anxiety 
decreases from its peak. For the patients who struggle with high anxiety, 
pointing out any decrement in anxiety may be necessary to help the patient 
learn that anxiety does change.

•• Homework assignments are always created collaboratively. Assign-
ments should be informed by in- session work, must be feasible for repeated 
practice in short periods of time between sessions, and manageable when 
the therapist is not present. The hierarchy serves as a blueprint to develop 
relevant homework assignments related to rituals/avoidant behaviors 
that may not be addressed in sessions. In addition, rituals and/or avoid-
ant behaviors that emerge in the patient’s self- monitoring homework may 
offer further guidance to the therapist and patient about relevant between- 
session exposure practice.

Phase II

•• This phase varies greatly between individuals. For some individuals 
with numerous fears, the therapist may identify one primary theme and 
create sessions that build difficulty within one area. Once the theme has 
been agreed on, the role of repetition in conjunction with upward progres-
sion of the hierarchy becomes clearer and helps to engage the patient in the 
process.

•• Some patients find that once they “push through” anxiety, it falls 
quickly. This can be an opportunity to conduct a second exposure within 
the session.

•• Commonly, patients express fears that reflect misinformation (e.g., 
“My body digests hot beverages differently from cold beverages”). In these 
situations, the therapist may provide corrective information briefly during 
the exposure. However, the therapist and patient need to be mindful not to 
let the facts become a safety ritual.

•• Therapeutic alliance, familiarity with the AN-EXRP approach, and 
upward movement on the individual’s hierarchy also allow for elaboration 
of feared consequences. For example, in the initial session, the fear may 
have been identified as “it will make me fat.” In- session experiences may 
lead to recognition that a bigger fear is “loss of control.”
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Phase III

•• The major therapeutic challenge is the successful transfer of respon-
sibility from the therapist as coach to the patient as his/her own coach. If 
this is not occurring organically by the final phase of treatment, the thera-
pist may explicitly name this goal for the patient and engage him/her in a 
dialogue about its importance in continued progress. Then, for example, 
the therapist might choose to stay silent during portions of the exposure 
while the patient acts as his/her own coach.

•• During the last session, when more formal posttreatment planning 
occurs, it is critical to identify and address any barriers the patient antici-
pates in carrying forward the work and spirit of AN-EXRP.

ConClusion

Emily presented for inpatient treatment of AN and she used the behavior-
ally oriented, structured program to successfully achieve weight restora-
tion. Yet despite all her hard work, and a multidisciplinary approach, Emily 
continued to have significant fears of eating, and a myriad of maladaptive 
eating behaviors that became particularly prominent as the rigid structure 
of the unit gave way to offer her more control. Through the addition of 
AN-EXRP, Emily focused on the ways in which her eating behavior was 
organized around irrational fears of chaos and loss of control. By confront-
ing her fears, she learned experientially that her fears were excessive, that 
anxiety is not constant, and that she could, in fact, feel more in control 
around eating by decreasing the very behaviors that she had thought were 
managing her fears. AN-EXRP creates a new lens through which patients 
and therapists can view eating- related emotions and behaviors, and offers 
new techniques to increase healthy eating behavior among individuals with 
AN.
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CharloTTe: (angry, crying) My eating is none of your business. You don’t 
know ANYTHING about healthy eating. Just look at what you eat! . . . 
You just want to make me fat! . . . If you guys just let me do it myself, I 
promise I will eat.

CharloTTe’s moTher: It’s like our daughter is gone and was replaced by 
an alien or some other person . . . She’s always been stubborn, but never 
about anything so destructive to herself . . . Meal times are a war zone. 
She is always either sad or angry and I am wondering how much longer 
we can take this . . . We’ve already tried a hundred different ways to get 
her to eat.

CharloTTe: Sometimes I feel in control and other times I get scared . . . The 
hospital was scary . . . I’m usually even more scared of gaining weight. 
Nothing can make that idea feel okay.

CharloTTe’s sisTer: All Charlotte ever does anymore is look up calories [on 
the computer] and run . . . I just wish she would eat. She used to be so fun 
and funny . . . I want my sister back.

CharloTTe’s faTher: We’re not going to let this eating disorder kill our 
daughter.

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Charlotte is a disguised/composite portrait.

Chap tEr 2

Family-Based Treatment for Anorexia 
Nervosa in Adolescents

anGela Celio Doyle and Daniel le GranGe
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CharloTTe’s moTher: We had one high- stress meal, Sunday dinner. We 
spent the day at my mother’s house and we talked about grilling burgers. I 
know any red meat is scary for Charlotte. When we added a slice of cheese 
to each of the burgers, that caused a big blowup . . . We held the line, 
Charlotte got through the meal, and life went on. I think we are getting 
much better at dealing with the anorexia.

CharloTTe’s moTher The food is WORKING! Charlotte actually said she 
was hungry and I heard her laughing with her sister last night from the 
other room. It’s been months since we heard that sound.

Family-based treatment (FBT), sometimes called “Maudsley family 
therapy,” was developed at the Maudsley Hospital in London and is consid-
ered to be a leading treatment for children and adolescents with anorexia 
nervosa (AN). It is a brief, outpatient approach in which parents take 
temporary control of their child’s eating to assist with weight restoration 
and, subsequently, that control is handed back over to the adolescent when 
symptoms have subsided. FBT has been manualized for use as an outpatient 
treatment (Lock & Le Grange, 2013) and tested in multiple randomized 
clinical trials with good outcomes for 60–70% of patients (Loeb, Lock, 
Le Grange, & Greif, 2012).

TheoreTiCal basis of family-based TreaTmenT

The theoretical basis for FBT is best described by first reviewing historical 
approaches to the treatment of AN in adolescents. In the late 1800s, shortly 
following the first psychiatric account of AN in the literature, several influ-
ential physicians suggested that it was the dysfunctional interactions of 
individuals and their families that brought about the development of AN. 
Rather than seeing the family as a potential resource, these authors indi-
cated that families were best excluded from treatment due to their harmful 
influence on the patient (e.g., Gull, 1874; Lasègue, 1873).

Almost a century later, several leading family therapists observed 
“interactional difficulties” between patients and their families that they 
posited produced and maintained AN. They highlighted the importance of 
addressing these issues within the family in the treatment of the illness (e.g., 
Minuchin, Rosman, & Baker, 1978; Selvini- Palazzoli, 1974). In their influ-
ential clinical observation of families of individuals with AN, Minuchin 
and colleagues (1978) described the transactional characteristics of families 
that had an anorexic child as characterized by enmeshment, overprotective-
ness, rigidity, and the lack of conflict resolution. The authors asserted that 
treatment of AN requires addressing the dysfunctional family processes 
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or structures in order to resolve the psychosomatic symptoms manifested 
through the illness.

Since that time, a third view of the role of the family in the etiol-
ogy, maintenance, and treatment of AN was developed and is represented 
within FBT. FBT is influenced by the works of Minuchin and colleagues 
(1978) and Selvini Palazzoli (1974), in that the family is seen as a system 
in which transactional relationships influence the maintenance of the eat-
ing disorder (ED). However, the Maudsley group in London asserted that 
there is insufficient empirical evidence to support the idea that family 
dynamics engender AN (Dare, Le Grange, Eisler, & Rutherford, 1994). 
Instead, it is believed that AN causes the dysfunction in familial processes 
and structures, which further serve to maintain the illness. Eisler (2005) 
enlists Steinglass’s (1998) family accommodation model to further describe 
this process. Steinglass posits that within families that have a medically ill 
child, normal family processes are disrupted and reorganized. Similarly, 
within families where a child has AN, the fabric of daily family life has 
been altered. Food and eating- related issues dominate and more typical 
family engagement, such as recreational activities and travel, is eroded. 
Conflict and anxiety mount over months, and sometimes years, and this 
infects larger developmental processes and needs within the family, such as 
individuation of the adolescent, the health of the marital relationship, and 
appropriate attention toward siblings.

The early impetus for the FBT intervention was not prompted by a 
theoretical or etiological model, however, but rather by the practical con-
siderations of weight restoration and maintenance outside the hospital set-
ting (Russell, Szmukler, Dare, & Eisler, 1987). In fact, the original impetus 
for developing FBT was to provide an alternative to the potentially delete-
rious effects of inpatient weight restoration and the clinical decline often 
seen postdischarge from hospitalization. Inpatient weight restoration was 
seen as potentially traumatic to the child, who would be separated from 
family and friends; disempowering for the parents, who would be led to 
believe that they were ineffective as agents of change; a source of interfer-
ence for normal adolescent development as a result of the negative effects 
of institutionalization; and very expensive. By having parents take on the 
task of weight restoration, much as a medical staff would in a hospital, the 
problematic aspects of inpatient weight restoration could be obviated.

key prinCiples of family-based TreaTmenT

FBT relies on key principles to guide treatment intervention, though these 
principles would require more support as mechanisms of action in treat-
ment. These principles are as follows:
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Agnostic View of the Cause of the Illness

Most treatments for AN target etiological issues for the purpose of symp-
tom reduction. However, in the context of an illness where physical health 
is deteriorating and the longer duration of illness predicts worse prognosis 
(Ratnasuriya, Eisler, Szmukler, & Russell, 1991), timely intervention is cru-
cial. As such, engaging in the hard work of addressing etiological issues at 
the start of therapy puts the adolescent at great risk. In contrast, accepting 
an agnostic approach to the anorexia allows for swift attention to halt-
ing weight loss and restoring weight. As weight becomes healthier, more 
insight- driven psychotherapy could be more appropriate, although this is 
not a part of FBT. In addition, taking an etiologically agnostic approach 
aids in reducing parents’ feelings of blame for the development of the ED. 
Feelings of blame can undermine parents’ confidence in their ability to play 
a positive role in their child’s recovery. The intervention for this principle 
comprises telling parents that there are multiple factors hypothesized to 
contribute to the development of the ED and that there is little substantive 
evidence that parents are the “cause” of EDs. Furthermore, there is no way 
to conclusively know the precise equation of issues that contributed to their 
child’s ED and, as such, efforts to intervene should not wait until the “root 
cause” has been discovered.

Parental Responsibility for Weight Restoration

FBT conceptualizes the ED as negatively affecting family life, from fam-
ily structure to daily activities within the family. This is in contrast to 
other family therapies in which family dysfunction is believed to cause and 
maintain ED symptoms (e.g., Minuchin et al.’s [1978] psychosomatic fami-
lies), yet the goal of restructuring the family to help in the alleviation of 
the symptoms stands. One such way in which family structure is disturbed 
is that parents consciously or unconsciously are relegated to a nonparental 
role. Parents are often too frightened to intervene with the ED for fear of 
exacerbating the illness, which may be believed to be a maladaptive form 
of separation and control. As a result, some parents abdicate their usual 
parental role in the area of food and exercise, and watch helplessly as their 
child loses weight. In contrast, some parental systems become reorganized 
with one or both parents attempting to negotiate with the ill adolescent 
and otherwise try to activate their child’s affect (e.g., “Can’t you see that 
you are not eating enough? You are too smart for this. You have to eat!”) 
in a desperate attempt to reverse the ED symptoms. Siblings often identify 
the ED and the lack of appropriate action early on and may take a more 
parental role in demanding that their sick sibling eat and that their parents 
“do something.” In FBT, the therapist realigns parents and children into 
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their discrete roles in order to most effectively treat the anorexia. In addi-
tion, the provision of information about AN and its treatment is an essen-
tial component of empowering parents. Support and affirmation from the 
therapist are important, as well, as parents tend to doubt their efficacy in 
fighting the ED based on past struggles and perhaps even criticism from 
others. Finally, aligning the parents in their fight against the illness is a 
crucial principle of FBT. Both parents are asked to coordinate their efforts 
so that both are responding as similarly as possible to situations involved 
with the ED so as not to leave any “holes” for the anorexic behaviors to 
slip through. Inherent in this principle is the idea that, once parents have 
executed their responsibility to restore their child’s weight and the ED has 
relented, the parents slowly return control over eating back to the healthy 
adolescent. Interventions for this principle include charging parents with 
the task of weight restoring their ill child; ensuring parents’ synchrony in 
their efforts at weight restoration; giving siblings the role of being sup-
portive of their sister or brother without being involved in the weight res-
toration efforts; and providing education, support, and affirmation for the 
parents’ efforts.

Externalization of the Illness

The ED is conceptualized as an illness that has overtaken the adolescent, 
much like cancer overtakes an unwilling victim. This separation of the indi-
vidual and the illness conveys the helplessness of the sick child against this 
pernicious disorder and allows the therapist and the family to recognize the 
suffering of the adolescent while fighting against the ED. This is a critical 
strategy in maintaining engagement of the adolescent such that the adoles-
cent can feel that everyone is on his/her side in the midst of the fight against 
anorexia’s tenacious drive toward dietary restriction. Through externaliza-
tion of the ED, it is possible to hold the adolescent in high esteem while 
also creating a zero- tolerance policy in the home environment for the ED 
symptoms. The interventions used for this principle include (1) creating 
a visual representation of the adolescent and the ED that shows different 
degrees of overlap between “anorexic thinking” and the adolescent’s self, 
showing that the “anorexic thinking” fully overlays the adolescent’s think-
ing pretreatment but by Phase III are completely separated; (2) asking the 
patient to list things that the disorder has given to him/her and what it has 
taken away in order to further differentiate the adolescent’s own needs and 
interests from the disorder’s; and (3) modeling uncritical acceptance of the 
adolescent. This might entail reframing family members’ statements that 
are critical of the adolescent’s comments about food or weight to reflect the 
need to criticize the ED while supporting the adolescent.
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Initial Focus on Eating Disorder Symptoms

A narrow focus of therapy is purposefully drawn during the early stages 
of FBT in order to affect behavioral change. The highly focused nature of 
FBT in the early phases can be a challenge to families that might expect to 
address more general contextual issues of the development of the ED right 
away. Also, this can be a challenge to therapists who have been trained in 
different theories of ED treatment because it is very tempting to address the 
broader psychological dilemmas. The dire circumstance of the adolescent’s 
health, who is literally starving, and the risks of morbidity and mortal-
ity are highlighted to elicit an appropriate level of anxiety on the parents’ 
part in order to motivate them to action. The targeted focus on disrupting 
symptoms of the anorexia, including dietary restriction, driven exercise, as 
well as bingeing and purging is paramount in the first two phases of treat-
ment. In the final phase of treatment, greater attention can be given to the 
developmental processes and family functioning that was disrupted by the 
ED. Education regarding typical adolescent development is provided and 
the family is encouraged to consider ways that the AN interfered with key 
tasks of adolescence (e.g., development of identity, friendships, romantic 
relationships, plans for the future). A main intervention is optimizing the 
parents’ level of anxiety in order to activate them to take on the onerous 
task of weight restoration. This is done partly through education on the 
physical risks of AN and by gently reflecting the lack of success of other 
efforts they have undertaken to treat the ED.

FBT is divided into three phases:

phase i: weighT resToraTion

The focus of Phase I is on having parents address the ED symptoms such 
that weight restoration is accomplished at a pace of approximately 1–2 
pounds per week. The reduction of blame toward the parents as well 
as the separation of the illness from the adolescent are emphasized and 
parental anxiety is optimized in order to promote action. Parents are 
encouraged to work in concert to press their child in a compassionate and 
firm manner such that the child has no choice but to comply with meal 
expectations.

In the second session, the family is asked to bring a meal that will help 
restore their child’s weight and then help their child to eat the meal. This 
meal allows for further evaluation of food- related habits within the home, 
family structure, particularly as it operates around the ED, and the parents’ 
efforts at coaching their adolescent to eat, as well as the adolescent’s reac-
tions to these efforts.
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The remainder of Phase I is devoted to interventions of provision of 
information, support, and affirmation; continued externalization of the 
AN; optimizing anxiety in parents to ensure appropriate actions are being 
taken; and the offering of supportive, consultative, and practical reflections 
regarding the efforts made by the family at addressing the ED behaviors. 
Specifically, each of these sessions is guided by weight status of the adoles-
cent (gain, loss, maintenance), which sets the tone for the session. Multiple 
meals are reviewed in detail to ascertain the strengths and challenges facing 
families at specific times. For instance, barriers may include providing not 
enough calorically dense foods throughout the day, too much exercise, lack 
of parental unity, and accommodating the preferences of the ED. Strengths 
may include compassionate and tenacious expectations of meal comple-
tion by parents, supportive sibling relationships, and a clear separation of 
the ED and the adolescent such that positive support of the adolescent is 
evident.

Knowledge drawn from the Keys, Brozek, Henschel, Mickelson, and 
Taylor (1950) study is provided to families to help them understand the 
effect of starvation on depressed mood, heightened anxiety, social with-
drawal, and obsessionality regarding food. Likewise, the Keys study helps 
to inform families regarding the reversal of these seemingly psychiatric 
issues through weight restoration. As adolescents gain weight during FBT, 
families often observe their child’s mood and anxiety improving, greater 
interest in socialization, and reduced obsessionality regarding food. For 
some adolescents, additional psychotherapy is not needed, although for 
some who continue to experience high levels of depression or anxiety 
(which anecdotal data link to problems in these areas prior to the onset of 
the ED), additional psychotherapy might be recommended.

phase ii: helping The adolesCenT eaT on his/her own

Movement into Phase II is indicated when the adolescent is mostly weight 
restored, acquiesces to the demands of the parents regarding weight resto-
ration efforts, and parents’ feelings of competence regarding weight resto-
ration are readily apparent. Phase II is characterized by continued attention 
to weight restoration as well as a new effort at slowly transferring control 
over eating back to the adolescent. As weight restoration becomes less chal-
lenging, other issues that have previously been postponed are brought for-
ward to be addressed, such as returning to normative social activities (e.g., 
sleepovers, attending dances). The differences between the adolescent’s 
own needs and ideas continue to be highlighted as the family is encouraged 
to examine relationships between adolescent issues and the development of 
AN in their adolescent.
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phase iii: adolesCenT issues and TerminaTion

Phase III begins when healthy weight has been achieved and efforts at self- 
starvation have virtually disappeared. Typical adolescent development is 
discussed and obstacles to key tasks in adolescence are explored. The theme 
of Phase III is to establish a healthy relationship with parents in which the 
illness is not needed or used to communicate. The therapist models problem 
solving around adolescent issues for the family and the family engages in a 
review of issues that may be affecting the patient. Common issues discussed 
include establishment of more appropriate family boundaries, planning for 
the future, and the need for parents to reconnect in a healthy way follow-
ing a stressful time and to be prepared for their child’s eventual departure 
from home.

implemenTaTion of family-based TreaTmenT 
for anorexia nervosa

FBT is designed to be implemented in 10–20 sessions over the course of 6 
months to 1 year. FBT is most commonly provided in a conjoint format, 
where the adolescent is seen alone for 5–10 minutes and then the rest of 
the family is present for the duration of the session. Separate FBT has also 
been described (Le Grange, Eisler, Dare, & Russell, 1992), in which the 
adolescent is seen alone for half of the session followed by the parents being 
seen alone for the second half of the session, which may be more effective 
for families in which there is a high level of criticism expressed toward the 
adolescent (Eisler, Simic, Russell, & Dare, 2007). Sessions during Phase I 
are scheduled weekly and are slowly spaced out over the course of Phases 
II and III.

role of The TherapisT and The TreaTmenT Team

The FBT therapist is asked to join with the family in a consultative, non-
authoritarian role. Prescriptive advice is not given; rather, the family is 
encouraged to develop their own solutions and strategies in weight restora-
tion, with the benefit of education by the therapist on relevant topics. One 
must have expert knowledge of EDs, basic knowledge of nutrition, and 
comfort with acting as treatment team leader and liaison among multidis-
ciplinary professionals. Ultimately, the FBT therapist requires stamina to 
endure high levels of anxiety in clients and their families over many months. 
The FBT therapist is a mental health professional and acts in collaboration 
with a physician. The involvement of a child and adolescent psychiatrist 
is important in cases where co- occurring psychiatric illnesses are present. 
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Registered dieticians are helpful consultants to the treatment team, as well 
as the parents, if needed, during the weight restoration phase. However, 
unlike treatment for adults with AN, dieticians do not meet individually 
with the affected adolescent, nor do they provide meal plans. In each of the 
randomized clinical trials (RCTs) of FBT, dietitians were not utilized, so it 
is unclear to what extent a dietitian’s involvement in FBT affects treatment 
outcomes.

empiriCal researCh supporTing family-based TreaTmenT 
for anorexia nervosa

Since FBT was originally developed, RCTs have demonstrated its efficacy 
with adolescents ages 12–18 and a case study has indicated its efficacy 
with children younger than age 12 (Lock, Le Grange, Forsberg, & Hewell, 
2006). Of the seven published RCTs for adolescent AN, six of them have 
employed FBT in one treatment arm in their comparisons (Eisler et al., 
2000, 2007; Le Grange et al., 1992; Lock, Agras, Bryson, & Kraemer, 
2005; Lock et al., 2010; Robin et al., 1999; Russell et al., 1987). Overall, 
results suggest that FBT is effective in weight restoration and that improve-
ments are sustained over long periods of time. Approximately 60–70% of 
adolescents achieve weight restoration by the end of treatment and con-
tinue to improve at longer- term follow- up (Le Grange & Lock, 2005). 
Many of these studies compared FBT with individual psychotherapy and, 
while good outcomes can also be seen for the individual therapy treatment 
arms, FBT tended to help adolescents quicker and with less chance for 
relapse.

case study: charlotte

The case selected for presentation was a study participant in a multisite, 
controlled trial involving comparing FBT with adolescent- focused treat-
ment (AFT; Lock et al., 2010). Identifying aspects of the case, including 
descriptive information, clinical data, and session transcripts, have been 
altered significantly to protect the anonymity of the family.

Method

The therapist (A. C. D.) held a doctorate in clinical psychology and was a 
postdoctoral associate working under the supervision of Daniel Le Grange 
at the University of Chicago. The therapist’s experience working with EDs 
at the point of seeing this patient was approximately 7 years in clinical 
and research settings. Specific to the treatment approach, the therapist had 



52 I .  BEHAV IOR AL APPROACHES  

participated in two, 2-day intensive training courses on FBT prior to see-
ing the patient. She also received weekly group supervision with the other 
study therapists from one of the study’s principal investigators (D. L. G.) 
throughout the duration of the study to ensure fidelity with the treatment 
manual, adherence to the study protocol, and to address challenging clini-
cal issues as they arose. Sessions were audiotaped for random review of the 
therapist’s provision of the treatment.

Referral Information

The patient, Charlotte, was a 14-year-old girl who presented with a 
7-month history of restrictive AN. Charlotte’s parents had sought treat-
ment for Charlotte due to concern over a 12-pound weight loss over the 
past 7 months, increasingly restrictive patterns in her eating, and driven 
exercise. Charlotte had been released from a local hospital 2 weeks prior to 
the initial evaluation following 6 nights on the medical unit for low heart 
rate. Related to her recent weight loss, she was experiencing hypothermia, 
fatigue, moodiness, and cognitive “fuzziness.” Charlotte reported being 
very afraid to gain weight and felt particularly dissatisfied with her thighs. 
She denied loss of control with eating, self- induced vomiting, use of laxa-
tives/diuretics, or use of diet pills. She endorsed driven exercise prior to her 
hospitalization. At the time of the initial assessment, Charlotte’s weight 
and height, respectively, were 89 pounds and 5′2¼″ tall, placing her BMI 
at 16.2 (7.8th percentile). She had not had a menstrual period in the prior 
5 months, which highlighted the extent to which Charlotte’s malnutrition 
had affected her hormonal functioning. The physician who saw Charlotte 
in the days following her discharge from the hospital recommended that 
they seek FBT for AN and advised that Charlotte not return to running 
until her period had returned and her weight had improved.

Assessment and Procedures

The Schedule for Affective Disorders and Schizophrenia for School-Age 
Children (Orvaschel, Puig- Antich, Chambers, Tabrizi, & Johnson, 1982) 
was used to assess general psychopathology and the Eating Disorder Exam-
ination (EDE; Fairburn & Cooper, 1993) was used to assess specific ED 
psychopathology. Standardized questionnaires were also administered.

Following baseline assessments, the patient was randomly assigned to 
FBT or AFT. Treatment consisted of 20 sessions, each 60 minutes in length, 
over a 12-month period. Patients were seen by a pediatrician with experi-
ence managing patients with AN and, if necessary, patients were seen by a 
child and adolescent psychiatrist in the clinic for medication management. 
The whole family was expected to attend each session.
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Results

When Charlotte was interviewed, she responded in an irritable tone that 
she did not want to be at the clinic. She reported that she was brought to 
the clinic “because of an eating problem . . . I don’t know . . . my parents 
think I lost a lot of weight.” Charlotte’s mother described their reasons 
for seeking treatment: “Charlotte has turned into a different person. She 
is constantly, constantly obsessed with not eating junk food and she has 
taken this running thing way too far . . . It scares me when I hug her and 
all I feel is bones.”

Throughout the majority of the assessment, Charlotte was coopera-
tive, but withdrawn and demonstrated intermittent eye contact. Her mood 
was sad and her affect was irritable. Charlotte appeared emaciated and was 
dressed neatly in fashionable clothes. When Charlotte’s parents described 
their concerns, Charlotte’s body became rigid and she glowered at them. 
Her parents appeared uncomfortable with her degree of apparent anger, 
sadness, and petulance. They were brusque with Charlotte if she was rude 
to the therapist, but otherwise appeared weary with and distressed by what 
seemed to be an established pattern of Charlotte’s heightened irritability. 
Charlotte’s mother was a graphic designer and was considered the “anchor” 
of the house due to managing family schedules and other household affairs. 
She appeared to have an anxious temperament, but generally possessed a 
calm, pleasant presence. Charlotte’s father was an attorney and tended to 
work longer hours. He was affectionate toward his wife and two daughters, 
and also displayed a more serious side, appearing gruff at times, particu-
larly during discussions of the ED. Charlotte’s 12-year-old younger sister 
was energetic and cheerful by nature, but quite saddened by the changes she 
had seen in her sister. She had previously felt very close to her older sister 
and participated earnestly in sessions.

When the therapist met with Charlotte alone during the assessment, 
the therapist suggested that it might be very difficult to be at a therapist’s 
office talking about issues that left Charlotte feeling confused, angry, and 
scared. Charlotte acknowledged this with a small nod. Charlotte was asked 
about her interests and social life. During this part of the interview, Char-
lotte’s facial expression and voice softened. She appeared less irritable, 
spoke more softly, and occasionally smiled as she discussed how much 
she used to love spending time with her friends. She denied problems with 
depression or anxiety prior to her decision to lose weight and denied past 
dieting attempts.

Charlotte reported that she began to “eat healthier and exercise more” 
in an effort to improve her running performance for cross- country at the 
end of last summer. At the time, she weighed 101 pounds and was 5′2¼″ 
(body mass index [BMI] = 18.5; 42.8th percentile). This quickly evolved 
into restricting her food intake to a greater and greater extent until she 
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would not eat more than 800 calories/day. Charlotte cut out most snacks 
and reduced her portion sizes. She refused added fats (e.g., butter on bread, 
oil in cooking) and started to make her own versions of the meal at dinners. 
She also suggested changes to the family’s food habits, including reducing 
overall use of meat in meals and limited fats and carbs. For instance, she 
was fond of a meal of grilled portobello mushroom on half of a whole-grain 
bun with a green salad and preferred for her family to serve this and similar 
meals at dinner. Her family did not challenge this at first because Charlotte 
stated that she was trying to eat healthier to maximize her running perfor-
mance. Her parents had no experience with running and were not aware of 
Charlotte’s calorie restriction at first.

Within several months of the initial dietary restriction, Charlotte 
began increased her running regimen to 20–30 miles/week and had dif-
ficulty sleeping if she could not run that day. She would also run when 
injured or sick. Running began to take precedence over social and family 
activities. She also had a calisthenic routine, including over 100 crunches, 
which she felt compelled to do every night before she went to sleep. Char-
lotte reported being motivated, in part, by a sense of competition with 
one of her friends. Charlotte reported being bothered by being “scared of 
eating” and felt that she was “obsessed” with food. Charlotte’s family first 
noticed that something was wrong when they were on a trip to Florida 
approximately 2 months before she was hospitalized. Her mother reported 
that Charlotte was eating very little and looked emaciated in her swim suit. 
Particularly bothersome to Charlotte’s family was their observation that 
she had transformed from being cheerful and easygoing to sad, irritable, 
and withdrawn. They forlornly remembered times prior to the develop-
ment of the ED when Charlotte and her sister would make each other laugh 
in the evenings as they got ready for bed, stating that they had not heard 
Charlotte laugh in many months.

At presentation to the clinic, Charlotte was 5′2¼″ tall and 89 pounds, 
placing her BMI at 16.2 (7.8th percentile). Her BMI had historically fol-
lowed the 45–55th percentiles, therefore she was 83.6% of expected body 
weight (EBW). Her current weight represented her lowest weight since the 
onset of the ED. Charlotte experienced menarche at age 12 and had irregu-
lar menstrual cycles (approximately every 45 days) for the first year, fol-
lowed by more typical 28-day cycles in the first half of the most recent year. 
This history helped to establish that, when healthy, Charlotte experienced 
a regular menstrual cycle and that, in the wake of malnourishment, Char-
lotte’s reproductive system had been biologically halted. Charlotte reported 
she had not had her period in the past 5 months. In the interview, the 
family noted that they understood the significance of this and, while Char-
lotte was initially embarrassed to talk about her menstrual cycle, especially 
in the presence of her father, the factual approach by the therapist and 
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Charlotte’s parents in discussing menses as a sign of good health allowed 
for eventual comfort.

Charlotte’s EDE global score at baseline was 3.5 (on a scale of 0–6, 
where 0 = no psychopathology and 6 = severe psychopathology), reflecting 
substantial ED psychopathology, especially given the degree to which ado-
lescents with AN tend to minimize or deny symptomatology. When asked 
on the EDE, “In the past four weeks, have you spent much time between 
meals thinking about food, eating, or calories?” Charlotte responded, “I 
am pretty much always thinking about food.” When asked for more detail, 
Charlotte replied that she sometimes got distracted in school by constant 
calculations of how many calories she had already consumed and how 
many she had left that day. When asked on the EDE, “Over the past four 
weeks, have you been dissatisfied with your shape?” Charlotte described 
feeling satisfied with certain body parts (e.g., her arms), but great unhappi-
ness with her legs and particularly her thighs, which she perceived as “too 
wide” and “covered in cellulite.” Charlotte remarked that she attempted to 
cover her thighs at all times so that she did not have to look at them. Dur-
ing the interview, she had a pillow over her legs. She noted that the negative 
thoughts of her thighs were very frequent and distressing to her. Charlotte 
was frightened during her recent hospitalization, but denied being worried 
about her currently low weight, saying that the doctors sent her home, so 
she “was fine” now.

Phase I (Sessions 1–11)

SeSSion 1

Charlotte and all of her family members (father, mother, and 12-year-old 
sister) arrived on time for their appointment and were greeted in a grave 
manner. During the first 10 minutes alone with Charlotte, she was very 
resistant to being weighed and did not want her family to know her weight. 
She also did not want to talk about food or her eating habits in front of her 
younger sister because she did not feel that her sister needed to be involved 
in what she viewed as a private matter. The therapist gently urged Charlotte 
to step on the scale in order to check on her weight (weight = 88 pounds). 
The therapist validated that it might feel embarrassing to lay bare the dif-
ficulties that Charlotte had been facing over the past number of months and 
reassured Charlotte that even though at first it can be hard to speak openly 
about these issues, it would help Charlotte feel more understood and sup-
ported. This calmed Charlotte slightly and Charlotte agreed that no one 
really understood what she was experiencing.

Once the family joined the session, a history of the ED was taken, 
using a circular questioning approach in order to assess and emphasize the 
significant toll the ED had taken on the entire family. When hearing from 
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her younger sister how she missed Charlotte’s good sense of humor, they 
exchanged smiles nervously for a brief moment and then Charlotte began 
to quietly cry. Charlotte explained that she loved her sister and felt upset 
because she did not like to think that she was hurting her sibling. The 
changes to Charlotte’s behavior and personality over the past 7 months 
were used to differentiate the ED from Charlotte.

Agnostic View of the Cause of the Illness

faTher: I think this whole thing started when Charlotte’s cross- country 
coach told her she could really be a top runner. I mean, that was a 
 compliment, but it really set Charlotte’s brain off in the wrong direc-
tion, you know, making her really focus on exercising and eating dif-
ferently.

TherapisT: Yes, I can see how that might have been a powerful invitation 
for the eating disorder to climb on board. But it’s hard—if not impos-
sible— to ever track down exactly how an eating disorder started. It’s 
a complicated equation.

moTher: I sometimes wondered if I might have done something— maybe 
we weren’t paying enough attention to Charlotte. Or maybe she saw 
me watching what I was eating and decided that it was a good idea, 
too.

TherapisT: It’s easy to drift in that direction, blaming yourself or other 
people for what might have occurred. But we really don’t have any 
good evidence to support that these things would cause an eating dis-
order. Obviously, there are a lot of teens who experience these things 
and they do not go on to have eating problems.

moTher: I guess you’re right.

TherapisT: In any case, it doesn’t help to focus on the “how” or “why.” 
Given the serious nature of Charlotte’s situation, we need to act rather 
than reflect. There will be time in the future to think back on how the 
eating disorder developed in order to prevent it from affecting her ever 
again.

Externalization of the Illness

TherapisT: (to Charlotte) Your relationship with the anorexia seems quite 
mixed. It’s given you things . . .

CharloTTe: I’m a better runner now. I don’t eat like such a pig.

TherapisT: But I imagine that’s not the whole story. Anorexia tends to take 
things away from people, too.

CharloTTe: What do you mean?
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moTher: Well, Charlotte, I think she means that you’ve lost some positive 
things since you started with this eating disorder. Right?

CharloTTe: Well, I guess . . . I dunno . . . I guess I haven’t been seeing my 
friends as much. My running takes a lot of time. And I have to go to 
these dumb doctor appointments now.

TherapisT: I can see how both of those things are a loss— friendships and 
the freedom to go about your week without annoying appointments. 
To be honest, I see the eating disorder as being very different from you 
because you each want different things. (Draws a Venn diagram with 
overlapping circles for “Charlotte” and “Eating Disorder.”) I think 
you were doing your thing in life and then the eating disorder slowly 
crept in and overtook what you normally wanted to do, like spend time 
with friends, and make you want to go out running instead, leaving the 
healthy part of you feeling a loss.

CharloTTe: (Looks down; silence.)

moTher and faTher: (Nods heads slowly.)

Initial Focus on Eating Disorder Symptoms

TherapisT: It’s been a difficult 7 months and you’ve seen Charlotte’s weight 
drop and drop. In fact, today, she is down 1 pound from our evalua-
tion meeting . . .

moTher: (Looking at her husband and tears forming in her eyes) Oh dear.

TherapisT: I think it is safe to say that any other discussions about how 
this eating disorder evolved takes a back seat to helping Charlotte to 
restore her health starting with weight gain. Nothing has helped so far. 
It is critical to act now to stop this illness from taking away Charlotte’s 
life.

Parental Responsibility for Weight Restoration

TherapisT: In response to this crisis, Charlotte’s best hope for recovery is 
through you (turning to parents). You have known Charlotte literally 
all her life. You love her more than any doctor or nurse could and 
you know what she needs. Also, I know that you are able to provide 
good nutrition for your kids. (turning to younger sister) You are a 
healthy girl and I know your parents have helped you grow in this way. 
(turning back to parents) So, you are the best people to weight- restore 
Charlotte.

faTher: (grimly shaking his head) But how do we do this? We’ve tried 
everything.

TherapisT: I will help you with this. I will walk with you through this and 
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be a consultant, of sorts. Between now and next session, just do what 
you can to keep Charlotte from losing any more weight. Is she still 
exercising?

CharloTTe: (eyes welling up with tears) The doctor told me I had to stop 
yesterday.

moTher: Yes, Charlotte is very upset about this. She really wants to be 
running.

TherapisT: It is important to take a break from the running because it 
burns a lot of calories and it really has become part of the eating dis-
order at this point. We will start at our next session in a couple of 
days with finding the best ways for you to help Charlotte eat. As for 
[younger sister], do you remember what your job is?

sisTer: (tentatively, in a quiet voice) Yeah, to . . . support . . . her?

TherapisT: Yes—you play a really important role for your sister. She will 
probably be feeling down a lot more, especially after meals. What 
could you do to cheer her up?

sisTer: (tentatively) Maybe tell her jokes?

CharloTTe: (Giggles quietly through tears.)

TherapisT: (smiling slightly while keeping a quietly serious tone) Great. 
And are there things you used to like to do together?

sisTer: Yeah, we used to always watch our favorite shows after dinner. She 
doesn’t really do that anymore.

TherapisT: Well, how about you invite her anyway? I wonder if that could 
help?

sisTer: Yeah, I guess.

TherapisT: There might be times when Charlotte might not want to watch 
TV, but I’ll keep checking in with you and I’ll encourage you to keep 
asking because I’d bet Charlotte will like to have those invitations.

sisTer: (nodding) Okay.

At the end of the session, plans for Session 2 (e.g., family picnic) were 
made, with the instructions given to the parents that they are to bring a 
meal for the family with food that will help to reverse Charlotte’s starva-
tion.

SeSSion 2

Charlotte weighed 88.75 pounds, indicating a weight loss of 0.25 pounds 
between Sessions 1 and 2, which were 4 days apart. Following being 
weighed alone in the therapist’s office, the therapist gathered with the 
entire family to begin the family meal. Charlotte’s parents had been asked 
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to bring a meal that would help begin to reverse Charlotte’s starvation, 
not checking in with Charlotte, but with each other to make the deci-
sions. They were asked to bring a meal for their whole family, which 
was intended to be eaten in a room in the clinic that had a large, round 
table. Charlotte’s weight was marked on a weight chart and compared 
with the previous weight from Session 1. The family was asked to begin 
their meal in the way that they normally would, with the therapist’s goal 
being to observe the family process while eating meals. The family brought 
restaurant- prepared Caesar salads with grilled chicken for each person, 
with a breadstick on the side, and banana bread for dessert. Dressing came 
in a small container on each plate. Charlotte was offered a choice of lem-
onade, a box of juice, or water, of which she chose water. When asked 
how the parents had selected the meal for the evening, Charlotte’s mother 
stated that the meal was chosen based on what Charlotte “used to like.” 
The adequacy of this meal for the purpose of reversing the starvation was 
addressed as follows:

TherapisT: Would you say that this is a typical dinner for your family and 
for Charlotte?

faTher: This (waving his hand over the table) is more than Charlotte has 
eaten at one meal at a time. I mean, she’s barely touched it, but if she 
were to eat it, this would be a lot. But before this eating disorder, this 
was typical.

TherapisT: Okay, I see. What do you think about for the purposes of 
weight restoration? How does a salad with chicken, a breadstick, and 
banana bread measure up?

moTher: Well, I think because you are asking, it is maybe not enough . . . ? 
(laughing nervously)

TherapisT: I think that this is a great start and would be good for weight 
maintenance in a healthy teen, but I want you to remember that Char-
lotte is literally starving. Are there small or big ways you can imagine 
making this meal a little more nutritionally dense?

faTher: Well, we could have her drink milk or something more than water. 
She usually would have had milk with dinner. And I can imagine sal-
ads for dinner would be less dense than pasta and pizza and other 
meals like that.

TherapisT: Exactly! That’s good. It will be helpful to be thinking in that 
direction right now. (Both parents nod, Charlotte is silent, with arms 
crossed and glaring at her plate.)

Throughout the meal, Charlotte did not make any attempts to eat or drink 
and instead stared at her plate without speaking. She would occasionally 
nod or shake her head when asked a question about her eating.
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During the meal, the therapist initiated a conversation about what 
mealtime was typically like at home. Charlotte’s mother reported she was 
responsible for all of Charlotte’s meals, and cited some success with getting 
Charlotte to eat by setting time limits (“the school bus leaves in 20 minutes”) 
or indicating extreme frustration (“Charlotte, I am about to blow . . . ”). 
When asked about what was typical eating at home for Charlotte prior to 
the eating disorder, Charlotte’s mother described a pattern on weekdays 
of Charlotte and her sister pouring themselves a bowl of cereal and a glass 
of juice before school and, on weekends, Charlotte’s mother would pre-
pare pancakes or French toast. Charlotte tended to bring a packed lunch to 
school and brought a snack to eat before after- school sports or else made 
herself a snack at home on nonsport days. Dinners were typically prepared 
by Charlotte’s mother and the family ate together each night, although sev-
eral nights of the week, Charlotte’s father’s work schedule interfered with 
dinnertime. In the recent weeks, Charlotte’s mother had tried to prepare 
a breakfast each morning for Charlotte, typically involving eggs, toast, 
and yogurt with juice. Charlotte’s mother also recently began packing a 
hearty lunch for Charlotte, which Charlotte admitted that she had been 
throwing away. The therapist coached Charlotte’s parents to regard deceit-
ful behavior such as this as merely a common behavior for AN, rather 
than a sign of dishonesty in their daughter, and to work to prevent these 
situations from occurring by observing meals and snacks being consumed. 
Charlotte’s parents firmly insisted to Charlotte that she eat a morning and 
afternoon snack, as this is what was recommended to her at the hospital, 
but her parents acknowledged that they could not enforce this because they 
were not there with her. Dinners were prepared as they had always been, 
but had become very tense and upsetting due to Charlotte’s refusal to eat 
adequately and her parents’ frustration at these meals.

In the session, after observing Charlotte’s mother occasionally urg-
ing Charlotte to eat her meal and inquiring as to how similar or differ-
ent everyone’s behavior during the session was to typical meals at home, 
the therapist encouraged the parents to work in concert to urge Charlotte 
to eat. The therapist provided frequent supportive statements to the par-
ents, and directed them to persistently press Charlotte to eat using a calm, 
warm, monotonous, “broken- record” style. As her parents attempted to 
have Charlotte eat a bite of chicken, both parents expressed appropriate 
caring and concern in their voices when telling her to eat the bite. Char-
lotte’s mother more frequently took the lead and, although they were 
repeatedly encouraged to build off of each other’s instructions to eat, Char-
lotte’s father appeared frustrated with Charlotte, which she responded to 
by growing quieter and more reticent. After a few minutes, the therapist 
encouraged Charlotte’s parents to sit on either side of Charlotte and to 
continue repeating their request in a firm but loving manner that she eat the 
bite of chicken. When both parents tried to put their arm around her, she 
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moved away. After resisting eating for 25 minutes, Charlotte finally gave in 
to their relentless encouragement. She yelled, “I HATE YOU!” and stuffed 
the piece of chicken into her mouth with her fingers while crying. At that 
moment, she appeared frantic and very upset; following eating the chicken, 
Charlotte looked exhausted and resigned.

Parental Responsibility for Weight Restoration 
and Externalization of the Illness

CharloTTe: (weeping quietly) Why did you make me do that? I hate 
you . . . I hate you . . .

moTher: I know you are upset, honey. (Reaches out to stroke Charlotte’s 
arm, who initially pulls back, but then relents and lets her mother 
touch her.)

faTher: (in a warm and intense tone) We love you, honey. We know that 
was hard.

TherapisT: (in a quiet, serious tone) Charlotte, that was extremely diffi-
cult, I know. The eating disorder has really made it hard to eat foods 
that used to be so easy to eat. (speaking to parents) It is clear how 
strong the anorexia is, seeing how hard it was for Charlotte to have 
just one bite of chicken. I imagine you thought that the anorexia would 
never give in, especially knowing how hard these past meals have been.

faTher: Yeah, normally, one of us would have gotten upset and left the 
table by this point.

moTher: I can’t believe it took all of this time to eat one bite, though.

TherapisT: It may seem like a small step, but you have just demonstrated 
that when the two of you are working together and not leaving any 
room for the anorexia to get out of eating, the anorexia will eventually 
give up. If you are able to do this meal after meal, the anorexia will 
really get the message that it can no longer torment Charlotte with its 
drive to restrict.

SeSSionS 3–11

The three main goals of the remainder of Phase I were to (1) keep the fam-
ily focused on the symptoms of the ED, (2) maintain affirmation and sup-
port of the parents as they took on the very difficult task of weight restor-
ing Charlotte, and (3) to enlist Charlotte’s younger sister for support of 
her sister during this process. In each session, Charlotte’s weight progress 
was shared and the family’s efforts at bringing about weight restoration 
were the predominant topic of the session. Charlotte began gaining weight, 
typically 1–2 pounds per week, as recommended. Charlotte’s parents were 
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encouraged each week and they reported their confidence building, even 
when difficulties presented themselves. Charlotte cried and became irri-
table at the start of most of the first six sessions, when she learned that 
she was gaining weight, but she grew increasingly acquiescent with regard 
to the expectations for weight increases as the phase progressed, presum-
ably due to the consistent message that this was a central expectation for 
recovery. Specific meals were reviewed for content/amount of food and to 
determine what difficulties were being experienced during weight restora-
tion. During the first several weeks of refeeding, meals were very difficult, 
although the first week was the hardest as Charlotte’s parents worked out 
their plans for meals and how to handle the conflicts that would arise. 
Both parents took leave from work to be available at each meal and were 
present in order to create a powerful united effort. Charlotte refused to 
eat full meals in the first few days, yet her parents stayed with her for long 
periods of time at the table pressing her to finish. Charlotte’s parents would 
not allow Charlotte to go to school until she was eating more adequately, 
which helped Charlotte to overpower her urges to restrict at times, given 
Charlotte’s interest in not missing school. Over the course of Phase I, meals 
went from taking 1–2 hours to 45 minutes. Charlotte’s resistance contin-
ued, but in more mild and quick-to- relent ways (e.g., asking repeatedly, 
“Do I have to eat all of this?!” to which her parents would frankly reply 
“Yes,” without discussing). Education was provided throughout Phase I, 
including information on the unhelpfulness of “anorexic debate” (engaging 
with Charlotte in long conversations about the relative value of one food 
over another during mealtimes).

Key challenges faced by Charlotte’s family included keeping her father 
involved with the mother in the weight restoration process, Charlotte’s 
efforts at continuing to exercise secretly, and her resistance to going above 
100 pounds. Charlotte’s mother was able to work from home much of Phase 
I, so she was the primary parent planning and executing meals and snacks 
for Charlotte, while Charlotte’s father worked up until dinnertime each 
weeknight (he changed his work schedule to accommodate being present 
for dinner all nights). To reduce the chance of Charlotte’s mother becoming 
too fatigued and to present a unified front against the ED, the parents were 
encouraged to find ways to work as a “team.” They were able to develop a 
system where Charlotte’s father took more of a lead role with weight resto-
ration at dinner and after- dinner snack. Both parents’ styles were compli-
mented for their “binocular vision” (Charlotte’s mother was warmer and 
gentler while Charlotte’s father was more frank and direct) and they were 
urged to be sure that, while their styles may differ, their ultimate message 
needed to be precisely the same.

In Session 4, it was revealed that the parents had heard Charlotte doing 
crunches in her room after bedtime. They were encouraged to develop a 
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plan for how to address this and it was decided that Charlotte could not be 
alone in her room until she got into her bed. At that point, she would be 
under observation by a parent such that Charlotte’s mother would either 
be sure that Charlotte was sound asleep before going to sleep herself or else 
Charlotte’s mother would sleep on the couch in Charlotte’s room to block 
the behavior. The secret exercise ceased within two sessions. As Charlotte 
approached the 100-pound mark, she became more resistant at mealtimes 
by arguing more persistently about the size of portions. She admitted that 
she did not want to go above 100 pounds. The therapist and the parents 
reassured Charlotte that it was critical that she continue to improve her 
weight so that she could achieve full recovery. Her weight gain faltered for 
a session, but ultimately her parents were resolute that the AN would not be 
allowed to keep Charlotte at a suboptimal weight. Charlotte’s period had 
stopped when Charlotte was approximately 96 pounds, so it was explained 
that Charlotte needed to be at least 96 pounds plus “a bit more” in order 
to menstruate regularly again. Specific weight ranges were not given. Once 
Charlotte acquiesced to her parents’ demands that she weigh more than 
100 pounds during Phase I, her resistance to eating decreased such that 
Charlotte was more able to participate in meals without great emotional 
distress.

Charlotte’s sister and parents remarked at Session 6 (after 5 weeks 
of treatment) that Charlotte laughed during a meal at one of her sister’s 
jokes. This was remarkable because each of the previous meals during 
treatment had been tense and without any expression of positive emotion 
from Charlotte. Over the subsequent weeks, Charlotte began slowly recon-
necting with her sister and friends to spend time together again. Many 
meals were still stressful and difficult, but Charlotte was “coming back” as 
she gained weight. During the remainder of Phase I (10 weeks), Charlotte 
gained 12 pounds, approximately 1.2 pounds per week, placing her BMI at 
18.2 (31.5th percentile) and 93% EBW. Her weight at session 11 was 101 
pounds and she was 5′2¼″ tall.

Phase II (Sessions 12–18)

Sessions 12–17 took place approximately biweekly. The appropriateness 
of starting Phase II was indicated by Charlotte’s relenting to her parents’ 
demands to consume adequate nutrition for weight restoration, Charlotte’s 
steady weight increase, and her parents’ clear confidence that they success-
fully had taken charge of the ED. Phase II commenced highly anticipated 
efforts, on both the parents’ and Charlotte’s parts, to slowly transfer con-
trol over eating back to Charlotte. She had been eating lunch in the school 
counselor’s office for Sessions 8–12 following successful weight gain up 
until that point and the assurance that the school counselor would be able 
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to monitor whether Charlotte ate all of her packed lunch. In Session 12, 
the therapist encouraged the parents to work together with Charlotte to 
determine what meals/snacks would be easier to start with first in return-
ing control back to Charlotte. They decided to first allow Charlotte to eat 
lunch at school with her friend group, unsupervised, three days per week. 
The therapist considered with Charlotte’s parents what they would do if 
Charlotte lost weight during this first week. Charlotte’s parents were clear 
that they would be prepared to return to previous levels of oversight at 
any point, if needed. Charlotte successfully managed this first opportu-
nity to eat independently and, as everyone became increasingly reassured 
that Charlotte would not struggle with the urges to give in to restriction, 
Charlotte was allowed to eat all lunches and after- school snacks on her 
own (although her mother continued to prepare the actual meal/snack in 
advance at first), as well as serve herself at dinner. This was expanded to 
Charlotte making her own breakfast and then choosing the content of her 
evening snack.

Parental Responsibility for Weight Restoration

TherapisT: (to Charlotte) What would be a welcome change for you, in 
terms of eating more independently? Any meals that you would like to 
take more charge of, to start?

CharloTTe: YES! I am so sick of eating with [the counselor]! Can I please 
eat with my friends in the cafeteria? Please?

moTher: Well, you’ve been doing really well. I am pretty nervous, though. 
I mean, it was only a few weeks ago that we saw you hiding food in 
your sleeve . . . (turning to husband) what do you think?

faTher: Yes, well, I think we might as well give it a try. What’s the worst 
that could happen?

TherapisT: Yes, that’s a good question to ask. What would you do if you 
find out that Charlotte was not eating what you packed or her weight 
goes down next week?

faTher: Well, we’d just go right back to having all of her lunches super-
vised.

moTher: (thoughtfully) Hmmm, it’d be hard to go backwards, but we 
know that we need to get in there quick if we see any signs of the 
“alien” [the term the family had begun to use when talking about the 
AN].

TherapisT: I think that all sounds like a good plan. Charlotte, do you have 
any questions or concerns?

CharloTTe: No—I think it will all be okay.
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While the focus on addressing ED symptoms continued to remain cen-
tral in all of Phase II, the family was able to begin to address issues that 
had been previously postponed earlier in treatment. For Charlotte, she had 
been feeling pressured by her track coach to become one of the track stars 
due to what he had seen as her “great potential.” Charlotte had lost interest 
in running during the course of treatment while she was prohibited from 
running at all (at first) and then in restricted amounts. At this point in 
treatment, she realized that she did not enjoy running that much and saw 
her drivenness to run as part of her ED. Instead, she was quite interested in 
her high school’s noncompetitive Ultimate Frisbee team because she really 
liked the other girls on the team. The role of exercise and high school extra-
curriculars was discussed and Charlotte was encouraged to select activities 
that supported her mental and physical health. Charlotte continued to gain 
an additional 3.5 pounds over the 14 weeks of Phase II, placing her BMI 
at 18.9 (42.1th percentile) by Session 18. At that point, her weight was 
105 pounds and she remained 5′2¼″ tall. Charlotte resumed menstruating 
when she was approximately 104 pounds.

Phase III (Sessions 19–20)

Entry into Phase III was marked by independent eating by Charlotte with-
out any sign of the AN, and a progression into the typical challenges ado-
lescence. At this point, issues could be discussed and parents respected the 
growing need for individuation and independence as long as Charlotte was 
able to progress unencumbered by the ED. An overview of the major tasks 
of adolescent development was presented and the family explored the ways 
in which AN had interfered with normal development. For instance, during 
the ED, Charlotte began to lose interest in her friends and felt that she had 
less in common with them, which was in stark contrast to her usual feelings 
of connection with her friends. She felt that they had become “boy crazy” 
and she did not have any interest in talking about dating.

Initial Focus on Eating Disorder Symptoms

TherapisT: Anorexia tends to interfere with things adolescents normally 
do as part of development as they grow up. For instance, as I men-
tioned, an important task during middle adolescence— that would be 
about ages 14 to 16—is developing relationships with friends, platoni-
cally, as well as a growing interest in more romantic relationships.

faTher: (laughing, joking) Oh no, let’s not even talk about dating!

CharloTTe: (embarrassed) Dad!

TherapisT: Charlotte, do you think the eating disorder held you back in 
any way in terms of friends or dating?
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CharloTTe: Well, I definitely was not wanting to be around my friends 
much. And they are pretty boy crazy and that was the last thing on 
my mind.

moTher: Yeah, your mind was really focused on your eating and running.

TherapisT: How has that changed?

CharloTTe: I definitely am more interested in hanging out with friends 
now. I think things are pretty much back to normal there.

TherapisT: What about dating— do you have any interest in that?

Charlotte reluctantly admitted that she was interested in dating some-
one, but appeared quite nervous about bringing this up to her parents. 
The therapist encouraged Charlotte’s parents to share their own experi-
ences with entering the dating world and their own feelings about Char-
lotte beginning to date. They expressed relief that they no longer needed 
to argue over food intake and, instead, could focus on more usual teenage 
topics. Parents’ expectations for limits to dating at Charlotte’s age and how 
these limits would shift over time were discussed (e.g., group dates are 
okay sophomore year and individual dates would be allowed junior year). 
This session was tense, at times, when Charlotte appeared anxious about 
how her parents would respond to her interest in dating, but on the whole 
was marked by a sense of relief, warmth, connection, and earnest efforts at 
communicating.

The treatment progress was reviewed to ensure all principles of FBT 
had been integrated and to prepare for any potential recurrence of AN 
symptoms. Charlotte’s parents agreed that they would stay vigilant about 
some of the ED’s old habits, such as driven running and preferences for cer-
tain foods, as well as the more obvious signs of food restriction and weight 
loss. They felt confident that, if there were any sign of the ED, they would 
be able to interrupt it very quickly.

Charlotte’s weight increased by 1.25 pounds over the final two ses-
sions of treatment and, at the final session, Charlotte weighed 106.25 
pounds at 5′2¼″ (BMI = 19.2, 43.3th percentile). At the end of treatment, 
Charlotte’s EDE global score was 0.06, indicating that her symptoms were 
now well within the normative range. When asked on the EDE, “In the 
past four weeks, have you spent much time between meals thinking about 
food, eating, or calories?” Charlotte denied having this experience. She 
qualified her response by stating that she occasionally wonders about calo-
ries in a meal, but that this didn’t distract her the way it used to. When 
asked on the EDE, “Over the past four weeks, have you been dissatisfied 
with your shape?” Charlotte stated that she “didn’t really love [her] thighs, 
but didn’t hate them either,” and “just didn’t think about it as much any-
more.”
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Follow-Up Assessments

At 6-month follow- up, Charlotte weighed 111 pounds and was 5′3″ tall 
(BMI = 19.7, 46.9th percentile). Her EDE global score continued to reflect 
the absence of ED psychopathology (0.03). At 12-month follow- up, Char-
lotte weighed 115 pounds and was 5′3″ tall (BMI = 20.4; 52.8th percentile). 
Again, her global EDE score remained well within the normative range 
(0.19). This growth represented a significant change for Charlotte, as she 
grew 0.5″ and gained 8.75 pounds in the year following treatment. Her 
body type appeared much more like her mother’s, which was slender on 
top with a more muscular lower body. She continued to be involved in Ulti-
mate Frisbee and became a valuable player on her team. Charlotte reported 
liking the identity of being “athletic” and recognized that being too thin 
would be unhelpful in a sport that required strength.

disCussion

This case of adolescent AN was relatively uncomplicated and was chosen in 
order to present the key principles and interventions of FBT in a clear and 
concise manner: agnostic view of cause of the illness, parental responsibil-
ity for weight restoration, externalization of the illness, and initial focus 
on ED symptoms. The ultimate goal of weight restoration was attained 
and Charlotte was able to resume normal adolescent development unen-
cumbered by the ED. One aspect of the case worth noting is the achieve-
ment of effective weight restoration in the early weeks of treatment. Early 
response to FBT, particularly as measured by weight gain, can predict over-
all response. Using receiver operating curve analysis, a good outcome can 
be predicted if at least 3 pounds have been gained within the first 4 weeks 
of treatment (Doyle, Le Grange, Loeb, Doyle, & Crosby, 2010). Using this 
cut point of 4 weeks, 79% of responder and 71% of nonresponders could 
be accurately identified.

Four years later, the therapist heard from the family that Charlotte 
was enjoying her time at an out-of-state college and was in a serious roman-
tic relationship. Her parents had not seen a return of the AN symptoms, but 
noted that they continued to cautiously watch Charlotte’s food intake when 
she was home for school breaks. Although the clinical trial did not report 
on outcomes with regard to quality of life and achievement of development 
tasks, this case presents an example of how adolescents are able to get back 
on track with the typical activities of young adulthood.

There are other common presentations of adolescent AN not covered 
in this chapter. For adolescents with purging and/or binge- eating behav-
iors, parents are educated about these behaviors and are instructed to 
help prevent binge eating and purging from happening. In many cases, 
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the adolescent is motivated to cease these behaviors and will partner more 
readily with his/her parents in finding ways to block the ability to act on 
urges to binge–purge (e.g., a parent will sit with the adolescent for an hour 
after meals/snacks and restrict bathroom use in order to prevent purging). 
With adolescents who self-harm, parents are likewise educated about this 
behavior and are instructed to help prevent opportunities to self-harm 
through removal of common methods of self-harm (e.g., scissors, razors) 
and to limit time alone to reduce opportunities to cut. For adolescents 
who are experiencing significant anxiety or depression that interferes with 
functioning, a child and adolescent psychiatrist may be consulted for the 
possibility of medication use (e.g., selective serotonin reuptake inhibitor, 
anxiolytic). If depression or anxiety existed prior to the ED, individual psy-
chotherapy for these issues following FBT would be indicated.

FBT should be considered for youth ages 18 and younger who are liv-
ing at home with their parents and who have restrictive or binge–purge 
AN or a restrictive subtype of eating disorder not otherwise specified. A 
physician should determine whether the patient is medically stable enough 
for outpatient treatment prior to initiating FBT. There are no clear data 
to guide who may or may not respond best to FBT at this point in time. It 
appears that nonintact families and patients with high levels of obsessive– 
compulsive AN features tend to respond less quickly to FBT (Lock et al., 
2005), but there is no empirical evidence to support that single- parent 
families are unsuccessful in FBT. It is unlikely that FBT will work well 
for families in which parents suffer from severe psychopathology (e.g., 
severe depression, active addiction to substances, psychosis) or in families 
in which parents are opposed to weight restoring their child. FBT may be 
more challenging in families in which there is a parent with an ED due to 
the concurrent struggle of the parent or it may help in that the parent might 
possess a better understanding of his/her child’s struggles and be able to 
intervene more effectively. When abuse or neglect is present in a family, it is 
crucial to evaluate carefully the ability to keep the child safe and to prevent 
any possibility of additional abuse in the context of the treatment. When 
an adolescent is engaging in very dangerous behaviors (e.g., assault, active 
suicidality), it is critical to address these issues before proceeding with ini-
tiation or continuation of FBT.

Some common challenges that are experienced in FBT include par-
ents who lack resources to take time off from work to assist with meal 
preparation and monitoring in the early days of refeeding (e.g., lower socio-
economic status families and single- parent families); families in which a 
sibling relationship is conflictual; families in which parents are very dif-
ficult to align in the aim of helping their sick child, such as in the case of a 
couple who has been considering divorce; families with divorced parents; 
and families in which one or both parents is highly critical of the patient. In 
the case of parents who are highly critical of the adolescent, it is suggested 
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that separate FBT is utilized (Le Grange et al., 1992), in which the adoles-
cent is seen alone for half of the session followed by the parents being seen 
alone for the second half of the session (Eisler et al., 2007). In cases where 
there is conflict between spouses (whether they are divorced or married), 
efforts can be made to focus the couple on the need for their unity on just 
this issue (treatment of the ED), while giving them explicit permission not 
to address other areas of disagreement in their marriage. When there is an 
unsupportive sibling, it could be helpful to assess if this relationship has 
historically been unsupportive and, if so, one can consider limiting the use 
of the sibling for support while increasing attention to support by other 
siblings or friends during treatment.

It is important for us to advance this field further so as best to deter-
mine how this treatment works, and how best to match patient with vari-
ous FBT adaptations. To this end, we need to conduct more systematic 
moderator studies of who responds best to FBT, as well as mediator and 
dismantling studies in order to better understand how FBT works and what 
elements are most effective.
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IntroductIon to Part II

“Cognitive therapy” (CT) addresses the thought contents and processes that 
generate and maintain emotional distress via interactions among cognition, 
affect, and behavior. “Cognitive- behavioral therapy” (CBT) is a broader 
integrative approach (see Part V, “Integrative Approaches”), whereas CT 
focuses more narrowly and deeply on dysfunctional cognition (for fuller 
discussions of CT, see Beck, 1995; Dobson, 2012; Leahy, 2003).

Three important categories of cognitive content in CT are schemas, 
automatic thoughts, and expectancies. Schemas are an individual’s set 
of general, foundational, personal core beliefs, developed over time, and 
necessary to the process of organizing information about the world. Sche-
mas that are important to CT have been divided into three main domains, 
known as the “cognitive triad”: beliefs regarding the self, the world, and the 
future (Beck, Rush, Shaw, & Emery, 1979). Schemas also play important 
roles in emotional reaction and information processing. Cognitive psychol-
ogists have repeatedly observed that schemas are relatively stable; people 
selectively perceive and interpret new information to confirm their sche-
mas, even when those schemas cause distress (Dobson, 2012). Automatic 
thoughts refer to a different part of the information- processing model. 
Automatic thoughts are triggered by situations and mediated by schemas; 
they are frequently occurring cognitive aspects of “appraisals”; that is, they 
are cognitive aspects of the process of drawing conclusions about ambigu-
ous stimuli that are congruent with underlying schemas.

Prior to therapy, these process may happen outside the patient’s full 
consciousness and critical awareness. In CT, the patient may be asked to 
keep a “thought record,” to help identify automatic thoughts; discussion of 

Part II

Cognitive Approaches

HeatHer tHompson‑Brenner
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automatic thoughts in session may help identify his/her relationships to core 
beliefs/schemas. CT therapists often teach patients about typical cognitive 
distortions, which are commonly said to produce “irrational” thoughts. 
Common distortions include “catastrophizing” (anticipating the worst 
possible outcome), “mind reading” (assuming one can perceive another’s 
thoughts), “maximization” and “minimization” (overemphasizing nega-
tive or schema- confirming information and discounting alternatives), and 
“fortune- telling” (assuming one can predict the future). Patients in CT are 
encouraged to identify which cognitive distortions support the generation 
of negative automatic thoughts and the confirmation of core beliefs or sche-
mas. Additionally, patients are taught to “restructure” these cognitions, 
and to generate less distressing, less distorted alternative thoughts. Some 
common strategies to restructure cognitions include the assessment of evi-
dence for and against a thought, estimation of the true probability of a 
feared event, and examination of how others approach and interpret simi-
lar situations (see also Beck, 1995; Dobson, 2012; Leahy, 2003).

Though the dysfunctional thoughts that are the focus of CT are often 
described as “irrational,” they might alternatively be described as “subjec-
tive,” “promoting symptoms,” or “generating distress.” The information- 
processing model on which CT is based is not primarily concerned with the 
logical versus illogical, accurate versus inaccurate nature of thought. Though 
therapists may consider rational or accurate thinking to be aspects of psycho-
logical health, these are not the sole and primary goals of CT. For example, 
CT rarely addresses “irrational optimism” or “irrationally high self- esteem” 
because these schemas are less likely to produce psychological symptoms or 
distress. Furthermore, postmodern critiques of realism and objectivity have 
added complexity to our perspective on these concepts (e.g., Kvale, 1992).

Several additional cognitive concepts important to psychotherapy 
originate from social learning theory (Bandura, 1986). Expectancies are 
beliefs that reflect anticipation of future positive and negative conse-
quences. Motivation is strongly influenced by expectancies regarding the 
outcome of behavior (Bandura, 1986). Therapy often includes identifica-
tion of the expectancies that shape a patient’s behavior: similarly to schema 
theory, above, expectancies may not be fully conscious, and may have to be 
tested and proven wrong to promote changes in behavior and emotion. Two 
types of expectancies that have proven particularly important to treatment 
outcome are expectancies regarding treatment itself (i.e., beliefs regard-
ing whether treatment will be helpful to make important changes), and 
treatment self- efficacy (i.e., beliefs regarding one’s own abilities engage in 
therapy activities) (Constantino, 2012; Kadden & Litt, 2011).

In the field of eating disorder (ED) treatment, cognitive interventions 
have rarely been tested separately from key behavioral interventions. (The 
historical and therapeutic importance of cognitive and behavioral therapy 
integration is discussed extensively in the introduction to “Integrative 
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Approaches.”) Early in the modern history of ED treatment (1980s), Chris-
topher Fairburn helped to define and reliably assess EDs, and at the same 
time produced a protocol for a CBT specifically for bulimia nervosa (BN). 
Fairburn and colleagues (Fairburn, 1983; Fairburn, Kirk, O’Connor, & 
Cooper, 1986) quickly amassed scientific support for the efficacy of CBT 
for BN relative to a purely behavioral treatment, and these findings were 
replicated and extended by other research groups. Optimism regarding a 
purely cognitive approach to EDs may also have been tempered by the obvi-
ous behavioral components of EDs.

CBT manuals include interventions to identify and restructure dis-
torted cognitions that are common to EDs, such as cognitions about body 
image (e.g., “My thighs are too fat”), the importance of body size and shape 
(e.g., “Thin people are more successful and well liked”), and the impor-
tance of control over eating (e.g., “If I eat this, I will become fat”; “Disci-
plined people have self- control over their eating and weight”). CBT manu-
als also typically include some intervention for motivation. Other cognitive 
domains identified through research and addressed in some CBT manuals 
include perfectionistic attitudes toward achievement, schemas that support 
and reflect low self- esteem and depression, and automatic thoughts/core 
beliefs that promote avoidance and intolerance of emotion. Relevant inter-
ventions are described in other chapters in this book, including the chapters 
on exposure and response prevention for anorexia nervosa (AN) (Chapter 
1, by Thompson- Brenner), CBT for night eating syndrome (Chapter 9, by 
Lundgren & Allison), enhanced broad CBT for complex BN (Chapter 10, 
by Thompson- Brenner, Shingleton, Satir, & Pratt), and dialectical behavior 
therapy for BN and major depression disorder (Chapter 11, by Segal, Ohler, 
Eneva, & Chen).

The identification of an individual’s thoughts is crucial to understand-
ing and changing behavior and affect across treatment approaches. Cogni-
tion, broadly, may be considered the primary topic of conversation in any 
psychotherapy, given that therapists and patients both process experience 
through thought and language. Therefore, attention is paid to cognition 
in all of the cases in the book, and efforts to identify and to restructure 
automatic thoughts and core beliefs— formally or informally— are argu-
ably evident in all of the case reports. We have categorized two of the case 
reports as focused primarily on aspects of cognition, however. These are 
the chapters on motivational interviewing (Chapter 3, by Shingleton, Pal-
fai, & Thompson- Brenner) and cognitive remediation therapy (Chapter 4, 
by Darcy, Fitzpatrick, & Lock), explained further below.

Motivational Interviewing for Eating Disorders

Motivational interviewing (MI) was developed to utilize collaboration 
between therapist and client as a means to highlight the client’s intrinsic 
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reasons to change. MI was originally developed for clients with problem 
drinking, who are observed to be highly ambivalent regarding change 
(Miller & Rollnick, 2013). In any treatment population, however, these 
cognitive factors vary substantially, and show strong relationships to treat-
ment persistence and outcome (Demmel, Beck, & Lammers, 2003). Clinical 
researchers increasingly recognize that all patients have obstacles to change 
as well as oscillating motivation throughout treatment, and that motiva-
tional enhancement may be of benefit to many patients. MI and its related 
adaptations have been studied with a very wide range of psychological and 
physical problems requiring behavioral change, with generally positive 
effects (Burke, Arkowitz, & Menchola, 2003; Miller & Rollnick, 2013).

There has been strong enthusiasm for using MI to help patients 
with EDs, given their ambivalent attitudes toward change and their vari-
able insight, or “ego syntonicity” of symptoms (Treasure & Ward, 1997; 
Vitousek, Watson, & Wilson, 1998). Many ED patients seek treatment due 
to external pressures (e.g., family members, school faculty, sports coaches), 
and it seemed logical that enhancement of the patient’s own motivations to 
change would be beneficial to treatment adherence and outcome. A number 
of recent reviews and opinion papers, however, suggest that the enhance-
ment of personal motivation to change via MI in EDs may be more com-
plex than originally thought. Among seven recent studies of motivational 
enhancement strategies, interventions for binge eating were observed to 
be more successful than interventions for the restrictive aspects of eating 
pathology (Knowles, Anokhina, & Serpell, 2013).

Clinical researchers in the area of MI have become creative in response 
to these observations. Many earlier motivational interventions were lim-
ited in scope, for example, utilizing only a few sessions prior to treatment. 
Increased success has been observed for motivational approaches that have 
increased intensity, and those that are combined with other psychosocial 
interventions with known efficacy. The case study presented in Chapter 3 is 
one such effort, in which MI was used to develop personalized motivational 
messages, which were then delivered by smartphone during the period when 
the patient attempted behavior change. The basic content of MI techniques’ 
“spirit” remains relatively unchanged in their application to EDs. For exam-
ple, the general techniques of open-ended questions, reflections, and “roll-
ing with the resistance” (i.e., not engaging directly in challenging patients’ 
expressions of desire not to change), are included in ED manuals in similar 
form to the original manuals (e.g., Price-Evans & Treasure, 2011). These 
theories and techniques are more extensively described in Chapter 3.

Cognitive Remediation Therapy

Cognitive remediation therapy (CRT) is very different from other cogni-
tive psychosocial therapies, in that its target is neurocognitive functioning 



 Introduction to Part II 75

processes as opposed to the content of cognition or the common think-
ing disortions described above. Like cognitive rehabilitation interventions, 
CRT addresses issues such as sustained attention, working memory, cog-
nitive flexibility, anticipation and planning, and other aspects of execu-
tive functioning. The aims of CRT go beyond the aims of cognitive reha-
bilitation, however, in that CRT is used to support improvement in the 
symptoms of major mental/emotional disorders via the improvement of 
cognitive functioning. CRT was developed at King’s College in London as 
a treatment initially for schizophrenia. Efficacious psychopharmacological 
treatments for schizophrenia did not fully address deficits in neurocogni-
tive functioning, and these persistent deficits were in turn associated with 
limitations to overall improvement in global, social, and emotional func-
tioning. Substantial evidence was collected supporting the utility of CRT 
with schizophrenia (Saperstein & Kurtz, 2013), leading to efforts to cre-
ate versions of the treatment for other disorders in which impaired cogni-
tive functioning appears to play a maintaining role (Bates, Buckman, & 
Nguyen, 2013; Bowie, Gupta, & Holshausen, 2013).

The possible application of CRT to cognitive functioning in AN was 
noted fairly quickly, due to the long history of research demonstrating spe-
cific cognitive issues in AN, such as cognitive rigidity, problematic habit 
learning, and specific deficits in social cognition (e.g., Tchanturia, Camp-
bell, Morris, & Treasure, 2005; Zucker et al., 2007). Because individuals 
with EDs demonstrate substantial heterogeneity in their cognitive function-
ing, however, CRT for AN involves identification and remediation of issues 
specific to the client, conducted through problem- solving exercises. CRT 
for AN also includes the exploration of the patient’s expression of prob-
lematic cognitive habits in his/her eating patterns, or how cognitive issues 
play a role in the maintenance of eating symptoms. A recent randomized 
controlled trial showed significantly better quality of life and improved 
ED psychopathology among patients who received CRT along with their 
treatment, compared with those who received treatment alone; it also dem-
onstrated that individuals with particular difficulties in baseline neurocog-
nitive functioning (specifically set shifting) benefited more from CRT than 
patients without these problems (Dingemans et al., 2014). The processes 
and principles of CRT for AN are well illustrated in Chapter 4 (by Darcy, 
Fitzpatrick, & Lock).
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“If I knew I could eat a reasonable amount of food and not gain weight, I 
would say I am extremely ready . . . [but] if you were to tell me you are 
going to help me gain 5 to 10 pounds, I am not ready to do that, in all 
honesty.

“I like sitting down at dinner and having a nice political or academic 
discussion with people or just hanging out with a group of people. And I 
don’t do it anymore . . .

“I believe that it is getting to a point that it is affecting my health, men-
tally and physically, and at the end of the day, I just want to be a healthy, 
happy person, and if I continue to travel this road it’s not going to happen 
and I am not willing to let that happen anymore.”

Motivational interviewing (MI) is a client- centered therapeutic style that 
aims to increase intrinsic reasons to change maladaptive behavior (Miller 
& Rollnick, 2013). While some patients may come to treatment due to 
external pressures (e.g., my husband will file for divorce if I do not change, 
my children are forcing me to get help), MI focuses on why the individuals 
themselves want to change. It is a collaborative process centered around 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Mr. Curtis is a disguised/composite portrait.

Chap tEr 3

Enhancing Motivation 
via Text Messaging

An Adaptation of Motivational Interviewing 
for Eating Disorders

reBeCCa m. sHinGleton, tiBor p. palfai, 
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the ambiguity surrounding a client’s next steps or low motivation to reduce 
problematic behaviors.

MI was originally developed within the substance use domain, but 
over the past few decades it has been applied to a wide range of behaviors 
(e.g., medication adherence, diet, exercise) with moderate efficacy (Burke, 
Arkowitz, & Menchola, 2003). Adaptations of MI (AMIs), defined as pro-
tocols that maintain the core principles of MI but include other non-MI 
interventions, have been developed for a variety of treatment settings and 
contexts (e.g., brief interventions in primary care settings, cultural adap-
tations, adding personalized feedback; Burke et al., 2003). Such adapta-
tions suggest that the basic principles of MI can be effectively modified to 
accommodate diverse clinic and client needs.

Miller and Rollnick (2013) emphasize that the process of change is 
complex. An individual may feel ambivalent about change, that is, wanting 
to change at the same time as not wanting to change. For example, a client 
may say, “I want to stop drinking so I am not hungover at work, but I don’t 
want to stop going out with my friends and having a great time,” or per-
haps in the case of an eating disorder (ED), “I want to be a healthy weight 
so I can go back to school, but I don’t want to gain weight and feel fat.” 
Understanding conflicting feelings about change is key to MI.

Miller and Rollnick (2013) describe four broad processes to MI: 
“engaging,” “focusing,” “evoking,” and “planning.” Engaging is the means 
to develop a working rapport between therapist and client. The therapist 
aims to build a trusting environment by listening attentively to the client’s 
goals and values, and by avoiding presenting as the “expert.” Focusing 
involves finding a mutually acceptable goal and provides direction for the 
session. Evoking focuses on helping the client articulate his/her intrinsic 
reasons to change in order to strengthen his/her motivation. Finally, plan-
ning emphasizes acting on the goals and changes discussed and may involve 
a specific plan that the client may use to reduce his/her problematic behav-
iors (Miller & Rollnick, 2013).

Multiple techniques have been developed to address the above compo-
nents including open-ended questions, affirmations, reflections, and sum-
maries (often referred to by the acronym OARS); avoiding therapist- driven 
direction; and exploring the patient’s values and goals. In the engaging 
process, the therapist attempts to establish mutual trust and a working rela-
tionship by reflectively listening to and understanding the client’s core pri-
orities. When focusing, a list of change goals may be developed and/or the 
therapist may ask permission to offer advice to help orient a patient toward 
more adaptive goals. During the evoking process, the counselor focuses on 
eliciting “change talk,” defined as statements by the client describing his/
her desire or ability to change maladaptive behaviors and reducing “sus-
tain talk,” defined as statements by the client describing his/her desire to 
maintain problematic behaviors. This may be done by using a “readiness 
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ruler” (e.g., “On a scale of 0–10, how ready are you to change your behav-
ior?”), discussing pros and cons of behavior change, continuing to explore 
goals and values, and using the OARS skills discussed above. Moreover, 
the therapist may instill hope by highlighting past successes and discussing 
the client’s confidence in his/her ability to change. Planning is introduced 
when the therapist observes increased readiness for change, and may entail 
developing a change plan with discussion of how to implement the plan.

MI places a strong emphasis on the therapist’s interpersonal style and 
respect for the individual client. Specifically, MI has been described as 
incorporating a “spirit” that involves both relational and technical compo-
nents. The spirit is developed through the use of collaborating with the cli-
ent, evoking intrinsic reasons to change, accepting ambivalence, and using 
compassion to support the client. More generally, it is essential that a clini-
cian be aware of both the specific components of MI as well as creating an 
open, nonjudgmental environment.

moTivaTional inTerviewing and eaTing disorders

Motivation is thought to play a key role in EDs given these individuals 
often exhibit low motivation to change maladaptive behaviors (Vitousek, 
Watson, & Wilson, 1998). The relapse rate is high for individuals with 
anorexia nervosa (AN; 30–50%; e.g., Bulik, Berkman, Brownley, Sedway, 
& Lohr, 2007) and full remission rates in randomized control trials are 
often cited around 40% for bulimia nervosa (BN; e.g., Fairburn et al., 
2009). These numbers indicate that novel treatments are needed to improve 
the effect of treatment, and to help individuals with EDs reduce symptoms 
and maintain recovery.

MI for EDs has been examined in a small number of studies, primar-
ily as an adjunct to other behavioral treatments (for a review, see Knowles, 
Anokhina, & Serpell, 2013). The studies involving AN-like populations 
have shown generally positive results with important limitations. For exam-
ple, Wade, Frayne, Edwards, Robertson, and Gilchrist (2009) found that 
individuals who received MI were significantly less likely to drop out of 
treatment. For individuals with BN, Treasure and colleagues (1999) com-
pared motivational enhancement therapy (MET) and cognitive- behavioral 
therapy (CBT) in a randomized control trial and found limited differences 
between the groups at termination. Most recently, Weiss, Mills, Westra, 
and Carter (2013) found greater completion rates (69% vs. 31%) in an 
intensive treatment involving inpatient and day- patient group programs in 
individuals with a range of EDs who received pretreatment MI as compared 
with a control condition.

Results from these studies suggest that AMIs can positively impact 
treatment and that they are worthwhile incorporating into treatment given 
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they can be applied across treatment settings and ED populations. But 
there is still a need for more efficacious AMIs to address ED symptoms and 
behaviors (Knowles et al., 2013). Specifically, all of the reviewed studies 
used MI in its standard face-to-face format, typically prior to treatment. 
Technology— such as phone and text contact— used as an adjunct to a tra-
ditional face-to-face MI may be considered a novel way to improve motiva-
tion and behavior change.

TeChnology wiThin TreaTmenT

Across treatment approaches and treatment targets, technology is increas-
ingly being incorporated to improve accessibility and effect. One type of 
technologically enhanced treatment is ecological momentary interven-
tions (EMIs), which have been the focus of a number of studies in different 
domains such as EDs, anxiety, and medication adherence (Heron & Smyth, 
2010). EMIs are interventions that can be administered throughout the 
day or night, outside of traditional therapy sessions, most easily through 
the use of technology. Some of the benefits of EMI include the ability to 
extend therapeutic interventions beyond the therapy session and general-
ize therapeutic lessons to the real world. EMIs are easy to use in different 
settings and times, and can be easily tailored to the individual (Heron & 
Smyth, 2010).

One form of EMI is the use of text messaging via mobile phones. A 
number of studies have now used mobile phones as an EMI to promote 
positive behavior change (Krishna, Boren, & Balas, 2009). Within the EDs 
field, investigators have used text messaging primarily to address symptoms 
related to bingeing and purging. In two recent studies, text messages were 
used to monitor binge–purge symptoms and provide encouragement and 
personalized feedback. The researchers in both studies found participants 
reduced their ED behavior in the text message condition (Bauer, Okon, 
Meermann, & Kordy, 2012; Shapiro et al., 2010).

These research studies suggest feasibility and acceptability of and 
empirical evidence for using text messages within an ED population, 
though some limitations must be addressed. For example, in an earlier 
study with outpatients with BN, approximately half of the participants did 
not view the text message content as positive or helpful (Robinson et al., 
2006). Moreover, text messages are typically short, limiting the amount 
of information that can be delivered at one time. Therefore, while tech-
nology may enhance a clinician’s ability to extend lessons beyond a face-
to-face interaction, it is important to consider what may be lost within a 
technology- based interaction compared with a face-to-face interaction. The 
aim of the current intervention is to maximize the benefits of technology 
by using text messages that are low cost and easy to use, and minimize the 
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risks by personalizing the messages using specific details described in the 
MI session and maintaining in- person contact weekly.

The CurrenT sTudy

The primary aim of the current study was to test the effectiveness of a 
motivational interview- based intervention enhanced by text messages in 
individuals with EDs. The MI session was used to help the participant 
articulate his/her reasons to change. The text messages were created from 
the MI session material and were piloted as a means to remind the indi-
vidual of his/her personal reasons to change in his/her natural environment 
during stressful moments (i.e., three times/day at mealtimes). The primary 
outcomes in the study were motivation to change, kilocalorie intake, and 
dietary restraint. Additionally, feasibility and acceptability were assessed.

In addition, this case explored the utility of message framing and con-
gruency between the message frame and the individual’s motivation orien-
tation. Health intervention research has supported the benefit of both gain- 
framed messages (i.e., promoting the reward value of change; Rothman, 
Salovey, Antone, Keough, & Martin, 1993) and loss- framed messages (i.e., 
describing the negative consequences of failing to change; Kahneman & 
Tversky, 1979). Research in health promotion has found greater behavior 
change when motivation orientation is congruent with framing effects, that 
is, approach- oriented individuals are paired with gain- framed messages, 
and avoidant- oriented individuals are paired with loss- framed messages 
(e.g., Hevey & Dolan, 2013). In the study from which the following case 
study was taken, we investigated the role of both message frame and orien-
tation congruency within the intervention.

Method

Participants were recruited via community and online postings for a moti-
vational intervention study at an urban university treatment center. All 
procedures were approved by the Boston University Institutional Review 
Board. During the intake, participants provided informed consent and com-
pleted two semistructured interviews: the Structured Clinical Interview for 
DSM-IV Diagnoses (SCID; First, Spitzer, Gibbon, & Williams, 2002) and 
the Eating Disorder Examination (EDE; Fairburn, Cooper, & O’Connor, 
2008), as well as a brief medical questionnaire. All participants were medi-
cally cleared by their primary care physician or a study- affiliated MD and 
denied being in concurrent treatment for their ED. Upon confirmed eligibil-
ity, the individuals completed a set of self- report questionnaires and partici-
pated in a motivational interview based on MI principles. The primary goal 
of this interview was to generate intrinsic reasons to overcome their ED. 
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These reasons were then translated into text messages. They were designed 
to be in “text- message format” (i.e., short, colloquial) and were timed to 
align with the participant’s typical mealtimes. Text messages were designed 
in both gain and loss frames. Gain- framed messages highlighted potential 
rewards/gains one could achieve by reducing ED symptoms (e.g., “If you 
eat more, you will have more energy to hang out with your friends”). Loss- 
framed messages highlighted potential losses associated with maintaining 
one’s ED (e.g., “If you continue to restrict, you will not have energy to hang 
out with your friends”). See Table 3.1 for case examples of messages. Fol-
lowing the motivational interview, participants received personalized text 
messages on certain 2-day periods (randomly chosen) throughout the next 
2 weeks. Dietary restraint and motivation to change were measured daily 
on the individual’s smartphone. Kilocalorie intake was measured using 
daily food records. During the 2-week text- message phase, participants 
were asked to check in with study staff weekly to review food records and 
obtain the participant’s weight. At the end of the study, the participants 
completed an acceptability questionnaire and provided feedback about the 
intervention.

Assessments

Prior to the intervention, participants’ eating symptoms were assessed via 
the EDE (Fairburn et al., 2008) and their DSM-IV Axis I comorbidity was 
assessed via the SCID (First et al., 2002). The main pretreatment and daily 
assessment of motivation was the self- report Anorexia Nervosa Stages of 
Change Questionnaire (ANSOCQ; Rieger, Touyz, & Beumont, 2002), a 
20-item questionnaire assessing readiness to change behavior and recover 
from AN. There are three subscales (Weight Gain; Eating, Shape, and 
Weight Concerns; Ego–Alien Aspects) and one global scale that indicate the 

Table 3.1. Text message examples

Gain framed Loss framed

The ED does not = happiness—break 
the restriction cycle and increase 
happiness.

Being thin does not = happy—
restriction and control hurts your 
mental and physical health.

Eating full meals and snacks will let 
you enjoy your social life.

Restricting during the day means 
less time and energy for your family/
friends.

Reducing restriction during the day 
will help you concentrate on your job/
studies—this means more room for 
your career!

Restriction during the day means you 
can’t concentrate on your job and 
studies—this takes away from your 
career.
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individual’s stage of change. The ANSOCQ was collected prior to the moti-
vational interview in person, and daily during the text- messages phases on 
the participants’ smartphones. Daily ED symptoms were assessed using the 
Eating Disorder Examination Questionnaire (EDE-Q; Fairburn & Beglin, 
2008), the self- report version of the EDE. The Dietary Restraint subscale 
was adjusted to be smartphone compatible and measured symptoms on a 
daily basis (i.e., reformatted to ask if the participants restricted their food 
intake on a daily basis as opposed to within the past 28 days). The EDE-Q 
was collected upon confirmed eligibility and the Dietary Restraint subscale 
was collected daily during the text- messages phases on the individual’s 
smartphone. The Behavioral Inhibition Scale/Behavioral Activation Scale 
(BIS/BAS; Carver & White, 1994) is a 20-item questionnaire developed to 
determine an individual’s motivation orientation (approach vs. avoidant) 
and was collected upon confirmed eligibility. Finally, participants recorded 
their daily food intake via pen and paper during the text- message phase of 
the intervention.

case study: mr. curtIs

Mr. Curtis was a 32-year-old married Caucasian male who was a medical 
student when he presented to the clinic. Mr. Curtis called the clinic seeking 
help for his ED explaining his symptoms were “consuming his life.” He 
had been struggling with an ED for several years but had not sought prior 
treatment or help. He was eager about the research and beginning treat-
ment, but wary of opening up to someone about his problems and facing 
the unknowns related to change. He explained that he often had difficulty 
trusting people, which may have delayed his seeking treatment. Although 
therapy was a new experience, he reported that he felt comfortable with the 
clinician and was able to speak freely about his symptoms without feeling 
judged. Though cautious throughout the process, Mr. Curtis was forth-
right and open about his symptoms. He often responded to questions about 
his ED with a firm “Oh, yes,” suggesting he resonated with how the symp-
toms were being described.

With regard to his clinical presentation, his body mass index (BMI) = 
21.2 kg/m2 at intake. He explained that he had lost over 40 pounds (life-
time highest BMI = 25.8) over the course of the past several years and 
was currently stuck in an eating- disordered cycle, with a strong desire to 
continue losing weight despite being normal weight. He endorsed signifi-
cant dietary restraint as well as binge–purge behavior, and met diagnostic 
criteria for BN. His EDE scores indicated significant ED pathology with 
his global and dietary restraint scores above the clinically significant cutoff 
on both the EDE and EDE-Q. His self- reported motivation to change at 
baseline was 2.43 and 1.83 (contemplation stage) for the Eating, Shape, 
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and Weight Concerns subscale and Ego-Alien subscales of the ANSOCQ, 
respectively. For example, some of his responses included “Sometimes I 
think that I exaggerate the importance of my body shape or weight in deter-
mining my happiness” and “I have decided that I will try to change the 
feelings I associate with eating and not eating” on the Eating, Shape, and 
Weight Concerns subscale. On the Ego-Alien subscale, he reported that “I 
sometimes think that I may have certain emotional problems which I need 
to work on” and “I have certain problems in the way I approach life which 
I have decided to work on.” Of note, while these answers demonstrate that 
he recognized the need for change, some of his answers indicated signifi-
cant resistance to change (e.g., “There are certain foods which I strictly 
avoid and would not even consider eating”; “I would prefer to lose more 
weight”). He denied any concurrent or past therapy for EDs or threshold 
levels of the symptoms of other clinical diagnoses. He also denied any cur-
rent or past psychotropic medication use. According to the BIS/BAS scales, 
Mr. Curtis’s orientation was “avoidant,” suggesting that he typically acted 
toward avoiding punishment as opposed to gaining reward. See Table 3.2 
for baseline data.

This intervention and case study are atypical of MI, and psychother-
apy in general, in that the interpersonal component of the intervention was 
only one session long, during the motivational interview at the beginning of 
treatment. Subsequently, the intervention was administered via smartphone 
and data were collected the same way. Therefore, to present this case, we 
will provide excerpts from the motivational interview transcript (with per-
sonal details changed to protect confidentiality), and then present the data 
for the EMI period that followed.

Table 3.2. baseline data for mr. Curtis

Baseline measurement Score

EDE Global 5.23

EDE Restraint 4.80

EDE-Q Global 5.09

EDE-Q Restraint 4.00

ANSOCQ 1.83

BIS (z score) 26 (1.97)

BAS (z score) 34 (–0.79)

BIS (z score)–BAS (z score) 2.76

Note. EDE, Eating Disorder Examination; EDE-
Q, Eating Disorder Examination Questionnaire; 
ANSOCQ, Anorexia Nervosa Stages of Change 
Questionnaire; BIS/BAS, Behavioral Inhibition 
Scale/Behavioral Activation Scale.
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Motivational Interview

Mr. Curtis arrived on time for his assessment. He expressed feeling slightly 
nervous about getting started, but was generally calm in demeanor. He was 
casually dressed, looking as if he had recently come from class. Through-
out the assessment and motivational interview, he made appropriate eye 
contact and responded thoughtfully and in a direct manner, though as the 
interview progressed, the interviewer perceived a sad tone to his voice.

The goal at the start of the interview was to engage the client by gain-
ing an understanding of the client’s struggle with his ED and how it played 
a role in his day-to-day life. This information prepared the clinician to dis-
cuss why Mr. Curtis wanted to change and to highlight potential barriers 
to change. The clinician aimed to gather this information while staying true 
to the MI spirit by using open-ended questions and reflections.

TherapisT: All right, so as I mentioned before, what we are going to be 
doing today is the motivational enhancement interview. To begin with, 
I’d like to get a general sense of what brought you in, what inspired you 
to call a few weeks ago?

paTienT: Well, I um, I have been having eating issues for quite sometime, 
and I really feel like it is interfering with my life so much that I really 
have to gain control over it, and I need help to do that because I realize 
I can’t do it alone.

TherapisT: Hmm, and in what ways is it interfering with your life?

paTienT: Um, I plan my social life around it. I have stopped going with 
friends and family members out to dinner because I don’t want to be 
put in an awkward position with um, with the food. The view that I 
have of myself and my self- esteem I think at this point is so low that I 
just prefer not to be around other people. I prefer to just keep to myself.

TherapisT: And that’s connected to the eating issues?

paTienT: Right, definitely my weight, the way I view my body, and I just 
feel like when I go out with people, they just want to go out to have 
dinner or drinks and it just puts me in an awkward position, and then 
I get tense and kind of angry, and my personality changes, and I know 
that is not who I am inside.

TherapisT: So it sounds like the eating symptoms affect sort of how you 
view yourself as a person, your self- esteem, but also how you portray 
yourself to others when you are put in a situation with food.

paTienT: Correct, um, I don’t view myself in a very positive light and then 
in addition to that, I feel like it is a secret and I have to be very care-
ful about the way I act when I am with other people, and I think that 
requires so much mental energy that I would just rather not be around 
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other people than have to keep hiding it or keep somehow pretending 
that there is no problem.

TherapisT: It sounds like a real burden.

paTienT: It is. It consumes my entire life. I think about it as soon as I wake 
up, I think about it all day, and it is the last thing on my mind when I 
go to sleep at night.

TherapisT: And so when eating and related symptoms are in your mind 
and you are thinking about it all day, how does that impact your day-
to-day functioning?

paTienT: It is getting very difficult because I find my concentration is lack-
ing in school. Um, I get distracted very easily because I’m thinking 
about what I am going to eat that day, what I am going to have for 
dinner, and it is just very difficult because it occupies mental space that 
should be occupied by my academic goals, I guess.

TherapisT: So it is pushing those other goals out and taking up the space 
you would need to achieve those goals.

paTienT: Well, I think at this point, um, in my career, that should be my 
primary focus, and it is not—it is an afterthought. My getting by and 
getting through on a day-to-day basis with the issues I have with food 
and with my self- esteem, and um, my physical appearance takes prec-
edent over everything else including relationships, studying, preparing 
for class, um, and it makes me extremely nervous, and it makes me feel 
worse, which exacerbates the underlying issue because then I just feel 
even more guilty.

TherapisT: What specifically makes you feel worse?

paTienT: Just the fact that, I feel like, I am a strong person inside and you 
know, I know I am an intelligent person, and I just don’t see why I am 
so weak that I can’t overcome this and how I have become so weak that 
I have let it take control of my whole life, and I think I started thinking 
it was something I had control over, but in reality it controls me every 
single day.

TherapisT: Mmm . . . and what symptoms take up the most of your time 
and are the most controlling?

paTienT: I think just the constant fear of eating, like I am afraid to eat. And 
that is frightening to me. And I think I devote so much time to plan-
ning my menu and planning what I am going to eat, and then when I 
do eat, I feel extremely guilty about it, and then that consumes more 
time and more mental energy until I am exhausted.

TherapisT: So it is like you started out with you, you trying to exert the 
control and have more energy by exerting control on it, and it has been 
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flipped over on its side almost, so the food has control over you and is 
sucking your energy away.

Throughout this first segment, the clinician and client were able to discuss 
how the ED was negatively impacting his life. First, the clinician began the 
interview with an open-ended question focused on what brought Mr. Curtis 
to seek treatment in order to gather information about goals and potential 
barriers as a means to engage him and understand his initial motivations 
for calling the clinic. The clinician also used reflections to demonstrate that 
she understood the complexities associated with his ED and elaborated on 
certain statements as a means to show empathy and help draw connections 
between his unhappiness and ED symptoms. By the end of this section, it 
was clear how the ED interfered with his life, but the issue of change or 
desire to change had not been directly addressed.

In order to begin addressing the concept of change and to evoke the 
patient’s reasons for change, the clinician shifted gears in the following sec-
tion and used the “readiness ruler.” The goal of these exercises was to gain 
a sense of how ready Mr. Curtis was to make significant changes surround-
ing his eating symptoms.

TherapisT: So if you were to think about change . . . how ready are you 
on a scale of 0 to 10, to change the way you eat to overcome these 
symptoms?

paTienT: If I knew I could eat a reasonable amount of food and not gain 
weight, I would say I am extremely ready. If you were to tell me you are 
going to help me gain 5 to 10 pounds, I am not ready to do that, in all 
honesty. I weighed 148 pounds when I got on the scale this morning, 
and I was like blown away because right away I went into the mindset 
that you are doing all these things and nothing is working, so what is 
the next step? And that really scares me because I don’t know what the 
next step is as far as weight loss or maintaining where I am. . . . I think 
my biggest fear with doing this and seeing a therapist is someone tell-
ing me I need to gain weight or I am going to gain weight. I think that 
would be too much too soon.

TherapisT: So if there was no weight gain, on a scale of 0 to 10, where 
would you be?

paTienT: Ten being absolutely ready, I would definitely be a 10.

TherapisT: A 10. And how about if there were to be either uncertainty 
or weight gain— either weight maintenance or more uncertainty of 
whether you are going to gain, lose, or stay the same, where would you 
be on the scale?
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paTienT: See, that is frightening, and I honestly don’t have an answer. I 
think I would be extremely willing to try it but as soon as I saw evi-
dence that you know if I went up to 150 pounds trying it, then I might 
say this is not going to work. . . . I don’t think I am going to be ready 
to gain weight at all.

TherapisT: So it’s interesting though, you said you would be willing to try, 
you’d be willing to take that first step, so it sounds like on that 0–10 
scale, it is not necessarily a 0.

paTienT: No, no, not at all.

TherapisT: So, what makes it not a 0?

paTienT: Because I think um, if I could maintain my weight and get healthy, 
then that is the priority for me. If I gained like a pound, then maybe 
we are going down to a 7, but I think maybe 2 pounds or more, we are 
going to be moving down that scale quite a bit to 0.

TherapisT: So there is fear on one side, and this . . . well, this intense fear 
of eating and gaining weight, but also intense distress associated with 
not eating and fear of gaining weight.

paTienT: Right. And I don’t know which one is worse. I think either way I 
am consumed.

TherapisT: Mmm. How confident are you that you can change your eat-
ing, or find a solution to this dilemma?

paTienT: I am pretty confident that it will work because I made the deci-
sion to make it work. I am just afraid of the struggle it will be to make 
that a reality. And, that’s why I am here . . . it’s gonna be hard, and it 
is something I can’t do by myself, I just can’t.

TherapisT: So how would you describe your motivation to overcome these 
symptoms?

paTienT: I believe that it is getting to a point that it is affecting my health, 
mentally and physically, and at the end of the day, I just want to be a 
healthy happy person, and if I continue to travel this road it’s not going 
to happen, and I am not willing to let that happen any more. I mean, I 
have worked very hard, I am going into a good career that I have spent 
a lot of money on, and what kind of doctor will I be if I can’t even think 
about my patients’ concerns because I am so concerned with myself?

TherapisT: Mmm.

paTienT: And I just can’t do that anymore. . . . So I am motivated. It needs 
to happen.

In this section, the clinician used the “readiness ruler” to gauge differ-
ent aspects of Mr. Curtis’s motivation to change. It became apparent that 
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his motivation was contingent on not gaining weight, creating a difficult 
dilemma for him. The clinician explored this ambivalence and by the end 
of this portion of the conversation, the discrepancy between his current 
behaviors and goals and values (e.g., be a good doctor, friend, spouse), 
became salient and he began expressing change talk (e.g., “So I am moti-
vated. It needs to happen”).

Because the information gathered from his interview would then be 
used to create personalized text messages, directing the conversation in 
order to evoke specific reasons to change was an important goal for this 
interview. Therefore, the clinician continued with developing discrepancy 
exercises, specifically the decision balance, below. The primary aim of this 
exercise was to allow Mr. Curtis to write down what specifically moti-
vates (i.e., pros of change and cons of not changing) him to change, while 
acknowledging that there are reasons to stay the same (i.e., pros of not 
changing and cons of changing) which may create ambivalence.

TherapisT: So one thing I’d like to do is just plot out on paper the pros and 
cons of changing and not changing. Really explicitly discussing what 
is good and bad to both sides of the coin. But first, before we go into 
this, I want to get a sense of how you see change. What actual changes 
need to be made, what does change mean on this paper?

. . .

paTienT: I think I need to change my social behavior, to realize I can go out 
with people and not be alone and that doesn’t mean like I am going to 
go binge or not have a good time. Um, it means, changing how much 
time I devote to worrying about what I eat and what I don’t eat and 
substituting something else in its place—that will be a positive change 
for me, like school, and don’t get me wrong, I have done well in school, 
but—

TherapisT: That is impressive if you are doing well on top—

paTienT: I have done extremely well, so I can’t say if you looked at my 
evaluations or academic records, you would see any problem at all. 
But then I think if I can be that great with this, how great could I be 
without it?

TherapisT: Mmm, yeah.

paTienT: So . . . I think that I am going to have to learn to trust people more 
and become more comfortable in talking to people about my problems 
instead of keeping them inside.

TherapisT: Anything else?

paTienT: I think that is it for right now.
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The therapist directed Mr. Curtis to keep these in mind, and directed 
him to the decisional balance exercise (see Figure 3.1). He selected which 
quadrant to begin with, and generated the pros and cons for changing and 
not changing depicted in Figure 3.1. During the exercise, Mr. Curtis was 
able to articulate the positives and negatives associated with staying the 
same versus changing and ultimately develop a discrepancy between his 
actions and values. In this case, we can see that he valued himself and 
wanted to increase his self- esteem, but he was beginning to realize that 
engaging in ED behaviors was not an effective path to enhance his self-
worth. However, from the discussion thus far, it was clear that Mr.  Curtis 
was not connecting his restriction to his binge–purge behaviors. Given 
restriction may be a key behavior to change in order to reduce ED symp-
toms, the clinician realized that some psychoeduation about the nature of 
ED symptoms may be helpful. This leads us to the next segment of the 
interview during which the primary goals were to offer information that 
may be helpful for the client in conceptualizing his disorder. Throughout 
these sections, the clinician continued to ask open-ended questions while 
offering information. Moreover, she asked permission to offer information 
before beginning the psychoeducation segment of the interview. The for-
mulation that follows is depicted in Figure 3.2.

Pros cons

change •• I could feel better.
•• I could have normal 

relationships with people.
•• I could become a stronger 

person: physically, mentally, 
emotionally.

•• Better able to cope with stress.
•• Improve my self-esteem.

•• Have to trust an “unknown.”
•• Have to go outside of comfort 

zone.
•• It may not work.
•• I may unearth new things I 

don’t want to know.

no change •• Don’t have to fear failing.
•• Don’t have to devote energy to 

others because by myself.

•• Things stay the same—things 
won’t get better.

•• Eating will continue to impact 
personal life.

•• Impact mental and physical 
health.

•• Dangerous to health.
•• Could lose relationships.
•• Negative feelings could get 

worse.

figure 3.1. Decisional balance exercise.
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TherapisT: So when you defined change, changing social behavior, chang-
ing the amount of time dedicated to eating and trusting people, I was 
wondering if I might be able to offer you some information about the 
cycle of eating symptoms we often see.

paTienT: Yup.

TherapisT: Okay, I’m going to draw it out here. What would you say are 
the core reasons to trying to change your weight?

paTienT: I don’t want to be fat.

TherapisT: Okay, so I am going to put that in a bubble, so “I don’t want to 
be fat” is the direct quotation, and the more intellectual way we think 
of that it is “shape and weight concerns” concern with your weight— 
how your body looks on the outside, right?

paTienT: Correct.

TherapisT: Okay. And what do you do to address your fear of not wanting 
to be fat?

FIGURE 3.2. Personal formulation used for pyschoeducation.

Life Stress
and Events

Binge:
“Sometimes I step

over the edge”

“So I purge”

Shape and Weight
Concerns:

“I don’t want to be fat”

Restriction:
limit food types, conscious

about calories/fat, safe
calories, avoid fullness,

save calories
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paTienT: I try to be very restrictive about what I eat.

TherapisT: Okay. . . . So there is this initial I don’t want to be fat, so I am 
going to restrict what I eat, and be very controlling of portions . . . so 
how does this look?

paTienT: Hmm, okay, I think I told you this last time . . . I am very con-
sciousness about calories and fat, but yet I consume the same amount 
of calories and fat, just in a different form. Like one hamburger and a 
small fry just wouldn’t do it for me and I know that, so I wouldn’t even 
bother. But I would feel pretty full on a box of Raisin Bran, so that 
would be the safer alternative.

TherapisT: Okay, so it is focused on controlling and being conscious of 
what you eat, and keeping these safe foods.

paTienT: Right.

TherapisT: Okay, so then you mention you step over the edge, what does 
that look like?

paTienT: Well, like when I eat the entire box of Raisin Bran, which is 1,500 
calories, which is not good on any level.

TherapisT: So when you are unable to fit in this bubble (points to restric-
tion bubble on diagram) here, it can lead to this bubble (points to 
binge bubble on diagram) and you eat the whole box.

paTienT: Right, if I start to feel full and like I overate, then mentally I 
think, “Wow you really screwed up, so you better go binge because 
you shouldn’t feel full.” Like even if I ate a bag of carrots, and I felt 
like I was going to bust, I would be like, “You better go binge because 
if you feel full, then you really screwed up.”

TherapisT: So you try to avoid fullness here (points to restriction bubble 
on diagram), and if you have stepped over the edge to fullness, it equals 
a binge. Okay, what happens after the binge?

paTienT: Then I feel guilty and I feel depressed because, it is really twofold. 
One, I feel guilty and upset because I allowed myself to become full 
or overeat and then two, I feel guilty and depressed because I couldn’t 
control the purging, so it’s kind of a double- edge sword.

TherapisT: Hmm, so there is negative affect and you purge after that binge. 
You feel guilty after the binge and you feel guilty because you are full 
because you couldn’t control this bubble (points to restriction bubble)?

paTienT: Correct.

TherapisT: Now has this solved this concern (points to shape and weight 
concerns bubble)?

paTienT: No, because I still feel like my shape and weight are not where 
there should be.
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TherapisT: So there is this constant cycle that can be really difficult to con-
trol. So it starts out with “I don’t want to gain weight, I don’t want to 
get fat, I want to lose weight . . . anything related to shape and weight. 
Well, what am I going to do? I am going to restrict because that is 
how people lose weight— they diet.” Unfortunately, this is a very rigid 
bubble, anything outside of this bubble leads us to a binge episode. 
You get negative affect: “I need to get this out of my system, and yet 
I still feel dissatisfied.” Then you mention stress, life stress events can 
also impact these. So when you think about this cycle, have you ever 
thought about your symptoms in this format?

paTienT: Not at all. I have never thought about them as a complete picture. 
And it makes so much sense when you draw it out. But I just don’t 
know, like I go to bed at night with all of this on my mind and then 
when I wake up the next morning, it’s like today you are going to 
change everything, and I do well until dinnertime. And then it all starts 
all over. This part (points to binge–purge bubbles), is about between 
6:00 and 10:00 P.M. I have no problems whatsoever [before]. . . .

TherapisT: Mmm. What is your eating like from breakfast to 5 o’clock—
what is on your mind?

paTienT: I eat very normal I think, but I am thinking about this (points to 
restriction bubble), so breakfast and lunch, I am not worried about 
what I am eating because it is okay, it is fine, but I am also worried 
about what I am going to do at dinner, what I am going to have. Like I 
have been restricting the amount of groceries I have on hand because I 
don’t want them to be there because I don’t want to eat everything. So 
the majority of my concern is at night because I know what happens. 
And I purposefully either go to bed earlier or I try not to be home, but 
it doesn’t help anything, it just doesn’t.

. . .

TherapisT: So with those breakfast and lunches, are those in this circle 
(points to restrictive bubble)?

paTienT: Oh yeah, but I can manage it for some reason. Well, in the morn-
ing I am usually in a hurry so I don’t have time for all that bingeing and 
purging. . . . Lunch I am usually not at home, I am in a public place so 
I know I can’t purge at all . . . I am very conscientious about that, like 
very restrictive. But at night I am safe and I can do what I want.

TherapisT: And so when you are restrictive during the day, what do you 
mean?

paTienT: I just really watch what I eat, I just do everything I can to save 
those calories and fat in case I binge later. It is almost like I set myself 
up to binge later.

. . .
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TherapisT: Well, it sounds like this breakfast and lunch are both here, all 
in this bubble (points to restriction bubble), it is all, just as you men-
tioned, setting up for here (points to binge–purge bubbles), and maybe 
that chicken and broccoli isn’t enough for your body, or the egg white 
omelette, and it is within this restrictive limiting food calories bubble 
that brings you here at the end of the day. And this is sustainable up 
to a certain hour. . . . But unsustainable after. So if you think about 
change, where do you see the major change needing to happen?

. . .

paTienT: Well I need to work on this (points to restriction bubble) and real-
ize it is okay to have breakfast and it is okay to have a snack, and it’s 
okay to have lunch. It is okay to have a regular meal. I just don’t know 
how that is going to happen mentally, I don’t know if I am ready for 
that, and that is what I need to work on. Because I know this (points 
to binge–purge bubbles) isn’t right, and this is probably why I wake 
up in the mornings and I have to eat within 30 minutes because I am 
starving and I don’t know, I just feel like I eat a lot here (points to binge 
bubble).

TherapisT: I think recognizing this is your starting point, is the first 
step . . . because . . . is this (points to restriction bubble) working right 
now?

paTienT: No—not at all.

TherapisT: So if you think about targeting that bubble, why target it? 
What are the main reasons for wanting to stop this?

paTienT: Because it isn’t working. It is consuming my life, it is taking away 
things that I like for nothing. It is absolutely for nothing. I have no 
social relationships, I barely spend time with my spouse because I don’t 
want to eat and be put in a position where I have to eat or explain why 
I am not eating, or whatever. And at the end of the day, it doesn’t mat-
ter. It isn’t changing how I see myself. I view myself mentally when I 
was 136 pounds and 186 pounds as the same person, nothing changed 
and that is what I don’t understand. . . . I can honestly tell you know 
right now, at 148, I might as well weigh 300 pounds mentally, that is 
just the bottom line because nothing has changed.

TherapisT: Just a lot of agony, it sounds like.

paTienT: A lot of wasted time and a lot of wasted energy.1

At this point, the clinician was able to educate the client about how restric-
tion may lead to bingeing and purging. The client was then able to articu-
late that restricting his food intake throughout the course of the day should 

1 See Figure 3.2 for visual representation of personalized formulation discussed above.
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be his focus for change. The clinician helped guide Mr. Curtis by using 
open-ended questions to help him state the problem area (i.e., restriction) 
himself. This also allowed the clinician and client to begin planning how 
to begin the change process: by reducing restriction. The interview then 
concluded with the following conversation:

TherapisT: I mean I can just hear the pain that this causes and the frus-
tration of being 136 and being 186 and feeling the same way. That is 
frustrating and it all leads into this (points to diagram). And when 
you think about this, and you think about how motivated you are to 
change, where do you land on that scale now?

paTienT: I have to change, that is the bottom line. Because this has taken so 
much away from me that I am never going to be able to get back, and 
I am not willing to give it anything else.

TherapisT: Mmm, because it has taken so much.

. . .

TherapisT: What does your life look like without an ED?

paTienT: I think I would be much, much happier. And I hate to keep harp-
ing on the social aspect because I am not a partier, but I am a social 
person and I like having conversations with people. I like sitting down 
at dinner and having a nice political or academic discussion with peo-
ple or just hanging out with a group of people. And I don’t do it any-
more. It hurts me inside because I know it is not the kind of person I 
am inside. It is stifling, you know a flower won’t grow in a dark room.

. . .

TherapisT: So it sounds like happiness, social life, dedication to school, 
your career, your spouse, all of those things have the potential to grow 
by knocking this off.

paTienT: Yup.

TherapisT: (pause) Is there anything else you want to add?

paTienT: (pause) Not really, I think I am kind of spent.

At the end of the interview, Mr. Curtis was told that the interviewer would 
create personalized text messages from the information collected during 
the session. The text messages would begin within 2 days of the interview, 
and he would be asked to complete a daily questionnaire on his smartphone 
and pen/paper food logs. He was asked when he typically had meals so that 
the text messages could be timed appropriately. See Table 3.1 for examples 
of the text messages.

Mr. Curtis met with study staff weekly during the 2-week interven-
tion phase to review his food records and weight. His weight remained 
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stable within a 2-pound range over the course of the intervention. At the 
end of the intervention phase, he completed a self- report questionnaire and 
provided feedback about the study. Below are his comments regarding the 
intervention.

Feedback

Mr. Curtis completed an acceptability self- report questionnaire and pro-
vided verbal feedback. He reported liking the intervention and finding it 
helpful. He noted he would recommend the intervention to a friend and 
would participate again. He said that his mood improved over the course 
of the 2 weeks and the text messages helped him be more conscious about 
his symptoms. When asked to provide critical feedback, he noted that some 
of the text messages were based on topics that “may require therapy” to 
help reduce the symptoms (e.g., “Loosening control over food will decrease 
stress and increase happiness!”) and suggested increasing the interpersonal 
contact in the intervention. But, overall he found the protocol to be both 
acceptable and helpful.

Intervention Data

Mr. Curtis’s motivation increased over the course of the intervention as 
compared with his motivation prior to the MI interview. His average post
intervention motivation level was at a higher stage of change, with a daily 
average of 3.45 and 3.38 (preparation stage of change) for the Eating, Shape, 
and Weight Concerns subscale and Ego-Alien Aspects subscale, respectively, 
so it had moved from the contemplation (considering change) stage prior 
to the interview to the preparation (getting ready to make active changes) 
stage over the course of the MI/text- message intervention. His motivation 
increased over the course of the 2-week intervention period, and of note, his 
motivation on the final 5 days of the study indicated he was in the “action” 
(making changes on a daily basis) stage regarding both subscales (see Figures 
3.3 and 3.4). Although his motivation increased, Mr. Curtis did not report 
significant changes in his kilocalorie intake across the text- message portion 
of the study, though he noted his purging decreased over the course of the 
study. He also reported not desiring an empty stomach for shape/weight rea-
sons, an aspect of dietary restraint he endorsed daily on the EDE at baseline.

As Figures 3.3 and 3.4 indicate, Mr. Curtis’s motivation level remained 
high both on days when he received text messages and on the days when he 
did not receive text messages, as well as on days when he received both the 
gain- framed and the loss- framed messages.

Mr. Curtis reported liking the text messages and found them to be 
helpful reminders. Overall, he found the intervention to be very acceptable 
(average rating of 9.6 on a 10-point scale). He preferred the loss- framed 
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figure 3.3. Motivation to change: Text messages versus no text messages. Num-
bers in parentheses indicate day of study. MI, motivational interveiwing.
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messages, noting that they felt more powerful because they reminded him 
of potential consequences. He enjoyed the intervention and found it help-
ful, but he wished there was more personal interaction or connection. Fea-
sibility was high, with greater than 90% compliance rate with nightly ques-
tionnaires and food records.

Discussion

Mr. Curtis’s ambivalence toward change is clear throughout the MI inter-
view. He struggled with his desire to overcome his ED, which caused sig-
nificant distress and impairment. His goals surrounding his social relation-
ships, family, and career clashed strongly with his fear of weight gain that 
could accompany the process of overcoming his ED. Ultimately, Mr. Curtis 
understood that the ED was not helping him achieve his goals and stated 
that he wanted to change. His self- reported motivation to change increased 
as evidenced by his increased score on the ANSOCQ (Rieger et al., 2002) 
motivation subscales. Prior to the interview his motivation was in the “con-
templation” stage, suggesting he recognized that he had a problem and was 
considering changing. After the interview and during the intervention, his 
average motivation increased to the “preparation” stage of change, indicat-
ing he had started to take steps to prepare for change. In the final days of 
the study, his motivation indicated he was in the “action stage,” suggesting 
he was making active changes toward healthier behavior.

Overall, the case illustrates how motivation and ambivalence can play 
a role in maintaining an ED. Although the participant found the MI inter-
view to be emotionally straining, he explained that the session was helpful 
and that the text messages that were derived from the interview reminded 
him of why he wanted to change. He found them helpful and ultimately 
was able to begin preparing to face some of his fears regarding regular eat-
ing. MI has often been framed within the negative reinforcement literature 
(i.e., motivation to change is derived from dissatisfaction with one’s present 
state) and therefore, it is not surprising he found the interview emotionally 
taxing, but researchers have also highlighted the positive emotions that 
derive from hope and desire to make change (Wagner & Ingersoll, 2008). 
These positive emotions were also apparent as we see Mr. Curtis explaining 
that his mood improved over the course of the 2 weeks and that he liked the 
MI/text- message intervention because they highlighted the positives that 
could come from change.

A few specific challenges relating to MI arose in the current study. 
First, engaging in the motivational interview may be difficult for the par-
ticipant. It can be emotionally demanding to discuss why one continues 
to engage in maladaptive behaviors despite significant consequences. Mul-
tiple participants in the current study became tearful during the MI session 
and remarked on how the interview, though helpful, was more emotionally 
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challenging than expected. Second, the clinician may need to educate the 
client about his/her symptoms in order to help the client gain insight into 
what changes need to occur to overcome his/her ED. For example, in this 
case, Mr. Curtis was unaware of how his symptoms may be interacting. 
Prior to the interview, he did not connect restriction with bingeing and 
purging. The therapist used the cognitive- behavioral conceptualization of 
how bingeing and purging relate to restriction (Fairburn, 2008) to help 
educate the patient about his symptoms. As noted in the introduction, when 
the therapist offers information, it is essential to ask permission from the 
client in order to align with the MI spirit.

Important challenges also arose regarding the text messages. First, 
when using technology, there is an inherent loss of interpersonal contact. 
Mr. Curtis commented on this limitation, suggesting that the intervention 
could be improved by incorporating more personal contact. Second, some 
participants had strong reactions to the specific content of the messages. 
For example, one participant did not like verbatim phrases within messages 
because she felt like she was simply being reminded of how she thought. 
She preferred novel ideas (e.g., “Try a new hobby today!”) to help her over-
come her ED. In contrast, other participants liked the verbatim phrases 
because of the personal nature of the message and reminder of what needed 
to change. Therefore, in clinical practice, it may be wise to review specific 
message content to ensure positive reactions are maximized.

ConClusion

Addressing motivation in individuals with EDs can be an essential compo-
nent of treatment. MI allows the client to articulate why he/she wants to 
change, though these reasons often seem to be lost when faced with eating 
day-to-day. This study provided clients the opportunity to discuss why they 
wanted to change using MI techniques, then reminded the clients of these 
personal reasons using text messages in real time. In the current case, Mr. 
Curtis’s motivation increased steadily after the MI session and he found 
the text messages helpful reminders throughout the day. Future research 
is needed to continue enhancing the intervention, though these pilot data 
present promising results regarding MI and technology.
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“I was really nervous about having a daughter, it was like the amount of 
emotional responsibility to me was astounding. How was I going to pro-
tect her from everything? How was I going to help her? Guide her develop-
ment into a healthy young woman while I was so fucked up?

“I’m not that spontaneous, I mean I used to be spontaneous with the 
kids, you know . . . ‘Let’s do this, let’s do that’ or ‘Let’s make this, let’s 
make that.’ I wanted to be fun and I think I was fun with them but in my 
own self I don’t like a lot of transition. I don’t like things happening all of 
a sudden . . . I like things to be a certain way, not to the point of OCD or 
anything, but I’m not real flexible in a lot of ways.

“With you I have released myself from the grip of fear and starvation 
and learned to lift the mantle of anxiety that shrouded my entire life.”

Linda was a 50-year-old married woman and devoted mother to her three chil-
dren. Physically small in stature, she appeared almost childlike when viewed 
from behind. Her small size belied an enormous strength of character, and a 
rational, sturdy personality. She despised the fact that, because of her size, peo-
ple would at times pick her up as if she were a doll. Linda did not suffer fools. 
She was alert for and intolerant of “BS” of any kind, and politely made this 
clear to her therapist on their first meeting. Linda was an extremely thought-
ful person; she often brought mementos with her to therapy, and approached 
decisions pertaining to her children with immense compassion and scientific 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Linda is a disguised/composite portrait.

Chap tEr 4
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and Cognitive- Behavioral Therapy 
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precision. Among her many talents, she was a gifted writer with a great capac-
ity for humor with those whom she was confident took her seriously.

Cognitive remediation therapy (CRT) represents a new approach to 
the treatment of anorexia nervosa (AN) that has emerged from a growing 
literature suggesting that adults with AN have specific neurocognitive inef-
ficiencies that underline their clinical presentations and potentially, their 
tendency toward chronicity. Specifically, adults with AN demonstrate an 
overly detailed cognitive processing bias at the expense of perceiving the 
gestalt (Roberts, Tchanturia, & Treasure, 2012) and difficulties shifting set 
quickly and efficiently (Roberts, Tchanturia, Stahl, Southgate, & Treasure, 
2007). These neurocognitive characteristics manifest during the illness as 
rigid, rule-bound, and detail- focused cognitions, beliefs, and behaviors. 
While set- shifting inefficiency has not yet been robustly replicated among 
younger patients with shorter illness duration (Fitzpatrick, Darcy, Colborn, 
Gudorf, & Lock, 2012), suggesting that length of illness makes these prob-
lems worse, problematic global processing has been observed among ado-
lescents with AN, relative to healthy controls. In addition to these problems 
occurring as a result of the illness state, they also appear to persist after 
weight restoration (Tchanturia et al., 2004) and are observable in healthy 
sisters (Roberts et al., 2012). Thus, both central coherence difficulties, and 
to a lesser extent, set- shifting problems have been proposed as endopheno-
types of AN (Roberts et al., 2012), in addition to being maintaining factors.

CogniTive remediaTion Therapy for anorexia nervosa

The basic premise of CRT is to provide an opportunity for patients to 
explore and practice specific cognitive skills in the hope of improving 
neurocognitive function. For the treatment of AN it may also facilitate 
engagement in the therapeutic process (Lock et al., 2013). Originally, CRT 
techniques were developed in the 1920s for patients with head injuries, 
but they are now used successfully for a variety of disorders. CRT for AN 
was developed by Tchanturia and colleagues (2008; Tchanturia, Campbell, 
Morris, & Treasure, 2005) at King’s College London, and was adapted by 
Lock and Fitzpatrick at Stanford University (see Lock et al., 2013). CRT 
for AN consists of 45- to 50-minute sessions that can be applied flexibly 
according to the setting. Sessions consist of several exercises within each 
task domain along roughly the following sequence: (1) presentation of the 
task, (2) guided reflection on the process of task completion and strategy 
employed (metacognition), (3) experimenting with alternative strategies 
and task practice, and (4) behavioral generalization to day-to-day life aside 
from eating  disorder (ED)–related behaviors.
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A major principle of the treatment model is the emphasis on process 
and simultaneous de- emphasis of outcome. This can be challenging for 
perfectionistic individuals, and is facilitated by the therapist adopting an 
experimental and fun approach to the tasks and the therapy. So as not to 
undermine this attempt, food choices or ED-related symptoms are explic-
itly not explored and must be constantly reshaped by the therapist if raised 
by the patient.

After several sessions, “behavioral tasks” designed to facilitate general-
ization of in vivo task practice to everyday life are introduced and the patient 
is encouraged to think of a task he/she can do at home. The manual offers a 
list of example tasks that both patient and therapist can choose from, with 
the explicit instruction to “practice seeing how you react to change.” Table 
4.1 shows some examples of tasks from each domain, how they are used to 
explore thinking style, and between- session behavioral tasks.

CogniTive remediaTion Therapy as an adjunCTive 
or inTegraTed inTervenTion

Tchanturia and Lock (2011) have argued that CRT may be a good pre-
paratory or adjunctive treatment, and that particular attention should be 
paid to the combination of CRT and cognitive- behavioral therapy (CBT). 
While CBT remains a reasonable candidate for the treatment of AN, and 
those who remain in treatment appear to benefit from it, efforts to test 
it empirically have been hampered by large dropout rates (Lock et al., 
2013). Conventional CBT faces many challenges with AN patients. A solid 
therapist– patient collaboration can be difficult to establish because behav-
ioral treatment goals such as reducing restriction and exercise, weight gain, 
and introduction of feared foods may be divergent from patient goals. The 
cognitive restructuring elements of CBT require flexibility in thinking, 
the ability to take an alternative perspective, and perception of the “big-
ger picture” when evaluating different courses of action— skills that are 
challenging for some with AN, in part due to characteristic neurocognitive 
functioning. CRT may offer a nonthreatening space to practice some of the 
skills for later engagement in CBT, allowing an opportunity to establish a 
therapeutic relationship and model a productive working therapeutic col-
laboration, thereby potentially increasing adherence to treatment.

Notable and unique features of CRT are its acceptability to seriously 
and chronically ill adult patients who demonstrate a refractory course and 
are often considered to be too ill to engage in psychotherapy.  Tchanturia 
and colleagues developed and refined the therapy and have conducted case 
series demonstrating the feasibility and acceptability of CRT in an acute 
inpatient setting including with individuals who are chonically ill and very 
low weight (Tchanturia, Davies, & Campbell, 2007; Tchanturia et al., 
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2008; Tchanturia, Whitney, & Treasure, 2006; Whitney, Easter, & Tchan-
turia, 2008). CRT has also demonstrated feasibility and acceptability in a 
group format and with adolescents; in general, these studies have observed 
improvements in neuropsychological task performance between baseline 
and posttreatment on set- shifting and global processing style with small to 
large effect sizes (see Tchanturia, Lloyd, & Lang, 2013). In the only pub-
lished randomized treatment trial employing CRT, 46 adults with AN were 
randomized to receive either 2 months of CRT followed by 4 months of CBT 
(CRT + CBT) or CBT alone (Lock et al., 2013). Since CRT is hypothesized 
to facilitate engagement in treatment, the primary outcome of the trial was 
attrition. The CRT/CBT treatment group had lower attrition in the first 
2 months (13%) compared with CBT only (33%), supporting the hypoth-
esis. In addition, there were neurocognitive improvements in the CRT/CBT 
arm but not in CBT only, with medium to large effect sizes, though these 
improvements were not sustained past the initial treatment period. The 
study supported the feasibility of CRT as an adjunctive treatment to CBT.

Though the combination of CRT and CBT makes clinical sense, the 
specific mechanisms have yet to be elucidated, and it is not clear how best 
to combine the treatments. The literature on adults with EDs suggest that 
neurocognitive problems are better conceptualized as relative inefficiencies 
rather than deficits. Since CRT therapies were originally designed for those 
with neurocognitive deficits, further attention is needed as to whether and 
how remediation interventions may help highly educated, highly function-
ing patients with AN.

The following case describes the integration of CRT with CBT for a 
50-year-old patient with chronic and refractory AN. The primary aim of 
this report is to demonstrate the multiple ways that CRT can have thera-
peutic utility aside from practice of the skills themselves, vis-à-vis both as 
a means of reframing change and novelty as positive and inherently ben-
eficial, and in the formation of the therapeutic relationship. We also aim 
to demonstrate the therapeutic style and atmosphere of CRT during the 
session. Finally, we hope to demonstrate how CRT may be integrated into 
CBT, and how complementary and distinct the approaches are in practice.

case study: lInda

Method

Design

We conducted a naturalistic, mixed quantitative– qualitative case study of 
CRT/CBT. The quantitative data available consisted of body mass index 
(BMI) and have been presented elsewhere (Safer, Darcy, & Lock, 2011). 
However, the heart of the study is the clinical qualitative description of the 
case and the demonstration of a CRT session. In this chapter we describe 
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each session of CRT and we have chosen a single session—Session 5—to 
demonstrate by transcribed excerpts how CRT is utilized with a patient 
prior to fully using CBT.

Participants

TherapiST

The therapist in the study was a Caucasian, 30-year-old psychology post-
doctoral fellow with 3 years of clinical experience in ED. The therapist had 
attended a CRT training workshop and had used CRT with adolescents. 
The therapist received supervision for the CRT part of treatment from a 
pioneer of the treatment approach, and CBT supervision was provided by a 
leading expert in the field of ED treatment.

paTienT

Linda was a Caucasian, articulate 50-year-old woman with a long- standing 
history of ED and depression. Linda was a master’s-level employed teacher 
and mother of three children to whom she was very committed. She was 
an extremely bright, capable, no- nonsense sort of woman, married to an 
academic architect for over 30 years. Linda described having had undiag-
nosed problems with eating beginning in her late teens. She first sought 
treatment at the age of 39, when she experienced an acute episode, losing 
approximately 13.6 kg in 3 months. She was hospitalized in a medical unit 
when her weight dropped to 34 kg (BMI = 15.7) and attended an inten-
sive outpatient treatment program for 6 weeks. She then attended weekly 
therapy sessions followed by 5 years of monthly supportive psychotherapy 
sessions. However, she was unable to maintain her weight above 85% of 
the ideal for her height since her hospitalization. Linda had a significant 
trauma history, with an attempted abduction and rape at age 13, and rape 
at age 17. Her parents divorced when she was 3 years old and her mother 
remarried. The relationship between Linda and her stepfather was strained, 
and she described him as rejecting and cruel at times. Linda’s relationship 
with her mother was also somewhat strained. She described her mother as 
a positive woman though “vain” and “obsessional” about her appearance. 
Linda spoke about wanting to disappear as a child. Her father suffered 
from alcohol dependence and depression and completed suicide when Linda 
was 9 years old. In her early 20s, Linda married an architect much older 
than she. She experienced relatively few ED symptoms until her daughter 
entered adolescence and began to self-harm, which “brought it all back.” 
She reported starting to restrict her diet with the intention of becoming 
“really healthy,” losing significant amounts of weight. At the time of pre-
sentation to our clinic she was partially weight restored (just under 85% 
ideal body weight), though her pattern of eating was extremely restrictive 
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(e.g., one slice of bread and cheese for lunch, three to four grapes, one piece 
of chocolate). She did not want to accept that she had a diagnosis of AN, 
feeling that it was “silly” for a woman her age. She was extremely self- 
critical and spoke about critical “voices” from her childhood. However, 
she had excellent insight and a good self- concept in terms of her work and 
career and though ambivalent, was motivated to change.

In terms of neurocognitive style, Linda valued order and predictability 
in life from a young age. She adopted the role of responsible caregiver to 
her younger siblings in response to her mother’s parenting style that she 
described as haphazard and sometimes chaotic. This cognitive style was 
reinforced by trauma incidents that left her feeling vulnerable and out of 
control. She believed this also contributed to her attraction to her husband, 
who appeared aloof and distant. While she valued order, she also enjoyed 
challenging herself mentally and enjoyed learning music and exploring 
other creative avenues.

Assessments

As per the CBT protocol, the patient’s clothed weight (without shoes and 
jacket) was taken at the start of each session. In addition, the patient was 
asked to bring to each session daily monitoring sheets recording all intake, 
binge- eating episodes, purging episodes, exercise, and the context in which 
they arose.

Recruitment Procedure

Linda contacted the clinic after participating in a mixed- methods study of 
perspectives of treatment and recovery. Since outpatient CRT was a com-
pletely novel treatment approach for AN, Linda was recruited as a pilot to 
help answer specific questions about how best to combine CRT and CBT. 
She was screened for eligibility by the research team and allocated the ther-
apist at random from a pool of four. Prior to the start of therapy she signed 
an informed consent form to participate in the study and to have therapy 
sessions filmed. The therapist videotaped each session, and recordings were 
checked for treatment fidelity. Sessions were conducted normally with no 
interference from the research team, and the therapist was instructed only 
to adhere to the principals of the therapeutic approach while using clinical 
judgment to appropriately integrate with CBT.

Results

In this section we provide the context of the case in terms of logistics, thera-
peutic relationship, and therapeutic process. We provide excerpts from one 
session to illustrate CRT in practice and discuss them in detail. Finally, we 
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describe the integration of CRT with the CBT phase, and pertinent events 
from CBT followed by presentation of results related to outcome.

Context of Case

LogiSTicS

The therapist and Linda saw each other for a total of 54 sessions over a 
period of 2 years. Since Linda was enrolled in a research study there was 
no charge for treatment. The first eight sessions were primarily focused 
in CRT, with the first 10 minutes or so of the session reserved for history 
taking, discussing the goals of therapy, and discussing the formulation fol-
lowed by about 45 minutes of CRT. Despite weekly weighing, weight was 
not discussed until the CBT phase of treatment. The only instruction that 
the patient was given in terms of weight during the CRT phase was to try 
not to lose any weight.

TherapeuTic reLaTionShip

Linda and her therapist established a mutually respectful and collabora-
tive working relationship from the beginning. They both clearly valued the 
relationship, and the intensity of the relationship persisted despite some 
small gaps in treatment due to travel. On their fourth meeting, Linda 
described how she had previously not been ready to fully engage in ther-
apy and had told respective therapists “what they wanted to hear.” The 
patient had worked with a CBT therapist years before who had focused 
mainly on reducing her sense of responsibility for the sexual assault she 
had experienced at 17 years old. She recalled that this work was success-
ful. However, she felt the therapist had little experience treating EDs and 
she felt somewhat misunderstood in this regard. Linda volunteered for this 
treatment study because it was a completely novel approach and said she 
wanted to help with the treatment effort. She noted early on that she had 
few expectations with respect to the therapy and was ambivalent about 
treatment goals, though she expressed extremely positive feelings regarding 
the therapy relationship.

Process Data

The first session comprised relatively brief introductions with the major-
ity of the session turning to CRT. The purpose of the CRT was explained 
in terms of a “brain gym” model, akin to exercising the body for optimal 
performance. The patient was shown a picture of the brain and was told 
that the exercises were specifically for addressing difficulties in the prefron-
tal cortex area (executive functions). Postsession therapy notes described 
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Linda’s sensitivity to perceived failure at tasks and her high expectations. 
She reported her annoyance at not being good at tasks that she felt she 
should be good at, though she was not one to “freak out” if things were 
not done properly. The therapist also noted how stuck she could become, 
particularly when discouraged. This was evident during the Stroop task, 
where switching was particularly challenging and Linda became confused 
around which rule to follow. She stated she found the task “annoying.” 
However, the therapist noted that after being stuck Linda could get back on 
track quickly, and the illusions task—a visual switch task—was also noted 
as a major strength.

In the second session, the therapist noted that Linda was more relaxed 
and appeared to be having fun. She was less concerned with rules and 
performance across all tasks and appeared to enjoy them. She recorded 
a dramatic drop on the time spent on the Stroop task and noted that she 
appeared to be less concerned with the rules and would continue anyway, 
despite uncertainty around which rule she should be following. This ses-
sion consisted almost entirely of CRT.

Linda was late for her third session and appeared frazzled and frus-
trated, reporting a difficult week. This session started with 15 minutes of 
discussion and history taking. Linda spoke about her relationship with her 
husband, and a rift that had occurred prior to her hospitalization. She also 
spoke about a tendency toward dissociation and her lack of understanding 
of why she experienced significant AN thinking. She spoke of her motiva-
tion for enrolling in the study, saying that the fact that it was research made 
it easier for her to seek treatment. The majority of the session consisted of 
CRT tasks throughout which Linda’s self- criticism was evident. She spoke 
about being “plagued” by a slight inaccuracy on the line- bisection task 
and queried whether the erasers missing from the pencil tops were pur-
posely removed. The therapist responded that the erasers had indeed been 
removed for the reason that outcome did not matter and was distracting, 
lightheartedly tearing up the page to demonstrate.

In Session 4 Linda spoke about her depression symptoms in more detail 
and the formulation and goals of therapy were discussed. She spoke about 
her concern that she could not easily disentangle the AN voice from the 
rational one when she perceived things to be outside of her control, and that 
her magical thinking scared her. CRT was conducted for the majority of the 
session comprising about 50 minutes of the session. The idea of behavioral 
tasks was introduced, and the therapist suggested Linda might try tasks 
that tap into some of the work done in CRT in a more realistic context.

Presented here are excerpts from the fifth session of CRT. Session 5 
was chosen because there were opportunities to discuss progress and learn-
ing from previous sessions as well as review homework tasks for the first 
time. The session was transcribed verbatim. The first part of the session 
was used for history gathering, discussion of the goals of therapy, and the 
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formulation. As in all previous sessions, there was no blending of the CRT 
part of the session with the CBT-focused discussion; rather, it was explicitly 
stated: “Okay. Shall we do some of these tasks now?” Excerpts were chosen 
to emphasize specific characteristic aspects of CRT that are unique to the 
approach, including both their presentation and execution.

excerpT 1: a SeT‑ShifTing TaSk

In this excerpt, Linda is presented with a variation of a Stroop task that 
uses numbers instead of words and colors. For this task, large numbers are 
composed of smaller, different numbers, and the task comprises four tri-
als. The first two trials consist of reading the small and then the big num-
bers until the end of the page, and for the final two conditions the patient 
is asked to switch between reading the small number and then the large 
number whenever the therapist says “Switch.” The final trial comprises 
increased frequency of switching. In previous sessions, Linda expressed a 
strong dislike for numbers and discussed how it affected her performance 
on tasks that involves them. The Stroop task is generally very challenging 
and in previous sessions Linda had difficulty remembering which rule she 
was on. This excerpt demonstrates the flow of task presentation, metacog-
nitive discussion, reflection on strategies employed in previous sessions and 
learning over time, and behavioral generalization.

TherapisT: Okay . . . I have one of these [Stroop] tasks for you again but 
instead of words they’re numbers, and I’m really interested to see how 
this goes again. What I’d like you to do for the first trial is read the big 
number that’s written with the small numbers so what you’re reading 
is the big number. So you’ll start here and move across until you get to 
the end of the page and read them as quickly as you can without skip-
ping any and without making mistakes.

linda: Say the numbers . . . 3 6 9 2 . . . sorry I’m having trouble seeing 
that. . . .

TherapisT: No, it’s okay.

linda: 3 6 9 5 0 . . . 9 . . . oh, 3 2 8 7 4 9 3 6 . . . Why is this so difficult? . . .

TherapisT: Great!

linda: It’s the sharp edges.

TherapisT: Well, that’s great. Now what I’d like you to do is read the small 
number that composes each of the big numbers; you don’t have to read 
each one, just say what it is right across until you reach the end.

linda: 9 5 9 3 8 3 7 9 3 0 4 5 4 3.

TherapisT: Excellent. Okay. So now what I’d like you to do is start off 
reading the big numbers like you did in the first trial, then when I say 
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“Switch” you’re going to read the small numbers and switch back and 
forth when I say “Switch” until we reach the end. [They work to com-
pletion of the task, gradually shortening the intervals between switch 
commands.] Well, how was that?

linda: A little difficult because some of them are just hard, my eyes are not 
seeing them as easily as I thought.

TherapisT: I noticed that yeah, it was hard for you to see some of them . . . 
how did you work it out? How did you make out which number it was?

linda: I just tried to make it into a normal curve.

TherapisT: Ah, that’s clever.

linda: For some reason I was having trouble with even the 2, I was hav-
ing trouble with that. I had to sort of, I had to, you know, not stare so 
much at it but just look at the shape and just sort of soften it a little bit.

TherapisT: Ah, clever.

. . .

TherapisT: And which trial was hardest for you and which one was easi-
est?

linda: Well, the very first one was difficult, ah, because I started to panic a 
little not being able to see the numbers and I guess the first time I was 
switching I was nervous about not being able to do it.

. . .

TherapisT: I was thinking of other tasks where we’ve used numbers that 
have kind of been a little bit more challenging, so I was interested to 
see how this would go.

linda: Well, when I first saw the numbers I thought, “Ah, great” (sarcas-
tic). . . . Then I thought it’s an image thing rather than a computa-
tional—

TherapisT: So that made you feel more . . .

linda: Then it went through my brain more quickly.

TherapisT: Okay.

linda: It’s like, well then, I’ll be able to read these numbers . . . Then when 
I was not able to read a couple I was like, “Wahhhhh!”

. . .

TherapisT: How did you read out the small number; what was your strat-
egy for that?

linda: I just stuck to like the middle line, you know, just going straight to 
the middle, something in the middle.

TherapisT: So it made you focus on something.
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linda: It made me focus on something preferably in the middle so as not 
to distract myself.

TherapisT: Hmm. So is that similar to anything you do? Like would you 
use that kind of a strategy in any other aspect of your life, maybe in, I 
don’t know, something to do with work or something you do—

linda: Well, I often try and break things up into manageable, you know, 
try and see something small to stop from being overwhelmed, you 
know. I do that a lot. You know if I panic, it’s because of something 
being too big or a range of things being too many . . .

TherapisT: Can you give me an example?

linda: Well, if I have, you know, back-to-back things happening. I’ve got 
to write two or three reports, I’ve got to pick up my computer, I have 
to and I try and prioritize and . . . or I’ll say to myself, “Okay, you’ve 
written this type of report before, you know it’s going to take a couple 
hours so you know to do that and you know the other one’s not due 
until tomorrow so you can do that tomorrow morning.” You know, I’ll 
just try and break it up into, you know, or if I’m really sweating over a 
big task, I’ll break it up into small pieces to just write the intro first . . .

TherapisT: And it helps to keep it from being overwhelming.

linda: Yeah, because if I look at the whole thing, you know, it’s scary.

TherapisT: That’s great! Sounds like you’ve got a really effective strategy 
there, that’s really important.

excerpT 2: a cenTraL coherence TaSk

In this excerpt, Linda is asked to read a letter and summarize it briefly. 
This requires a balance between capturing essential details while keeping 
the “bigger picture” in mind. The difficulty of the task for individuals with 
AN who tend to get lost in the detail is demonstrated.

TherapisT: Now I would like to do this [different task] again. Feel free to 
draw all over the page, and again, you’re just going to summarize the 
key idea from this letter in one or two sentences.

linda: Well . . . um . . . somebody’s organizing a party, it’s unclear as to 
whether . . . it’s a letter to somebody who is being invited to a sweet 
16 party, um, she’s enclosing everything that’s needed in the invitation 
directions . . . ah, she’s asking for an RSVP, she seems very, very anx-
ious about making sure that the party is being RSVP’d, and being very 
gracious saying what’s going to be at the party and what the restric-
tions are for the guests and also how people should dress and also 
where they can find accommodations.
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TherapisT: If you were this person sending the letter and you wanted to 
just convey that in a text message, which confines the words consider-
ably, what would you say?

linda: Um . . . well, um, here is the invite (laughs) and in the invite of course 
there’s going to be directions and RSVP. So here is the invite, RSVP by 
December 9, I might stress that because I’m so anxious about it, ah, 
and then like, family welcome, um, tell me numbers or whatever— 
give me numbers, formal attire, accommodations possible, or possible 
accommodations for guests.

TherapisT: Do you ever send texts?

linda: Yeah, well, yeah, if I sent a text it would be really kind of difficult.

TherapisT: Are your texts long or do you send like . . . you know, are you 
good at the abbreviations?

linda: I’m getting better at abbreviations. My original texts used to make 
my daughter really laugh because I think . . . they are very long. I’m 
getting to learn to say just, you know, abbreviations. It’s harder for 
older general persons. It’s hard to squish words down . . .

TherapisT: So now your text messages are getting shorter?

. . .

linda: I’m getting better at that but it’s challenging.

TherapisT: And I bet it is challenging. But I’d love you to do a few really, 
really short ones, and let me know how you get on because, you know, 
like last week when I gave you a list of behavioral things to do, that’s 
exactly what we want. We want things to be uncomfortable and a bit 
of a challenge because we want to know, how do you get your mind 
in gear to shorten it, you know? It requires a lot of a suppression of 
something.

linda: I’m doing a lot of that right now. My son is arranging this party, 
and I know about it, and usually when my family comes, I organize 
every family reunion there has ever been and I am, you know, I am the 
one who hosts people and organizes stuff, and for me to not be any 
part of the organizing? The only thing he told me to do is to give him a 
bunch of songs that he will burn onto a CD, I think I told you, and um, 
give him a few addresses for people that I might invite that he would 
not know and I hear all these things like he’s ordered this, he’s booking 
food from here, and it’s like I should . . . and so, don’t you think . . . 
It’s not that I want to micromanage everything he’s doing, I want to 
help. I feel guilty! Just . . . someone’s throwing me a party and I’m just 
going to sit here and let him run it? It drives me nuts, I keep wanting 
to help in some way.

TherapisT: So how are you stopping yourself from helping?
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linda: Well, it’s been difficult. I already said, “Here’s the list of songs but 
I’m afraid it’s going to take a long time to burn,” and he was like “No,” 
and then I said, “Here are some e-mail addresses but don’t feel com-
pelled to invite too many people and you know if you need money for 
blah blah blah” and he’s like “You know what, Dad and I are already 
talking.” (Laughs.) It’s more of that really than micromanaging. I don’t 
care what happens. I just feel mortified that people are working and 
planning and traveling and everything on my behalf.

TherapisT: So it’s getting used to somebody or people making a huge big 
deal of you.

linda: Absolutely, absolutely. It’s okay if I make a big deal of them. But 
boy, is it stressful, takes getting used to so many people making a huge 
big deal [of me]. It’s stressful.

TherapisT: Well, I don’t know if I have anything in my red folder that’s 
going to help you there (both laughing). Except I imagine it is the same 
as putting yourself in a different gear, I guess.

Linda’s difficulty summarizing the information succinctly led the ther-
apist to suggest another way to approach the task, that is, communicating 
in a text message. After presentation of the stimulus and task practice, 
there was a discussion around how the task relates to everyday tasks. In this 
case, the extrapolation is quite literal and the conversation is about texting 
and the level of discomfort that ensues. However, once the therapist sug-
gests that completion of the task may incorporate flexibility and inhibition, 
the patient begins to talk about a completely different experience that she 
sees as requiring some inhibition on her part. The example is discussed in 
detail, but ultimately the therapist attempts to bring it back to the mechan-
ics of thought, rather than content.

excerpT 3: fLexibiLiTy around how each TaSk iS uSed 
in cogniTive remediaTion Therapy

The therapist presents a visual illusion as a visual switching task, in which 
the participant is required to find the alternative illusory image. This task 
is typically challenging for people with AN because they tend to become 
“stuck” on one image. However, Linda consistently completed this task 
with ease, regardless of the level of difficulty that was presented. Given 
that there is no need for task practice, the following discussion becomes 
metacognitive in focus very quickly:

TherapisT: How about this, what do you see here in this image?

linda: Frog here and horse head there.
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TherapisT: Which one did you see first?

linda: The horse. Well, when you slid it across I saw the horse and then 
I saw this part, which looked like frog, and I thought, aha, some sort 
of reptile.

TherapisT: So did you see both images right away?

linda: Yeah, as soon as I picked it up I saw the frog.

TherapisT: No difficulty flicking between the two images?

linda: No.

TherapisT: That’s great . . . It was really interesting from this point of view 
because every picture I’ve put in front of you you’ve been able to see 
both images instantly and move between the two images really easily, 
and you said that you actually place a great importance on being able 
to see other people’s point of view, you know, particularly the moth-
ers of the kids that you work with. So I thought that that connection 
was really interesting. But are there other ways, have you thought of 
any other ways that even visually you need to switch back and forth 
between different things that you feel that you’re good at?

. . .

linda: I can think outside of the box and I can be creative in certain ways 
but I’m actually kind of very . . . ah, not regimented, but I like things 
to be “just so” and I don’t like a lot of . . . I’m not that spontaneous. I 
mean I used to be spontaneous with the kids, you know, “Let’s do this, 
let’s do that,” or “Let’s make this, let’s make that.” I wanted to be fun 
and I think I was fun with them, but in my own self I don’t like a lot of 
transition, I don’t like things happening all of a sudden . . . I like things 
to be a certain way, not to the point of OCD [obsessive– compulsive 
disorder] or anything, but I’m not real flexible in a lot of ways . . .

TherapisT: So I know last week when we talked about the geometric shapes 
you spoke about your mosaics, how are your mosaics going?

linda: Well, I was away for a week but I’m hurrying up on them now, I’m 
planning to start back on them now. Mosaics are a good reflection on 
how I like things to be orderly and even when I doodle, you know how 
people doodle, I doodle a lot of geometric doodling and stuff. You 
know, it’s just like everything, there’s certain safety in geometric stuff 
because . . . it’s predictable.

TherapisT: Are there any ways that you think you might be able to semi-
comfortably push those boundaries a little bit?

linda: Well, it depends on in what context . . . I used to be excruciatingly 
shy, and having kids made me have to be more out there, you have to 
talk to other kids’ parents . . . and when I went back to school I had to 
give presentations and class presentations, all that sort of excruciating 
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things, you know, I had to present things that I wasn’t comfortable 
doing and so, you know, so that sort of thing, based on shyness, I’ve 
pushed the boundaries again and again. I’ve had a job the last 3 years 
in a certain school that I thought was going to stay the same, and then 
another choice came along and it sounded more ideal than what I had 
and I had the choice about whether to do that, so I really struggled 
with, “Do I stay in the safe familiar situation that I’m in now?” or “Do 
I go for this other site, school site you know . . . with different case 
load of kids, different teachers, everything, and a different boss and a 
boss that had a reputation for being tough?” I had an instinct that it 
might be better but I was very nervous about changing willingly and 
voluntarily changing my situation. And I did it, and it’s turned out to 
be a fantastic year. And so it was a big deal for me because I was, I was 
taking a risk.

TherapisT: Yeah, of course!

In this excerpt the idea of change is introduced and framed as a goal 
in and of itself for the CRT phase of treatment. Importantly, this discus-
sion does not take place in the context of ED symptoms and is thus light 
and candid. In linking strategies used to complete this task to those used in 
everyday life, the therapist revisits a previous example given by the patient 
in a former session (being able to see two different perspectives easily), and 
asks the patient for a new example that might tap into a different mode 
(visual switching). Even though the therapist is asking about more literal 
analogies to this task from the patient’s everyday life, the patient uses the 
task as a starting point to discuss a more abstract example and thus con-
versation becomes metacognitive in focus as soon as the patient thinks in 
these terms. There are no right or wrong answers or tangents in CRT; the 
tasks can be used as a starting point to discuss the patient’s mechanisms of 
thinking as in this example, or for task practice and experimentation with 
alternative strategies.

excerpT 4: inTroducing behavioraL generaLizaTion 
of TaSkS (“homework”)

In this excerpt, which follows on from the previous one, the idea of inten-
tionally trying new things to provide skill and strategy practice in between 
sessions is introduced. This excerpt also demonstrates the therapist’s role 
in keeping a metacognitive focus, and redirecting away from ED material.

TherapisT: Well, what I’d love [you] to do is introduce the smaller types 
of changes.

linda: Like not eating cheeseburgers. (Laughs.)
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TherapisT: Well, maybe nothing like that yet. (Laughs.)

linda: Hey, I actually split a cheeseburger with my husband on a holiday 
except I cut and he took, so I didn’t cut exactly in the middle, and 
when he wasn’t looking I kept moving it over.

TherapisT: But that’s pretty good though, that’s pretty good.

linda: I know! I haven’t had a cheeseburger in years.

TherapisT: Well, how did you feel afterward; how did it feel during?

linda: I had to look around and not think about what I was eating. I ate 
a few fries too.

TherapisT: So maybe next time you could actually try not to be so some-
where else?

linda: The thing is if I had really been in the moment eating that burger, 
it would have been a different result, all that grease and the meat, 
because when I cook anything with beef I get the leanest beef possible; 
I drain it, I blot it, everything.

TherapisT: Well, I don’t mean anything with food, not yet, I mean like 
in other things, like changing the ring tone of your phone. Like when 
you’re doing mosaics I know you were saying that you always do geo-
metric shapes, how would it be if you maybe start off with a small one 
that’s not so symmetrical and geometric that kind of experiments with 
curves and swirls and you know . . .

linda: I’ve been thinking about adding something curvy . . . I’m working 
on a piece right now but I could experiment within that piece.

TherapisT: Exactly, experiment! That’s really what it’s about— 
experimenting— and you know, doing stuff that’s outside what you 
would do usually.

linda: The comfort zone . . .

TherapisT: Outside the comfort zone and pay attention to how that feels, 
and I’m not saying that you know, you have to concentrate on how 
uncomfortable it is, but as an independent observer of yourself kind 
of think about what’s going on in your brain as you’re going, “This is 
weird! This is weird!” but [ask] “Is it okay?” “How comfortable am 
I?” “The longer I stay there, does it get harder or easier?” Things like 
that. What do you think?

Linda brings up an eating example but does so in a way that acknowl-
edges that this does not constitute a “smaller” task. Instead of immediately 
redirecting the conversation, the therapist instead allows her to bring up 
the example that she wishes to share, but only in the context of exploring 
the experience of novelty and pushing boundaries of comfort, retaining 
the focus on the process rather than content of thoughts and behaviors. 
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There is an opportunity to explicitly encourage Linda to postpone the food 
and eating- related tasks, emphasizing that tasks should be only minimally 
challenging at this point in therapy to allow for the experience of novelty 
and change in a nonthreatening context. However, that eating- related chal-
lenges will be discussed in the future is implied. The therapist encourages 
Linda to observe the process of thought and suggests some questions she 
may ask herself while engaging in the task. Linda suggests a process of 
experimentation and this is encouraged, setting the ideal tone of the exer-
cise.

excerpT 5: behavioraL TaSk review

In this excerpt, a list of suggested activities that was provided in the previ-
ous session is reviewed with Linda and she is encouraged to come up with 
her own examples. Linda reported choosing to do tasks that were uncom-
fortable for her, for example, to watch TV that would bore her or music 
that she usually finds “excruciating.” If this were CBT, we may explore 
how the patient’s choice of tasks was setting herself up for failure. In CRT 
however, success or failure in the task is dependent on having attempted a 
task and observing that process, regardless of outcome. Similarly, Linda 
describes being concerned about what other people would think of her 
choice to change her font, and again, while this content would have been 
an obvious discussion point in CBT, the therapist instead confines dis-
cussion to how this task felt. This is facilitated by the use of humor in 
the session. The therapist can joke with Linda, acknowledging the con-
tent of the thoughts, but does not explore it in any detail, moving straight 
to suggesting an alternative task that may not trigger the same response. 
A collaborative and potentially therapeutic relationship is obvious in this 
excerpt. Linda appears comfortable to explore her own thinking patterns 
with the therapist, and they joke and laugh together frequently. The thera-
pist suggests that she will attempt a set- shifting task too, providing a sense 
of shared experience. The use of humor sets a tone of playful exploration, 
which allows for the therapist to be quite didactic and prescriptive without 
being overbearing or pushy.

linda: Yeah. I mean I’ve tried a few things on the list there already.

TherapisT: Cool! Do you have the list with you?

linda: I mean, I have the list with me. I did write a couple of things down 
or I put a dot [beside the tasks I tried]. Okay, I did try a new makeup, 
I did try watching a new TV show. (Laughs.) I’m really fussy about 
TV.

TherapisT: Oh so that was a big one! How was it?

linda: Boring.
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TherapisT: Okay.

linda: I did listen to a new CD.

TherapisT: How was that?

linda: A little excruciating because it was some sort of electronical stuff.

TherapisT: Well, maybe [next time] something that you think you might 
like.

linda: I’m pretty flexible about music because we’re music people in the 
family.

TherapisT: Okay, well, I know the TV show was boring but more to the 
point, how was it sitting down and saying “I’m going to watch some-
thing new”? How was that?

linda: I felt like it was a waste of time.

TherapisT: Did you?

linda: Yeah.

TherapisT: I’d like you to do things that you don’t think are a waste of time 
because I think you’d probably have a better [time].

linda: Yeah, I know what you mean, it’s not actually watching TV.

TherapisT: It’s more just getting used to being outside of that comfort 
zone.

linda: I did change the font on my computer for a day; that was very dif-
ficult.

TherapisT: I imagine that would be. How was that? What did you change 
it to?

linda: To hot pink! (Laughs.)

TherapisT: Did anybody say anything?

linda: Yeah a couple of people said “What’s up with the pink font?” I was 
like; “Gee I eh . . . just thought I’d try . . . ” (Laughs.)

TherapisT: Well, was it very uncomfortable?

linda: It just seemed really silly, like I was in high school or something, 
when we used to do these things.

TherapisT: Did you not like that?

linda: It was okay. I was more concerned with how people would perceive 
me more than anything else. Like you know “What’s the matter with 
her, it must be middle age.” (Laughs.)

TherapisT: “She’ll be on a motorbike next.”

linda: Right! Right! (Laughs.)

. . .
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TherapisT: Sure. I was thinking about instead of writing in a journal, do 
you have a planner that you use or something?

linda: Mmmhmm.

TherapisT: Well, what if you were to . . . we could kill two birds with one 
stone here, maybe sum up your day in one word, on each day.

linda: As long as it’s not positive affirmations; I can’t stand those. (Laughs.)

TherapisT: No, no. Because it’s hard, you know we were talking about the 
economy of language and trying to get your text messages in one word 
or a title for your day, if your day was some sort of . . . a chapter of a 
book, what would the chapter be called, you know?

linda: Well, it’s a big difference between one word and a title.

TherapisT: Yeah. Well, is one word too difficult?

linda: Well, I’m just going to end up saying “Okay.” (Laughs.) . . . Because 
if it’s good and bad I’m going to try and get a mean.

TherapisT: Yeah, I don’t mean a judgment, I’d like to . . . maybe if you 
could stay away from a judgment— not good, bad, or indifferent— but 
something like, yesterday . . . think . . . well, how would you summa-
rize yesterday? You were flying yesterday, weren’t you?

linda: Yeah, I was traveling.

TherapisT: So the word yesterday might have been “Air” or “Traveled” or 
something like “Journey.”

linda: Yeah, “Journey Home.”

TherapisT: See, “Journey Home” would be a great title of a chapter. What 
do you think?

linda: I could try!

TherapisT: Try, sure, try, and if you come back to me next week and tell 
me I’m completely nuts that’s fine, but sure, we’ll give it a go any-
way . . . The thing is about these, just feel free to come up with your 
own things. You know if you can think of stuff that you’re going to 
do yourself that practice allows you in a safe way to step out of your 
comfort zone a little bit, it doesn’t have to be food related. It can be, 
but it doesn’t have to be, and I mean ideally start off with things that 
aren’t. But you’ll know yourself what is your comfort zone and what 
is slightly outside that; you’re just going to push the boundaries a little 
bit. I was just thinking, yesterday when I arrived here I thought “I park 
in the same spot every day and I don’t even realize,” and I thought 
“Jeez, next time I’m going to park somewhere else,” because I can’t be 
asking you to do these things if I don’t do them myself.
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As the therapist inquired about which tasks the patient had attempted, 
there was a strong theme emerging in relation to the decisions around the 
tasks that had been chosen. At first the therapist was trying to elucidate 
what the experience of change had been like for the patient, rather than the 
content of the experience itself. Just as they were getting to that, the patient 
brought up the example of font color and again the therapist was faced with 
trying to reshape the experience from one that was considered adolescent 
to one that is inherently useful. She used humor to diffuse the negativity 
with which the patient viewed the outcome of the tasks. However, while 
the therapist is trying to provide examples as a way of communicating the 
point of the exercise, in this case the suggestion of the journal- titling exer-
cise is more prescriptive than CRT is intended to be. Ideally the CRT thera-
pist should allow the patient to think of examples to facilitate his/her own 
metacognitive reflection on strategies he/she would like to try or practice 
and consolidate his/her own learning about the value of doing so.

TranSiTion To cogniTive‑behavioraL Therapy

During Session 6, the final session of CRT, both Linda and her therapist 
discussed what they had both learned from the previous five sessions, con-
structing a shared list and discussing how it may be applied in both CBT 
and in life in general. Linda reported seeing the value in trying new things 
and pushing boundaries, and found it interesting and useful to observe 
what the process of change feels like. She also reported that she felt she 
had the tools to recover. The therapist noted her observations around her 
relative strengths: particularly her mental agility, her ability to see different 
perspectives, and her willingness to experiment and explore deeply. They 
discussed together the ways in which even simple tasks could become more 
challenging in the face of discouragement and high expectations. Linda 
reported that she liked the CRT sessions, though she was happy to move to 
the CBT phase of therapy.

Bringing forward the sense of curiosity and experimentation that 
both Linda and her therapist had taken around CRT tasks and homework 
was discussed. Indeed, this approach to CRT homework tasks was often 
brought up in the context of CBT tasks (e.g., “Try and think of this in the 
same way that you approached changes to everyday things in our earlier 
sessions”), and as evidence of the ability to increase a sense of self- efficacy 
in accomplishing them (e.g., “We know you have the tools to be able to do 
this differently, we’ve both seen that”). In addition, observations that the 
therapist had made during the CRT phase, but not shared, were brought 
up during the CBT phase. For example, the patient’s tendency to choose 
difficult tasks to complete that threatened to undermine her chances for 
success, or her tendency to avoid choosing self- soothing tasks from the 
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list (e.g., purchasing a new body care product) because they felt indulgent. 
In addition, the CRT phase provided information on the kinds of strate-
gies that were employed to accomplish certain tasks and their relative effi-
cacy under specific conditions. For instance, the detrimental effect of self- 
criticism and negative emotion on Linda’s ability to complete CRT tasks 
reinforced the CBT model and was used to reduce self-blame for perceived 
failures, since it could be recalled in the context- objective observations of 
neutral tasks.

Linda worked hard throughout the course of CBT, completing detailed 
food records and making changes that were discussed in therapy. She also 
disclosed deeply during the course of treatment. She reported using food 
and eating as a means of coping with anxiety and depression. She also 
reported some dissociation during purging episodes, and occasional use 
of alprazolam with alcohol to intentionally “numb out.” Early in the CBT 
phase of treatment, she described being faced with the realities of her dis-
order for the first time via monitoring of daily intake. Furthermore, ritual-
ized patterns of behavior such as using the same bowl to eat from during 
every meal began to be challenged. While she continued to work hard, her 
depression began to worsen and after about 12 sessions Linda disclosed 
suicidal ideation with some dissociation and was beginning to contemplate 
a plan. The therapist referred her for pharmacotherapy evaluation and she 
was given a course of mirtazapine that caused her to gain weight. While 
she was told that she would probably gain about 3–4 pounds (1.36–1.81 
kilograms) and then stop, she was not sure whether to trust her treatment 
team. However, she committed to continue with treatment and continued 
to work toward full recovery until it was felt that she could maintain her 
progress without further psychotherapy.

Outcome Data

Figure 4.1 demonstrates change in weight throughout the course of treat-
ment. Time- series autocorrelation analysis revealed a significant difference 
in the slope of weight change during the CRT phase than the CBT phase 
(r = –.94; p < .001).

At the end of CRT therapy, and at the start of CRT, Linda wrote to 
her therapist:

“When I innocently walked in that first day I definitely signed up for 
a more complex and arduous task than I’d expected! As the few ses-
sions progressed I thought maybe we’d continue with few more blue–
green–red paper tasks and maybe some eventual chit-chat about need-
ing to eat more! Instead, with your guidance, I find myself swept up 
in facing my disorder head on—with a raw honesty and ‘dissection’ 
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of the deeper emotional, physical, and mental states that are essential 
to unraveling the painful onion layers in order to examine, and finally 
‘purge’—ha! ha!—this demon from my psyche.”

disCussion

In this case of a successful psychotherapy with an intelligent and insight-
ful 50-year-old woman with AN, we feel that the integration of CRT with 
CBT was largely beneficial with mostly positive effects. CRT in this case 
appeared to serve two major functions: facilitating the establishment of a 
collaborative therapeutic relationship and promoting change.

In CRT, change is both explicitly and implicitly promoted. We feel that 
this case demonstrates the potential of CRT to specifically address chronic-
ity by consistently presenting change (practicing different cognitive strate-
gies) and moving outside one’s “comfort zone” (practicing strategies that 
are challenging) as the ultimate goal of this phase in treatment. CRT very 
explicitly introduces these concepts through its emphasis on metacognition 

figure 4.1. Weight change over the course of treatment. The y-axis shows weight 
(in pounds) plotted against percentage of ideal body weight (IBW) and the x-axis 
shows all 54 sessions with the first point being the patient’s baseline weight, 
followed by the cognitive remediation therapy phase (CRT) and the cognitive- 
behavioral therapy phase (CBT).

CBTCRT

115% IBW

100% IBW

85% IBW Started
mirtazapine
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in addition to providing an opportunity to practice the cognitive skills 
required for such change and accommodation. The neutral nature of the 
material provides more freedom to explore these concepts and skills, since 
the subject matter is not emotionally loaded as weight, shape, or eating- 
disordered subjects would be and thus less likely to illicit a defensive or 
avoidant response, while allowing the patient to experience success. The 
experience of success is constantly reinforced by an emphasis on process 
rather than on outcome. In this context, the “worst” that can happen is 
that the areas in which the patient struggles become highlighted, and infor-
mation on the relative usefulness and limitations of various strategies is 
collected for later use in CBT.

In addition, the case report illustrates how CRT can be useful for 
highly functioning neurocognitively intact individuals, something that has 
rarely been addressed in the literature. In this case, CRT was used to gather 
data about her cognitive style and was recalled in CBT. For example, Lin-
da’s tendency to undermine her success by her choice of task was often dis-
cussed, as was her meta- observation of how dysfunctional her self- criticism 
could be. In this sense, even though she could accomplish tasks with rela-
tive ease, Linda used her experience of the CRT tasks analogously. Being 
able to practice the tasks and experience success at attempting different 
strategies despite their discomfort reinforced the idea in Linda’s mind that 
she did in fact have the skills required to change. Linda explicitly stated 
this during a conversation about whether she wanted to learn to manage 
her disorder, or aim for full recovery. Importantly, through observation of 
cognitive skill, this self- efficacy was evidence based. This learning is an 
opportunity that rarely presents itself in traditional therapies, since target-
ing the ego- syntonic symptoms straightaway is more likely to be met with 
doubt, resistance, and avoidance, even when they are an explicitly stated 
goal of therapy.

It has been argued and demonstrated that the neutral material is read-
ily understandable and engaging and sufficiently gentle to be useful to 
very underweight patients who are not usually considered able to effec-
tively engage in psychotherapy (Tchanturia et al., 2007; Tchanturia & 
Lock, 2011). In this outpatient setting, the ease with which a collaborative 
therapeutic relationship was established in CRT is a feature that makes it 
compelling as an adjunctive therapy for patients with chronic AN. While 
the therapist observed that the patient appeared to be uncomfortable, self- 
critical, and needing reassurance in the first session, by the second session 
she noted that the patient was far more at ease with the therapy and the 
therapist, and appeared to be having fun with the tasks. The patient’s expec-
tations of therapy in the first session were undoubtedly informed by her 
extensive previous experience of both supportive psychotherapy and CBT 
(for depression). So to attend a CRT session, with its neutral subject matter, 
disregard for outcome, and playful therapeutic stance of the therapist, may 



126 I I .  COGNIT I V E APPROACHES  

have facilitated an important “clean slate.” It is essential that the therapist 
foster a light, experimental, and playful setting to maximize engagement. 
As soon as patients understand that the result of their performance does 
not matter, they are free to explore how they think, behave, and problem 
solve in the world, and to assess the effectiveness of their current strategies, 
without self- criticism or judgment.

The excerpts presented here demonstrate laughing and joking between 
Linda and the therapist, but the session is collaborative and nonetheless 
productive. Linda’s unsolicited post-CRT communication, sent within the 
first few sessions of starting CBT, demonstrates not only her regard for her 
therapist but in mentioning CRT (“I thought maybe we’d continue with a 
few more blue–green–red paper tasks . . . ”) we feel it also suggests that 
CRT may have featured in the establishment of this relationship.

These two major functions of CRT make it an ideal preparatory inter-
vention for CBT. In addition, behavioral tasks between sessions and their 
in vivo review groomed the patient for later, more arduous CBT home-
work that Linda diligently completed throughout. However, there were 
other subtle ways that CRT was brought forward to CBT. CRT tasks were 
remembered in analogous terms (“This is just like when you were doing 
those line- bisection tasks”), as an archive of information on strategies 
themselves, circumstances under which they could be optimally used, and 
for confidence building by reminding the patient of her self- efficacy in hav-
ing the tools required to change. In this case, CRT was also used in CBT 
to negate some of the self- criticism and shame associated with the illness. 
Reflecting on some of the characteristic ways of thinking in relation to 
symptoms helped reframe problems as structural (e.g., “Your brain has not 
been wired this way”), while at the same time fostering change by provid-
ing psychoeducation on neural plasticity (e.g., “But the good news is, you 
can change it!”).

Limitations

This case report demonstrates that CRT can be useful in the outpatient 
treatment of an older adult with long- standing AN as a preparatory adjunc-
tive treatment with CBT. It is obviously impossible to generalize from one 
case the usefulness of an approach with a similar population. As much as 
we have argued for the potential usefulness of CRT with chronic patients, 
the benefit may have come from the fact that CRT is a novel treatment in 
and of itself, rather than providing any additional benefit. While we do not 
have any neurocognitive data to demonstrate neurocognitive change over 
time, and this was a major limitation, this has been demonstrated with 
medium to large effect sizes in other studies of individuals with comparable 
features (e.g., Tchanturia et al., 2007).



 CRT and CBT for Anorexia Nervosa 127

Implications for Research and Practice

In sum, CRT may be a useful preparatory treatment for CBT among older 
patients with AN. Aside from the neurocognitive benefits that have been 
demonstrated in other studies, we argue that its usefulness with individuals 
with long- standing illness may reside in its ability to promote change and 
in the establishment of a collaborative and therapeutic relationship. While 
some of the features of CBT—such as history taking and discussion of the 
formulation— can take place within a CRT session, the CRT component 
is explicitly separated. However, much of the learning and insight can be 
brought forward into CBT proper.

Since the functions of CRT here are slightly different from the focus 
of therapy, future case studies should be conducted to examine how CRT 
may function with patients with shorter illness duration (e.g., children and 
adolescents) or with a different disorder (e.g., bulimia nervosa).
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IntroductIon to Part III

There are many diverse approaches to addressing the emotional problems 
characteristic of mental disorders. Theories of psychotherapy process 
directly addressing affect are highly distinct and include, for example, the 
provision of support, encouragement to express or experience emotions, 
interpretation of emotional conflict, development of new coping mecha-
nisms, or confrontation of avoided or unconscious affect. The two main 
historical schools of therapy that first focused on direct access to affect 
were psychodynamic psychotherapy and existential– humanistic therapies, 
which have given rise to more contemporary affect- focused approaches.

Psychodynamic Psychotherapy

Psychodynamic psychotherapy has a long history, and has come to encom-
pass a large set of theoretical perspectives on the development and treat-
ment of emotional disorders beyond the scope of this introduction. Though 
psychodynamic psychotherapy has well- developed cognitive and rela-
tional components, it has also closely focused on the role of affect. Each 
of the major schools of psychoanalysis has added unique and important 
observations and interventions regarding affect. “Ego psychology” was 
the direct descendant of Freudian psychoanalysis, particularly influen-
tial in the United States in the 1950s–1970s. Ego psychology focuses on 
the “defenses” that the psyche employs to manage negative affect, in the 
pursuit of the “pleasure principle.” Negative affect is seen to stem from 

Part III

Affect-Based Approaches

HeatHer tHompson‑Brenner and alice lowy
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many sources, including relational frustration, intrapsychic conflict, and 
self- representations. Psychoanalytic and psychodynamic psychotherapy 
suggest that the observation and exploration of certain patterns of affect— 
such as intense affect, avoided affect, or affect that seems to be missing 
or unconscious— leads to the development of insight and better awareness 
and regulation of emotion (see Spezzano, 2001). Different approaches to 
psychodynamic psychotherapy emphasize different interventions, such as 
the pursuit of shifts toward and away from intense affect (and the defenses 
one employs to maintain avoidance); emphasis on the relationship between 
the patient and the therapist (which produces intense experiences of affect); 
or a focus on historical or current relationships and patterns of behavior in 
which long- standing emotional/relational patterns are enacted.

In psychodynamic psychotherapy, symptoms are seen to play a func-
tion in the regulation of emotion that is not entirely conscious. Patients may 
be aware of the motivation to engage in symptoms for affect regulation 
purposes, such as binge eating when they are in distress or restricting when 
they are stressed, but the more significant underlying motivations and con-
flicts, stemming from developmental history, which predispose them to 
have overwhelming emotions under certain circumstances, are seen to be 
incompletely understood prior to therapy. The development of insight into 
these patterns, more mature defenses, new self- concepts, and new patterns 
of interpersonal relations are seen to result from the exploration of the rela-
tionship among affect, symptoms, and personal history in psychodynamic 
psychotherapy.

Emotion- Focused Therapy

Emotion- focused therapy (EFT) is a complex, integrative approach that 
combines aspects of person- centered, gestalt, experiential, and existential 
therapy with emotion, cognitive, attachment, interpersonal, psychody-
namic, and narrative theory. It initially emerged as a response to Western 
overemphasis on cognition and behavior, as EFT emphasizes the primary 
influence of emotion on people’s thoughts and behaviors. EFT theorists, 
therefore, believe that in order to achieve cognitive or behavioral changes, 
we must first accept and change our emotions that motivate these thoughts 
and behaviors. Emotions are believed to be innately adaptive and connected 
to our most essential needs, thus communicating these needs and intentions 
to others. Emotions influence not only our sense of self but also our interac-
tions and relationships with others. When individuals avoid negative emo-
tions in fear of their impact, it can become problematic for both themselves 
and others. One of the most central beliefs in EFT is that patients can only 
begin to change once they can accept and experience their emotions. The 
primary goal of treatment is to help patients develop emotional competence 
and eventually transform their maladaptive emotion responses so that they 
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can learn to tolerate previously avoided emotions (see Greenberg, 2009, for 
a fuller discussion of EFT).

In order to facilitate emotional competence, EFT therapists encourage 
their patients to remain focused in the moment and allow all emotions to 
arise, regardless of whether they are adaptive or maladaptive. Congruent 
with the view that emotions serve as guides to our most authentic selves, 
patients are viewed as experts on their own experiences throughout the 
therapeutic process. EFT therapists, therefore, help patients learn to iden-
tify, experience, accept, regulate, explore, make narrative sense of, trans-
form, use, and flexibly manage their emotions. The key elements in the 
therapeutic process are developing an empathetic relationship between 
therapist and patient, exploring the origin and dynamic of the patient’s 
emotional experiences, allowing and accepting all emotions, and becom-
ing aware of interruptive processes that prevent the patient from accessing 
these emotions. One of the primary goals in EFT therapy is to encour-
age the patient to access new emotions in order to transform maladaptive 
emotions, as well as to reflect on these emotions to create new narratives. 
Therapists specifically work with clients to become more “emotionally lit-
erate” in order to effectively communicate their central needs, goals, and 
concerns (Greenberg, 2009).

Affect-Focused Approaches and Eating Disorders

There are several reasons why theories of psychotherapy that emphasize 
emotions may have received limited research attention in the field of eating 
disorders (EDs) to date. First, psychodynamic psychotherapy has a contro-
versial history within the field of EDs. Therapists who treated EDs early 
in modern history, such as Hilde Bruch, like most other therapists of the 
time, were highly aware of the importance of affect and the negotiation and 
function of affect within complex family systems. Throughout the study 
of EDs, it has been repeatedly observed that eating symptoms serve an 
emotion regulation function; binge- eating and purging symptoms are often 
observed to occur in response to negative affect, and restricted eating is 
observed as an avoidance reaction to ward off emotional experience and 
distress (e.g., Crosby et al., 2009; Gale, Holliday, Troop, Serpell, & Trea-
sure, 2006; Nordbo, Espeset, Gulliksen, Skarderud, & Holte, 2006). It has 
been strongly debated whether this negative affect is largely the result— 
rather than the cause—of core eating symptoms; however, they likely 
have a reciprocal relationship (Harrison, Tchanturia, & Treasure, 2010). 
Similarly, psychotherapy for EDs is expected to reduce negative affect as 
one aspect of outcome. However, whether that negative affect must be 
addressed directly in treatment, or whether negative affect improves as a 
result of addressing cognitive, behavioral, or relational symptoms, is also a 
matter of debate and research (Harrison et al., 2010).
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Psychodynamic Psychotherapy and Eating Disorders

The different versions of psychodynamic psychotherapy that have been 
tested in research trials with EDs have been named, described, and per-
formed quite differently. One psychodynamic treatment may be narrow 
in focus and address primarily the use of symptoms to avoid emotions 
and the expression of avoided emotions, while another may promote “free 
association” and open-ended discussion of wishes, fantasies, and dreams. 
In general, the broader the treatment, the less specific positive outcomes 
are observed. In some clinical trials, the “psychodynamic” treatment that 
was tested was developed as a control for the “active” ED treatment, and 
suffered from having important aspects of psychodynamic psychotherapy 
(e.g., a focus on understanding the function of symptoms) banned from 
psychodynamic treatment practice, ostensibly to make the treatments more 
distinct (e.g., Garner et al., 1993). Several studies that did not constrain the 
psychodynamic treatment in this way observed better or comparable global 
outcome to cognitive- behavioral treatment (CBT), but still lesser change in 
ED symptoms (see Thompson- Brenner, Pratt, Satir, Shingleton, & Rich-
ards, 2013; Thompson- Brenner, Weingeroff, & Westen, 2008). The treat-
ment trial from which the case in Chapter 5 (by Lunn, Poulsen, & Daniel) 
was drawn had the type of outcome pattern just described. Poulsen and 
colleagues (2014), reported that in their large-scale trial comparing short-
term CBT for BN to long-term psychodynamic psychotherapy for bulimia 
nervosa (BN) found similar good outcomes for general functioning, but 
better outcomes for BN in the CBT group. Nonetheless, there were many 
patients who benefited in many ways, of which the case described in this 
volume is clearly one example. Additional outcomes that might be expected 
to show specific benefit in the psychodynamic group—such as the con-
structs of “mentalization” or “reflective functioning” described at length 
in the chapter— have not yet been published.

Emotion Acceptance Behavior Therapy 
for Anorexia Nervosa

Emotion acceptance behavior therapy (EABT) is based on theory, obser-
vation, and patient report that a key function of anorexia nervosa (AN) 
symptoms is the avoidance of affect. The strategies included in EABT 
include affect- tolerance strategies from the theories cited above, as well as 
more modern syntheses of these approaches such as acceptance and com-
mitment therapy (based on CBT and existential– humanistic theories; see 
Hayes & Lillis, 2012; Schneider & Krug, 2012) and the Unified Protocol 
for the Transdiagnostic Treatment of Emotional Disorders (see Barlow et 
al., 2010). In EABT, AN symptoms are viewed as a means to cope with 
emotions that are otherwise difficult for patients to recognize and accept. 
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EABT specifically targets not only the patient’s AN symptoms but also 
emotional avoidance and disconnection from the rest of the world. This 
approach combines behavioral and psychotherapeutic techniques in order 
to increase a patient’s emotion awareness and decrease emotion avoidance, 
as well as facilitate the patient’s reconnection with enjoyable activities and 
relationships. It focuses primarily on helping patients relate their emotion 
avoidance to their AN symptoms, so that they can ultimately learn new tech-
niques to cope with emotions that were previously too difficult to accept. In 
addition to carefully monitoring restriction and weight restoration, EABT 
emphasizes the connection between the AN symptoms and the patient’s 
overall emotional functioning. EABT posits that as a patient becomes more 
aware and accepting of difficult emotions, AN symptoms will decrease, as 
is demonstrated in Chapter 6 (by Wildes, Marcus, & McCabe).

Other chapters in this book demonstrate different ways that attention 
to affect can play a role in evidence- based treatments for EDs, particu-
larly in Part V, “Integrative Approaches.” Dialectical behavior therapy for 
BN and major depressive disorder, enhanced broad CBT for complex BN, 
and adolescent- focused therapy for AN all have interventions explicitly for 
affective experience or affect regulation. The particular affective targets/
interventions, and the schools of psychotherapy from which they most 
closely derive, are described in the introduction to Part V.
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“It’s just like, sometimes I think, why do people have to comment on me? 
I’m not commenting on people . . . Why do you have to sit and talk about 
how much I’ve had put in my breasts? That isn’t anybody’s business. Those 
are my breasts, I mean, it’s those kinds of things, right? I really feel at the 
moment, I just can’t take it, I become. . . . Urrgh, I can feel, it’s really 
bothering me at the moment, it’s not usually as bad as this. But I really 
can’t bear it at all.

“Now I don’t have any excuse for eating, there isn’t any stupid jerk that 
stands there and threatens me all the time, so I can think,‘Now I have to 
comfort myself by eating.’ There isn’t any excuse for it anymore now. I 
mean, I’m without excuses. And it’s probably that that’s so hard for me to 
accept, that it’s myself that does this to me, right?

“I get a lot of stuff that’s just bottled up inside because I don’t have 
anybody . . . but I have, right here, you’re the only person that I ever, I can 
tell you everything . . . And I also trust that you don’t judge me, I have the 
impression, I’ve had that with some other psychologists, they judged me 
and they looked at me in a strange way or said stuff that didn’t fit with 
who I am. If you say something that doesn’t fit with who I am, I’ll tell 
you.”

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Joyce is a disguised/composite portrait.

Chap tEr 5

Psychoanalytic Psychotherapy 
for Bulimia Nervosa

susanne lunn, stiG poulsen, and saraH i. f. Daniel
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Psychoanalytic theory and psychoanalytic psychotherapy have had an 
important position in the field of eating disorders (EDs). Consonant with 
early psychoanalytic theory, EDs were originally understood as stemming 
from conflicts over sexuality and aggression (e.g., Waller, Kaufman, & 
Deutsch, 1940). In the following decades the formulation of EDs came to 
include problems in the development of identity in the context of relation-
ships (e.g., Palazzoli, 1978; Sours, 1980). The influential clinician and the-
orist Hilde Bruch (1973) suggested that individuals with anorexia nervosa 
(AN) had trouble developing a coherent and independent sense of self indi-
viduated from their families. Many of the later psychodynamic approaches 
to EDs were inspired by her work, regardless of the researchers’ or clini-
cians’ specific theoretical orientation (e.g., Crisp, 1980; Goodsitt, 1997).

Psychoanalytic influences on the theory and treatment of EDs began to 
decline in the 1990s, particularly in research contexts. Psychoanalytic ideas 
nearly disappeared from ED congresses and in ED journals, as psychoana-
lytic clinical research did not keep pace with the field. In clinical settings, 
however, psychodynamic treatments still played an important role.

The case presented in this chapter was one of 70 participants in an 
randomized controlled trial comparing psychoanalytic psychotherapy 
(PPT) and cognitive- behavioral therapy (CBT) for bulimia nervosa (BN) at 
the University Clinic, University of Copenhagen, Denmark (Poulsen et al., 
2014). The background for this study was (1) the gradual disappearance 
of psychoanalytic approaches from the field of ED research; (2) the fact 
that even the most well- established evidence- based treatment, CBT, only 
showed full recovery rates of 30–50% (Wilson, Grilo, & Vitousek, 2007); 
and (3) that no evidence showed that well- conducted PPT was less effective 
than other treatments. The few studies that had examined PPT (in vari-
ous forms) showed mixed results (Bachar, Latzer, Kreitler, & Berry, 1999; 
Fairburn, Kirk, O’Connor, & Cooper, 1986; Garner et al., 1993), and no 
studies had compared a longer- term PPT for BN with CBT.

The ConCepTion  
of psyChoanalyTiC psyChoTherapy

The PPT used in this trial was developed by the two first authors (Lunn 
& Poulsen, 2012) and specially tailored to clients with BN. The therapy 
was manualized. However, acknowledging that clients with BN are a very 
heterogeneous group (Lunn, Poulsen, & Daniel, 2012b) representing vari-
ous levels of personality organization, different pathways to bulimia, and 
different psychodynamic functions of the bulimic symptoms, a flexible 
approach on part of the therapist was built into the manual. Likewise, the 
psychotherapy did not adhere to one specific psychoanalytic formulation of 
BN but represented a more generic view integrating different approaches in 
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a conceptualization of EDs as a set of strategies to regulate affects (Clinton, 
2006; Fonagy, Gergely, Jurist, & Target, 2002).

The therapy was based on general principles for PPT. It was defined as 
a nondirective therapeutic method aiming at reducing suffering, relieving 
specific symptoms, and promoting development and growth in the client 
(Steiner, 1989). The overall psychotherapeutic goal was to help the client 
to acknowledge and integrate unconscious, split-off, or disavowed aspects 
of her experience and to identify mechanisms obscuring such material 
(McWilliams, 2004). The psychotherapeutic procedures were specified in 
the following way:

1. The dialogue should be unstructured in the sense that the client 
should not be guided but invited to talk as freely as possible.

2. The therapist’s attitude toward the client should be characterized by 
a nonbiased, nonfocused, and empathic way of listening (cf. Freud’s 
concept of “evenly suspended attention,” 1912; Kohut’s “empathy,” 
e.g., 1959; and Stern’s “affective attunement,” e.g., 1985).

3. A particular focus was the therapeutic relationship, conceived in 
terms of the concepts of transference and countertransference (e.g., 
Etchegoyen, 2005; Gabbard, 2001).

4. The task of the therapist was to facilitate the client’s capacity to 
experience, identify, and express inner feelings, fantasies, and 
thoughts; to mirror what was going on in the client and between 
the two of them; and to find a way to communicate this to the client 
that made the intervention understandable to the client.

5. The interventions should be in the form of the most common psy-
choanalytic interventions, that is, clarification, confrontation, and 
interpretation (Gabbard, 2004), but also affirmation in the sense 
of consolidating the client’s experiences and establishing meaning 
(e.g., Killingmo, 1995).

Besides these general specifications, the therapy was adjusted to clients 
with BN. The therapist attempted to neither focus too much on the bulimic 
symptoms nor to neglect them. The aim was to try to involve the client in a 
mutual reflection on the symptoms and to create a mental place that made 
it possible to talk about them not only as irrational acts that had to be 
stopped, but as psychological phenomena carrying an important meaning 
and function for the client.

The intended mechanisms of change were as follows:

1. Common therapeutic factors:
•• Creation of a secure place with a firm and predictable frame and 

continuous sessions over a considerable span of time.
•• Creation and consolidation of a therapeutic alliance.
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2. Mechanisms related to affect recognition, tolerance, and regula-
tion:
•• Focusing on affects and expression of feelings.
•• Exploration of attempts to avoid distressing thoughts and feel-

ings.
•• Helping the client to put feelings into words.
•• Helping the client realize that bingeing and purging are rooted 

in feelings and mental states that can be identified and reflected 
upon.

•• Helping the client develop his/her capacity for reflection on self 
and other.

3. Change mechanisms related to the transference– countertransference 
relationship:
•• Identification of recurring themes and patterns and connecting 

these to past experiences. This was considered essential to change 
in self- understanding, which in part was considered essential to 
change.

•• Focusing on the therapeutic relationship including intersubjective 
moments occurring between client and therapist that could cre-
ate new interpersonal experiences (cf. the concept of the “correc-
tive emotional experience”; Alexander & French, 1946).

key TheoreTiCal ConCepTs

A number of assessment instruments measuring psychoanalytically 
informed, empirically supported concepts relevant to psychopathology, 
outcome, and the therapeutic action are presented in the following case. 
These included the assessment of attachment style and reflective function-
ing.

In the field of ED research, attachment style has been shown to predict 
psychotherapy outcome, and is suggested to be an important target of inter-
vention (e.g., Maxwell, Tasca, Ritchie, Balfour, & Bissada, 2014; Tasca, 
Ritchie, & Balfour, 2011). The assessment of attachment status using the 
Adult Attachment Interview (see “Methods” section) includes not only the 
content of interview material concerning the quality of relationships, but 
also ratings of the speaker’s current state of mind regarding attachment, 
including how well the speaker is able to organize his/her thoughts when 
emotional material regarding early relationships is activated. Incoher-
ence and vagueness are understood to reflect the disorganizing nature of 
strong emotions in those who are insecurely attached; raters closely attend 
to whether attachment narratives are rational and sensible, are contradic-
tory or consistent across the interview, and are specific and detailed versus 
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vague and impressionistic (Hesse, 2008). As we show in this case, it is 
possible for the attachment category (e.g., secure, insecure/preoccupied, 
insecure/dismissing) to remain the same over the course of therapy, but for 
the coherence of personal narrative and intensity of emotion concerning 
attachment to change.

Reflective functioning is a related construct, which represents the 
operationalization of the capacity to mentalize. Recently, PPT has been 
usefully informed by the theories of “mentalization” and “mentalization- 
based treatment” (see Bateman & Fonagy, 2010). Mentalization is the 
process of developing a coherent sense of one’s own and others’ subjective 
states. Difficulties in mentalization are seen as core features of borderline 
personality disorder, in which preoccupied attachment issues, traumatic 
experiences, and dysregulated emotion continuously disrupt the develop-
ment and functioning of mentalization (Bateman & Fonagy, 2010). PPT, in 
which patients experience and discuss poorly understood and dysregulated 
emotional experiences, is currently understood to have the improvement of 
the capacity to mentalize as one mechanism of treatment action.

PPT has been shown to improve both attachment status and reflective 
functioning/mentalization, and changes in these areas have been associated 
with changes in both mood/anxiety and personality disorders (Bateman & 
Fonagy, 2009; Levy et al., 2006; Maxwell et al., 2014). Psychotherapy that 
includes the features listed above, among these the promotion of insight 
into emotional experiences and relationships, including the relationship 
with the psychotherapist, has attachment and reflective functioning/men-
talization as intended targets, as well as mechanisms of change. In this 
case, we hope to demonstrate how long-term PPT promoted changes in 
these areas.

Two other psychoanalytic concepts discussed in the case are projection 
and projective identification (Ogden, 1979). In PPT and psychoanalytic 
research, projection is understood as a defense against unacceptable nega-
tive emotions (and other self- states) by ascribing the emotion (or self-state) 
to another person or external entity. For example, when individuals who 
have borderline personality are angry, they may feel afraid that other peo-
ple have malicious intents toward them. Projective identification designates 
a process between two individuals, in which the person who is receiving 
the projection (e.g., is being blamed) comes to identify with or experience 
his/her own version of some of the emotions (or self- states) that are being 
projected. In psychotherapy with patients who are observed to project their 
negative self- states, therapists attempt to use the negative feelings they may 
have toward the patient or the therapy in order to understand the patient. 
The therapeutic approach, simply stated, is to bear those emotions, pro-
cess them (internally or externally) as maturely as possible, and assist the 
patient in the process of understanding and accepting them.
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Methods

The measures used in the RCT were the following:

The Present State Examination, short version for clinical use (PSE; 
SCAN Advisory Group, 1994), is a structured interview assessing ICD-10 
diagnostic criteria for a wide range of psychiatric syndromes. The autho-
rized Danish translation of the PSE was used in the study.

The Eating Disorder Examination (Version 14.4) (EDE; Fairburn & 
Cooper, 1993) is a structured interview with 33 items assessing DSM-IV 
diagnostic criteria for EDs. In addition to the diagnostic items, the EDE 
contains four subscales (Restraint, Eating Concern, Shape Concern, and 
Weight Concern) measuring various aspects of the core psychopathology 
of EDs.

The Adult Attachment Interview (AAI; George, Kaplan, & Main, 
1996; Main, Hesse, & Goldwyn, 2008) is a semistructured interview with 
20 questions and standardized probes. The interviewee is asked about the 
relationship to childhood attachment figures and attachment- related topics 
such as separations, being ill, losses, and so on, are systematically explored. 
The interview is transcribed verbatim and rated on 16 nine-point scales. 
Based on the ratings, interviews are assigned to one of five major catego-
ries: secure, insecure/dismissing, insecure/preoccupied, unresolved, or can-
not classify. Interviews classified as unresolved or cannot classify are also 
given a secondary classification as secure, dismissing, and/or preoccupied 
(Hesse, 2008). In the present study, the AAI was administered by a post-
graduate psychology candidate who was trained and supervised by a certi-
fied AAI coder, and coded by a certified coder.

The Reflective Functioning Scale (RF; Fonagy, Target, Steele, & 
Steele, 1998) is an operationalization of the mental processes underlying 
the capacity to mentalize. It is coded from the AAI interview by assigning 
different ratings to the interview answers depending on their level of reflec-
tion. An overall rating falling between –1 and 9 is given, with –1 refer-
ring to a bizarre or systematic rejection of any attempts at reflection and a 
score of 9 signifying an exceptional sophistication in the understanding of 
complex mental states across contexts. A score of 5 indicates an ordinary 
understanding of one’s own or other’s mind and a score of 3 indicates a 
naive, simplistic, overanalytical, or hyperactive RF.

The Structured Clinical Interview for DSM-IV Personality Disorders 
(SCID-II; First, Gibbon, Spitzer, Williams, & Benjamin, 1997) is a struc-
tured interview assessing DSM-IV diagnostic criteria for personality disor-
ders, conducted by trained psychologists.

The Symptom Checklist–90—Revised (SCL-90-R; Derogatis, 1994) is 
a 90-item self- report symptom inventory, measuring psychological symp-
toms and psychological distress. The global measure used in the study is 
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referred to as the Global Severity Index (GSI). The Danish cutoff scores for 
clinical caseness are 1.08 for women and 0.87 for men (Olsen, Mortensen 
& Bech, 2006).

The Inventory of Interpersonal Problems— Circumplex (IIP-C; 
Horowitz, Alden, Wiggins, & Pincus, 2000) is a 64-item questionnaire 
assessing interpersonal difficulties where items are rated on a Likert scale 
ranging from 0 (not at all) to 4 (extremely). The Danish version of IIP 
was translated into English and subsequently adjusted in agreement with 
L. Horowitz.

The Beck Depression Inventory– II (BDI-II; Beck, Steer, & Brown, 
1996) is a 21-item self- report instrument that asks clients to rate different 
depressive symptoms on a 4-point scale. Scores are summed to give a total 
score that may range from 0 to 63, 0–13 indicating minimal depression, 
14–19 mild depression, 20–28 moderate depression, and 29–63 severe 
depression.

Session Ratings. After each therapy session the client completed a 
short four-item questionnaire (“I experienced the session as fruitful,” “I 
experienced the session as difficult,” “I felt understood by my therapist,” 
and “I trusted my therapist”), rated on a scale from 1 to 7, with higher 
scores reflecting more agreement.

Session Notes. After each session the therapist wrote down a compre-
hensive report of the therapeutic dialogue as well as an overall impression 
of the session including therapist countertransference feelings.

The Client Experience Interview (Poulsen, Lunn, & Sandros, 2010) 
is an expanded version of Robert Elliott’s Client Change Interview Sched-
ule (1996). After an initial open question, where the client was asked to 
speak freely about her experience of the therapy, the interview contained 
questions about the experience of the therapist, expectations about therapy, 
changes in the client after therapy and the possible causes for these changes, 
and helpful and hindering aspects of therapy. The interview was audio-
taped.

Procedures

The randomized controlled trial took place in a university outpatient clinic. 
Following assessment for inclusion/exclusion criteria, all clients completed 
assessments pretreatment, after 5 months of treatment, and 24 months 
after beginning treatment. Clients meeting the inclusion criteria were ran-
domly assigned to the two treatments with block randomization.

Client and Therapist

The client, Joyce (a pseudonym), selected for the present study represents 
both an extreme case because she had a particularly traumatic background 
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and very severe BN, and because she— somewhat unexpectedly— recovered 
fully with regard to bingeing and purging. She was selected for this case 
study in order to get a deeper understanding of factors contributing to the 
positive outcome. The therapist was a 55-year-old woman with a full psy-
choanalytic training and many years of experience in clinical work with 
EDs.

Treatment

Due to the research frame of the therapy, the duration and frequency of the 
therapy was fixed in advance to 2 years with a weekly session.

Data Analysis

Five sessions were selected to illustrate the therapeutic process and its devel-
opment: Sessions 1, 30, 34, 46, and 47. We selected (1) sessions from the 
beginning, the middle, and the end of the therapy; and (2) sessions that 
were characterized by changes in the client’s experience of the therapeutic 
relationship. Sessions 46 and 47 were selected guided by the session evalu-
ation forms and the therapist’s notes that pointed to a sudden increase and 
subsequent fall in the client’s experience of the sessions as difficult and 
consonant observations by the therapist. Session 34 was selected because 
it seemed to have been the most difficult session for the client according to 
the session ratings.

The Client Experience Interview was analyzed by the two first authors 
who listened through the interview and produced a consensual description 
of the case (see Lunn, Poulsen & Daniel, 2012a).

case study: Joyce

The Client

Joyce was a woman in her mid-20s with a rather impressive appearance. 
She was very tall, had long (extended) blond hair, tattoos and cutting scars 
on her arms, and a notably curvaceous figure. Her problems with eating 
dated from early childhood and developed into anorexia nervosa in her 
teens and later into serious bulimia with frequent binges and purges, the 
latter supplemented with intensive exercise and laxatives.

Joyce had an extremely traumatic background. Her parents divorced 
in her first year of life and she was raised by a violent and sexually abu-
sive mother who was at times addicted to alcohol and drugs. She only 
saw her father once a week. Joyce was the mother’s only child, and they 
lived an isolated life with little contact to the outside world. According to 
Joyce’s description, her mother had a serious mental illness, which was later 
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diagnosed as schizophrenia. At the age of 15, Joyce ran away from home 
and lived a rather turbulent life, with multiple unstable relationships and 
chaotic living situations. However, she finished high school and succeeded 
in getting training and employment in a security firm. At the time of enter-
ing the therapy, she lived with a criminal biker with whom she had a violent 
relationship, and she mutilated herself in addition to the bulimic symptoms.

Based on the first meetings, Joyce gave the impression of a borderline 
personality with an enormous inner emotional pressure that was acted out 
in different kinds of impulsive behavior and left little place for self- reflection 
and mentalization. However, she seemed to have some psychological- 
mindedness, or interest in her internal experience, nurtured by a strong 
will to survive. Since her youth, Joyce had been in treatment several times 
and when she was referred to a female therapist she exclaimed, “I have 
worn down more than a dozen female therapists.” She reported having 
more distant and negative relationships to women than to men but this did 
not affect the choice of therapist.

Symptoms

The client’s results on the different measures at intake, at 6 months and 24 
months, are reported in Table 5.1. At baseline, she fulfilled the criteria for 
BN as well as borderline, paranoid, and obsessive– compulsive personality 
disorders. Her score on the GSI of the SCL-90-R was elevated, as were the 
scores on all subscales except Somatization, Obsession– Compulsion, and 

Table 5.1. baseline, 6-month, and 24-month (Termination) assessment scores

Measure 0 months 6 months 24 months

Binges, previous month 100 204 0

Purges, previous month 105 56 0

EDE, global score 4.98 5.20 3.68

SCL-90-R, GSI 1.70 2.02 1.41

IIP 2.02 1.28 1.20

BDI-II 31 35 31

AAI Unresolved/
preoccupied

Preoccupied/
unresolveda

Unresolved/
preoccupied

RF 3 3 5

Note. EDE, Eating Disorder Examination; SCL-90-R, Symptom Check List–90—Revised; GSI, 
Global Severity Index; IIP, Inventory of Personality Problems; BDI-II, Beck Depression Inventory–
II; AAI, Adult Attachment Interview; RF, Reflective Functioning Scale.
aWhen the score on the unresolved scale is 5.0 (maximum 9.0), coders can choose unresolved as 
either a primary or secondary category.
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Psychoticism. Her score of 3 on the RF represented questionable or low 
reflective functioning.

After the 2 years of treatment, Joyce had completely stopped bingeing 
and purging. Her interpersonal problems were markedly reduced, particu-
larly those related to friendly dominant and friendly submissive behaviors 
measured on the scales Intrusive, Self- Sacrificing, Overly Accommodating, 
and Nonassertive (see Figure 5.1). Her psychological symptoms and psy-
chological distress as measured by SCL-90-R were also reduced even if 

4

3

2

1

0

Domineering

Vindictive Intrusive

Cold Self-Sacrificing

Socially
Inhibited

Overly
Accommodating

Nonassertive

IlP, baseline

IlP, baseline

4

3

2

1

0

Domineering

Vindictive Intrusive

Cold Self-Sacrificing

Socially
Inhibited

Overly
Accommodating

Nonassertive

IlP, 24 months

IlP, 24 months

figure 5.1. Inventory of Interpersonal Problems (IIP) before and after treatment.
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remaining at a clinical level, while her BDI-II score did not change. It must 
be noted though that at 18 months, the BDI-II score was 7 (in the subclini-
cal range), which was also reflected in much lower expressed negative affect 
in sessions at that time. Accordingly, the higher value at 24 months might 
be understood as distress that occurred in the context of the termination 
of the treatment and current relationship issues (explained further below), 
leading to depressive symptoms at that particular time.

As seen in Table 5.1, there was no categorical change in Joyce’s attach-
ment pattern from 0 to 24 months. However, there was a notable qualitative 
change. The interview conducted at intake was marked by the description 
of the highly traumatic relationship with the physically and sexually abu-
sive mother. Overall, the interview was characterized by an unresolved and 
preoccupied state of mind with respect to attachment because of lengthy 
intrusions of traumatic material and frequent preoccupied anger in relation 
to the mother, revealing that Joyce was still emotionally entangled with her 
past attachment history. At 24 months, her attachment was again classified 
as unresolved/preoccupied, but the coder noted the presence of a degree 
of balance in descriptions and an understanding of the consequences of 
experiences, which rendered the interview surprisingly coherent given the 
extremely traumatic experiences described.

The improvement in Joyce’s condition is more clearly apparent in the 
RF scores derived from the AAIs. The rating increased from the low score 
of 3 in the pre- and midtreatment ratings to a score of 5 in the posttreat-
ment interview, indicating a coherent model of mind, although a relatively 
simple one. This change is illustrated by Joyce’s different answers to the 
question, “Are there any other aspects of your early experiences that you 
think might have held your development back, or had a negative effect on 
the way you turned out?” at baseline and at termination (24 months).

Baseline Response

“Well, my relationship to food and all those problems related to defeca-
tion has been a problem. When you eat food, normally you have to go 
to the bathroom. I couldn’t go to the bathroom when I was small. And 
often I had a real pain in my belly and thought, my mother, then she 
thought it was so gross when I then got to go to the bathroom, and 
she scolded me because— so I have always found it hard getting to the 
bathroom, always. I felt it was disgusting when I was at the bathroom, 
I feel it’s gross and I can’t relate to it. In spite of taking laxatives until I 
nearly puke, I can’t deal with it, I think it’s so gross. . . . And it’s defi-
nitely had an effect on me . . . And then also in relation to food, right? 
I mean, the thing about food being the only thing I could control, in 
relation to her . . . ”
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Termination Response

“Um, nothing apart from the thing about being beaten and sexually 
abused and that, I feel that the only, the only place I actually find my 
real self- esteem is by having sex, I mean with the one I love . . . the 
approval I get there, I hardly can describe it, and when I don’t get it, it 
really brings me down . . . I think it’s got a lot to do with the fact that 
it’s that kind of attention I’ve had when I was a child, and that then 
later on, I could control the men by being sexually active you could say, 
and by wanting it, and then I’ve had some approval through that . . . 
but I realize that if it goes on like that, then [my partner and I] won’t 
stay together because then I really can’t sustain my self- esteem, then 
I’d rather be alone, and not count on getting that approval from him, 
right, so I think that has had a big effect on me.”

Though both answers reveal ongoing pain associated with the expe-
riences in her childhood, her first answer to this question focuses exclu-
sively on concrete bodily dysfunctions, especially problems with constipa-
tion. There is no reflection on her actual relationship with her mother, 
who appears as a criticizing object in the background, or her own specific 
emotions. The first response lacks coherence, is disjointed, and is confusing 
to the reader/listener. Her second answer involves the sequelae of sexual 
abuse, and a coherent, though painful, account of how this has influenced 
her relationships with men. Particularly, the last part of the answer indi-
cates a development of her capacity to reflect upon herself, that is, her frag-
ile self and her need for approval.

Client Session Evaluations

Figure 5.2 gives a clear indication of development in the client’s experience 
of the sessions. The sessions from the first half of the therapy give a fluc-
tuating impression with some sessions experienced as very difficult, oth-
ers not at all, some sessions experienced as clearly rewarding, others more 
moderately, and some sessions in which Joyce felt highly understood by her 
therapist, in others just understood. Unlike this turbulent picture, Joyce’s 
experience of the last part of the therapy seems to have been more stable. 
The figure also indicates which sessions to choose for a more qualitative 
exploration (cf. “Data Analysis” section).

Course of Treatment

Joyce stayed in therapy through the 2 years she was offered, attending 65 
sessions. For the first 9 months of the treatment she attended every session, 
except for a few cancellations. This was followed by a period of several 
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months when it was difficult to make appointments due to an unstable 
period in her life with a shift in work and a breakup in her love relationship. 
For the rest of the 2 years she came regularly.

Through the whole treatment period, the surface content of the ses-
sions was her eating problems and her relationships, especially to men and 
in a more indirect way to her mother. However, there was a considerable 
change in how and how much she talked about these problems, in who she 
mostly talked about, in how the therapist experienced the relationship with 
her, and in how she acted in her outer life.

In the beginning of the therapy the therapist felt quite overwhelmed 
and confused in the sessions. Joyce talked nonstop about the problems she 
experienced in all areas of her life. In her narrative, the problems were 
entangled and described in a crude language and in a concrete and pri-
vate way that did not take into account that the listener was not familiar 
with the people she talked about. She tended to place the responsibility for 
her problems outside herself, on her mother, on people looking at her in 
strange ways, and not least on her relationship with her boyfriend who was 
described in aggressive narrations of how abusive, violent, and awful he 
was at times, interspersed with sudden descriptions of him as attentive and 
sweet. Often she quoted a dialogue, shifting between her and her partner’s 
statements as if she could remember far back exactly what had been said. 
In this period of the therapy, the therapist had the impression of being used 
as a container into which a lot of painful, undigested emotions and sensa-
tions were dumped.

The session content and interventions selected below will attempt to 
demonstrate how Joyce’s thought process and conversation surrounding 
difficult emotional experiences became more coherent and organized (i.e., 
the development of mentalization), how she became better able to express 
genuine emotion without defending against it by distorting her experience 
or blaming others, and how her description of relationships (including with 
the therapist) developed more positive themes.

The very first session of the therapy illustrates how Joyce felt threat-
ened by other people in general and how her intense negative emotions felt 
intolerable to her. Joyce’s thoughts were disorganized and seemed at times 
incoherent to the therapist, who had the impression that Joyce, metaphori-
cally speaking, seemed to “vomit” an undifferentiated and unmetabolized 
substance of bad experiences through her speech.

JoyCe: At the moment I am in a situation that is a bit warped, right? 
Because I have a lot of absence from work, right? Because of my stom-
ach, because I have really been vomiting blood, so I have been at the 
hospital, umm, because it is completely fucked up—the system, you 
know. So right now I am in such a tight squeeze with everything. And 
then I have my ex- boyfriend . . . [who] is not so much an ex. . . . He 
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opened a brothel in January and I could not stand it. That’s also where 
the eating disorder has really escalated, right? Because these girls they 
just look much better than I had imagined, I thought hookers were 
such ugly ones and then I found out that some of them were much bet-
ter looking than I and thinner . . . and then it is obvious that I feel like 
nothing, right . . .

In this session she also “warned” the therapist by telling about all her 
previous female therapists who had not helped her and had tried to make 
her change her appearance and style. Likewise, she talked about how other 
people commented on her appearance and had intentions to change her:

JoyCe: It’s just like, sometimes I think, why do people have to comment on 
me? I’m not commenting on people. . . . Why do you have to sit and 
talk about how much I’ve had put in my breasts? That isn’t anybody’s 
business? Those are my breasts, I mean, it’s those kinds of things, 
right? I really feel at the moment, I just can’t take it, I become. . . . 
Urrgh, I can feel, it’s really bothering me at the moment, it’s not usu-
ally as bad as this. But I really can’t bear it at all.

At this moment the therapist tried to engage Joyce in a reflection, to 
demonstrate how she might use the sessions to promote more understand-
ing of her role in interpersonal interactions:

TherapisT: Is there something about you as well that invites comments 
from other people? Or, I mean, is there something about you that 
allows it? . . . Because it might also be important and part of what we 
could look at here, if there is something that makes people overstep 
your boundaries . . . ?

JoyCe: Absolutely. But then it’s, that people have said stuff like, “then you 
can just stop having your nails done,” “then you can just stop getting 
tattooed,” “then you can just . . . ” Why? Why can’t I be me? Then you 
can respect that I’m me. Because, when some fat lady sits there, sits 
downing Mars bars and pizzas and stuff, then nobody walks over to 
her and says, “You’re so disgusting, what are you doing, why are you 
eating all that stuff, lose some weight for God’s sake,” nobody does 
that.

Nine months into treatment, Joyce was still talking in the same man-
ner but it did not fill up the entire session. At this time a certain pattern 
between Joyce and the therapist began to emerge, repeating itself over sev-
eral sessions. In the beginning of a session, Joyce was usually upset, cry-
ing, complaining about how much she had eaten, how much money she 
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had used, how her boyfriend had tempted her by putting lots of sweets 
in front of her and how her bulimia never had been as bad as now. The 
therapist gradually felt more and more incompetent and useless, as the ses-
sion progressed, and guilty for not being able to help. However, during 
each session and across multiple sessions marked changes took place. Joyce 
pulled herself together, stopped crying, adopted a more optimistic view, 
and eventually wondered how it could be that, when in therapy, she felt 
quite differently. She noted that in therapy she felt better after talking about 
her problems, and had difficulties in understanding how miserable she had 
just felt. In her therapy notes, the therapist described countertransference 
feelings of being useless and overwhelmed by Joyce’s complaints and how 
she was amazed by the shift in Joyce’s state from when she entered until she 
left the room.

In Session 29 (10 months into treatment), this pattern, according to 
the therapist’s notes, seemed to culminate. At that time, Joyce had quit a 
job that she hated and found a new one with which she was more satisfied. 
Even more important, she had succeeded in leaving her boyfriend. Never-
theless, she appeared to feel almost more desperate. She began to cancel her 
sessions and while the purging episodes were reduced, she had a disturb-
ingly high number of severe bingeing episodes.

After stopping cancelling, the therapist experienced that the therapeu-
tic alliance was slowly reestablished and the therapeutic dialogue in Session 
30 and onward indicated a dawning understanding of Joyce’s acute des-
peration and a plausible reason for the increased pressure on the therapist.

TherapisT: Is it much worse right now?

JoyCe: (crying intensely) It’s probably because it’s all there is, there’s 
nothing else that I can substitute it with, now I realize it’s the food, 
right? . . . I don’t know what to do, I don’t know. . . . I eat a-a-all the 
time, there are no breaks at all. I don’t sit even 1 hour without food, I 
really don’t. I mean it’s insane, really. . . . But now I just can’t substitute 
it with something else, now this is the largest problem I have. I mean, 
there isn’t some boyfriend that’s hitting and hitting me or some boss 
who’s totally fucked up that persecutes me.

TherapisT: Now you’re hitting yourself all the time.

JoyCe: There’s no change in this. . . . Now I don’t have any excuse for 
eating, there isn’t any stupid jerk that stands there and threatens me 
all the time, so I can think, “Now I have to comfort myself by eat-
ing.” There isn’t any excuse for it anymore now. I mean, I’m without 
excuses. And it’s probably that that’s so hard for me to accept, that it’s 
myself that does this to me, right?

TherapisT: We talked about it when you were together with Leon . . . as if 
you knew yourself that when you are with him he’s kinda like a buffer, 
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so that you can direct your anger and your frustration toward him, 
and when he’s not there, then you direct it toward yourself . . . you are 
angry, you have a lot of aggression inside and the way you handle it is 
to eat all the time. Then in periods you can direct it toward something 
else. If you get into some conflicts . . . [you can] get someone else to 
direct it toward you.

Joyce: Right.

The therapist’s interventions captured Joyce’s need of an external bad 
object to hold responsible for her misery. When such an object, such as her 
boss or her abusive boyfriend, was not available, her misery— and conse-
quently her bulimic episodes— increased. The therapist did not, however, 
interpret that the therapist may have had the same function. Neither did the 
therapist realize the mechanisms through which Joyce changed from being 
in a terrible state in the beginning of a session to leaving the room optimis-
tic and relieved. Based on the therapy notes it seems as if Joyce projected 
her emotions “into” the therapist, and that these were experienced in the 
therapist as feelings of incompetence and uncertainty about her possibil-
ity for helping Joyce. However, this possible projective identification was 
not consciously realized by the therapist at this stage, but has only become 
apparent in retrospect.

In the subsequent sessions, Joyce’s complaints about the bulimic 
symptoms continued. However, she talked about the symptoms in two 
very different ways, even within the same session. On the one hand, she 
talked about the bulimia as a kind of physical dependency and as a way of 
soothing herself. On the other hand, she explored how she used her symp-
toms in relation to others. The therapist’s reactions also fluctuated, but 
momentarily she experienced a new feeling of compassion and empathy 
with Joyce.

In Session 34 (11 months into treatment), a session that Joyce experi-
enced as especially difficult (see Figure 5.1), she began to talk of her need 
of control and to connect this to her experiences with her mother and her 
boyfriends.

Joyce: You know, I’m afraid of myself, right? I realize that now, right? I’ve 
been afraid of my mom, and John and Chris and Carlos and Kevin and 
Leon and probably Peter as well. I’ve been afraid that they would hit 
me, all of them, I’ve been afraid that they would let me down or been 
afraid that they would cheat on me or something, right? But what it 
really comes down to is that I’m afraid of myself, right? When I wake 
up, I’m afraid of myself.

TherapisT: And what you’re afraid of is . . . that you go berserk on your 
own body.
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Joyce: Right. That I can’t control it. I haven’t got anybody to place it on 
anymore, I’m afraid of myself you know.

TherapisT: You keep on exposing yourself to what your mother has 
exposed you to, right? What I’m trying to say is that when you were 
a child, then you couldn’t control how your mother treated you and 
your boundaries were overstepped all the time. . . . But now, it’s as if 
that now you’re your own bad mother. I mean, you go on, one way or 
another attacking your body and—

Joyce: —myself . . . Yeah, it’s as if I love to suffer, right? It really is. Then 
I find a boyfriend that I know will let me down or beat me or some-
thing, right?

TherapisT: It’s as if you have to expose yourself to something that’s madly 
unpleasant all the time.

Joyce: Well, that’s what I know about. I don’t know anything else. I don’t 
think I would believe it if it was good, right? I think that’s why. I’m so 
suspicious of things. So I am afraid when things go well . . .

TherapisT: It sounds as if there is always something unpredictable, 
right? . . . It should be so nice or it could be so nice and the next second 
it turns out that it was just a lie and it was something else entirely. And 
he [the boyfriend] was not nice at all. So when you don’t have such an 
external bully, . . .

Joyce: Then I do it myself.

Later in the session, the therapist goes on talking about Joyce’s need for 
control.

TherapisT: Mmm . . . it’s as if you’re all the time, one way or another, 
fighting something uncontrollable. And in the beginning, then it was 
your mother that was uncontrollable, . . . you say that she changed, 
that she could be nice and then all of a sudden it was something else, 
completely . . .

Joyce: Right.

TherapisT: Uncontrollable. So she must have, in a way she must have given 
you an extreme need for control. For being able to control something. 
For having somewhere in this world where you were in charge.

Joyce: Right, I controlled my food, that was the only thing I could control. 
And my homework, right, my school. I was really into that as well . . . 
So that and the food, I was in charge of that myself.

In this session, the therapist felt that Joyce received the therapeutic 
interventions in a new way. She did not just say yes to please the therapist, 
rather her yes expressed that she felt genuinely understood by the therapist.
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In the following sessions and through the remainder of the therapy, a 
change in the therapeutic atmosphere took place. Technically expressed, it 
appeared that Joyce began to “withdraw” some of her projections, that is, 
she could experience current negative emotions as having their source in 
her self rather than blaming other people, and could admit her own share in 
her conflicts with others. This change became increasingly obvious in rela-
tion to a new man with whom she engaged. Since he was not violent, Joyce’s 
own contribution to the arguments she had with her new boyfriend were 
much more evident. In this relationship, it also became clear how danger-
ous it was for her to be close to and dependent on another person, and how 
vulnerable, insecure, insufficient, and inadequate she felt. This dynamic 
was expressed clearly in Session 46:

JoyCe: I don’t know how to feel good, apparently. I behave in a way that 
he can’t accept and it’s very hard to relate to, to have to realize, that I 
have some problems . . . I have always been able to think, “Yeah, right, 
but you beat me” or “You cheat on me” or . . . I couldn’t kinda turn it 
around in my head and like take responsibility for the things I really 
knew were my problems. And right now, I don’t have anything to use 
against Peter.

. . .

JoyCe: It’s really hard for me to understand that he does want me. It’s really 
hard. I don’t understand it, I can’t comprehend it in my head. There 
is something that kinda puts a stop to . . . It’s like, [I believe] it really 
has to end with him leaving, he hits me in the head, he’s out of here, he 
leaves and fucks a thousand girls.

TherapisT: Then the worst-case scenario is fulfilled.

JoyCe: Then it’s fulfilled, right, that’s really what part of me is waiting for 
if I have to be totally honest, that’s really what I’m waiting for. . . .

TherapisT: Are you pushing things a little bit in that direction as well?

JoyCe: Absolutely, 100%. I do, when I have an argument, I push it to the 
limit.

With the help of the therapist’s interventions, Joyce realized that to be 
close to her new boyfriend was such a burden for her that she used all kinds 
of means to force him into becoming a new bad “object,” creating a rela-
tionship that fit the pattern to which she was accustomed. Consequently, 
she reacted with a combination of triumph and relief if she, for instance, 
succeeded in catching him telling a lie. In this position, where she was in 
the right, she felt invulnerable and released from her feelings of inferiority.

Aspects of this pattern unfolded particularly clearly in Sessions 46 and 
47 in which Joyce talked about her boyfriend’s anger because of her own 
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lying. Gradually, Joyce and the therapist focused on Joyce’s own tendency 
to tell lies and her use of lying to manipulate other people’s impression of 
her, and to maintain an idealized picture of herself. The therapist com-
mented on an event where she thought that Joyce had lied to the therapist 
as well, which initially aroused great anger in Joyce and an impulse to never 
turn up again. However, the relationship survived and although she contin-
ued to perceive her boyfriend to have deceiving intentions, she worked hard 
to be more honest toward him and gradually developed a more mentalizing 
and self- reflective stance. Interestingly, she also stopped bingeing and purg-
ing around this phase of the therapy.

Session 47 illustrates a marked change in Joyce’s way of dealing with 
her problems. Instead of acting out in the session by talking of her self- 
destructive acts nonstop, she starts in the following way:

JoyCe: I don’t know what’s happening to me [therapist’s name], I really 
don’t know, I’ve been thinking about the thing about me lying a lot, 
I’ve really thought about it since last week and . . . I see it clearly in 
myself, I don’t even think about lying . . . I just do it like this. (Snaps 
her fingers.)

She continued talking about how difficult she felt it was to reflect upon and 
change herself:

JoyCe: But I just think there are many, many things I have to learn in a very 
short time, and as I said to him today, I’m not sure I can handle it all 
at once . . . I just don’t feel good enough for him. . . .

. . .

JoyCe: And all those things I have to take responsibility for. . . . Fuck how 
easy it has been . . . just to find a boyfriend who beats you up and 
cheats on you and then you can just think about how fat and disgust-
ing you are and when you’re going to eat the next time . . . It’s 40 times 
easier living like that. I really see that now, and that just may be the 
reason I want to run away from him. . . . Because then I can go on with 
my life . . . where you just . . . don’t have to relate to. . . . (Sniffs.) I can’t 
deal with it.

During this phase, Joyce also seemed to become very dependent on the 
treatment (Session 46):

JoyCe: This is the only place I can relax, and I can feel it when I haven’t 
been here a while . . . I get a lot of stuff that’s just bottled up inside 
because I don’t have anybody . . . but I have, right here, you’re the only 
person that I ever, I can tell you everything. . . . And I also trust that 
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you don’t judge me. I have the impression, I’ve had that with some 
other psychologists, they judged me and they looked at me in a strange 
way or said stuff that didn’t fit with who I am. If you say something 
that doesn’t fit with who I am, I’ll tell you.

However, due to the design of the research project, the therapy had to 
stop after 2 years. This limited time frame probably influenced the last part 
of the therapy. According to the therapy notes, Joyce continued to struggle 
with her relationship with her new boyfriend. At the same time, she con-
tinued to fight against her wish to become really close to somebody and 
she never fully gave up her attitude of being strong, independent, and able 
to cope all by herself. At the end of treatment, she still had a relationship 
with her new boyfriend and was expecting their baby. However, she had 
distanced herself from him as well as from the therapist. Concerning the 
symptoms, she had stopped bingeing and purging.

Client Experience Interview

The client interview portrays Joyce’s conscious experience of the therapy, 
the therapist, the therapy process, the outcome, and her expectations of the 
treatment. As it appears below, the information obtained by the interview 
both supplements and confirms the impression derived from the transcripts 
and the therapist’s session notes.

Regarding her expectations of the therapy, Joyce had high hopes and 
was highly motivated but also had low expectations because of her earlier 
relatively negative experiences with therapists. In the interview, she stated 
that these low expectations were not confirmed. The therapist did not try to 
change her appearance, and she appreciated that the therapist had reacted 
constructively when Joyce had expressed dissatisfaction with the therapy 
or with the therapist herself. Furthermore, having had a good experience 
with a female therapist had helped her trust women outside of the therapy. 
She also expressed that the therapist had made her realize that she had a 
lot of negative feelings toward other people and had helped her reflect on 
these negative feelings in contrast to her earlier therapists, whom she felt 
she could manipulate all too easily.

Regarding the therapy, Joyce stated that she felt good about the ther-
apy and experienced it as a secure and stable breathing space where she 
allowed herself to cry. She described the continuity of the therapy as a 
wake-up call in the sense that attending the sessions week after week made 
it impossible for her to deny that “everything was going to hell.” Two expe-
riences were of special significance. One concerned the therapist’s capacity 
to admit and correct a failure. Once the therapist’s office phone rang in the 
middle of a session, which Joyce found very disturbing. However, the thera-
pist acknowledged that it was a mistake and prevented it from happening 
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again. In the other significant experience, the therapist confronted Joyce 
with her lying not only outside of but also in the sessions. This turned out 
to be a turning point. Initially, Joyce became angry and the two of them 
struggled with that for some sessions. But subsequently, Joyce became more 
honest and tolerant of her self- perceived failings. However, she stated that 
she missed a more directive therapeutic style and concrete tools to help her 
with the bulimic symptoms.

She described her benefits from the therapy in the following way: “I 
feel better, I have become stronger, I feel that I am okay the way I am, and 
do not need to be perfect”; “I became strong enough to leave my boyfriend 
and stay single for a period”; “I have found a new boyfriend who does not 
beat me”; “I feel more confident with women”; “Christmas is no longer a 
huge problem”; “My relationship to my aunt [the only female relative she is 
in contact with] is much better”; and “I have realized that I love my father.” 
At the same time, Joyce described her mood as “more gray” than earlier 
where she alternately felt happy and exalted and depressed.

disCussion

The client in this case study recovered fully from severe bulimic symptoms, 
which were her reason for contacting the University Clinic. In addition to 
this, she developed in other important ways. Her interpersonal problems, 
measured quantitatively as well as qualitatively, were markedly reduced. 
She had fewer conflicts with others, she was happier at work, she developed 
more trust in women and a closer relationship with her family, and she suc-
ceeded in leaving a violent and criminal boyfriend and to establish a more 
healthy relationship with another man with whom she expected a baby. 
Her attachment pattern remained unresolved/preoccupied but there was a 
notable development in the coherence of her descriptions and understand-
ing of the consequences of her traumatic experiences. This was validated by 
an improved reflective functioning.

The main question for this discussion is how to understand the positive 
outcome of the therapy. Which factors contributed and which mechanisms 
of change seem to have been active? In other words: How did the client, the 
therapist, the relationship between them, the specific kind of therapy, and 
therapy external factors contribute? These questions are related to the dis-
cussion in the field of psychotherapy research regarding the relative impor-
tance of common factors and specific techniques for outcome (Wampold, 
Ollendick, & King, 2005).

Beginning with the specific technique, the listening and containing 
therapeutic attitude characteristic of PPT apparently was of great benefit to 
the client. For a long period, the therapist made herself available for Joyce’s 
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incoherent, concrete, and undifferentiated speech about her bad experiences. 
The therapist understood her role to be a “container” for the client’s projec-
tive identification, meaning that the therapist allowed Joyce to express her 
rage and terrible fear of others through her blame of others, without criticiz-
ing or correcting her, and gradually Joyce was able to recognize and accept 
those emotions as her own. Though this was an implicit process between 
patient and therapist, there are clear signs that it was a great relief for Joyce. 
In the client experience interview, Joyce described the therapy as a secure 
and stable breathing space where she allowed herself to cry.

Another important aspect appears to have been the reflective nature 
of PPT. During the process, the client was helped to recognize her feelings, 
especially her negative feelings toward other people, and her attempts to 
avoid them, to put feelings into words, and to reflect on them to a higher 
degree. This involved making a connection between the bulimic symptoms 
and present and previous relationships, such as the danger involved in 
expressing negative feelings in her chaotic childhood relationships. Like-
wise, an understanding of the bulimic symptoms as an acting out of aggres-
sive feelings toward others and herself emerged. She also began to real-
ize how she manipulated other people in order to transform especially her 
actual boyfriend into a bad object and to control other people’s impression 
of her by lying.

Multiple mechanisms may have contributed to this change in her self- 
understanding. In the client interview, she underlined that attending the 
sessions week after week for 2 years made it impossible for her to avoid 
acknowledging her own part in and responsibility for the conflicts in which 
she was involved. Another change mechanism concerns the function of the 
therapist. As it appears from the transcripts from the first session, the client 
did not really respond to the therapist’s interventions in the beginning of 
the therapy. What seemed to be of importance was the availability of the 
therapist. Later, 9 months into treatment, this was still the case. However, 
at this stage the therapist had a much more difficult time bearing the role 
of being available; based on the therapy notes it appears that the therapist 
struggled with self- reproaches and feelings of incompetence and useless-
ness, which were understood by the therapist as countertransference reac-
tions, that is, as a result of the patient’s unconscious projections and the 
therapist’s identification with the projected.

More than halfway into the therapy, the atmosphere in the sessions 
changed and the client became more receptive to the therapist’s interven-
tions. This is reflected in the session transcripts by more pauses in the cli-
ent’s speech and more active interventions from the therapist. In these inter-
ventions, the therapist mirrors and adds to the client’s understanding, as in 
the interaction about Joyce’s ambivalent wishes for her boyfriend to be good 
and bad, and how she pushed him to the limit in order to fulfill the worst-
case scenario. Both the client and the therapist experienced the therapist’s 
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confrontation of Joyce—as in the interactions regarding her dishonesty— as 
very important, and the confrontation of the possibility that she lied in 
sessions seemed crucial as well. As appears from the extracts from Session 
47, a substantial change in her way of dealing with her problems followed. 
In the client interview, Joyce stated that the therapist’s confrontation was 
important because it demonstrated that she could not manipulate the thera-
pist, in contrast to earlier therapy experiences.

Besides the change mechanisms specific for PPT, client and therapist 
characteristics and the therapeutic relationship are essential factors that 
contribute to outcome (Norcross & Wampold, 2011). In this study, the 
client’s motivation may have had a major influence. In the client interview, 
it appeared that she was highly motivated. Her will to quit the bulimic 
symptoms and to get a better life was also evident for the therapist and for 
those who interviewed her. The therapist’s training, her long experience 
with EDs, and her age may have been positive factors. The therapy relation-
ship developed in a very positive way. The client reported that she trusted 
the therapist from the very beginning, partially because the therapy was 
part of a research project. During the therapy this external reason for her 
trust developed into a more genuine trust in and respect for the therapist, 
which may have facilitated her increased dependency on the therapist in 
the last part of the treatment. The therapist’s countertransference feelings 
also developed during the process. From being rather overwhelmed by the 
client’s traumatic background as well as by her spectacular appearance and 
crude language, followed by feelings of incompetence, she increasingly felt 
sympathy and empathy for her. She really liked the client and it appears 
from the therapy notes and parts of the transcripts, which due to space 
limitations have not been included, that a certain characteristic humor and 
way of talking developed between the two of them, which facilitated the 
client’s ability to talk about her traumatic experiences and the therapist’s 
ability to listen to them.

Factors external to the therapy may also have contributed to outcome. 
During the treatment, the client developed a relationship with a man who 
seemed to be much healthier than her former one. This relationship had a 
great influence on her and made it possible to work with reaction patterns 
in the therapy that until then had been in the background and somewhat 
masked by the former boyfriend’s violent behavior. However, the therapy 
had, without doubt, helped her to leave the first boyfriend. This was also 
the case with her pregnancy. She recovered from her bulimic symptoms 
before her pregnancy but the pregnancy probably made her more resistant 
to relapse. Both Joyce and her therapist were concerned whether she would 
still be without symptoms after the child was born. However, 5 years after 
terminating treatment, when she met with the therapist to give permis-
sion to write this case story, she was still completely free of bingeing and 
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purging episodes. At that time she was in a new relationship, but she and 
the child’s father were managing to be successful parents together.

praCTiCe and researCh impliCaTions

One important consideration is the generalizability of these data: Is the 
outcome of this case a more or less understandable exception, or is it vali-
dated by other cases? The answer to this question is both yes and no. In the 
randomized clinical trial in which the study is nested, CBT turned out to 
be more efficient than PPT (Poulsen et al., 2014). However, very rewarding 
therapies may be hidden behind what appears as poor outcome cases in a 
randomized controlled trial. This was confirmed by a case study including 
five of the patients who received PPT (Lunn et al., 2012a). Four of these 
patients had profited a lot and pointed to the importance of the length and 
continuity of the therapy, the reflective nature of the approach, and the 
nonjudging and containing attitude of the therapist. Apparently, the plas-
ticity of the approach made it possible to adapt the therapy to the individual 
client’s needs and personality. Thus, it turned out that the clients experi-
enced the therapeutic process in very different ways: one patient praising a 
more nonverbal and nonintrusive process, another a more rational and ver-
bal one as if the patient were going to learn a new alphabet, and yet another 
a more confrontative therapeutic style. This finding was in accordance with 
the guidelines of the manual in which different approaches to different lev-
els of personality organization were described (Lunn & Poulsen, 2012a). 
The case study also showed that it was a challenge for the clients to find 
their way in this kind of psychotherapy due to its unstructured nature and 
lack of more active interventions like education about food and weight 
and concrete strategies to deal with urges to binge. Hopefully, an ongoing 
qualitative exploration of the outcome of the 70 cases included in the ran-
domized controlled trial will contribute to a more elaborated discussion of 
the mechanisms of change in PPT with bulimic clients and the challenges 
inherent in this approach.
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The absence of evidence- based treatments for older adolescents and adults 
with anorexia nervosa (AN) is one of the most serious issues in the eating 
disorders (EDs) field. Although structured behavioral interventions pro-
vided in intensive settings (e.g., inpatient, day hospital) are effective at 
improving weight and reducing aberrant eating behaviors in the short term, 
30–50% of individuals who receive intensive treatment for AN relapse or 
require additional hospitalization in the year following discharge (Carter, 
Blackmore, Sutandar- Pinnock, & Woodside, 2004; Treat, McCabe, Gas-
kill, & Marcus, 2008). Efforts to develop outpatient interventions for older 
adolescents and adults with AN have been similarly disappointing, with no 
treatment showing consistent benefits across studies (Bulik, Berkman, 
Brownley, Sedway, & Lohr, 2007). Given the morbidity and potential chro-
nicity associated with AN in adults (Keel & Brown, 2010), there is a critical 
need for the development of novel treatments that are both acceptable to 
patients and effective at ameliorating AN symptoms.

Emotion acceptance behavior therapy (EABT) is an outpatient psy-
chotherapeutic intervention designed specifically for older adolescents and 
adults with AN. The principles of EABT derive from empirical work on the 
psychopathology and treatment of AN, clinical experience, and the general 
psychotherapy research literature. Specifically, EABT is based on a concep-
tual model that emphasizes the role of anorexic symptoms in facilitating 
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avoidance of emotions. As shown in Figure 6.1, the EABT model postu-
lates that people with AN often are characterized by individual features, 
such as inhibited or harm avoidant personality traits and problems with 
anxiety and mood disturbance, that shape their experience of emotion as 
aversive and uncontrollable. This negative experience of emotion results in 
“emotion avoidance,” that is, the desire to avoid experiencing or express-
ing physical sensations, thoughts, urges, and behaviors related to emo-
tional states. Anorexic symptoms (e.g., extreme dietary restraint; purging; 
excessive exercise; ruminative thoughts about eating, shape, or weight) are 
hypothesized to serve the function of facilitating emotion avoidance by (1) 
preventing patients from experiencing emotions and (2) reducing the inten-
sity and duration of emotional reactions.

In the early phases of EABT development, we conducted a series of 
focus groups with older adolescents and adults with AN, and their feed-
back helped to shape the tenets of the EABT model. Below are two repre-
sentative quotes from focus group participants:

“So to just focus on the anxiety, just focus on the depression, just focus 
on the eating disorder, you can’t. They’re all tied up in one. [The eating 
disorder] is a way of calming myself because I know I can do some-
thing and when you’re so starved, all you can think about is food and 
body image. You can’t think about a lot of other things that are mak-
ing you so anxious, you can only think about that.”

figure 6.1. EABT model of emotion avoidance in AN.
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“There’s just a lot of new things and I felt like this part of my life is 
ending, and the next part of my life hasn’t started yet and I couldn’t 
really deal with the anxiety of what’s next, when is it going to happen, 
what am I going to do, and the eating disorder, it gave me something 
to do, it gave me something to think about. It’s very calming, it’s very 
relaxing. I mean . . . you’re counting sit-ups and crunches, it’s calming, 
it fills up your mind, you don’t need to think about what’s going on. 
If you’re counting calories, you don’t have to think about what’s going 
on. If you’re sitting in a restaurant and analyzing every option on the 
menu, then you don’t have to interact socially. You can remove your-
self from uncomfortable situations. The eating disorder isn’t comfort-
able in itself, but it comes to replace some of those things.”

supporT for The emoTion aCCepTanCe 
behavior Therapy model

Several lines of work provide support for the associations among individual 
features, emotion avoidance, and AN symptoms outlined in Figure 6.1. 
Indeed, close observers of ED psychopathology long have noted that indi-
viduals with AN have difficulty construing or tolerating emotions (e.g., 
Bruch, 1988; Schmidt & Treasure, 2006; Slade, 1982). Furthermore, sev-
eral theorists have postulated that abnormalities in fear conditioning and 
discomfort experiencing novelty or change may signal an “emotional endo-
phenotype” (Treasure, 2007, p. 216) of AN characterized, in part, by pho-
bic avoidance (Kaye, 2008; Strober, 2004; Treasure, 2007). Finally, some 
scholars have speculated that dietary restraint serves an anxiolytic function 
for individuals with AN, which could play a role in the expression and 
maintenance of symptoms (Kaye, 2008; Strober, 2004).

Empirical research by our group and others provides further support 
for the EABT model. For example, in a sample of 75 AN patients ages 
≥ 17 years, we showed that emotion avoidance is present in individuals 
with AN, and found preliminary support for the idea that emotion avoid-
ance helps to explain the relation of depressive and anxiety symptoms to 
AN psychopathology (Wildes, Ringham, & Marcus, 2010). Similarly, in 
an experimental study of the association between negative emotions and 
ED symptoms in patients with AN, we found that individuals randomized 
to a negative mood induction had an increase in negative affect from pre-
test to posttest that was accompanied by significantly greater increases in 
ED cognitions than were exhibited by individuals randomized to a neutral 
emotion condition, who had no changes in negative affect or ED cognitions 
(Wildes, Marcus, Bright, & Dapelo, 2012). Studies that have assessed AN 
patients’ perceptions of the functions served by disordered eating symp-
toms have reported that the illness helps affected individuals to avoid or 
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control emotions (Gale, Holliday, Troop, Serpell, & Treasure, 2006; Nor-
dbo, Espeset, Gulliksen, Skarderud, & Holte, 2006; Serpell, Treasure, 
Teasdale, & Sullivan, 1999). Finally, research has documented a broad 
range of emotional difficulties in individuals with AN, including deficits in 
emotion recognition (Harrison, Tchanturia, & Treasure, 2010), attenuated 
emotional expression (Davies, Schmidt, Stahl, & Tchanturia, 2011), and 
alexithymia (Kessler, Schwarze, Filipic, Traue, & von Wietersheim, 2006).

emoTion aCCepTanCe behavior Therapy

The EABT model assumes that emotion avoidance leads to two main prob-
lems for individuals with AN. First, although AN symptoms may be effec-
tive at reducing emotions in the short term, over the long term, efforts to 
avoid emotion may have the paradoxical result of increasing the frequency 
and intensity of emotional reactions. A large empirical literature has docu-
mented that attempts to avoid internal stimuli (e.g., emotions, thoughts, 
physical sensations) are largely ineffective and often result in more (not 
fewer) unwanted experiences (Hayes, Wilson, Gifford, Follette, & Strosahl, 
1996; Moses & Barlow, 2006). Thus, in their efforts to avoid emotion, AN 
patients may find themselves trapped in a cycle of emotional vulnerability, 
avoidance, and disordered eating. Second, because patients spend so much 
time focused on AN symptoms, valued goals in other areas of their lives 
often are neglected. As one of our focus group participants put it:

“When I’m at the end of my recovery and at like the highest weight, 
I’m freaking out inside and everyone’s like, ‘Oh, you’re getting better, 
you’re getting better’ and you’re like no, because right now this is being 
taken from me and I have nothing else.”

Accordingly, the primary treatment targets in EABT are (1) AN symp-
toms, (2) emotion avoidance, and (3) disconnection from other valued 
activities and relationships.

To address these treatment targets, EABT combines standard behav-
ioral interventions that are central to the clinical management of AN (e.g., 
weight monitoring; prescription of regular, nutritionally balanced eating) 
with psychotherapeutic techniques designed to increase emotion awareness, 
decrease emotion avoidance, and encourage resumption of valued activities 
and relationships outside the ED. EABT is heavily influenced by “third- 
generation” behavior therapies (Hayes, Luoma, Bond, Masuda, & Lillis, 
2006), such as acceptance and commitment therapy (ACT), dialectical 
behavior therapy (DBT), and mindfulness- based cognitive therapy (MBCT). 
Third- generation behavior therapies are similar to traditional behavioral 
and cognitive- behavioral approaches in that they share a commitment to 
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the use of empirically supported behavior change strategies (e.g., exposure, 
behavioral analysis); however, these newer methods are distinguished from 
earlier approaches by an increased emphasis on the context and function 
of psychological phenomena, as opposed to altering symptom form. Thus, 
EABT focuses on helping patients to identify the functions served by AN 
symptoms, including the connection between AN symptoms and emotion 
avoidance, and to adopt alternative strategies (including cultivating a will-
ingness to experience/tolerate uncomfortable emotions and other avoided 
experiences) in the service of reconnecting with other valued activities and 
relationships (Hayes, Strosahl, & Wilson, 1999; Linehan, 1993).

EABT is divided into three phases, but content across therapy sessions 
is overlapping, and the phases are not intended to be distinct. All sessions 
include a weight and symptom check-in, review of the past week from the 
patient’s perspective, and validation of the patient’s concerns about gaining 
weight and reducing ED symptoms. As in other manualized treatments for 
AN, a major aim of EABT is to assist patients in achieving and maintain-
ing a healthy body weight and sustaining normal eating. However, because 
individuals with AN often are ambivalent about relinquishing ED symp-
toms, the initial focus of symptom management is on weight stability (i.e., 
preventing further weight loss) rather than weight gain.

EABT session frequency and treatment length are tailored to specific 
patient needs. All patients attend therapy twice weekly for the first 4 weeks. 
If a patient achieves weight stability or weight gain after 4 weeks of EABT, 
he/she steps down to once-per-week therapy, which lasts for a minimum of 
28 weeks. If a patient loses weight during the first 4 weeks of EABT, twice 
weekly sessions continue until weight stability or weight gain are achieved. 
Moreover, if, at any point during EABT treatment, a patient loses weight 
or increases other ED behaviors (e.g., binge eating, purging) for 2 consecu-
tive weeks, twice- weekly sessions are resumed until symptomatic stability 
returns. Finally, patients attend therapy sessions every other week for the 
last 8 weeks of treatment. Specific therapeutic strategies employed during 
each phase of EABT are outlined below.

Phase I

The initial sessions of EABT focus on orienting the patient to treatment 
and building a therapeutic relationship. A major aim of Phase I is for the 
patient and therapist to develop a shared understanding of the patient’s ill-
ness with a particular emphasis on the relation between ED symptoms and 
the patient’s experience of emotion. The EABT model is introduced, and 
the patient and therapist work together to develop a personalized model 
that reflects the patient’s history, symptom functions, and values. The ulti-
mate goal of this assessment is for the patient and therapist to establish a 
conceptualization linking the patient’s AN symptoms to emotion avoidance 
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and illustrating how these behaviors have served to disconnect the patient 
from other valued activities and relationships. Based on this information, 
the patient and therapist collaborate to set treatment goals for (1) weight 
gain/reduction of ED symptoms, (2) acceptance of emotions and other 
avoided experiences, and (3) participation in other valued activities and 
relationships.

Phase II

The focus of Phase II is on helping the patient meet EABT treatment goals 
using psychotherapeutic techniques adapted from third- generation behav-
ior therapies. As described above, third- generation approaches emphasize 
“contextual and experiential” (Hayes, 2004) change strategies such as 
mindfulness, acceptance, and contact with the present moment, as opposed 
to techniques focused on changing the form of problematic internal expe-
riences (e.g., modifying dysfunctional thoughts about eating, weight, and 
shape). Thus, if a patient reports being unable to eat at a meal because he/
she feels anxious and fears that “If I start eating, I won’t be able to stop and 
I’ll get fat,” EABT employs mindfulness strategies to help him/her observe, 
describe, and tolerate the feelings, thoughts, and physical sensations related 
to this experience, rather than behavioral experiments or cognitive restruc-
turing focused on challenging the validity of the patient’s predictions. Simi-
larly, graded exposure may be used to help the patient increase willingness 
to enter situations that provoke aversive emotional reactions (e.g., social 
settings) or to address concerns more directly related to disordered eat-
ing (e.g., anxiety- provoking physical sensations such as bloating or feeling 
too full). Finally, self- monitoring is employed to help patients identify links 
between AN symptoms and emotional reactions or disconnection from 
other valued activities and relationships.

Phase III

As is the case in other manualized interventions, the final phase of EABT 
focuses on consolidation of gains, continued practice of behavioral strat-
egies, and planning for the end of treatment. The patient’s personalized 
model of AN is reviewed and updated, and plans for continuing acceptance 
and value-based living are discussed. For example, if the patient has iden-
tified that his/her ED has interfered with the valued domain of parenting 
(e.g., because he/she is unable to participate in family meals or spend time 
with the family due to ED behaviors such as excessive exercise), then he/she 
might be asked to prepare a list of goals for the coming month, 3 months, 
and 1 year focused on reconnecting with his/her children. These goals 
might include activities designed to increase time spent with the patient’s 
children (e.g., instituting a family “game night,” or reading together on a 
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regular basis), as well as a commitment to decrease or eliminate behaviors 
that interfere with parenting (e.g., limiting exercise to no more than 30 
minutes per day). Finally, the patient and therapist collaborate to develop 
a personalized plan for relapse prevention based on the course of therapy.

researCh on emoTion aCCepTanCe behavior Therapy

Results from two uncontrolled case series provide preliminary support for 
the utility of EABT in the treatment of older adolescents and adults with 
AN. In the first of these studies, we treated five patients with AN (median 
age = 25 years; range = 17–43) using an abbreviated (24-session) treatment 
manual to evaluate the acceptability and preliminary efficacy of EABT 
(Wildes & Marcus, 2011). Four patients (80%) completed at least 90% of 
the scheduled therapy sessions (i.e., ≥ 22 sessions), and participants and 
therapists generally reported satisfaction with EABT. In addition, three 
patients showed modest weight gains and improvements in depressive 
and anxiety symptoms, emotion avoidance, and quality of life (Wildes & 
Marcus, 2011). Subsequently, we conducted a second uncontrolled case 
series in a larger sample (n = 24) of patients with AN ages ≥ 17 years (M 
[SD] = 26.8 [11.6] years) using a modified EABT manual in which we (1) 
expanded the treatment from a 24-session intervention conducted over 22 
weeks to a minimum 40-session intervention conducted over 40–52 weeks; 
(2) developed additional strategies to help therapists and patients estab-
lish goals for normalized eating and weight gain, understand the relation 
between emotion avoidance and ED symptoms, and link treatment goals 
more closely to the resumption of other valued activities and relationships; 
and (3) built additional flexibility into the treatment protocol to enable 
therapists to increase session frequency and treatment length based on 
individual patient needs. Results provide further support for the potential 
utility of EABT.

Specifically, of the 24 individuals who initiated the expanded protocol, 
13 (54.2%) completed the intervention. Of those who did not complete 
treatment (n = 11, 45.8%), the majority dropped out (n = 8); one patient was 
withdrawn because of medical instability, and two were withdrawn due 
to increases in comorbid psychopathology requiring inpatient treatment. 
Analyses using the full sample (n = 24) documented significant improve-
ments in weight, body mass index (BMI), cognitive correlates of disordered 
eating, depressive and anxiety symptoms, emotion avoidance, and quality 
of life from pretreatment to posttreatment that were maintained at 3- and 
6-month follow- ups (Wildes & Marcus, 2012). Finally, outcomes following 
EABT were comparable to results reported for other recently developed psy-
chotherapeutic interventions for AN, such as enhanced cognitive- behavior 
therapy (CBT-E; Fairburn et al., 2013) and the Maudsley model for the 
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treatment of adults with AN (MANTRA; Wade, Treasure, & Schmidt, 
2011). We conclude from these findings that EABT may have utility for a 
subset of individuals with AN, although treatment engagement and reten-
tion remain a significant challenge.

In the case report that follows, we describe the course of treatment for 
a participant in the second EABT case series described above. Specifically, 
we present subjective information from the patient and the therapist, as 
well as objective data regarding the participant’s clinical status at pretreat-
ment, posttreatment, and 3- and 6-month follow- ups. Our purpose in pre-
senting this case is to illustrate therapeutic strategies typically employed in 
EABT and highlight the intended mechanisms of action, so that clinicians 
will be able to incorporate EABT principles into the treatment of older ado-
lescents and adults with AN.

case study: carrIe

Patient Characteristics

At the initiation of treatment Carrie was a 28-year-old white, married 
homemaker who completed 3 years of college, and was the mother of two 
elementary school– age children. She resided in the small town in which she 
was raised, and maintained frequent contact with a large extended fam-
ily. On initial assessment, Carrie met criteria for AN, binge eating/purging 
subtype, and reported a 14-year history of ED symptoms. She had a BMI 
of 18.1. Carrie had concurrent major depressive disorder and social phobia 
and a history of substance use disorder (cannabis, opioids). Nevertheless, 
she had had no prior mental health treatment of any kind.

The immediate precipitant to seeking treatment for her ED was the 
reemergence of long- standing marital issues, which were exacerbated by 
Carrie’s body image concerns, and affected her willingness to be intimate 
with her husband. In the context of increasing marital conflict, Carrie 
resumed severe restriction of food, self- induced vomiting, and compulsive 
daily exercise with consequent weight loss. During this time she recalled 
thinking, “There is something wrong with me, why can’t my husband see 
it?” Finally, Carrie disclosed to her husband her history of drug abuse, the 
extent of her ED symptoms, and doubts about the future of the marriage. 
Carrie and her husband explored treatment resources, and Carrie began 
EABT in October 2010.

Therapist Characteristics

The therapist was a senior doctoral- level clinician experienced in the treat-
ment of EDs. She had expertise in CBT, DBT, and family therapy for EDs, 
but no prior experience delivering a manualized intervention in a research 
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study. The therapist received EABT training prior to work with Carrie, and 
participated in group supervision throughout Carrie’s treatment to ensure 
adherence to the principles of the intervention.

Structure of Treatment

Carrie received 42 sessions of EABT conducted over a period of 42 weeks. 
She and her therapist met twice weekly for the first 4 weeks of treatment, 
during which time Carrie gained 2.2 pounds. As her weight gain was 
within acceptable limits, Carrie stepped down to once-per-week therapy 
sessions for the next 30 weeks followed by every other week sessions for 
the final 8 weeks of treatment. She also received medical monitoring (i.e., 
assessment of weight and vital signs) from a nurse or nurse practitioner 
at each appointment and met monthly with the study physician to ensure 
medical stability. Carrie received two sessions of nutrition counseling with 
a registered dietitian.

Phase I

As noted, the goal of the first phase of EABT is the development of a shared 
understanding of the illness, which emphasizes the relationship between 
the symptoms of AN and the experience of emotion through an explana-
tion of the EABT conceptual framework (Figure 6.1) and the creation of a 
personalized model. Carrie found this exercise particularly useful, perhaps 
in part because she had not had previous psychological treatment. She and 
her therapist also discussed the EABT weight gain goal early in treatment, 
which was based on a minimally adequate BMI of 19.5 (for Carrie this was 
a body weight of 122.5 pounds). To achieve this goal Carrie and her thera-
pist developed an individualized weight gain protocol for a weekly weight 
gain of 0.25 pounds (see Figure 6.2). Although Carrie did not express dis-
tress about the agreed- upon rate of weight gain, she was much less comfort-
able about the notion of attaining a body weight of 122 pounds. However, 
the importance of establishing and maintaining an adequate body weight 
was an integral part of the treatment.

Carrie and her therapist created a detailed history and timeline of 
symptom onset to develop a comprehensive understanding of the relation 
between the emergence and maintenance of ED symptoms and her experi-
ence of emotion. In turn, Carrie was able to identify how ED behaviors 
served to distance her from valued activities and relationships. The process 
of gathering the history also afforded opportunities to highlight the rele-
vance of the theoretical framework of EABT, offer emotion regulation edu-
cation, provide in-the- moment instruction on emotion identification, and 
introduce the use of alternative strategies (skills) for managing the emotions 
elicited by her recollections.
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Carrie identified the onset of ED symptoms in the spring of her fresh-
man year of high school following rejection by a potential boyfriend. She 
felt dissatisfied with her body, and although she was in the healthy weight 
range, she began to restrict her intake, increase her exercise, and misuse 
diuretics. Carrie became increasingly unwilling to eat in front of others, 
with an increasing focus on diet and exercise. During the rest of high school 
Carrie eliminated red meat from her diet, stopped eating lunch at school, 
ignored comments from family about her eating, and became increasingly 
preoccupied with food and weight.

Carrie was involved in a monogamous relationship throughout most 
of high school and planned to marry her high school boyfriend after gradu-
ation. Toward the end of her senior year, however, she began to consider 
alternatives to what she and others had long considered would be her path 
in life. She decided that she did not want to be in a serious relationship, did 

figure 6.2. EABT individualized weight gain protocol.

One of the major goals of EABT is to help patients reconnect with valued life 
aspects that are unrelated to weight, shape, and eating. However, it is difficult 
for people to participate fully in valued activities and relationships while they 
are underweight. Maintaining a low body weight (defined as a body mass index 
[BMI] < 19.5 kg/m2) is associated with poor concentration, irritability, low mood, 
obsessional thinking, social withdrawal, and sleep difficulties (among many 
adverse effects), all of which can impair a person’s interest in and ability to 
connect with other important aspects of his/her life. Thus, a critical component of 
EABT involves helping patients to achieve and sustain a healthy body weight.

directions: EABT weight gain goals are based on a targeted BMI of 19.5. BMI 
is determined by calculating the ratio of your height to your weight, squared. 
By recording your height and your current weight, we can determine what your 
BMI is now. We can also use your height to determine what your targeted weight 
goal should be in order to attain a BMI = 19.5. Your weekly weight goal will vary 
depending on your current weight. However, in most cases, the weekly weight 
goal in EABT will be no more than ½ pound per week.

(Therapist and patient will fill in the following information together):

Height:  66.5 inches 

Current weight:  113.4 pounds 

Current BMI:  18.0 

Weight required for BMI = 19.5:  122.5 pounds 

Target weight – current weight:  122.5 – 113.4 = 9.1 

Weekly weight goal:  0.25 pounds  for  40  weeks
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not want to be married, and instead wanted to be a college student. Carrie 
ended the relationship with her boyfriend and enrolled in a branch campus 
of a large university several hours away from home.

During her first semester at school she gained 10 pounds. She described 
“hating” the weight gain and promptly lost the weight when she returned 
home. By the middle of her sophomore year she became bored with life on 
the small campus so decided to transfer to another university and commute 
from home, which she did throughout the remainder of her sophomore and 
part of her junior year. Restless, and still uncomfortable, Carrie transferred 
to yet another college where she resided on campus.

Carrie’s ED worsened during her sophomore and junior years of col-
lege, and she was struggling academically as well as socially. Carrie was 
restricting calories severely, started self- induced vomiting and ephedra use, 
and exercised up to 2 hours per day. Her lowest BMI was 17.4. During this 
time she also began to use alcohol more frequently and started experiment-
ing with drugs. She decided to take a semester off from school and return 
home. While home, Carrie narrowed her social circle to a small group of 
high school friends and her boyfriend, with whom she would frequently 
use alcohol and drugs, and ultimately was using heroin daily. As her drug 
use intensified, her ED symptoms lessened. She described this time as the 
“worst part of my life.”

When she was 21 years old, Carrie met her future husband, Robert, at 
work and quickly stopped using drugs. She endured a 2-week period of her-
oin withdrawal and ended her drug use without medical intervention. Car-
rie did not tell Robert about her prior drug use. After 6 weeks of dating they 
decided to live together. Carrie acknowledged that although she and Robert 
had common interests and he possessed characteristics that she wanted in 
a partner, they did not really know each other and she was uncomfortable 
in the relationship. Her eating- disordered thoughts and behaviors resumed. 
Two months later she was pregnant. At first, Carrie reported feeling “ter-
rified” and “locked in,” but ultimately was able to focus on the health of 
her coming baby. Carrie stopped smoking and ate a healthy diet, gaining 
about 25 pounds during the pregnancy. She had a normal pregnancy and 
delivery. Carrie lost all of her pregnancy weight within 2 weeks postpartum 
by severely restricting her food intake, exercising, and smoking cigarettes.

The year following the birth of Carrie’s son was emotionally and 
interpersonally difficult. The relationship with Robert faltered, and she felt 
increasingly “trapped” in the relationship and by her responsibilities. Con-
currently, Carrie experienced an exacerbation of ED behaviors. She intensi-
fied her restricting and exercise behaviors and resumed self- induced vomit-
ing. Over time, some of the interpersonal, financial, and other stressors 
lessened, her feeling of being trapped diminished, and the couple decided 
to marry. Her focus on body shape and weight lessened, she discontinued 
purging behavior, ate more normally, and gained weight.
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Then, Carrie became pregnant with her second child, and this stress 
coupled with unexpected demands to provide care for a psychiatrically 
ill extended family member, exacerbated her body image concerns. After 
a second normal pregnancy, Carrie resumed ED behaviors postpartum, 
and quickly lost the 25 pounds she had gained. Shortly thereafter, Car-
rie required surgery for a knee injury that probably was related to intense 
treadmill exercise. The postsurgery period was characterized by intense 
pain, nausea and vomiting, use of pain medication, and the loss of 15 
pounds in a short period of time. Family members expressed concern about 
the weight loss, but Carrie was pleased with it, and made no effort to gain 
weight. Her weight did improve when stressors lessened, though.

Over the course of the next several years Carrie was occupied with par-
enting her two small children and household responsibilities. Life stressors 
were minimal and she was relatively weight stable, although body image 
concerns persisted and seemed to worsen over time. In response, Carrie 
gradually intensified exercise to the point that she was exercising vigor-
ously by running or doing aerobic activity for about 45 minutes 4–5 days 
per week.

Immediately prior to initiating EABT, long- standing marital issues had 
resurfaced. Carrie finally disclosed her history of drug abuse, the extent of 
her compulsion to exercise and restrict her intake, and expressed her doubts 
about herself and the future of the marriage. She and her husband decided 
to seek help, and Carrie entered treatment.

As noted, the detailed discussion of Carrie’s ED and the context in 
which it occurred was extremely useful to her as she had rarely considered 
the history of her symptoms or discussed her disorder. Furthermore, the 
explication of the course of her symptoms provided the opportunity for 
Carrie and her therapist to identify the particular individual factors that 
promoted the expression of her ED. Specifically, Carrie identified a fam-
ily history of anxiety, mood disorders, and probable EDs. In addition, she 
described herself as anxious and self- conscious, with a marked tendency to 
be passive in interpersonal relationships. With regard to emotions, Carrie 
reported that she learned “to keep her feelings to herself,” and not to “open 
up,” even to family members. Carrie acknowledged that she was uncom-
fortable with either positive or negative emotion, and that she habitually 
avoided conflict by “keeping the peace” and “not venturing outside of my 
comfort zone.” Thus, Carrie was able to recognize her history of emotion 
avoidance and its implications in precipitating and maintaining ED behav-
iors.

Carrie and her therapist also worked to identify the relation between 
her ED symptoms and disconnection from valued activities and relation-
ships. Carrie was able to recognize that she had been unable to function 
socially or academically during college, and had restricted her social circle, 
making few new friends, and becoming socially isolated. Carrie’s ability to 
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form a coherent narrative that tracked the association of her vulnerability 
factors, personality style, emotion avoidance, and interpersonal context 
was a revelation to her and paved the way for marked progress (see Figure 
6.3 for a copy of Carrie’s personalized EABT model).

Skills for identifying, managing, and tolerating emotions are intro-
duced in Phase I of treatment and practiced increasingly during Phase 
II. Early in Phase I it became evident that Carrie was not accustomed to 
observing her emotional states and did not have a vocabulary for describ-
ing her emotions. She tended to think about and describe in nonspecific 
terms (e.g., “bad in my head”) what she and her therapist later identified 
as emotions, which often were associated with physical sensations such as 
“heavy,” “bloaty,” “thighs touching,” and “upset stomach.” Mindfulness 
skills, in particular the importance of noticing and naming emotions with-
out trying to avoid or change them, were introduced early in the history- 
gathering process and used during all phases of treatment.

An example of the use of mindfulness skills is illustrated by the fol-
lowing anecdote. Early in treatment, as she and her therapist reviewed the 
previous week, Carrie reported that after the previous session she could not 
stop thinking about the fact that she had gained weight (2/10 pound) and 
felt “heavy” and “bad in my head.” Her therapist reminded her that the 
content of the last session had focused on what she described as the “worst 
part of my life.” Together, Carrie and her therapist examined the possibility 
that uncomfortable emotions were generated by recalling this period and 
that focusing on the negligible weight gain may have served the function 
of avoiding the feelings associated with painful memories. Carrie accepted 
the notion postulated in the EABT model that engaging in ED thoughts and 
behaviors enabled her to avoid the experience of uncomfortable emotions 
and thus served a mood regulating and protective function. Carrie was very 
receptive to the practice of mindfulness skills in session for the purpose 
of identifying and labeling the emotions that were generated by recalling 
specifics of her history.

Phase II

To reiterate, there is no clear demarcation between the phases of EABT, 
but the emphasis in Phase II shifts from relationship building and creating 
a personalized model of the ED to the applications of this understanding to 
the individual’s current life situation and the practice of skills to decrease 
emotion avoidance. For instance, continued practice of mindfulness skills 
helped Carrie to identify and understand emotions and the behaviors gen-
erated by the emotions. For example, Carrie often would describe herself 
as feeling “heavy,” when in fact she was feeling anxious. Feeling “heavy” 
led to weight loss behaviors that in turn, effectively mitigated her anxiety 
and thus served to maintain the ED. As Carrie became more skilled at 
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figure 6.3. Carrie’s personalized EABT model.

Positive and negative 
emotions experienced 
as “uncomfortable”

Facilitation of Emotion 
Avoidance via:

• Feeling “neutral”

Disconnection from Valued 
Activities or Relationships
• Social isolation
• Unable to complete 

college/pursue meaningful 
employment

Emotion Avoidance, that is,
• Desire to “keep feelings to 

myself”
• Efforts to avoid “opening 

up” to others
• Avoidance of conflict/ 

“keeping the peace”

AN Symptoms
• Extreme dietary restraint
• Purging
• Intense exercise
• Ruminative thoughts about 

body weight and shape

Individual Factors
• Anxious, self-conscious
• “Passive” in relationships
• Family history of anxiety, 

mood, and eating disorders
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recognizing and labeling emotions, alternative strategies such as the use of 
emotion regulation and distress tolerance skills were introduced as adaptive 
alternatives for managing anxiety.

As described, all EABT sessions began with a weight and symptom 
check conducted by the nurse or nurse practitioner and documented on a 
one-page form, which was then reviewed by Carrie and her therapist. Dur-
ing Phase II, these data provided an excellent opportunity to identify and 
observe emotion and to use distress tolerance skills to address the uncom-
fortable affect associated with being weighed and weight gain. For the most 
part, Carrie was weight stable or gained a small amount of weight dur-
ing treatment. There were, however, two incidents of marked weight loss 
between weekly sessions that provided the opportunity to understand an 
additional aspect of the function served by ED behaviors.

For example, Carrie had an unanticipated opportunity to accept a 
part-time job, which she took without having the opportunity to discuss 
her feelings in session. Carrie lost 4 pounds during her first week of work. 
During the subsequent EABT session Carrie and her therapist were able to 
identify the emotions associated with starting the job. Although the idea 
of working was appealing (e.g., would help her to feel productive and earn 
some money), the thought of working triggered strong feelings of anxiety, a 
lack of confidence, and self-doubt. Carrie was able to observe and describe 
her physical sensations and thoughts, and to identify an increase in anxiety 
occurring prior to and while at work. Importantly, she was also able to rec-
ognize that she immediately started to restrict her food intake and increase 
her exercise, which served to mitigate the uncomfortable feelings. Carrie 
was able to notice and label the increases in anxiety and practice using dis-
tress tolerance skills (e.g., cultivating willingness and radical acceptance, 
as described in the DBT treatment manual; Linehan, 1993) to manage the 
discomfort while attending to her work responsibilities. Carrie was very 
pleased to have new tools to identify and cope with uncomfortable emo-
tions, and was also able to generate practical problem- solving strategies to 
ensure adequate food intake while at work.

Carrie became increasingly skilled in the use of mindfulness skills 
(observing and describing events, thoughts, and feelings in a nonjudg-
mental fashion) in combination with attempts to reconnect with valued 
domains (e.g., social relationships, work, and school). She also came to 
recognize that her persistent negative self-talk—that is, negative self- 
judgments regarding her appearance, performance as a mother and wife, 
and lack of accomplishment (e.g., “I’m disgusting,” “I’m getting bigger,” 
“I’m a bad mother,” “I should do more”)—was affecting her mood and 
behavior on a daily basis. As she became increasingly aware of the perva-
siveness of her negative self- statements, Carrie observed that her son was 
evidencing a similar lack of confidence and self- esteem, and concluded that 
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she was modeling these behaviors for him. Without trying to dampen or 
change these thoughts, she was able to self- monitor negative judgments and 
comparisons, and became increasingly attentive to their negative effect on 
her mood, assertiveness, and interactions with others. Consistent with the 
EABT emphasis on valued activities and relationships, Carrie and her ther-
apist used her concern regarding what she was modeling for her son and her 
desire to help him overcome his difficulties to facilitate her recognition that 
her thoughts need not affect her behavior, and she was increasingly able to 
model self- confident behavior.

Body image dissatisfaction and distortion were additional intervention 
targets. Because Carrie’s body image was a source of considerable distress 
and a trigger for ED behaviors, it was addressed consistently throughout 
treatment using a variety of mindfulness, distress tolerance, and accep-
tance skills. For example, Carrie’s body image– related distress increased in 
response to a planned vacation and the perceived necessity of wearing more 
revealing, close- fitting clothes (e.g., bathing suits, shorts); thus, Carrie and 
her therapist agreed to add an exposure intervention as a means of helping 
her to tolerate anxiety related to body image in the service of enjoying a 
vacation with her husband and sons. Carrie participated in developing a 
hierarchy of anxiety- inducing clothing ranging from sleeveless tops at the 
lower end of the hierarchy to two-piece bathing suits at the top (see Figure 
6.4 for a copy of Carrie’s exposure hierarchy). During the period prior to 
the vacation Carrie gradually progressed through the hierarchy, completing 
exposures both at home and in session and learning to tolerate and accept 
the progressive increases in anxiety without resorting to extreme dietary 
restraint, excessive exercise, or self- induced vomiting. Carrie deemed the 
exposure practice successful, although she lost 1.8 pounds over the period 
of 6–8 weeks. Nevertheless, she did not resort to severe restriction or expe-
rience a marked weight loss during this time. Moreover, Carrie reported 
subsequently that body image concerns did not influence her mood or 
behavior while on vacation, and she was able to wear clothing that previ-
ously would have caused distress and preoccupation with her appearance. 
Carrie’s weight at the session following the 2-week vacation had increased 
by 3.4 pounds and represented her highest nonpregnancy adult weight.

Phase III

Unfortunately, however, in the week after her return from vacation Carrie 
lost 6.2 pounds. Over the course of the remaining seven sessions, half of 
which occurred at 2-week intervals as per Phase III of the EABT protocol, 
Carrie was able to restore a positive weight gain trajectory; however, she 
succeeded in gaining only 2 pounds. The weight loss occurred in conjunc-
tion with a suicide attempt by a family member and substantial changes 
to her daily routine. Although Carrie denied intentionally restricting her 
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intake, she did acknowledge being less focused on eating well and less 
attentive to her emotions. The inability to regain to her previously achieved 
weight suggests continued, but not unexpected, difficulty eating and gain-
ing weight in the context of intense and uncomfortable affect.

Nevertheless, Carrie was pleased with her treatment experience. As 
she prepared for discharge, Carrie and her therapist reviewed her progress 
including increased awareness of emotional states and her ability to toler-
ate associated discomfort, effective use of skills, improved body image and 
self- esteem, and weight gain. Carrie also identified situations that increased 
her vulnerability to relapse, especially those related to her marriage (e.g., 
pressure from her husband to “do more” around the house, intimate situ-
ations). Carrie was able to acknowledge her accomplishments and recog-
nize her progress. Still, Carrie continued to endorse concerns about marital 
issues, and her therapist provided a referral to a marital therapist.

Objective Outcomes

Carrie completed study assessments conducted by a member of the research 
team who was not involved in her treatment before and after EABT, and 

figure 6.4. Carrie’s exposure hierarchy.

Valued domain: Social relationships/family.

Immediate goal: Enjoy beach vacation with husband and sons without 
perseverating on body shape/weight or avoiding (e.g., staying in condo while family 
goes to the beach).

Hierarchy of exposures:

fear rating Item of clothing

0 Sandals

0 Cover-up dress

2 Capri pants/long pants

2 Tank tops/T-shirts

4 Sundress

4 Skirts—knee length or flowy

6 Gym shorts—elastic waist/loose fit

6–7 Last summer’s shorter, open-back, dressier tank tops

8 Miniskirts, jeans

9 Jean shorts/khaki shorts

10 Bathing suit—two-piece
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at 3- and 6-month follow- ups. Primary outcomes included weight gain and 
improvement in BMI pre- to posttreatment and at 3- and 6-month follow- 
ups. Carrie completed interviews and questionnaires to assess changes in 
ED symptoms, emotion avoidance, depressive and anxiety symptoms, and 
quality of life over the course of the study.

ED symptoms were measured using the Eating Disorder Examina-
tion (EDE-16.0D; Fairburn, Cooper, & O’Connor, 2008), a clinician- 
rated instrument that evaluates the severity of ED behaviors (e.g., binge 
eating, self- induced vomiting) and the cognitive correlates of disordered 
eating on four subscales (Restraint, Eating Concern, Shape Concern, and 
Weight Concern). For example, one of the items on the EDE Restraint scale 
asks, “Over the past four weeks have you tried to follow certain definite 
rules regarding your eating, for example, a calorie limit, preset quantities 
of food, or rules about what you should— or should not—eat or when you 
should eat?” At pretreatment, Carrie reported following dietary rules every 
day, whereas at posttreatment she denied having any strict dietary rules.

Emotion avoidance was assessed using the Acceptance and Action 
Questionnaire (AAQ; Hayes et al., 2004), a nine-item self- report measure 
of “experiential avoidance,” that is, “the phenomenon that occurs when a 
person is unwilling to remain in contact with particular private experiences 
(e.g., bodily sensations, emotions, thoughts, memories, behavioral predis-
positions) and takes steps to alter the form or frequency of these events and 
the contexts that occasion them” (Hayes et al., 1996, p. 1154). For exam-
ple, one of the items on the AAQ reads, “I’m not afraid of my feelings,” to 
which Carrie responded “Seldom true” at pretreatment (indicating that she 
often feared her feelings) and “Almost always true” at posttreatment.

Depressive and anxiety symptoms were assessed using the Beck 
Depression Inventory– II (BDI-II; Beck, Steer, & Brown, 1996) and the 
Beck Anxiety Inventory (BAI; Beck, Epstein, Brown, & Steer, 1988), 
respectively, both 21-item self- report questionnaires. The BDI-II measures 
the severity of vegetative symptoms (e.g., sleep disturbances) and cognitive 
aspects of depression (e.g., feelings of worthlessness and guilt) during the 
past 2 weeks. For example, at pre treatment Carrie endorsed “I feel more 
worthless as compared to other people” on the BDI-II, but this decreased to 
“I do not feel I am worthless” at posttreatment. The BAI evaluates somatic 
aspects of anxiety (e.g., dizziness, heart pounding), focusing on the past 7 
days.

Finally, quality of life was documented using the Eating Disorder 
Quality of Life Questionnaire (EDQOL; Engel et al., 2006), a 25-item self- 
report measure that evaluates the degree to which ED symptoms have inter-
fered with functioning in four domains during the past 30 days: psycho-
logical, physical/cognitive, financial, and work/school. For instance, one of 
the psychological domain items asks, “How often has your eating disorder 
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made you feel odd, weird, or unusual?” to which Carrie replied “Often” at 
pretreatment and “Rarely” at posttreatment.

A summary of Carrie’s research assessment results is provided in Table 
6.1, and documents that she achieved a minimally adequate body weight, 
decreased depressive and anxiety symptoms and emotion avoidance, and 
improved quality of life during treatment.

disCussion

In summary, we think EABT is a promising approach for the treatment of 
AN in adults. Strengths of the intervention include a theory- based model 
of AN vulnerability, the incorporation of evidence- supported strategies 
to decrease emotion avoidance and increase connection to valued activi-
ties, and integration of an individualized weight gain protocol designed to 
restore adequate nutrition and acceptable body weight. Nevertheless, more 
data are needed, and preliminary findings, though promising, do not sug-
gest that EABT is superior to other interventions.

The case material presented in this chapter does, however, illustrate 
the potential utility of EABT, particularly the use of the personalized his-
tory to identify individual vulnerability factors, and the environmental and 
interpersonal context in which ED symptoms occur and persist. The per-
sonal history data also were pivotal in helping Carrie to understand the 
function of AN symptoms in helping her avoid distressing feelings and cope 
with adversity. Six-month follow- up data indicated that Carrie was able 

Table 6.1. Changes in study outcomes from pretreatment to 6-month follow-up

Outcome Pre treatment Post treatment
3 month 
follow-up

6 month 
follow-up

Weight (pounds) 113.6 119.2 112.0 117.4

Body mass index 18.1 19.0 17.8 18.7

EDE Global scorea 3.0 1.7 2.3 2.4

BDI-II total scorea 32 6 6 7

BAI total scorea 28 2 11 6

AAQ total scorea 46 34 27 38

EDQOL total scorea 1.1 0.9 0.5 1.0

Note. EDE, Eating Disorder Examination; BDI-II, Beck Depression Inventory–II; BAI, Beck 
Anxiety Inventory; AAQ, Acceptance and Action Questionnaire (measure of emotion avoid-
ance); EDQOL, Eating Disorder Quality of Life Scale.
a Higher scores indicate greater impairment.
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to maintain improvements in body weight and ED symptoms, as well as 
symptoms of depression and anxiety.

We do not know why some adults with AN responded well to EABT, 
while others dropped out or were withdrawn from the intervention. None 
of the typical moderators of treatment outcome (e.g., age, duration of ill-
ness, restricting vs. binge- eating/purging subtype) were significantly asso-
ciated with outcome, although this might have been a function of the small 
sample size in our case series. In addition, dropout occurred at multiple 
points during treatment, ranging from the first week to the 17th week. 
We suspect that some patients simply were not ready for the demands 
to increase emotional experiences while normalizing eating and gaining 
weight. Although the EABT therapists worked hard to help patients iden-
tify and focus on valued domains that were more important than the ED 
(or emotion avoidance), in some cases, this proved ineffective. In addition, 
some patients reported that they were unwilling to continue gaining weight 
after reaching a personally defined threshold for health (e.g., BMI > 18) and 
exited treatment at this point.

Identifying and intervening with treatment “nonresponders” is a sig-
nificant challenge in working with adults with AN, many of whom have 
been ill for a very long time. If a clinician intervenes too early or aggres-
sively, there is a risk that the patient might flee treatment altogether. Alter-
natively, there is little benefit to be had in watching a patient decline symp-
tomatically even if he/she reports that therapy is helpful in other areas (e.g., 
psychosocial functioning). As we move forward with EABT, we are consid-
ering novel ways in which to define treatment nonresponse in an effort to 
determine when and how to intervene to increase treatment efficacy. For 
example, an adaptive study design might examine the utility of provid-
ing adjunctive treatment (e.g., therapy groups, meal support, medication) 
to EABT “nonresponders” using two definitions of nonresponse (e.g., one 
based on weight gain in the first 4 weeks of treatment and the other based 
on weight gain in the first 8 weeks of treatment). An adaptive study design 
also could be used to evaluate the utility of decreasing treatment intensity 
(vs. the standard EABT protocol) for treatment responders.

We remain impressed by the extent to which emotion avoidance is 
salient to individuals with AN. Regardless of whether they completed 
EABT, participants in our case series almost uniformly endorsed a desire 
to avoid emotional states and the thoughts and physical sensations that 
accompany them. Moreover, although “negative emotions” such as sad-
ness, anger, and anxiety were most likely to be described as aversive, a 
significant minority of individuals reported a desire to avoid strong positive 
feelings (e.g., happiness), preferring to exist in a “neutral” emotional state. 
Interest in the link between emotions and AN symptoms has increased sig-
nificantly since we first began developing EABT, and recent work suggests 
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several potential avenues for expanding or modifying the EABT model. For 
example, qualitative data indicate that specific emotions (e.g., sadness) may 
be linked to particular ED behaviors (e.g., extreme dietary restraint) (Espe-
set, Gulliksen, Nordbo, Skarderud, & Holte, 2012). Thus, patients may 
need to be helped to identify the emotions that are most likely to trigger 
certain ED symptoms, and develop skills to manage these feelings without 
resorting to anorexic behaviors.
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IntroductIon to Part IV

Interpersonal problems are central to the developmental history, current 
experience, and symptom maintenance of eating disorders (EDs). Because 
this book focuses on evidence- based and empirically supported treatments, 
there are many interesting approaches that are not represented here. How-
ever, two relationally focused approaches to therapy— cognitive- behavioral 
couple therapy and interpersonal psychotherapy— have an extensive empir-
ical support, and interesting, well- demonstrated clinical applications to 
EDs.1 There are many important relational aspects of treatments discussed 
in other sections of the book, notably in the psychodynamic psychotherapy 
case (Chapter 5, by Lunn, Poulsen, & Daniel); in the introduction to Part 
V, “Integrative Approaches”; and in the dialectical behavior therapy (DBT) 
case (Chapter 11, by Segal, Ohler, Eneva, & Chen).

Psychodynamic/psychoanalytic theory has placed relational develop-
ment at the center of development, including the development of emotional 
disorders. “Object relations” theory describes the centrality of the rela-
tionship to the primary caregiver to the development of positive emotional 
experience and later interpersonal relationships (e.g., Kernberg, 1984), and 

1 Another important example is the work of Giorgio Tasca regarding psychodynamic– 
interpersonal group therapy for binge- eating disorder (see Tasca et al., 2011; Tasca, 
Balfour, Presniak, & Bissada, 2012). The case presented in Tasca and colleagues (2011) 
is a particularly good comparison to the other cases in this book, and is highly recom-
mended as a complement to the cases included here.

Part Iv

Relational Approaches

HeatHer tHompson‑Brenner and alice lowy
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“attachment theory” research has traced the relationship between earlier 
and later interpersonal patterns and to psychotherapy outcome (see Levy, 
Ellison, Scott, & Bernecker, 2011). “Self psychology” focuses closely on 
the early mother– child relationship as the origin of an individual’s sense of 
self and well-being (see Wolf, 2002). In the psychodynamic/psychoanalytic 
theory of treatment, the relationship between the patient and the therapist 
has a crucial role, as the therapist helps the patient develop insight through 
observing the characteristic ways the patient perceives and interacts with 
the therapist: the “transference.” The case in this book focuses on the pro-
cess of “mentalization,” or the ability to make sense of one’s own mind 
and the minds of others. The case material illustrates how the relation-
ship between the therapist and the patient was central to the processes of 
developing improved mentalization, insight in general, and ED symptom 
remission. The therapist’s ability to follow the patient carefully and gently 
without provoking the patient’s sensitivity to criticism, the therapist’s abil-
ity to tolerate her own confusion as well as the patient’s confusion in the 
context of intense and at times irrational- seeming emotion, the therapist’s 
interest in discussing and understanding aspects of all the patient’s relation-
ships including those that were disturbing (e.g., abusive, masochistic), and 
the actual quality and positive nature of the basic relationship between 
the patient and the therapist— all seem crucial to the patient’s productive 
therapeutic experience, in contrast to less positive therapy experiences she 
described from the past.

The introduction to Part V, “Integrative Approaches,” includes a 
description of the importance of the therapeutic alliance and essential ther-
apist characteristics, regardless of psychotherapy approach. The extensive 
literature on “common factors” indicates that a positive therapeutic alliance 
includes basic patient– therapist agreement regarding the goals and tasks 
of therapy, as well as a generally positive emotional bond (Bordin, 1979). 
The large majority of research studies suggest that the early therapeutic 
alliance is positively associated with good treatment outcome (Horvath, 
Del Re, Fluckiger, & Symonds, 2011). Treatment studies also suggest that 
therapists must show basic levels of attention, empathy, and positive regard 
(Stricker, 2010). Even data from “e- therapies” suggest that the treatment 
alliance is related to outcome (Sucala et al., 2012). Therefore, it could be 
concluded that all effective psychotherapy includes a relational component.

Though the approaches described in this book have widely varying 
emphasis on relationships as a mechanism of change in emotional func-
tioning, it is evident throughout the casebook that the relationship between 
the therapist and the patient is crucial to the therapy process. The cases in 
Chapter 7 (by Tanofsky- Kraff, Shomaker, Young, & Wilfley) and Chapter 
8 (by Fischer, Kirby, Raney, Baucom, & Bulik) posit that changes in rela-
tional functioning may play a primary, causal role in recovery from EDs. 
In Chapter 1 (by Thompson- Brenner; exposure and response prevention for 
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AN) and Chapter 4 (by Darcy, Fitzpatrick, & Lock; cognitive remediation 
therapy), the theories pose a more distal role for relationships, as the central 
tasks of therapy are difficult behavioral and cognitive tasks. In the psy-
chotherapy process transcripts from these cases, however, the crucial role 
of the therapy relationship is evident. The therapist in both cases is highly 
aware of the actions, feelings, and thoughts of the patient, helping her to 
articulate and manage difficult experiences, and helping her to remember 
how she has succeeded at similarly difficult tasks in the past.

In Part V, “Integrative Approaches,” and particularly the case of DBT 
in Chapter 11 (by Segal, Ohler, Eneva, & Chen), the relationship between 
the therapist and patient in each case is crucial and complex. In the case of 
DBT, the authors explain the importance of an explicit contract between 
the therapist and patient, in which therapist and patient are considered 
equals. The therapist agrees to try to help the patient, and explicitly recog-
nizes that the patient did not cause all her own problems; the patient agrees 
that getting better is her own responsibility. Crucially, the therapist and 
patient agree that the client “cannot fail” in treatment. These agreements 
regarding their relationship— which some patients and therapists return to 
many times in treatment— allow the relationship to survive some of the 
most difficult aspects of the intense connection between therapist and 
patient. This is shown when the patient has overwhelming negative affect 
and the defenses characteristic of borderline personality disorder— namely, 
the tendency to harshly blame herself or to harshly blame someone else for 
the pain that she feels. In the DBT case material, it is also manifestly clear 
how important the therapist’s validation of the patient’s feelings is to the 
connection that they feel, and the patient’s willingness to work further to 
understand and change her behavior. The therapist’s intrepid cheerleading 
is crucial to keeping the patient aware of her successes, avoid harsh self- 
criticism and a hopelessness state, and stay motivated to continue her hard 
work in therapy. Without the work of having established a solid and trust-
ing relationship, these interpersonal interventions would not be effective, 
and the therapy would not be successful.

Relationship-Focused Psychotherapy 
and Eating Disorders

Clinicians and researchers have observed that patients with ED often expe-
rience significant strain in their interpersonal relationships, which often 
contributes to the development and maintenance of the ED. Individuals 
may view their ED as a means to cope with their interpersonal problems, 
as their own behaviors seem easier to control and can provide a sense of 
comfort when they feel isolated. A cycle may develop in these cases, as 
the interpersonal issues within the family can trigger a problematic eat-
ing behavior, which then isolates the patient and exacerbates the original 
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issues. Other research has documented the importance of attachment style 
to ED symptoms and treatment response (Tasca et al., 2011). Many clini-
cians support the utilization of relationship- focused psychotherapy, such 
as cognitive- behavioral couple therapy and interpersonal psychotherapy, as 
they specifically target the relational issues that interact with the psycho-
logical symptoms (see also Tasca et al., 2012).

Cognitive- Behavioral Couple Therapy

Cognitive- behavioral couple therapy was originally developed to address 
relationship problems through attention to the specific behavioral, cog-
nitive, and affective factors that are associated with couples’ distress 
(Baucom & Epstein, 1990). In recent years, however, clinical researchers 
have observed that clients with severe DSM-IV Axis I disorders— such as 
AN, posttraumatic stress disorder, and obsessive– compulsive disorder— 
experience problems in intimate relationships, and that relationship factors 
in turn influence the outcome of treatment for Axis I disorders (Boeding 
et al., 2013; Monson et al., 2012). As Chapter 8 (by Fischer, Kirby, Raney, 
Bulik, & Baucom) details, Uniting Couples in the Treatment of Anorexia 
Nervosa (UCAN) was developed for the dual purposes of promoting bet-
ter relationship satisfaction in couples where one partner has AN, and for 
using the couple’s relationship to support and promote recovery for the 
individual with AN.

Cognitive- behavioral couple therapy emphasizes the interaction and 
interplay of a couple’s behaviors, cognitions, and affects. For example, the 
behavioral factor of communication interacts with the cognitive factor of 
the inferences that a partner draws from that communication (and other 
behavior), and affective factors such as anger influence the inferences drawn 
and the behavioral response (Baucom & Epstein, 1990; Epstein & Baucom, 
2002). These interactions can be very complex. Therapists help couples 
identify five major types of cognitions regarding relationships/partners that 
have a strong influence on a couple’s satisfaction: assumptions, standards, 
attributions, expectancies, and perceptions (Baucom & Epstein, 1990). 
The range of behaviors that affect marriage satisfaction— and therefore are 
the focus of cognitive- behavioral couple therapy— is very broad; however, 
communication is particularly emphasized, along with behaviors that are 
observed to lead to negative attributions, negative affects, or additional 
dysfunctional behavior (Epstein & Baucom, 2002). Cognitive- behavioral 
couple therapy attends to four particular aspects of affect in relationships: 
(1) positive and negative emotions toward the partner and relationship, (2) 
each individual’s own awareness of his/her emotional state and the factors 
that caused the emotional state, (3) effective expression of emotions and 
empathic listening to emotional expression, and (4) types and intensities 
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of affect that can interfere with positive relational functioning (Baucom & 
Epstein, 1990; Baucom, Epstein, Kirby, & LaTaillade, 2010).

The exact mechanisms by which improved couple functioning may 
promote the recovery of one partner from AN are theoretical, but several 
possible pathways have been posited. As the authors describe in Chapter 
8, an individual’s desire to recover from AN may be lower than his/her 
partner’s desire for him/her to recover, and therefore the partner’s effec-
tive communication regarding the reasons to change may be beneficial. 
The authors posit that couples are able to promote recovery in two specific 
ways: by reducing the “cloud of secrecy” that surrounds AN and bring-
ing symptoms into the open, and by promoting teamwork to solve specific 
problems in the process of recovery (see Chapter 8). The authors also sug-
gest that couples’ distress (common to couples where one partner has AN) 
serves as a source of stress that may exacerbate AN symptoms, and reduc-
ing that stress has a general positive effect on recovery. These principles are 
well illustrated in Chapter 8.

Interpersonal Psychotherapy

Interpersonal psychotherapy (IPT) is a time- limited approach that focuses 
on the interaction between an individual’s emotional and relational func-
tioning (see Weissman, Markowitz, & Klerman, 2007, for a fuller discus-
sion of IPT). IPT was initially developed for patients with major depres-
sive disorder; however, it has since been adopted for other disorders, as 
well. This approach is theoretically based on the concept that psychological 
symptoms have multiple genetic and environmental causes, and it is there-
fore important that patients understand how these symptoms interact with 
their interpersonal relationships. IPT specifically refers to psychological 
issues in an interpersonal context of development: (1) emotional, cognitive, 
and physical symptoms; (2) social and interpersonal factors in the person’s 
life; and (3) enduring patterns within the person’s personality. Rather than 
attempting to treat certain aspects of a patient’s personality, IPT therapists 
recognize them as a reflection of the disorder itself and attempt to under-
stand these patterns in relation to the patient’s overall emotional and inter-
personal functioning. Additionally, IPT focuses on the current problems in 
a patient’s life rather than exploring underlying issues from the past. The 
main purpose of treatment is to encourage patients to cope with their inter-
personal problems in the moment, which will consequently improve their 
overall affect and help them become more self- reliant. IPT specifically aims 
to reduce symptoms and help patients deal with aspects in their lives that 
are associated with these symptoms.

In IPT, the therapist initially works with the patient to identify a 
focal relational problem that most prominently contributes to the client’s 
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symptoms, including complicated bereavement, interpersonal role disputes 
or transitions, and interpersonal deficits. Once they have targeted the issue, 
the therapist and patient establish a treatment contract, which concretely 
presents the formulation and direction of treatment. The therapist’s main 
role is to help patients explore their own options, rather than providing 
solutions for them, as well as help them analyze how certain relationships 
may affect their symptoms. One of the most important objectives of IPT is 
analyzing and improving communication techniques with people who are 
important in the patient’s life, as effective communication is often difficult 
for the patient and can greatly affect their general interpersonal skills. It 
is imperative that therapists provide their patients with psychoeducation 
about the disorder, so that the patients can understand their symptoms 
and work toward effective ways to cope in the future. Symptom assessment 
is maintained throughout treatment as a means to evaluate progress with 
both the therapist and the patient. Although IPT is a time- limited approach, 
it has proven to yield significant improvements in both interpersonal and 
emotional functioning with patients that remain engaged throughout treat-
ment (see Weissman et al., 2007).

IPT has repeatedly demonstrated efficacy for treating bulimia nervosa 
and binge- eating disorder (see Wilson, Wilfley, Agras, & Bryson, 2010). 
Chapter 7 (by Tanofsky- Kraff, Shomaker, Young, & Wilfley) describes a 
new adaptation of IPT for girls at risk for obesity due to their binge eating. 
It is adapted both for the younger population and for use in the “at-risk” 
population. The chapter clearly describes the history of IPT for EDs and 
the adaptations for this group.
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overview of inTerpersonal psyChoTherapy

“There’s a boy in my grade who teases me about my weight. Sometimes 
it really bothers me. I yell at him—like, really yell at him—but he still 
keeps on annoying me.”

“When I eat a lot, more than I should, usually it happens after school 
lets out, when I’m home and I’m feeling bored or irritated.”

“I feel sad often, about something that happened at school or a fight 
with my mom, or my weight or how much I’ve eaten gets me down.”

Interpersonal psychotherapy (IPT) is a brief, time- limited therapy that 
focuses on improving interpersonal functioning and, in turn, psychiat-
ric symptoms (Freeman & Gil, 2004; Klerman, Weissman, Rounsaville, 
& Chevron, 1984). IPT’s central mechanism involves relating psychiatric 
symptoms to interpersonal problem areas and then developing strategies for 
dealing with these problems. IPT was developed for the treatment of unipo-
lar depression (Klerman et al., 1984). As befits its name, IPT is grounded 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Jane is a disguised/composite portrait.

Chap tEr 7

Interpersonal Psychotherapy  
for Eating Disorders and the Prevention 

of Excess Weight Gain

marian tanofsKy‑Kraff, lauren B. sHomaKer, Jami f. younG, 
and Denise e. wilfley
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in the hallmark interpersonal theories underscoring that interpersonal 
functioning is a critical component of psychological adjustment and well-
being (Klerman et al., 1984). The interpersonal relationships relevant to 
IPT encompass an individual’s entire social network, including his/her 
nuclear family, as well as the extended family, friendship network, school 
or work situation, and neighborhood or community context. Importantly, 
the IPT theoretical model acknowledges a two-way, bidirectional relation-
ship between interpersonal functioning and psychosocial problems. Dif-
ficult interpersonal experiences are theorized to precipitate psychopathol-
ogy, and conversely, psychopathology may result in impairments in one’s 
ability to interact effectively with others (Klerman et al., 1984). IPT makes 
no assumptions about the causes of psychiatric problems, but assumes that 
the development and maintenance of psychiatric symptoms occur within a 
social and interpersonal context. The IPT model also assumes response to 
treatment is highly influenced by significant relationships.1

The Interpersonal Psychotherapy Model of Eating Disorders

A strong body of research evidence links difficulties in interpersonal func-
tioning with eating disorders and eating disorder symptoms such as binge 
eating (Fairburn et al., 1998; Fairburn, Welch, Doll, Davies, & O’Connor, 
1997; Wilfley, Wilson, & Agras, 2003). The interpersonal theoretical model 
of binge- eating posits that social problems are a key trigger of binge- eating 
episodes (Rieger et al., 2010). According to this framework, problematic 
interpersonal interactions generate negative feelings, which in turn precipi-
tate out-of- control overeating as a coping mechanism to reduce negative 
affect— at least temporarily (Rieger et al., 2010). Ultimately, binge eating 
worsens negative mood and is often accompanied by feelings of guilt over 
eating, shame, and disgust with one’s self (Haedt-Matt & Keel, 2011). As 
a result, a problematic cycle develops wherein binge eating worsens inter-
personal problems by increasing social isolation and exacerbating diffi-
culties in interpersonal relationships, which in turn promotes additional 
episodes of binge eating, thereby creating and/or maintaining the eating 
disorder (Rieger et al., 2010). IPT supports individuals in acknowledg-
ing and expressing painful affect, in an effort to assist them in developing 
more effective, alternative strategies for managing negative feelings without 
turning to food. IPT reduces eating disorder symptoms by supporting the 
use of healthy interpersonal skills that can replace maladaptive behaviors 
and promote a more positive self-image.

1 Extensive information on IPT for depressive disorders, detailing empirical back-
ground, theoretical foundation, and strategies and techniques, are fully described in a 
comprehensive book (see Weissman, Markowitz, & Klerman, 2000).
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Evidence Base for Interpersonal Psychotherapy for Eating 
Disorders with Binge Eating

Bulimia Nervosa

Based on extant randomized controlled trials for the treatment of bulimia 
nervosa (BN) in adults, individual cognitive- behavioral therapy (CBT) is 
often considered the first-line treatment of choice for individuals with BN 
(Wilson, Grilo, & Vitousek, 2007). Although fewer studies have examined 
IPT for BN, existing data suggest that individual IPT is an efficacious treat-
ment for BN as well. Currently, IPT is considered a viable alternative to 
CBT for the treatment of BN (Wilson et al., 2007). IPT is the only psycho-
logical treatment for BN that has demonstrated long-term outcomes that 
are comparable to those observed in CBT (Wilson & Shafran, 2005). All 
published controlled studies of IPT for BN have been conducted in compar-
ison to CBT and in adult samples. In initial reports, CBT and IPT produced 
similar short- and long-term remission in binge eating among adults with 
BN (Fairburn et al., 1995; Fairburn, Peveler, Jones, Hope, & Doll, 1993). 
In a subsequent multisite study comparing CBT and IPT for the treatment 
of BN, Agras, Walsh, Fairburn, Wilson, and Kraemer (2000) found that at 
the termination of treatment, adults receiving CBT reported significantly 
higher rates of abstinence from binge eating and lower rates of purging 
compared with IPT. However, by 8- and 12-months following treatment, 
outcome no longer differed significantly; adults with BN who received CBT 
maintained their progress or slightly worsened, whereas individuals who 
received IPT experienced slight improvements in binge eating and purging 
over the long-term follow- up period.

The initial positive effect observed for CBT compared with IPT in 
this study may be partially explained by a lack of focus on eating disor-
der symptoms in the research version of IPT for BN. This version focused 
almost exclusively on remediation of interpersonal problems, with limited 
work explicitly linking such problems to eating disorder symptoms. In con-
trast, CBT for BN explicitly works with clients on altering negative cogni-
tions about shape and weight and changing behaviors that promote binge 
eating and compensatory behaviors. In both treatment arms, individuals’ 
expectations of improvement were positively associated with better out-
comes (Constantino, Arnow, Blasey, & Agras, 2005). Interestingly, despite 
the slower response time of patients in IPT compared with CBT in the 
multisite study, those receiving IPT rated their treatment as more suitable 
and expected greater success than those receiving CBT, suggesting that the 
interpersonal focus of IPT may resonate with individuals with BN. As IPT 
iterations for BN evolve, incorporating a more explicit linkage between 
interpersonal problems and eating disorder symptoms during treatment 
delivery might be expected to produce a more rapid symptom response.
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Binge-Eating Disorder

IPT delivered in a group format was developed for adults with binge- 
eating disorder (BED) by Wilfley and colleagues (1993; Wilfley, MacKen-
zie, Welch, Ayres, & Weissman, 2000). Clinicians are often struck by the 
chronically unfulfilling relationships among adults with BED, and research 
findings support the centrality of interpersonal problems for BED symp-
toms (Blomquist, Ansell, White, Masheb, & Grilo, 2012). Utilizing a group 
format for the delivery of IPT offers a number of unique therapeutic strate-
gies for addressing interpersonal problems. Foremost, the group setting is 
viewed as a “live” social network— a milieu designed to decrease social 
isolation, support the formation of new relationships, and serve as a model 
for initiating and sustaining relationships outside of the therapeutic context 
(Wilfley, Frank, Welch, Spurrell, & Rounsaville, 1998). Individuals with 
BED commonly experience shame and self- stigmatization with respect to 
binge episodes and excess body weight, which very likely contribute to the 
maintenance of the disorder. Group therapy offers a radically altered social 
environment for individuals with BED, who tend to keep shameful eating 
behaviors hidden.

Data indicate that IPT is more effective at reducing binge eating than 
either a wait-list control (Wilfley et al., 1993) or a behavioral weight loss 
treatment (Wilson, Wilfley, Agras, & Bryson, 2010). Compared with CBT 
(group form or guided self-help), IPT has demonstrated similar significant 
reductions in binge eating and associated psychopathology in both the short 
term and long term (1–2 years) (Wilfley et al., 2002; Wilson et al., 2010). 
Interestingly, the IPT group demonstrated a pattern of improvements in 
eating disorder symptoms over a longer term (4-year) follow- up period, 
whereas the CBT group reported a worsening of symptoms, suggesting 
good maintenance of change for adults with BED who are treated with IPT 
(Hilbert et al., 2012). Notably, patients rate IPT as most acceptable rela-
tive to other modalities, and the dropout rate is significantly lower in IPT 
compared with the other interventions (Wilson et al., 2010). For patients 
initially presenting with high levels of disordered eating behaviors and cog-
nitions and low levels of self- esteem, IPT produces greater reductions in 
binge episodes compared with either CBT guided self-help or behavioral 
weight loss (Wilson et al., 2010). Thus, IPT may be particularly efficacious 
for those with exacerbated psychopathology.

inTerpersonal psyChoTherapy for The prevenTion 
of exCess weighT gain and eaTing disorders

Although most existing research on IPT for eating disorders has been con-
ducted with adult samples, we believe that IPT may be particularly suitable 
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for overweight adolescents who experience eating disorder symptoms and 
are at elevated risk for the development of a full- syndrome eating disor-
der (Tanofsky- Kraff, Wilfley, et al., 2007). Children and teens with excess 
body weight experience frequent teasing, social isolation, stigmatization, 
social rejection, and compromised interpersonal functioning compared 
with normal- weight youth (Hayden-Wade et al., 2005; Pearce, Boergers, 
& Prinstein, 2002; Strauss & Pollack, 2003). Not surprisingly, overweight 
youth experience poorer social functioning and negative feelings about 
themselves regarding their body shape and weight than youth who are not 
overweight (Fallon et al., 2005; Schwimmer, Burwinkle, & Varni, 2003; 
Striegel- Moore, Silberstein, & Rodin, 1986).

The most prevalent eating disorder symptom among overweight youth 
is “loss of control” (LOC) eating, a term we and others have utilized to 
refer to both objective binge- eating episodes as well as subjective binge- 
eating episodes. Whereas objective binge eating refers to classic binges— 
overeating with LOC—subjective binge eating refers to eating characterized 
by feelings of lack of control over any amount of food (i.e., not necessarily 
unambiguously large). Overweight youth who report even infrequent epi-
sodes of LOC eating (e.g., one episode per month) appear to experience 
more difficulties on many various indicators of psychosocial functioning 
than overweight youth who do not experience this eating pattern (Tanofsky- 
Kraff, 2008). Compared with youth without LOC, youth with LOC are at 
much greater risk for developing partial- or full- syndrome BED over time 
(Tanofsky- Kraff et al., 2011), for gaining excessive body weight and fat 
as they grow (Tanofsky- Kraff et al., 2006; Tanofsky- Kraff, Yanovski, et 
al., 2009), and even for developing risk factors for cardiometabolic dis-
ease such as higher triglycerides and visceral body fat (Tanofsky- Kraff et 
al., 2012). Although the mechanisms linking LOC eating to these adverse 
weight and metabolic outcomes are not entirely understood, it is likely due 
to eating patterns characterized not only by LOC but by a pervasive pattern 
of overall overeating (Hilbert, Rief, Tuschen- Caffier, de Zwaan, & Czaja, 
2009) and overconsumption of energy- dense, highly palatable sugary foods 
(Tanofsky- Kraff, McDuffie, et al., 2009). Thus, therapeutic interventions 
for reducing LOC in youth prior to the development of BED may prevent 
the development of the full- syndrome eating disorder, as well as obesity 
and its associated metabolic problems.

IPT for the prevention of excess weight gain (IPT-WG) is a group pro-
gram designed to reduce LOC eating in adolescents in an effort to decrease 
its associated excess weight gain and to prevent the development of BED. 
Consistent with interpersonal theoretical explanations of binge eating, 
IPT-WG assumes that dysfunctional or inadequate interpersonal interac-
tions trigger LOC eating episodes. Specifically, interpersonal problems 
are thought to lead to negative emotional states, which in turn prompt 
LOC eating in an attempt to cope with negative feelings. By improving 
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interpersonal problems among girls with LOC, IPT-WG seeks to reduce 
the negative emotions that facilitate LOC eating patterns and ultimately to 
decrease or eliminate LOC episodes.

Only one randomized controlled study on IPT-WG has been pub-
lished. In this pilot study of 38 adolescent girls who were at risk for adult 
obesity, IPT-WG was both feasible and acceptable (Tanofsky- Kraff et al., 
2010). These results also provided preliminary data that, compared with 
a standard- of-care health education program, IPT-WG produced greater 
reductions in LOC eating episodes and resulted in less than expected BMI 
growth 1 year following the intervention. A well- powered randomized con-
trolled trial is currently under way examining the efficacy of IPT-WG for 
preventing excessive weight gain and BED in adolescent girls at risk for 
adult obesity and BED (ClinicalTrials.gov ID: NCT00680979).

case study: Jane

Method

We describe here a completely disguised case example utilizing IPT-WG 
in Jane, a teenage girl at risk for adult obesity and BED. Jane is a 13-year-
old, non- Hispanic black girl who was volunteering for a research study 
in which girls at risk for adult obesity and BED were randomly assigned 
to take part in a 12-week IPT-WG or a health education group program. 
The recruitment materials were directed at parents of girls who were con-
cerned that their daughter was gaining too much weight. To be eligible for 
the study, all girls were ages 12–17 years, had a body mass index (BMI; 
kg/m2) between the 75th and 97th percentiles for their age, and were in 
good general health other than possibly being overweight or obese. Also, 
to be included in the study, all girls reported at least one recent episode of 
LOC eating. Although many girls in the study had subthreshold psychiatric 
symptoms and endorsed concerns about their body shape and weight, any 
girl who met criteria for a full- syndrome psychiatric disorder was excluded 
from participating in the program and referred for treatment.

At an initial screening, Jane was interviewed about her eating and 
body shape and weight concerns, and potential mental health problems 
necessitating different treatment. Her weight, height, and percent body 
fat were measured. On a series of questionnaires, Jane described her 
mood, depressive symptoms, anxiety, interpersonal functioning, and eat-
ing behaviors. Her mother also reported on her own and her child’s eating 
behavior and general adjustment. To monitor changes in Jane’s psycho-
social adjustment, LOC eating, and weight trajectory before and after 
the intervention, these assessments were repeated at the end of the group 
program, 6 months after the program, 1 year after the program, and 3 
years after the program.
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Jane was randomized to participate in the IPT-WG group program. 
IPT-WG blends and extends upon two previously developed IPT manuals: 
interpersonal psychotherapy— adolescent skills training (IPT-AST) devel-
oped for the prevention of depression (Young & Mufson, 2003), and group 
IPT for BED developed by Wilfley and colleagues (2000). IPT-WG shares 
a number of core features with each of these IPT adaptations and also 
contains some unique elements. Like both previous programs, IPT-WG is 
a brief, time- limited and manualized intervention delivered in a group set-
ting. Whereas IPT-AST comprises eight group sessions and group IPT for 
BED involves 20 sessions, IPT-WG consists of 12 group sessions. In addi-
tion, and in concert with group IPT for BED, there are three individual 
sessions— an initial 1.5-hour individual session with the therapist to assess 
interpersonal problems and to establish goals for therapy, and two brief 
15-minute individual sessions halfway through the therapy and at the ter-
mination of the therapy to reinforce work on goals. At the initial individual 
session, the rationale for the program is reviewed, rapport is built, and an 
“interpersonal inventory” is conducted with the adolescent to learn about 
her social network and any difficulties in important relationships, particu-
larly difficulties that are linked to problems with negative mood and LOC 
eating. As in most adaptations of IPT, the adolescent’s interpersonal prob-
lems are conceptualized into one of four problem areas: (1) interpersonal 
deficits, which apply to those individuals who are either socially isolated 
or who are involved in chronically unfulfilling relationships, that are fre-
quently the result of poor social skills; (2) interpersonal role disputes, refer-
ring to conflicts with a significant other such as a parent, sibling, or peer, 
that emerge from differences in expectations about the relationship; (3) role 
transitions, which refer to difficulties associated with a change- in-life sta-
tus such as a change in schools, graduation, moving, or parental divorce; 
and finally, (4) grief, which is identified when the onset of the symptoms is 
associated with either the recent or past loss of a person or a relationship. 
In contrast to adult IPT programs such as group IPT for BED, adolescent 
programs like IPT-AST, and consequently IPT-WG, infrequently encounter 
youth with grief, and furthermore, typically refer such youth to alternative 
therapies, particularly when the loss is of a core family member. Thera-
peutically, young people with such a major loss could be expected to have 
difficulties in groups of adolescents talking about problems with parents 
or siblings. Making use of this framework for defining one or more inter-
personal problem areas, IPT-WG focuses on identifying and changing the 
maladaptive interpersonal context in which LOC eating has developed and 
been maintained.

Similar to all versions of IPT, group IPT-WG is divided into three 
phases: (1) initial, providing the rationale for the approach and develop-
ing rapport among group members; (2) middle, the work phase during 
which members share personal relationship experiences and learn new 
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ways of communicating; and (3) termination, preparing to say good-bye 
and planning for continued, future work on goals (Weissman et al., 2000). 
Throughout the entire course of the intervention, participants are encour-
aged to link their interactions and mood to their eating patterns.

Jane’s IPT-WG group included five other girls, ages 12–17 years, in the 
group that shared similar characteristics of being at risk for adult obesity 
and BED. The group was facilitated by two therapists: a psychologist with 
a doctorate in child clinical psychology and a graduate student working on 
her doctorate in clinical psychology. Both leaders had considerable experi-
ence running groups and working with adolescents with eating and weight 
problems.

Results

Baseline, Pregroup Individual Assessment

At the baseline, pregroup assessment, Jane met criteria for inclusion in the 
trial. She was 13 years of age, endorsed LOC eating, and had a BMI at the 
97th percentile relative to other girls her age. Other than being obese, Jane 
was physically healthy and had no major medical problems. Jane endorsed 
current elevated depressive symptoms— a total score of 24 on the Beck 
Depression Inventory (Beck, Steer, & Brown, 1996)—but she denied cur-
rent or past major depressive disorder or any other psychiatric disorder cur-
rently or at any point in the past. She had no prior experience with therapy 
or psychotropic medication. Jane’s mother’s report of her daughter’s inter-
nalizing and externalizing symptoms fell within the normal range on the 
Child Behavior Checklist (Achenbach & Elderbrock, 1991).

Jane’s primary presenting problems centered upon LOC eating epi-
sodes and concerns about her weight. She reported experiencing her first 
LOC episode in childhood, at age 7, at the same time that she remembered 
becoming overweight. Notably, over the past 1–2 years as she entered early 
adolescence and transitioned to middle school, she started to experience 
LOC episodes with increasing frequency and began to experience distress 
over such episodes. Jane reported that she often snacked or ate too much in 
response to feeling down or depressed. On the Eating Disorder Examina-
tion (Fairburn & Cooper, 1993) interview, she described significant body 
weight and body shape dissatisfaction, endorsing feelings of shame and 
embarrassment when wearing clothes that showed her shape, and consider-
able distress when she became aware of her body, when viewing her image 
in a mirror, for example, or when showering, weighing herself, or shopping 
for clothes: “Shopping is always so depressing. My mom and I went to the 
mall on Saturday so that I could get some new shorts, and it was just so 
awful. I didn’t want to try anything on, and my mom got so annoyed. I 
mean, she was annoying me! Nothing was going to fit me right, so I didn’t 
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even see the point.” Jane was not currently dieting but had made several 
brief, unsuccessful dieting attempts over the past 1–2 years by “count-
ing calories,” “eating diet foods,” and “eating frozen meals.” She denied 
current or past attempts to control her weight with unhealthy or extreme 
weight control behaviors.

Interpersonal Inventory

At a pregroup individual meeting with the therapists, Jane presented as 
friendly and engaged. She was talkative and eager to describe her relation-
ships, her mood, and eating. Jane’s social network included her immediate 
family. She came from an intact family, living with both biological parents 
and a younger sister, Mary, who was age 9. Jane reported a somewhat dis-
tant relationship with her father: “I’m not all that close to my dad. I mean, 
I like him. He works a lot. I just don’t see him very often. We have things in 
common. Sometimes we go for a hike together, but we haven’t done that in 
a while.” Jane thought that her father somewhat favored her younger sister. 
She wished that she was closer to her father: “I don’t really tell him things. 
Like, I can talk to him, but . . . it seems lately we don’t talk very much.” 
Jane described a conflictual relationship with her mother. Her mother, who 
herself was obese and described her own difficulties with binge eating at the 
baseline assessment, reportedly also worked long hours and was frequently 
tired and stressed. Jane said that she and her mother argued frequently. 
Most of the arguments with her mother involved conflicts over Jane want-
ing to do things with peers: “I just like to get out of the house. I get down 
when I sit around the house and my mom won’t take me anywhere.” She 
wished that her parents would let her spend more time with her friends. She 
reportedly was not close with her younger sister, Mary: “We don’t get along 
very well. We fight about stupid stuff.”

Jane listed three friends in her social network. Two friends were from 
elementary school and currently did not attend the same middle school as 
Jane. When Jane started middle school, her family relocated to a differ-
ent neighborhood and she did not know many people at her new school. 
Jane was in seventh grade—the second year of middle school. She had had 
difficulty making new friends. She had one friend at school “who I can 
kind of talk to,” but she did not get together with this friend outside of 
school very often. She did not see her friends from elementary school very 
often, and she wished that she could see them more frequently. According 
to Jane, “My mom never wants to take me anywhere. She says she’s too 
tired and stuff. And I’m not allowed to go places on my own.” Jane really 
enjoyed taking dance classes, for example, or walking around the mall or 
going to the movies, but reportedly she rarely was able to do these activities 
because of difficulties arranging for a parent to take her. Jane also experi-
enced teasing and was the victim of some verbal bullying at school. There 
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was one boy in particular who said cruel things about her weight and her 
appearance. This year, he was in one or two of her classes and bothered her 
somewhat regularly.

At the initial pregroup individual meeting with Jane, the therapists 
introduced the IPT model:

“For many kids that we work with, they tell us that they have a bad 
interaction with someone— like a fight with their mom or someone 
at school giving them a hard time about their weight— and they feel 
really badly about that, and then find themselves— at some point, it 
could be right away or later in the day— eating a lot of food, especially 
foods that aren’t so healthy, and feeling like they can’t control their 
eating. Is that something that you’ve ever experienced?”

Jane: Definitely. Like, this week my mom and I were arguing (tearful) and 
I found myself in the kitchen eating.

TherapisT: Sounds like you know exactly what we’re talking about. On 
that particular day, what time of day was it? What were you arguing 
about?

Jane: It was around 6:00 and my mom had just gotten home from work. I 
was asking her if I could get a ride to go to the mall with my friends, 
and she like blew up at me.

TherapisT: What did she say?

Jane: She was all like “I’m tired, Jane, and I’m not going to talk with you 
about this right now.” She never lets me go anywhere!

TherapisT: What happened next? You said you found yourself in the 
kitchen.

Jane: (Crying) I was like, “WHATEVER,” and went to the kitchen and ate 
some chips. I had like the entire bag.

TherapisT: What else?

Jane: I also had a granola bar and some cookies.

TherapisT: How were you feeling after the fight with your mom, before 
you started eating?

Jane: I was really angry.

TherapisT: Any other feelings?

Jane: I also was a little depressed.

TherapisT: I can see how that must have felt really bad. How about after 
you were done eating?

Jane: I don’t know. I wasn’t really paying attention.

TherapisT: Sometimes kids tell us that they “zone out” when they’re eating.
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Jane: Yeah.

TherapisT: One thing we’re going work on in the group is to encourage you 
to pay attention to how you’re feeling, especially when you notice that 
your eating feels out of control or when you have a fight with someone, 
like your mom. What happened after you were done eating? Did you 
and your mom ever talk again about going to the mall or about the 
fight?

Jane: No. That’s usually what happens. We just go our separate ways. I just 
went to my room and listened to music, did my homework.

TherapisT: It sounds like you and your mom had this fight about the mall, 
you felt angry and depressed, and then you found yourself eating a lot 
in a way that felt out of control. That’s exactly the kind of thing we’re 
going to be working on in the group.

Although Jane’s interpersonal problems could be conceptualized as 
falling into a number of interpersonal problem areas, the therapists viewed 
her primary interpersonal problem area as a role dispute given the empha-
sis Jane placed on her relationship with her mother. However, the group 
leaders were cognizant that she was also struggling with a role transition 
because of the recent change to a new school and increasing isolation from 
peers, and due to conflict with parents around transitional issues, namely, 
independence. Jane and her parents, particularly her mother, were hav-
ing difficulties communicating around conflicts and negotiating Jane’s new 
role as a teenager. Jane desperately wanted to have more friends and to 
be able to spend time with peers outside of school. Her interactions with 
her parents were not effectively supporting this developmental transition. It 
was notable that although Jane experienced LOC eating as a child, it was 
not until conflicts with her mother escalated during early adolescence that 
the LOC became more frequent, increasingly out of control, and accom-
panied by negative affect and marked dissatisfaction with her appearance.

After a brief break to consider the information that Jane provided dur-
ing the interpersonal inventory, the therapists reconvened with Jane and 
asked her what she thought of the following goals:

“It sounds like working out a better way to deal with conflicts with 
your mom would really help you to feel better and in turn, to decrease 
the times that your eating feels out of control. Is this something that 
you’d be willing to work on in the group? Do you think that that goal 
would be helpful?”

Jane agreed that working on finding better ways to communicate with 
her mother would be a helpful goal that she was willing to work on. As a 
second goal, the therapists offered:
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“It also sounds as though you would like to work on your friendships. 
Specifically, increasing the amount of time you spend with friends out-
side of school and also, forming some new friendships at school. The 
hope is that this would help you to get the support you need from 
people your own age; we expect that this would help to improve your 
mood and also lessen your loss of control eating. What do you think 
of that goal?”

Jane was enthusiastic about both goals. However, she was skeptical 
that her mom would allow her to spend more time with her friends. The 
therapists encouraged her to keep an open mind. They reiterated that the 
focus on the group program was to help her to improve her relationships 
so that she would feel better more of the time and be less likely to have 
LOC eating. The therapists also told Jane some guidelines for the group; 
namely, that the more sessions she attended and the more she participated 
in the group, the more she would get out of the program. Jane was also 
advised that there would be things to work on outside of the group—so- 
called “work at home,” and that the more she practiced these assignments, 
the more likely she would see improvements in her relationships, her mood, 
and her eating.

Initial Phase of Group Intervention (Sessions 1–3)

The initial phase of group program involved three sessions. Jane attended 
all three of these sessions. In the initial sessions, introductions were made 
among the two therapists and the six teenage girls and guidelines for the 
group were established (e.g., confidentiality and its limitations, speaking 
to others respectfully, arriving on time to group). The girls were primarily 
early adolescents— ages 12–13—and they were very talkative. The thera-
pists worked to encourage rapport while simultaneously keeping them 
focused on the intervention material. All six of the girls seemed eager to be 
in the group and to get to know one another. The therapists’ observations 
of Jane in a group setting with other girls her age was clinically informative 
and revealed information that was not apparent in the pregroup individual 
meeting. While Jane appeared highly motivated to connect to the other 
girls in the group, she demonstrated some social deficits with her peers. For 
instance, she was so eager to participate that she frequently interrupted oth-
ers to talk about herself. Her speech and laughter were occasionally louder 
than that of other group members. Also, the other girls did not always relate 
to Jane’s interests. It became clear that Jane would benefit from learning 
more effective communication skills and ways of relating to others her age. 
In these initial, more structured sessions, the IPT rationale for the interven-
tion was reviewed. Several semistructured activities were conducted with 
the group to provide psychoeducation on risk factors for excessive weight 
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gain; to review the interpersonal model connecting relationships, feelings, 
and LOC eating; to set the groundwork for communication analysis; and 
to learn key communication skills.

Taken from IPT-AST for the prevention of adolescent depression, com-
munication analysis is the process of analyzing the “he said, she said” of 
an interpersonal exchange. Girls were taught that what they say (i.e., the 
content of their speech) and how they say it (e.g., their tone of voice) affects 
how the other person will respond and the course of the interpersonal 
interaction. Once the girls understood this concept, specific communica-
tion skills were introduced and explained as tools for altering the course 
of interactions with others in a way that they can get what they desire 
(within reason!) from a particular interaction. Example communication 
skills include using “I” statements to express feelings (e.g., “I feel really 
disappointed that you can’t drive me to the mall” vs. “You never drive me 
to the mall. I hate you!”), choosing the right timing to have a conversation 
(i.e., when you and the other person have had time to calm down and think 
through your thoughts and feelings vs. in the heat of the moment), and 
putting yourself in the other person’s shoes (i.e., understanding and com-
municating the other person’s perspective in a conflict). In the initial phase, 
these concepts were taught generically and in the subsequent phases of the 
group, the girls were encouraged to apply these skills to working on their 
own individualized goals. Jane participated actively in these activities and 
readily grasped the material that was presented.

Middle Phase of Group Intervention (Sessions 4–9)

Beginning with Session 4, the group shifted to assisting group members in 
sharing recent interpersonal interactions from the past week that were rel-
evant to their goals. Jane had excellent attendance, missing only one of the 
six middle phase sessions. During this phase, group members are encour-
aged to talk about conflicts or difficulties with others, the effect on their 
mood, and changes in their eating patterns. Role plays— acting out interac-
tions that the girls had in their own environments in the group setting— are 
used for two purposes: (1) to review an interpersonal interaction that took 
place, both to see what may have gone wrong and also, perhaps what went 
well as the girls learn to improve their communication skills; and (2) to plan 
for future, more effective interactions by practicing how they might interact 
differently with someone, what they will say and how to say it.

Jane made progress on both of her goals. With respect to her first goal 
of improving communication skills with her mother, Jane made a number 
of important changes by applying the communication skills learned in the 
group. Foremost, choosing the right time to approach her mother was cen-
tral to a successful interaction. With the feedback of other group members, 
Jane realized that talking to her mother right after she came home from 
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work—when her mother was very tired and worn out from the day—was 
unlikely to be effective. Instead, she attempted to talk to her mother on 
the weekend, to schedule a time to talk to her mom, and to ask her mother 
with advanced notice if she wanted her mother to take her somewhere as 
opposed to asking at a moment’s notice. Jane also learned to pick a time to 
have a conversation when she could prepare herself to stay calm as opposed 
to getting very upset and worked up. Role- playing the conversation and 
how it was likely to unfold in the supportive context of the group helped 
Jane to feel prepared and less anxious in approaching her mother to ask for 
assistance with transportation or other things that she wanted. By using 
these skills, Jane reportedly succeeded in obtaining her mother’s help to 
drive her places. This helped with her second goal of spending more time 
with friends as well.

Through the course of the middle phase of therapy, Jane disclosed 
to the group that her mother would sometimes make comments to Jane 
about her appearance during heated arguments. In one poignant session, 
she shared with the other girls: “Last week, my mom was yelling at me in 
the evening because I was watching TV and she said I needed to go to bed, 
but I hadn’t finished my homework. My mom said, ‘You are a horrible girl’ 
(crying).”

Another group member: That is so mean.

TherapisT: How did that make you feel, Jane, when your mom said that 
to you?

Jane: I felt really, really sad.

TherapisT: Do you think your mom knows how much that hurt your feel-
ings?

Jane: No. She was so mad that I hadn’t gotten my homework done and was 
watching TV. She was also probably annoyed because she was tired 
and wanted to go to bed and I needed her help with my homework.”

TherapisT: Let’s do a “communication analysis”—a play-by-play—of 
exactly what happened. You were watching TV, why don’t we start 
there.

Jane: I was so tired when I got home from school, I just felt like watching 
TV—I was sort of dozing in and out on the couch.

TherapisT: What did your mom say exactly? Let’s act it out so we can 
really get a picture of what happened.

Jane: “Jane, you need to get up off the couch and go to bed.” It was around 
9:30, I think. And I said, “Well, I haven’t done all my homework yet, 
I can’t, and you need to help me with my math worksheet (in a com-
plaining and demanding tone of voice).” And my mom said, “Jane, 
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this is ridiculous. You should not have turned the TV on before you 
got your homework done.” She got really mad and was yelling at me 
some more.

TherapisT: What was your mood like then? Your mom’s mood? What was 
said next?

Jane: Well, I was pretty grumpy. I’m not the nicest person when I’m just 
waking up. My mom was like, “You could at least be pleasant if I have 
to help you with your work.” And then I said, “It’s not my fault—I hate 
school! This sucks.” I was pretty much pouting. I also was exhausted 
so I looked and felt awful. I guess I was pretty cranky. After I said the 
part about “this sucks,” that’s when she said I was horrible.

TherapisT: I can understand how that would be a very hurtful comment. 
Do you think she meant that you were acting in a horrible way—not 
really that you were a terrible person?

Jane: Yeah, probably. But that’s not what it came out like at the time.

TherapisT: How do you think she would respond if you were to tell her 
how much that hurt your feelings?

Jane: I don’t know.

In the remainder of this particular session with Jane, the therapists 
worked with her— utilizing input from the other group members— to 
appreciate Jane’s own contribution to the negative interpersonal exchange 
and to see the value in having a follow- up conversation with her mom about 
this event. Since Jane’s conflicts with her mother frequently involved one 
or both of them saying hurtful things in the heat of the moment, with no 
follow- up, the therapists encouraged Jane to share her feelings with her 
mother in a way in which her mother was likely to be receptive. Using com-
munication skills such as putting herself in the other person’s shoes (e.g., 
“I’m sorry, mom, about the other night. I should have told you that I needed 
help with my work earlier, and I know you must have been feeling tired and 
ready to go to bed”), the group helped Jane to generate a script for talking 
to her mom, and the therapists asked Jane to try it out as “work at home.” 
Jane was anxious about talking to her mother and put off the conversa-
tion for several weeks. The brief, individual midgroup meeting provided a 
perfect opportunity for the therapists to praise Jane on the work she had 
already accomplished and to encourage her to try out this additional con-
versation with her mother.

In the final session of the middle phase of the group, Jane reported 
that she had spoken to her mother. They had a very positive conversation 
in which Jane told her mom that the specific comment her mother had 
made that evening really hurt her feelings. Her mother responded positively 
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by telling Jane that she didn’t really mean what she had said and that she 
wanted to work with Jane on fighting less often. Her mother didn’t enjoy 
their fights and felt badly when things were said that neither of them really 
meant. Jane felt anxious before the interaction, but she felt really positive 
after the conversation. In contrast to times of conflict with her mother, Jane 
had no episodes of LOC eating after the exchange. The therapists praised 
Jane for the excellent work she had done in trying out a new way of com-
municating. Importantly, the therapists pointed out to Jane and the other 
group members that by communicating with her mother more positively, 
she felt better and felt more in control over her eating.

Jane’s second goal was to spend more time with friends outside of 
school and to develop new friendships. The group setting was an excel-
lent environment for Jane to practice more effective ways not only of seek-
ing support from others but also in providing support to others her age— 
important interpersonal skills for developing the more intimate friendships 
that characterize adolescence. As the middle phase of the group progressed, 
Jane made considerable strides. Her interpersonal skills within the group 
context became increasingly more effective. For example, the therapists 
were able to redirect Jane to provide supportive feedback to others, draw-
ing on how she could connect from her own experiences, as opposed to 
turning the conversation exclusively to focus on herself:

alexis [another group member]: . . . So, I really want to visit my dad’s 
house this weekend, but I also want to spend time with my friends. 
Stephanie invited me to spend the night at her house and we really 
want to go see that new Robert Pattinson movie together. My dad 
doesn’t understand. He’s going to get really, really mad if I tell him that 
I don’t want to come over . . .

Jane: (interrupting) I want to see that movie! I liked the last one that he 
was in. Aaah . . . he is so cute.

TherapisT: Jane, you’ve also had some difficulties talking to your parents 
about wanting to do things with a friend, rather than staying at home 
with the family. Putting yourself in Alexis’s shoes, how do you imagine 
that she is feeling?

Jane: Stressed. You really want to go to the movie, but you’re also worried 
that you’re going to let your dad down.

alexis: Exactly. I am really stressed.

TherapisT: It often can be hard for families to adjust to teens wanting to 
spend more time with their friends— which is a very normal thing for 
someone your age. Let’s talk about what you want your dad to know, 
Alexis, and how you might be able to communicate that to him in a 
way that he’s most likely to understand.
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Throughout the middle phase, Jane became increasingly better at com-
menting on others’ experiences within the group in a way that offered emo-
tional support to others and fostered connecting with other girls her age. 
The therapists pointed out this development out explicitly to Jane and to 
the group as a whole:

“Part of becoming a teenager involves becoming closer to your friends. 
As a group you all have really become closer in here with each other 
and done a great job at sharing personal things with each other, as well 
as supporting each other. These are important skills that you can apply 
outside of the group as well to forming closer friendships.”

In working on her second goal, the therapists, as well as the group as a 
whole, encouraged Jane both to make specific plans with her friends from 
elementary school whom she rarely saw, and also to work on becoming 
closer to one to two friends at her new middle school. Using the group con-
text, the therapists helped Jane to role-play reaching out to a newer friend 
to make plans outside of school. During the middle phase of the group, Jane 
reported that she was successful at both of these “assignments.” She went 
a dance class with one of her longtime friends, and she got together to see 
a movie with a newer friend.

Termination Phase of Group Intervention (Sessions 10–12)

The termination phase is characterized by reinforcing skills learned and 
progress made during the middle phase and preparing girls to continue to 
work on their goals after the program ends. Jane attended all three ses-
sions during the termination phase. One of the key themes for Jane was 
that she could extend new communication skills practiced with her mother 
to conflicts at school. For example, through the course of the therapy pro-
gram, Jane described a number of negative interactions with a boy who was 
teasing her about her weight at school. In response to this interpersonal 
stressor, Jane typically responded ineffectively by becoming very angry and 
yelling at the bully, which was serving to reinforce his teasing her. Learn-
ing to regulate her emotions more effectively, which she had learned by 
working on heated conflictual interactions with her mother, Jane learned 
that being less responsive or even ignoring the bully’s comments served to 
diminish their frequency considerably. The therapists helped Jane to make 
these links, and the group members were invaluable in offering their own 
advice, as many of these girls had also dealt with bullying at least at some 
point in their lives. Also, although her relationship with her father was not 
an explicit goal, Jane had reported initially that she wished that she could 
spend more time with him. During the termination phase, Jane had begun 
to take an occasional hike on the weekends with her father, an activity that 
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she enjoyed immensely and which they had not done together in quite some 
time. Jane felt very positive about all of these changes.

The individual postgroup session provided an opportunity for the 
therapists to reinforce the themes from the termination phase. Specifically, 
the therapists praised Jane for her significant progress on her goals. They 
also pointed out that the goals are “works in progress” and that she will 
have to—and is fully capable of— continue to use the skills she learned to 
deal with conflicts with her mother and to develop and maintain closeness 
in her friendships. Another essential element of this individual session was 
to reinforce the connections between interpersonal relationships and eating 
behavior:

TherapisT: How have the changes you’ve made in your relationships 
affected your eating patterns?

Jane: I think I eat more normally.

TherapisT: What do you mean?

Jane: Well, since I’ve been feeling better— you know, less depressed, and 
also less mad—I don’t eat because I feel those ways.

TherapisT: That’s really great. When you feel better, your eating is more 
healthy. And you’ve been feeling better because of the terrific work 
you’ve done over the past few months on improving how you get along 
with the important people in your life—like your mom—and also get-
ting the support you need from people your own age, like finding time 
to spend with friends outside of school.

Jane: Yeah (smiling).

TherapisT: You’ve done an incredible job in the group, and it is clear that 
you have developed the key skills that will serve you well in your future 
interactions and relationships.

Discussion

Jane returned for all follow- up assessments that were scheduled as part 
of the randomized controlled trial. The follow- up visits spanned from 
immediately after the group ended to 3 years following the intervention. 
Immediately following the 12-week group program, Jane reported a simi-
lar frequency of LOC eating episodes— approximately two per month over 
the past 3 months— relative to her baseline assessment. Yet, she no longer 
endorsed associated distress about these episodes. By 6 months after the 
intervention, her LOC episodes had decreased significantly, to only one 
in the previous 3 months. This low frequency of LOC eating, as well as 
the absence of associated distress about such eating episodes, persisted 
at the 1-year follow- up and even at a 3-year follow- up assessment. Jane 
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reported that she no longer felt distressed about her eating and no longer 
ate in response to depressive symptoms or stress. Likewise, in contrast to 
her reported elevated depressive symptoms prior to the intervention, she 
reported no depressive symptoms at the follow- up assessments, including 
through the final 3-year follow- up (Beck Depression Inventory total score 
of 3 or 4, indicative of no depression, at each follow- up).

After the intervention, Jane’s body weight gain trajectory was signifi-
cantly less than expected. She started out with a BMI at the 97th percentile 
for her age. Her weight gain stabilized such that she dropped to the 94th 
percentile, and she remained at the 94th percentile throughout the 3-year 
period following the intervention. Although Jane remained overweight, she 
was no longer in the obese category and it is important to point out that 
the intervention achieved its intended goal for body weight— the goal of 
IPT-WG is prevention of excessive weight gain, not weight loss. Indeed, 
an adolescent at the 97th percentile is likely to increase her BMI percen-
tile over time. Also, quite notably, with this weight stabilization, Jane’s 
body image improved dramatically. As described earlier, she started with 
very high concerns about body shape and weight. Following the interven-
tion, immediately and even through 3 years later, she no longer reported 
body dissatisfaction: “I feel pretty good about myself. I’m happy with how 
I look.”

Taken together, Jane illustrates a successful case example of IPT-WG 
both for the prevention of excessive weight gain and for the prevention 
of BED. Prior to participating in the intervention, Jane had many char-
acteristics that would put her at particularly high risk for continuing to 
gain excessive weight with growth and for developing BED. She was obese, 
she reported frequent LOC eating episodes, and she experienced elevated 
depressive symptoms, which in some research studies, also appear to be a 
risk factor for excessive weight gain (Pine, Goldstein, Wolk, & Weissman, 
2001; Roberts & Duong, 2013; Rofey et al., 2009) and for binge eating 
(Spoor et al., 2006). Jane also described interpersonal patterns that often 
characterize obese adults with BED. She had high levels of conflict with 
a parent, which frequently triggered depressed mood states, and in turn, 
LOC eating episodes. She also was socially isolated and had some difficul-
ties maintaining and developing friendships. One can imagine a scenario 
in which these symptoms continued to persist, LOC episodes— rather than 
decreasing— increased in their frequency, and Jane continued to gain too 
much weight as she entered adolescence. In such a scenario, body dissatis-
faction would almost certainly increase, and one might also anticipate that 
Jane would be at risk for developing exacerbated problems with her mood 
and depressive symptoms. From the framework of an interpersonal theo-
retical account of LOC eating, interpersonal problems, negative emotions, 
LOC eating, and the accompanying shame and low self-worth that accom-
pany it would create a very problematic cycle. We believe that intervening 
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with teenagers such as Jane, before this cycle has a chance to proliferate, 
provides an optimal window for prevention of excessive weight gain and 
BED. Although preliminary evidence exists to support the efficacy of IPT-
WG for decreasing LOC episodes and for preventing excessive weight gain 
(Tanofsky- Kraff et al., 2010), additional research is necessary before these 
positive findings can be generalized.

poTenTial Challenges

In the illustrated case example of IPT-WG, the adolescent readily grasped 
and could relate to the interpersonal model of LOC eating. In our expe-
rience running IPT-WG groups with teenagers, a minority of adolescents 
have difficulty applying this model to their eating episodes. It is possible 
that these teens experience different triggers of LOC eating episodes. For 
example, youth will report that they overate with a sense of losing control 
at a birthday party or other social event in which they experienced posi-
tive affect preceding and following the eating episode; they deny any nega-
tive interpersonal stressor that triggered that problematic eating behavior. 
Although in some cases, this account may be valid, it has more often been 
our experience that once youth increase their awareness of their feelings 
when LOC episodes occur and begin to pay more attention to interpersonal 
events, they often do identify some social and affective discomfort of which 
they were not previously aware. Indeed, this fits with the “numbing out” 
experiences described by children with LOC episodes. Said differently, 
many youth report that they are not aware of their feelings, how much 
or what they are eating, or in some cases, even their surroundings, when 
LOC episodes occur (Tanofsky- Kraff, Goossens, et al., 2007). In cases in 
which youth are skeptical of the interpersonal model, often the first goal 
is to increase their awareness of feelings and interpersonal events when 
LOC eating occurs. In addition to working on linking eating and affect 
on a weekly basis as the intervention progresses, the group setting itself 
also provides a very nice opportunity for these teenagers to learn about the 
experience of LOC eating from their peers. Often by the middle to end of 
the program, youth who were initially skeptical of the interpersonal model 
can apply it to their experiences. At the same time, by focusing primarily 
on interpersonal relationships, even youth who cannot explicitly link their 
relationships or moods with their eating patterns have the potential to ben-
efit. Almost all adolescents can identify some aspects of their relationships 
that they would like to improve.

Another therapeutic challenge of a completely different nature is when 
teenagers bring in interpersonal stressors that are particularly challenging. 
In the majority of cases in our samples of prevention- seeking youth (i.e., 
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that exclude youth with full- syndrome major psychiatric problems), learn-
ing new interpersonal skills can lead to marked improvements in interac-
tions with significant others, and in turn, these changes can significantly 
improve their mood and eating behavior. In the case example of Jane that 
we presented, both of her parents were very responsive to the attempts that 
Jane made at improving her interactions with them. However, some youth 
have interpersonal situations that are not as easily addressed in a short-
term intervention. One example is a parent with a major mental illness who 
is unlikely to respond positively or effectively even if the teenager were to 
employ new interpersonal skills with perfection. In such cases, the work 
often turns to assisting the adolescent with identifying alternative sources 
of support in which he/she can have his/her needs met and accepting the 
limitations of the parent or significant person. Such work, understandably, 
may take longer than a brief, time- limited intervention permits. These cases 
may benefit from referrals for individual therapy upon the conclusion of the 
group program, particularly if limited improvement is observed in mood 
and/or LOC eating problems.

fuTure researCh direCTions

The IPT-WG program was developed originally for adolescents at risk for 
excessive weight gain and BED. We are currently adapting IPT for deliv-
ery to preadolescents using a family- based approach. This is an exciting 
opportunity to intervene with youth during middle childhood, when, for 
many children, episodes of LOC begin to emerge. Many of our adolescents 
in IPT-WG describe interpersonal problems with parents or other family 
members. Involving family members in the intervention itself provides a 
potential opportunity to practice parent– child skills “live” as opposed to 
the peer-to-peer role plays in IPT-WG. Although research has yet to explore 
the potential for IPT to contribute to weight loss among overweight youth 
at risk for BED, investigating IPT as an adjunct to behavioral weight loss 
treatment is a potential avenue for future study. Given the limited effective-
ness of weight loss programs, developing targeted therapeutic approaches 
is essential. It is possible— and worthy of study—that IPT may be helpful 
in improving eating patterns and facilitating healthy weight loss among 
overweight and obese youth who experience LOC eating patterns.

ConClusions

IPT is an empirically supported therapeutic approach that resonates with 
clients with eating disorders, as well as therapists who treat such patients. 
Our preliminary clinical research endeavors suggest that IPT presents a 
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potentially valuable approach to helping youth who may be at risk for 
binge- eating problems and excessive weight gain. Further research, capi-
talizing on the foundation of effective treatments for eating disorders in 
adults, is needed with children and adolescents.
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Family members of patients with anorexia nervosa (AN) find themselves in 
a challenging situation. They see their loved one suffer and face grave phys-
ical and psychological consequences of the disorder, yet patients are seem-
ingly unable to recognize the seriousness of the illness and the low body 
weight and are ambivalent about recovery. In this context, families are 
often unsure of how to help. At the same time, treatment researchers devel-
oping approaches for adolescents with AN have long recognized that the 
family can be an important resource for recovery. In the past decade, 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Laura and Steve is a disguised/composite portrait.

Chap tEr 8

Integrating Couple-Based Interventions 
into the Treatment  

of Adult Anorexia Nervosa
A Case Example of UCAN

melanie s. fisCHer, Jennifer s. KirBy, tHomas J. raney, 
DonalD H. BauCom, and CyntHia m. BuliK

[Treatment has] really been a lifesaver. It helped me realize that other people 
were involved in this, and other people were feeling the effects of it, not just 
me. It took [the eating disorder] out of the center role, knowing who all it 
was hurting. And so now we communicate better, well, we are still kind of 
working in couple therapy. But I think it helped Steve separate the disease 
from me, and I really appreciated that. But, I guess basically in a word it 
just, it really, it’s still there, but even now when my “evil twin” gets tweaked 
a little bit about things, I can see now what is at stake. And that keeps me 
from falling back into it. And I don’t want that to ever happen again.
—laura, about her experience of UCAN treatment with her husband, Steve
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family- based treatment, or the “Maudsley method,” has received strong 
empirical support for adolescents with AN (Eisler et al., 1997; Eisler, Simic, 
Russell, & Dare, 2007; Lock, Couturier, & Agras, 2006; Lock, Le Grange, 
Agras, & Dare, 2001). Family-based treatment for adolescent AN does not 
prioritize the usual foci and methods of family therapy, but rather focuses 
strongly on empowering the parental figures to work together to refeed the 
underweight adolescent until independence can slowly be returned to the 
patient as recovery progresses (Lock et al., 2001).

Treatment of adults with AN—like treatments for adults with other 
disorders— has focused largely on individual therapy. However, the evi-
dence base for treatment in adults with AN is weak, and effective treatment 
options remain limited (Berkman et al., 2006). At least two misconceptions 
have contributed to the general preference for individual therapy for adults 
with AN to date. First, a common belief is that individuals with AN do 
not enter into committed relationships, although empirical data suggest 
that this is not the case (Maxwell et al., 2011). Second, there is a miscon-
ception that AN is confined to the teenage years—a myth that has also 
been thoroughly debunked by several studies (Bulik et al., 1999; Heavey, 
Parker, Bhat, Crisp, & Gowers, 1989; Hoek & van Hoeken, 2003; Keith 
& Midlarsky, 2004). Furthermore, understandably, the usual models of 
family- based treatment— in which it is assumed that there are parental fig-
ures who should appropriately assume power and control within a family 
structure— are not developmentally appropriate for adults with AN (Bulik, 
Baucom, Kirby, & Pisetsky, 2011).

Given that AN strikes across the lifespan, and given that individuals 
with AN enter into relationships at a rate similar to that of individuals in the 
general population, it is essential to understand the interpersonal context of 
AN in adults and address it in treatment accordingly. Additionally, because 
the AN symptoms often include lack of recognition of the severity of illness 
and low weight, and ambivalence about recovery, it may be particularly 
important to include significant others who might support recovery and 
increase motivation to change (Bulik, Baucom, & Kirby, 2012b; Lock, 2002; 
Treasure, Gavan, Todd, & Schmidt, 2003). We have previously described 
the relationship context of AN and the difficulty that patients and partners 
face in various areas of relationship functioning in detail (Bulik, Baucom, & 
Kirby, 2012a; Bulik et al., 2011, 2012b); yet, a brief mention of several areas 
of relationship concern are worth noting. For example, in addition to disor-
dered eating, a considerable number of patients with AN experience prob-
lems with sexual functioning and discomfort with affection (Pinheiro et 
al., 2010; Raboch & Faltus, 1991), significant levels of relationship distress 
(Van den Broucke, Vandereycken, & Vertommen, 1995a, 1995b; Woodside, 
Lackstrom, & Shekter- Wolfson, 2000), and more negative communication 
than nondistressed couples without AN (Van den Broucke et al., 1995a). In 
spite of these interpersonal complications, partners also have the potential 
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to be a strong source of support for individuals with AN. Consistent with 
this perspective, Tozzi, Sullivan, Fear, McKenzie, and Bulik (2003) found 
that among women recovered from AN, relationships were the most fre-
quently cited factor contributing to recovery.

overview of uniTing Couples in The TreaTmenT 
of anorexia nervosa

Given the interpersonal aspects of AN noted above, it is reasonable 
to explore the involvement of partners in treating adults with AN. Our 
treatment program, Uniting Couples in the Treatment of Anorexia Ner-
vosa (UCAN; Bulik et al., 2011, 2012b), is a couple- based intervention 
that addresses the above challenges. UCAN integrates cognitive- behavioral 
therapy (CBT) for AN and cognitive- behavioral couple therapy (CBCT; 
Epstein & Baucom, 2002) in order to capitalize on supportive relation-
ships within the family (i.e., the partner) in a developmentally appropriate 
fashion. UCAN is not designed to be the sole line of intervention; rather, it 
is offered as an augmentation treatment along with patient- focused individ-
ual CBT, nutrition counseling, and medication management, providing the 
multidisciplinary care that meets the needs of the patient given the severity 
and complexity of AN. CBCT targets relationship functioning by teach-
ing partners communication and problem- solving skills, helping to enhance 
understanding of relationship interactions, and addressing emotions in an 
adaptive manner (Epstein & Baucom, 2002).

Therapists should have a good understanding of the model of rela-
tionship functioning in the CBCT model, including behavioral, emotional, 
and cognitive factors, and be able to elicit information from the couple 
accordingly to formulate a case conceptualization that incorporates the 
most important couple patterns, individual characteristics, and broader 
environment as they deal with AN. A cornerstone of CBCT in UCAN is 
communication skills training in emotional expressiveness and decision- 
making skills (for a more detailed description of communication training, 
see Epstein & Baucom, 2002). Therapists should also be familiar with tech-
niques to heighten and contain emotions in session as needed, as a safe 
atmosphere will be critical for the couple to optimally benefit from UCAN. 
Interested readers may refer to Epstein and Baucom (2002) for a detailed 
discussion of CBCT, and Baucom, Epstein, Kirby, and LaTaillade (2010) 
for an introductory overview.

Preliminary results of our pilot study of UCAN are very promising 
in terms of weight gain and a low dropout rate (Bulik, Baucom, Kirby, 
& Pisetsky, 2012). The purpose of this chapter is to demonstrate possible 
mechanisms of change and core interventions in UCAN with a systematic 
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case study of the first couple that completed this treatment program, Laura 
and Steve. We propose that the effects of UCAN are due to treatment pro-
cedures facilitating three broad mechanisms of change— two focal to AN, 
and one addressing broader relationship functioning.

Mechanisms of Change Focal to Anorexia Nervosa

A common characteristic of AN in general and especially in a relationship 
context is the “cloud” of secrecy, deceit, and withdrawal surrounding the 
disorder. This can result from the patient’s wish to (1) keep the partner 
unaware of the problem or the magnitude of eating- disordered behavior; 
(2) avoid pressure from the partner to make changes related to eating; or 
(3) avoid other situations that are often uncomfortable for individuals with 
AN, such as physical intimacy. Some partners encourage the patient to 
change eating- related behaviors and beliefs in spite of the patient’s resis-
tance, whereas other partners avoid and withdraw if they do not know 
what to do, thereby inadvertently supporting or exacerbating secrecy and 
withdrawal (Schmidt & Treasure, 2006). Therefore, bringing AN out in 
the open to be addressed by the couple rather than being a solitary and 
secretive disorder is a crucial mechanism of change employed in UCAN 
(mechanism 1).

Second, partners are brought into the treatment in a very specific way. 
UCAN interventions help the couple to work as a team in a variety of ways 
to address AN (mechanism 2). For example, this could involve planning 
meals together, deciding what they will do when the patient has an urge to 
purge, or agreeing upon ways to handle family gatherings such as holiday 
meals, which are typically difficult for the patient. Having a partner on 
one’s side can provide the support and confidence to endure difficult times 
and make necessary changes.

Mechanism of Change Focusing on the Couple’s 
Broader Relationship

As we have described in more detail elsewhere (Bulik et al., 2011), relation-
ship difficulties can serve as a chronic stressor further exacerbating AN, 
and AN can be a stressor negatively impacting relationship quality. With 
most psychological disorders, living with a high level of stress likely exacer-
bates the disorder and contributes to relapse (Whisman & Baucom, 2012), 
and characteristics of distressed relationships such as criticism and hostility 
have repeatedly been shown to negatively impact individual functioning and 
relapse in the expressed emotion literature (Hedlund, Fichter, Quadflieg, & 
Brandl, 2003; Hooley, 2007; Le Grange, Eisler, Dare, & Hodes, 1992). 
Therefore, we address overall relationship functioning within UCAN when 
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needed in order to reduce relationship distress as a chronic source of stress 
for the patient in order to facilitate recovery from AN (mechanism 3).

uCan TreaTmenT proCedures

A detailed description of all treatment procedures and interventions is 
beyond the scope of this chapter and can be found elsewhere (Bulik et al., 
2011, 2012b). Therefore, we focus on the major interventions and how they 
relate to the mechanisms of change, in order to provide a context for the 
case study and illustrations discussed below.

Psychoeducation

In the first phase of treatment, psychoeducation about AN and the recov-
ery process is discussed with the couple tailored to the specifics of each 
patient. The therapist provides information about the core symptoms 
of AN such as fear of weight gain and restricting, and the patient and 
partner are asked to each share their experiences of the symptoms. This 
intervention serves several purposes. First, partners often know very little 
about AN, and it is difficult for the couple to work together if they lack a 
shared understanding of the disorder and its role in the relationship. For 
the patient, seeing the partner learn about the disorder and feeling under-
stood can relieve isolation. Psychoeducation also can help to externalize 
the disorder from being an inherent part of the patient, allowing the couple 
to work together as a team against a common concern. Psychoeducation 
is a crucial step in beginning to bring AN out in the open (mechanism 1) 
and sets the stage for the partner to be a well- informed, sensitive member 
of the recovery team (mechanism 2). Furthermore, if the partner is able to 
correctly attribute symptoms and behaviors to AN (rather than an inherent 
trait of the patient), this may increase understanding, decrease relation-
ship distress in the partner, and reduce conflict, criticism, and hostility 
(mechanism 3).

In Laura and Steve’s case, there had been many discussions about Lau-
ra’s AN, with many of these conversations leaving both partners frustrated. 
For example, Steve did not understand how Laura could be so dissatisfied 
with her body and see herself as overweight when she was (objectively) at 
a healthy weight for her body. He stated that he “just didn’t get it,” and 
Laura strongly agreed. Discussion of psychoeducation concerning negative 
body image, including body distortion and body dissatisfaction, proved 
very helpful for both partners. Steve discussed this often confusing AN 
symptom with the therapist and received validation of his confusion, free-
ing him to be more flexible in his thinking and allowing him to understand, 
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if not agree with, a perplexing AN symptom. Laura was taken out of the 
role of convincing Steve she really did experience her body this way—a 
positive change for both partners.

Communication Training

Couples are taught communication skills to help them share their thoughts 
and feelings with each other, along with strategies for making effective 
decisions. These are skills that are taught to a broad range of couples in 
general couple therapy (Epstein & Baucom, 2002), but in the current con-
text, the application of these skills involves couples’ conversations about 
the eating disorder (ED). More open, skillful communication about AN 
between the partners counters secrecy surrounding AN (mechanism 1), 
enables the couple to work together more effectively to address AN-related 
issues as a team (mechanism 2), and may also contribute to improvements 
in the couple’s overall relationship quality (mechanism 3). Discussing these 
issues related to AN helps the partner understand the patient’s experience 
better and builds empathy. It is crucial that partners learn to respond in a 
nonpunishing manner even if what they hear is difficult to understand or 
relate to, in order to create a safe, reinforcing environment for the patient to 
talk about his/her experiences. This can be particularly difficult for couples 
in UCAN, as their experiences and perceptions of reality can differ so dras-
tically. In the case of Laura and Steve, this was a significant source of con-
flict for the couple. Steve viewed Laura as “beautiful” and would frequently 
tell her so. Laura would experience these comments as Steve being wrong 
or dishonest with her, which led her to discount his compliments and left 
both partners feeling frustrated and misunderstood.

Addressing Eating‑Disordered Behaviors

A substantial proportion of the treatment is spent helping the couple to 
address eating- disordered behavior in a practical way. The partner helps to 
arrange the environment for healthful eating, exercise, and other relevant 
behavioral patterns, such as planning eating together, addressing concerns 
around eating in public, and moving from unhelpful couple interaction pat-
terns (e.g., partner trying to monitor and control patient’s eating behav-
iors) toward more appropriate strategies (e.g., problem solving together 
around how the couple will respond if the partner notices ED behaviors). 
For example, Laura and Steve worked together to decide whether to rein-
troduce “binge foods” into the house so that Laura could increase her toler-
ance of being around these foods without binge eating.

Overall, maximizing the couple’s teamwork (mechanism 2) provides 
the support for the patient to continue with treatment in the face of difficult 
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and distressing treatment procedures. The partner learns how to support 
the patient during frightening challenges but also holds the patient account-
able. The commitment and support of the partner may help some patients 
to traverse periods of intense ambivalence that otherwise can lead to drop-
ping out of treatment.

Discussing Body Image Concerns

Individuals with AN often have distorted views of their bodies, such as 
being convinced that they are significantly overweight even when medically 
underweight. Such distorted views are among the most difficult symptoms 
of AN for partners to understand. Within UCAN, partners learn how to 
“agree to disagree,” rather than trying to convince the patient that he/she 
is not overweight, which can create a wedge between the partners. Eventu-
ally, the patient can learn to express body image concerns and receive emo-
tional support from the partner during these times of distress (mechanisms 
1, 2, and 3).

Sex and Affection

Couples’ sexual relationships and affection are often areas of significant 
difficulty when AN is present. For the patient, body dissatisfaction can lead 
to feelings of shame, disgust, and discomfort with being touched, which 
can be further exacerbated by problems in sexual functioning secondary to 
malnutrition. Partners may feel rejected and not understand why the patient 
is withdrawing from sexual intimacy and physical affection. Addressing 
these difficulties and working toward a mutually satisfying physical and 
sexual relationship, UCAN not only targets improved relationship satisfac-
tion (mechanism 3) but also serves as another avenue to counter the pattern 
of withdrawal and isolation around AN (mechanism 1).

Relapse Prevention

In the final sessions of treatment, the therapist and couple discuss what to 
expect for recovery, remaining areas that need to be addressed, and how 
the couple will continue to work on the areas described above as a team. 
What is unique in this context is that these discussions explore possible 
slips and relapses focal to (1) the patient’s eating- disordered behaviors and 
related symptoms, as well as (2) the couple’s approach to addressing the 
disorder. Thus, the couple might address how they will discuss their con-
cerns if the patient returns to restricted eating, rather than avoiding the 
issues as a couple, which they did in the past. For example, Laura and Steve 
discussed how they would handle situations in which Steve suspects that 
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the ED is driving particular behaviors (e.g., wanting to exercise), but Laura 
perceives the behavior to be healthy.

Below is a description of one couple that received UCAN, Laura and 
Steve, along with a discussion of how the proposed mechanisms of change 
were incorporated into this couple’s treatment.

Case study: Laura and steve

Method

Participants

TherapisT

Dr. Kirby, a Caucasian 32-year-old female clinical psychologist, was the 
UCAN therapist for this couple. Dr. Kirby had an extensive background 
in couple therapy and individual psychopathology, having worked closely 
for over 10 years with Dr. Baucom, one of the coauthors on this paper and 
an expert in couple therapy. Prior to her participation in this investigation, 
Dr. Kirby received additional training in the treatment of EDs and AN 
from Dr. Bulik, a coauthor on this paper and an established clinician and 
researcher in this domain.

UCaN CoUple

Laura and Steve presented for treatment, eager for help with Laura’s ED. 
Both partners were Caucasian, college educated, and worked as profession-
als, with Laura being in her early 40s and Steve in his late 30s. Laura was 
short in stature, which contrasted notably with Steve’s much taller, larger 
body type. Both partners were warm, friendly, and talkative. They had 
been married for 15 years, had two children, and been together for nearly 
20 years when they began UCAN treatment. They were very committed to 
each other and to raising their children. Despite the love and commitment 
they felt toward one another, they described struggling to connect emotion-
ally and to refrain from arguing about a range of domains, most frequently 
Laura’s ED and managing the demands of raising their children, taking 
care of the home, and their busy work schedules. These arguments would 
often involve raising their voices and making hurtful criticisms and judg-
ments. Laura and Steve found this pattern very distressing as it contrasted 
greatly with their personal values of creating a loving, positive environment 
for their family. Apart from arguments about overt ED symptoms such as 
restricting and binge eating, Laura and Steve had never talked about some 
of the more internal, private experiences Laura had surrounding the ED, 
such as the extent of her body dissatisfaction and shame about her other 



228 I V.  REL AT IONAL APPROACHES  

ED-related behaviors. This often left the couple feeling distant from each 
other, and Steve struggled greatly to understand why Laura could not sim-
ply quit her eating- disordered behavior.

Laura presented to the UCAN treatment trial after undergoing weight 
restoration in a variety of treatment programs for AN of the binge–purge 
subtype, including residential treatment. Each of these treatments was dis-
ruptive to the family with Steve having to take on a full load of parent-
ing and caregiving tasks alongside his full-time employment. The children 
feared for their mother’s life, never knowing whether she would return 
from the hospital alive. Steve had been supportive of her recovery along 
the way, but he struggled with each slip and relapse because he was afraid 
that they were “going back to square one” or that “treatment isn’t work-
ing.” The costs of these various traditional treatments placed huge finan-
cial pressure on the family that would lead to fights and make Laura feel 
selfish about getting help and being unemployed. Laura often recalled how 
wrenching it felt to leave her boys when she was being admitted to treat a 
problem that she felt she brought on herself, and that feeling “it’s all my 
fault” magnified her sense of guilt and ever- present shame. Throughout 
this process, her husband’s efforts to be supportive, while well intentioned, 
left her feeling even more alone in her disorder.

When she started UCAN, although weight restored, Laura contin-
ued to experience urges to restrict and self-harm, significant body dis-
satisfaction, and general low self- esteem. She also reported almost daily 
experiences of loss of control over eating (subjective binge episodes) in the 
past month, which was very distressing to her. Prior to her enrollment in 
UCAN, Laura had also received individual CBT, followed by group dialec-
tical behavior therapy. She was monitored for 5 years by a psychiatrist, and 
at admission into this study, she was taking Lamictal (lamotrigine), Well-
butrin XL (bupropion hydrochloride, extended release), Zoloft (sertraline), 
and Focalin XR (dexmethylphenidate hydrochloride, extended release). She 
continued with individual CBT and outpatient psychiatric care while par-
ticipating in the UCAN couple treatment.

Procedure

aSSeSSmenT and TreaTmenT

After the couple consented to treatment, they were assessed by trained cli-
nicians who were not part of the treatment team, using structured clini-
cal interviews and self- report measures. Assessments took place prior to 
treatment, at the end of treatment, and at follow- up 3 months after the 
treatment. The couple received 20 conjoint UCAN treatment sessions, each 
lasting 60–75 minutes. All sessions were audio- and videotaped for study 
and supervision purposes. Dr. Baucom reviewed all sessions, which were 
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then discussed in a weekly group supervision context, including Drs. Kirby, 
Baucom, and Bulik, along with other staff members. After treatment and 
follow- up were completed, Laura and Steve were contacted by Dr. Bulik, 
who explained the purpose and content of the current case study, and both 
partners consented to the use of their data and session recordings for this 
case study.

SeLecTion of verbaTim maTeriaLS

Session excerpts were selected to demonstrate core interventions and pro-
posed mechanisms of change after a review of treatment documentation 
and audio/video recordings of the sessions. Sessions were transcribed by 
an undergraduate research assistant and checked for accuracy by a clinical 
psychology graduate student (M. F.).

anaLySeS

When adequate information was available, clinically significant change 
analyses were applied as described by Jacobson and Truax (1991). Clini-
cally meaningful change was defined by crossover from the clinical into 
the normal range (cutoff point c; Jacobson & Truax, 1991). The reliable 
change index (RC; Jacobson & Truax, 1991) was calculated if possible; the 
RC indicated whether change is beyond what would be expected by chance 
based on error in measurement. If cutoffs and the RC could not be calcu-
lated due to a lack of psychometric studies providing norms for a given 
scale, descriptive data for a qualitative comparison are provided. Detailed 
information regarding what samples from the literature were employed in 
calculating clinically significant change and reliable change are available 
from the authors.

Measures

eaTing diSorder SympTomS

The Eating Disorder Examination (EDE; Fairburn, Cooper, & O’Connor, 
2008) is a standardized interview assessment used to assess ED pathology 
and establish a diagnosis. The EDE provides a global score as well as scores 
on four subscales: Dietary Restraint, Eating Concern, Shape Concern, and 
Weight Concern. The interview assesses a wide array of ED behaviors such 
as restricting, binge eating, and purging, as well as frequency or intensity of 
psychological symptoms such as fear of weight gain, feeling fat, importance 
of shape and weight for self- evaluation, guilt about eating, and discomfort 
with seeing one’s own body.
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reLaTionShip meaSureS

Self- report measures were used to assess global relationship satisfaction as 
well as specific aspects of relationship functioning, such as sexual satis-
faction or specific communication behaviors known to be associated with 
relationship adjustment. The goal was to obtain a comprehensive picture 
of different aspects of the couple’s relationship, including domains that are 
particularly important and related to AN (e.g., sexual functioning). The 
Dyadic Adjustment Scale–4 (DAS-4; Sabourin, Valois, & Lussier, 2005) 
is a widely used valid and reliable measure of relationship satisfaction, and 
is a useful measure to detect changes in relationship satisfaction over the 
course of treatment. A version of the Brief Index of Sexual Functioning 
(BISF; Mazer, Leiblum, & Rosen, 2000; Taylor, Rosen, & Leiblum, 1994), 
revised for the purpose of our treatment outcome study (R-BISF), was used 
to measure the frequency of sexual thoughts/desire and activity, arousal, 
pleasure during sexual activity, and problems affecting sexual functioning 
in both partners.

Aspects of communication behaviors were assessed with both self- 
report and observational measures. The Problem- Solving Communication 
subscale of the Marital Satisfaction Inventory Revised (MSI-R; Snyder, 
1997) was used to assess self- reported quality with this type of communica-
tion. Given that helping the couple to work as a team against AN is a major 
goal in UCAN, the couple’s satisfaction with their ability to problem solve 
together was an important construct to assess. While self- report measures 
provide important information, it was also of interest whether observable 
communication behaviors would shift. The Couples Interaction Rating Sys-
tem (CIRS; Heavey, Gill, & Christensen, 2002) is an observational cod-
ing system assessing whether partners engage, avoid, or withdraw, accept, 
and attempt to influence each other, based on 10-minute conversations the 
couple completed at each assessment point. For these videotaped interac-
tions, the couple was asked to share their thoughts and feelings about an 
aspect of the patient’s AN. The CIRS allows one to compute total demand 
and withdraw scores.

TreaTmenT evaLuaTion from The coupLe’S perSpecTive

The couple completed a 10-item service evaluation questionnaire designed 
for our investigation at the postassessment. Responses are made on a 
4-point Likert scale in response to questions such as “How would you rate 
the quality of UCAN?” and “To what degree did UCAN help you and your 
partner support each other through the anorexia nervosa experience?” In 
addition, we have included verbatim transcripts of the couple speaking 
about their experience with UCAN, which will be used to illustrate the 
couple’s perspective.
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Results

Discussion of Treatment for Laura and Steve

coupLe preSenTing compLainTS

At the outset of UCAN, Laura and Steve described experiencing a number 
of challenges relative to Laura’s AN. More specifically, Steve reported that 
not being able to “control” the disease or the treatment was very difficult 
for him because he was a “fixer.” Despite his extensive efforts, he could not 
help Laura to see how wonderful and beautiful she is. He described “hat-
ing the disease” and, as a result, lashing out at Laura due to his frustration 
that she was not improving quickly enough. Laura reported that she knew 
Steve thought highly of her, but his glowing evaluations of her did not con-
form to her reality; therefore, she did not trust his expressions toward her. 
They also had extensive financial difficulties due, in part, to Laura’s AN 
treatment and recent loss of employment secondary to AN. More broadly, 
the couple reported notable difficulty in communicating effectively about 
Laura’s AN.

iniTiaL phaSe of ucan TreaTmenT

Early treatment work with Laura and Steve included a number of treat-
ment goals: (1) ensuring the couple had a consistent and accurate under-
standing of AN, its treatment and recovery process, and both partners’ 
personal experience of the disorder; (2) building the couple’s understand-
ing of how they interacted adaptively and maladaptively around Laura’s 
AN; (3) enhancing the couple’s communication patterns both in sharing 
thoughts and feelings and decision- making domains; and (4) helping the 
couple begin to use these enhanced communication skills around their 
experience of Laura’s AN.

The early treatment goals described above reflect the proposed central 
mechanisms and key interventions of the UCAN treatment. Initial UCAN 
sessions were spent assessing Laura’s AN-related thoughts, feelings, and 
behaviors, along with her overall low self-worth. In addition, clear psycho-
education detailing the full array of AN symptoms that Laura experienced 
(e.g., restricting, binge eating, purging, self-harm, body image distortion, 
visiting pro-ana websites, ritualistic eating) and the variable nature of the 
course, treatment, and recovery process from AN were presented in a man-
ner that engaged both partners and addressed Steve’s concerns that Laura 
was not progressing quickly enough. By providing this information to the 
couple jointly and engaging in shared dialogue, a safer context was created 
for Laura to disclose her AN-related experiences and for Steve to more 
effectively understand Laura’s struggles. In this way, detailed and tailored 
psychoeducation helped to bring Laura’s AN out of “hiding” (mechanism 
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1) and provided Steve with a better appreciation of the breadth of AN-
related symptoms. This set the stage for them to work more effectively as a 
team in the UCAN treatment (mechanism 2).

communicaTion Training

To bolster the couple’s ability to work as a team (mechanism 2) and have a 
more satisfying relationship overall (mechanism 3), the next phase of UCAN 
treatment addressed the couple’s communication. These sessions introduced 
the couple to well- established communication guidelines regarding (1) how 
to be open and share their emotional experiences with each other in a sub-
jective, effective manner, as well as how to listen actively to each other; 
and (2) how to make decisions effectively as a team (Epstein & Baucom, 
2002). The therapist worked hard to help Laura share her feelings more 
freely and to assist Steve in accepting and trusting Laura’s disclosures— 
communication strategies that were quite challenging for both of them. 
The following transcript reflects one of Laura and Steve’s early, in- session 
discussions of Laura’s struggles stemming from AN and illustrates the ther-
apist working to foster Laura’s disclosures by shaping Steve’s responses. At 
this point, the couple had been introduced to the communication guidelines 
for sharing thoughts and feelings conversations, and the therapist continues 
to help the couple use the guidelines throughout. Here, the focus includes 
remaining in the respective roles (speaker/listener), for the listener to focus 
only on understanding and accepting what the speaker is saying and reflect 
this understanding by summarizing the main points.

laura: . . . But I also feel very humiliated when I don’t have a job because 
of the reasons that I don’t have a job. (Looks down.) I’m embarrassed 
that three times now I’ve screwed up. (Looks up.) And I feel like a 
failure to you because I’m not pulling my weight financially and you’re 
having to do that. And it’s frustrating to me that the issues that I’m 
causing for the family and for you are tangible because there is no 
money coming in. Therefore all that entails is tangible, and you can 
see it. But all of the other problems that are extremely important about 
the rest of our lives, and what my responsibilities are going to be, aren’t 
as tangible. And you can’t see what’s in my head, you can’t see how 
I’m, what I’m up against and what I am trying to surmount. Because, 
it’s not a tangible thing. It’s not like I’ve broken my leg and you can 
see that I can’t work. Okay? And I also feel frustrated when I feel like 
my saying that it is difficult for me to overcome some of these things 
is automatically taken as if I’m embracing the disease and I can’t work 
and I’m disabled. That’s not what I’m saying . . . My efforts are prob-
ably not as fast as you, you need them to be, but I am trying. My goal 
is to find some way that I can take care of my responsibilities without 
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going nuts and be able to take care of the kids, you, the house, every-
thing, and work and keep my stability. And I know what doesn’t work 
anymore. And trying to do everything and be all to everybody does 
not work with me. I can’t; that’s just not something I can carry well. 
It’s not my strength.

. . .

TherapisT: . . . Steve, what are some main things that she is telling you? 
I know that there was a fair amount in there, but tell her what she is 
telling you. Not whether or not you agree with it or disagree with it, 
or comment on it.

sTeVe: (to therapist) I hear what she is telling me. It’s not that I don’t agree 
or disagree.

TherapisT: Yes, but tell her what she is telling you.

sTeVe: (to Laura) I hear what you’re telling me. I hear that you say that.

TherapisT: (interrupting) What is that?

sTeVe: I hear you say that . . . agree that you’re, that that is frustrating for 
me and stuff. And I agree. (Sighs and stops.)

TherapisT: What’s it like for her? How is she doing with this?

sTeVe: (to therapist) She’s not doing well with it. Okay (to Laura), and I 
understand that you aren’t doing well with it. Okay? . . . (to therapist) 
It’s hard because you say you don’t have to agree with it, okay? It’s not 
that I don’t agree with what she said; it’s that I don’t believe it.

TherapisT: Mmm, that means you’re, that’s the part about working on 
accepting it. That’s it. It’s good that you’re articulating that because 
it’s important for us to know. . . . The other point that I think is a 
really valuable one is what you are saying about trust. You know that 
in terms of things that either Laura has said or done in the past or 
whatever or the eating disorder and the patterns you guys have gotten 
into, that it is hard for you to believe or know what you can believe . . .

sTeVe: It really is.

TherapisT: But you know what you told me last time was that you don’t 
check, you don’t follow her to the bathroom anymore. That you’re not 
checking on her food intake anymore because you’re letting go of some 
of that.

sTeVe: Yeah (foot twitching).

TherapisT: And maybe this is going to be . . . the next step in that? When 
she’s telling you this is my internal experience, and this is not the eat-
ing disorder talking, this is me talking about my battle with the eating 
disorder, and my work on trying to make a healthy life for me and you 
and the family. This is it. I think maybe the next step is you practice 
believing that.
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sTeVe: That’s going to be hard. (Folds arms behind head.)

TherapisT: I know, I know, but, look, we can do it in little bits, you know?

This transcript reflects how the UCAN treatment utilized communi-
cation training as a key process by which the couple was assisted in dis-
cussing AN and bringing it out in the open (mechanism 1) and enhancing 
their ways of communicating and relating more broadly in the relationship 
(mechanism 3). The goal was not that the couple be in agreement or that 
each person only communicated positive statements to the other individual; 
instead, it was critical that the couple be more open and honest with each 
other in a respectful manner regarding the AN and its implications. More 
specifically, the therapist worked with Steve to summarize what Laura was 
saying (active listening) without judgment in order to help him truly hear 
what she expressed, and to provide Laura with a positive experience of feel-
ing heard following her self- disclosure, which was extremely difficult for 
her. It took Steve several attempts to be an effective listener due to his hesi-
tance to trust Laura’s perspective as genuine rather than distorted by AN. 
With the therapist’s direction and encouragement and the benefit of their 
strong rapport, Steve continued his efforts and was eventually successful. 
Laura needed to experience Steve understanding and respecting her inner 
experience despite his having challenged her perceptions in the past. These 
communication targets relative to the AN (Laura sharing her feelings more 
openly and Steve accepting her feelings as being genuine) continued to be a 
goal of treatment throughout UCAN.

addreSSing eaTing‑diSordered behavior

Building on the communication training, the next phase of UCAN treat-
ment focused on helping Laura and Steve approach specific AN-related 
challenges as a team (mechanism 2), utilizing their developing communica-
tion skills. They discussed developing a plan for food purchase and prepa-
ration, creating a more relaxing mealtime environment at home, eating out 
socially in a way that was less stressful for Laura, and incorporating higher- 
risk foods back into the home. All of these domains pertained to Laura’s 
urges to restrict, binge, and purge. These conversations allowed Laura to 
continue being open about her ED (mechanism 1) while Steve worked on 
being supportive and nonjudgmental in response; thus, the couple devel-
oped collaborative approaches to aid in Laura’s recovery (mechanism 2).

body image concernS, SexuaLiTy, and affecTion

The final domains that the couple addressed in UCAN related to Laura’s 
highly negative body image, the struggles the couple had with their physical 
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relationship, and their difficulty communicating effectively around these 
domains. Laura felt reluctant to share the extent of her body dissatisfaction 
and negative self-image, which in part was due to Steve’s responses that she 
was “beautiful; the most wonderful woman in the world” and he “couldn’t 
understand why she didn’t just see that.” Laura also reported having little 
interest in being sexually intimate. Steve described feeling as if he was nego-
tiating to have sex with Laura and was consistently rejected by her. Both 
partners described that they generally avoided discussing these topics.

By helping the couple discuss their experiences relative to Laura’s body 
image and their mutual desire for a more satisfying physical relationship, 
Laura’s AN-related struggles were brought out into the open again (mecha-
nism 1), the couple began to feel more connected as a team against the 
ED (mechanism 2), and this connection and ability to communicate more 
effectively around previously difficult topics spilled over into a broader 
sense of feeling closer and more hopeful as a couple (mechanism 3). These 
influences can be seen in the following transcript, in which the couple had 
just concluded a discussion of the difficulties in their physical relationship 
(i.e., Steve desiring more physical affection with Laura, Laura’s worry that 
affection would lead to greater sexual intimacy, which she did not cur-
rently desire due to her negative self-image and overall high stress and anxi-
ety). The therapist checked in with both partners regarding their thoughts 
on just having had this conversation— one they would usually avoid [note 
Steve’s greater support of Laura and more effective listening within this 
transcript relative to the transcript above, which occurred much earlier in 
therapy]. This exchange led the couple to discuss topics about intimacy and 
sexuality that they had never discussed with each other in the 20 years they 
were together. The interlude was a turning point in therapy, especially for 
Steve, who felt he had gained a whole new appreciation of who his wife 
actually was.

TherapisT: It’s a lot, isn’t it? How are you doing talking about all this?

laura: I feel like I’m gonna puke. (Buries her face in her hands.)

TherapisT: Okay.

sTeVe: Why? I mean . . .

laura: I don’t mean that I want to puke, I just feel gross.

sTeVe: I know, I know. You just feel gross, but you wanna know what I 
think? I think you’re doing great. Ha ha, honestly.

TherapisT: Tell her a bit more about what it’s been like for you.

sTeVe: It’s the most I’ve ever heard you talk about this, and . . . (Hesitates.)

TherapisT: And? What is that like for you?

sTeVe: And it’s like there’s lightening; it makes me feel good; it makes 
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me get to know you in ways that I’ve never known you before, and I 
thought I knew you. We gotta do this again.

. . .

TherapisT: Here’s the thing that I want us to really look at, and then we’ll 
bring this session to a close and we’ll take a break. Okay? You’ve 
started, you two together have been sharing different feelings, com-
plex feelings, uncomfortable feelings, and you’ve really taken that lead 
in there, Laura, and shared all that. And what I really want . . . Steve 
to say again, what it was about what you just shared, about what it’s 
like for you to hear this from her. (to Laura) Because it’s hard, I know 
there’s that part of you that just wants to “Oh, stop, close it down, 
run away.” This is uncomfortable, and you are really in there, coming 
through the other side of this conversation. And Steve wants to tell you 
how much this means to him that you did that. And I want you to hear 
that and then we’ll wrap up, okay? Can you do that? Okay. So you 
were doing it, you were right there.

. . .

sTeVe: All right, I love you; I do love you. This is great, okay? This is great 
because I’m getting to know you in ways that I never knew you before, 
and we’ve been together for 18 years. And I’ve never heard you talk 
about this. . . . The one thing I want you to understand, I hope that 
you’ve always known, is that I’m safe. I’m not gonna be judgmental 
with you about stuff. . . . I really do wanna know your feelings. She’s 
right about that, like we’ve said, you don’t have to agree with my feel-
ings, just like I don’t have to agree with yours. You don’t have to agree 
with my feelings, but I am biased, and I do think you are a beautiful 
and loving and caring, kind hearted girl. (Reaches over and pats her 
knee.) I love you.

laura: (Looks down, tearful.) I love you too.

. . .

TherapisT: What is it that you want him to know about how you’re feeling 
about him?

laura: (crying) That I love him. . . . You know, I’ve always wanted some-
body like this.

This transcript illustrates the significant progress the couple made dur-
ing the UCAN treatment. Laura shared intimate feelings with Steve that 
she had previously kept to herself, thus bringing her AN-related struggles 
of a negative body image and fears/discomfort with intimacy out into the 
open (mechanism 1). Steve responded to Laura’s disclosures in an affirming 
and supportive manner, accepting her feelings as being hers and legitimate, 
and not something he therefore evaluated as being “true.” In this way, he 
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reinforced Laura’s openness and vulnerability, and the couple was much 
more aligned in addressing the difficulties in their physical relationship 
(mechanism 2). The couple also experienced this greater connection and 
sense of teamwork in a manner that extended beyond the realm of the ED 
to improve their relationship as a whole (mechanism 3).

bringing TreaTmenT To a cLoSe

In their final UCAN session, Steve and Laura reflected on their experience 
in UCAN and progress they had made as a couple. Laura stated that she felt 
good that they had learned to make decisions, and “now they are the team 
they always were but couldn’t be,” and she learned that understanding 
Steve’s feelings about intimacy were very important. Steve said he learned 
to “listen, listen, listen,” about the importance of wanting to be heard, and 
that he did not have to agree with Laura’s feelings but needed to acknowl-
edge them. The couple was very appreciative and noted that they felt more 
united in their work against the ED and more connected and satisfied with 
their broader relationship.

Outcome Measures

Tables 8.1 and 8.2 show Laura and Steve’s scores on the outcome measures 
and indices of clinically significant change on measures for which adequate 
normative data were available. These empirical findings largely reflect the 
more subjective presentation of the case described above. At the begin-
ning of the UCAN treatment, Laura’s weight had been restored, and she 
maintained her weight over the study period. Laura’s score on the Eating 
Restraint subscale of the EDE dropped from pretest to 3-month follow- up 
and went below the cutoff into the normal functioning range. Changes 
on all other EDE scores were not reliably different from what might be 
expected by chance, and the scores continued to be not significantly dif-
ferent from typical scores of patients with current AN, despite improve-
ment from post to 3-month follow- up (see Table 8.1). It is notable that the 
greatest improvement was seen on the Restraint subscale, which reflects the 
frequency of behaviors such as restricting overall intake, avoiding certain 
foods, following strict dietary rules, and fasting. For example, at follow- up 
Laura reported that she had not skipped any meals in the previous 4 weeks, 
while this was nearly a daily occurrence prior to treatment. With many 
patients, symptoms such as preoccupation with food and calories, impor-
tance of shape and weight for self- evaluation, body image distortions, and 
fear of weight gain (Eating, Shape, and Weight Concern subscales) take 
longer to remit. These findings indicate that Laura was continuing to make 
great progress during UCAN and at follow- up on her eating behaviors, but 
continued improvement was still needed in other areas.
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In terms of relationship functioning, both Laura’s and Steve’s scores on 
the DAS-4 (overall relationship adjustment) increased beyond what would 
be expected by chance, and both crossed over into the range of nondis-
tressed couples well past the cutoff of 13, indicating high relationship satis-
faction. Quite notably on the item level, both partners reported an increase 
in overall happiness on the DAS-4 from pre to post (“Please indicate the 
degree of happiness, all things considered, of your relationship”), and both 
partners responded to the question “Do you confide in your mate?” with 
“More often than not” (point 4 on a 6-point scale) at pre, and with “All of 
the time” (point 6 on a 6-point scale) at post. Scores on measures of impor-
tant communication behaviors improved as well, most crossing into the 

Table 8.1. scores and Change indices for ed and relationship outcomes

Scale 
(possible range) Pre Post Follow-up

Reliable change 
from pre? Passed cutoffa?

EDE: Global Score 3.92 4.05 2.96 No No

Restraint 3.93 3.80 1.40b Yes (follow-up) Yes (follow-up)

Eating Concern 3.60 3.40 2.40 No No

Shape Concern 4.75 5.00 4.63 No No

Weight Concern 3.40 4.00 3.40 No No

DAS-4 (0–21)
Laura 11 16b n/ac Yes (post) Yes (post)

Steve 11 17b 19b Yes (post and 
follow-up)

Yes (post and 
follow-up)

MSI-Rd

Laura 72 69 58 Yes (follow-up) No

Steve 66 63 45b Yes (follow-up) Yes (follow-up)

CIRS Demand (1–9)
Laura 3.67 n/ac 2.00b n/ae Yes (follow-up)

Steve 5.83 n/ac 4.25 n/ae No

CIRS Withdraw (1–9)
Laura 3.56 n/ac 0.83b n/ae Yes (follow-up)

Steve 2.33 n/ac 1.17b n/ae Yes (follow-up)

Note. EDE, Eating Disorder Examination; DAS-4, Dyadic Adjustment Scale–4; MSI-R, Marital 
Satisfaction Inventory Revised; CIRS, Couples Interaction Rating System.
aCutoff c (Jacobson & Truax, 1991).
bScore in normal functioning range.
cMissing data.
dProblem-Solving Communication subscale (T scores).
eRC could not be calculated because test–retest reliability was not available for this measure.
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normal range: Self- reported problem- solving communication improved and 
observed demand– withdraw communication behaviors decreased, indica-
tive of more constructive communication (see Table 8.1).

R-BISF scores (sexual functioning) for both Laura and Steve are shown 
in Table 8.2. Both partners demonstrated a slight increase in scores, but 
it is notable that Laura’s scores continued to be fairly low, while Steve 
reported considerably higher sexual satisfaction and functioning. Of note, 
the dimension with the largest increase in scores from pre to follow- up 
for Laura was “Pleasure/Orgasm,” indicating that sexual activities had 
become more enjoyable for Laura, even though other indicators such as fre-
quency of sexual thoughts or fantasies and desire or frequency of becoming 
aroused (dimensions 1 and 2) had not changed (see Table 8.2). This pattern 
of results suggests that Laura did not focus on sexual thoughts and feelings 
a great deal even at follow- up, yet she enjoyed their sexual interaction more 
when it did occur.

Treatment Evaluation from the Couple’s Perspective

ucan evaLuaTion QueSTionnaire

Laura’s and Steve’s evaluation of UCAN on the evaluation questionnaire 
was very positive, with all responses being the highest or second highest 
on a 4-point scale, resulting in an average rating of 3.7 from Steve and 4.0 
from Laura. Thus, both partners were very satisfied with the intervention. 
For example, both partners rated the overall quality of UCAN as “excel-
lent,” and both said that UCAN helped them to deal with AN “a great 
deal” more effectively (each rating 4 out of 4). In response to the question 
whether UCAN has met their needs, Steve responded that most of his needs 
had been met (rating 3 out of 4), and Laura responded that almost all of her 
needs had been met (rating 4 out of 4).

informaL feedback from The coupLe

Laura and Steve were very interested in helping to promote UCAN and 
volunteered to share their experience with a professional audience. Along 
with Laura’s quote at the beginning of the chapter, they shared the follow-
ing comments years after the treatment had ended:

sTeVe: And there is a massive amount prior to UCAN, there is a massive 
amount of mistrust on my part, okay? “She’s going to the bathroom; 
she’s going to purge. I’ve got to stop this; I’ve got to do something,” 
okay? And I would literally follow her to the bathroom. And what 
UCAN did was, UCAN taught us to therapeutically be able to commu-
nicate, to list the thoughts and feelings about what is going on. And be 
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Table 8.2. r-bisf Total and subscale scores for laura and steve

Dimension (possible range)1
Time 
point Laura Steve

Composite (–16 to +75) Pre  7.08 46.20

Post 16.42 45.83

Follow-up n/a2 53.98

D1 Thoughts/Desire (0–12) Pre  3.25  9.00

Post  2.75  9.00

Follow-up  3.75 10.25

D2 Arousal (0–12) Pre  1.00  4.00

Post  1.00  4.00

Follow-up  2.00  4.00

D3 Frequency of Sexual Activity (0–12) Pre  6.00  3.00

Post  4.00  3.00

Follow-up  7.50  8.50

D4 Receptivity/Initiation (0–15) Pre  3.00 15.00

Post  4.00 15.00

Follow-up  5.00 11.00

D5 Pleasure/Orgasm (0–12) Pre  3.00 12.00

Post  9.00 12.00

Follow-up  9.00 12.00

D6 Relationship Satisfaction (0–12) Pre  1.00 10.00

Post  4.00 10.00

Follow-up  4.00 11.00

D7 Problems Affecting Sexual Function (0–16) Pre 10.17  6.80

Post  8.33  7.17

Follow-up n/a2  2.77

R-BISF, Revised Brief Index of Sexual Functioning.
1Higher scores indicate greater satisfaction/higher functioning for D1–D6; higher scores on 
D7 indicate greater impact of problems.
2Scale score could not be calculated due to missing data.
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able to get the trust factor back to where I trust Laura enough now for 
her to say, “Hey, there is a problem; I need help. Let’s talk about this.”

laura: And he’ll come back with, ya know, “Okay you’re saying that you 
are feeling fat; let’s talk about it, or that must really be awful to feel that 
way,” or whatever, and I’m just kind of, like, taken aback. (Laughs.)

Summary of Case Study

Laura and Steve presented to UCAN as a loving and caring couple that 
were experiencing significant distress due to Steve’s worry and frustration 
surrounding Laura’s AN and its treatment, their difficulties communicat-
ing about and addressing Laura’s AN in an effective manner, and more 
broadly their intense arguments and feelings of disconnection. Through 
their participation in UCAN, the couple gained a shared understanding of 
AN and what to expect in the recovery process, they brought the AN out 
of “hiding” through numerous and repeated discussions of both partners’ 
experiences of AN and how it impacted them as a couple (mechanism 1), 
and they learned how to work more effectively as a team in Laura’s recov-
ery process (mechanism 2). Also, more broadly, Laura and Steve discov-
ered that they could experience negative emotions with each other and face 
difficult experiences together as a couple (i.e., as evident by their discus-
sions of the challenges in their sexual relationship), using their relation-
ship as a source of support during these trying times (mechanism 3). These 
learned experiences are evident in the couple’s participation in the UCAN 
treatment sessions and transcripts provided in this paper specifically, the 
couple’s disclosures following their UCAN participation, their self- report 
measures, and observed communication behaviors. In all these ways, the 
experiences and progress of Laura and Steve as shown in the qualitative 
data and empirical findings exemplify the proposed mechanisms put forth 
in the UCAN treatment.

disCussion

The case study of Laura and Steve is included to provide a richer, more 
detailed, and firsthand account of how one couple benefited from the 
UCAN treatment. While demonstrating how the treatment can be adapted 
to the needs of the specific couple, it is important to understand that these 
intervention strategies can be implemented quite differently with other 
couples. For example, whereas Steve was quite eager for Laura to alter her 
eating- disordered behaviors and strongly encouraged such change, other 
partners might be more reticent to encourage such changes. Reasons for 
such reluctance might include (1) partners having a perspective that asking 
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the person with AN to make changes demonstrates a lack of empathy for 
how difficult such changes would be, or (2) partners being generally quieter 
and less assertive in the relationship more broadly, thus requesting very 
little change from the person with AN in any domain of the relationship. 
For these couples, a major theme of treatment includes encouraging and 
supporting the partner in facilitating behavior change for the person with 
AN. This might include, for example, (1) psychoeducational efforts that 
emphasize the importance of both partners working together, (2) encour-
aging changes in multiple domains related to the ED, and (3) initiating 
problem- solving discussions of how the partner might facilitate and encour-
age behavior change related to the eating- disordered behavior.

On the other hand, other couples demonstrated greater relationship 
distress and expressed high levels of negativity toward each other. For these 
couples, communication training emphasized how to interact and commu-
nicate in more positive and less destructive ways and how to make certain 
that broader relationship concerns did not compromise the couple’s focus 
on the ED. Instead, working together as a team on an issue of importance 
to both of them (i.e., AN), at times had a broader impact of improving their 
overall relationship functioning. Thus, our experience to date is that these 
treatment strategies can be adapted successfully to working with a wide 
range of couples that vary in terms of individual characteristics, general 
relationship functioning, and specific patterns of eating- disordered behav-
ior and couples’ responses to those AN-related behaviors.

impliCaTions for praCTiCe and researCh

The intent of this case study is to provide a somewhat detailed description 
of our UCAN treatment, but it also is important to consider UCAN within 
the broader context of treatment for adult AN. We developed his treatment 
due to the limited success of existing treatments. Our belief is that current 
treatment strategies should not be abandoned, but they can be strengthened 
potentially by considering additional important factors in these patients’ 
lives. Integrating couple- based interventions into the treatment seems 
appropriate given the demonstrated efficacy of family- based interventions 
for adolescents with AN. UCAN is a developmentally tailored family- based 
treatment for adults. As a result, UCAN should be viewed as an augmenta-
tion approach, whereby our couple- based intervention is integrated into a 
multidisciplinary treatment strategy enhancing individual therapy, medical 
management, and nutritional counseling. In developing the specific couple- 
based intervention exemplified in the current paper, we adapted treatment 
principles from CBCT, which has a strong base of empirical support for 
treating relationship distress and a wide range of types of psychopathology 
and health concerns (Baucom, Kirby, & Kelly, 2009).
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Our initial trial of UCAN suggests that including a partner in treat-
ment might be quite helpful in assisting the person with UCAN in terms of 
gaining weight and lowering dropout from treatment (Bulik et al., 2012). 
However, further evaluating the efficacy of this intervention awaits empiri-
cal verification. At present, we are engaged in a randomized controlled 
trial to investigate this question. In particular, we are exploring whether it 
is preferable to focus all interventions on the patient alone, or whether in 
addition to individual treatment, some psychotherapy sessions should be 
allocated to working with the couple as a unit as described in this paper. 
Along with establishing the overall efficacy of the intervention, we hope 
to provide initial data regarding the proposed mechanisms of change dis-
cussed above and whether UCAN is particularly helpful to certain couples. 
We are cautiously optimistic that integrating these two fields of treatment 
research—a multidisciplinary, cognitive- behavioral approach to treating 
adult AN and treatment strategies derived from CBCT—can help us make 
much needed progress in treating this complex and debilitating disorder.
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IntroductIon to Part V

Concepts in Psychotherapy Integration

An “integrative approach” to psychotherapy is not simply a combination 
of different interventions. Given the large number of defined and overlap-
ping psychotherapy methods, and the many specific interventions included 
in any therapy, it is easily possible to include many different approaches 
in one treatment or even one session. In fact, therapists regularly perform 
single actions that could be interpreted as representing multiple interven-
tions from different theoretical points of view. The fact that psychotherapy 
approaches could be combined haphazardly, imprudently, or even inadver-
tently highlights the importance of theoretical and evidence- based ratio-
nales for clinical decision making. The selection of interventions from 
distinct approaches is commonly called “eclecticism,” whereas the term 
“integration” is reserved for combinations that are theoretically coherent 
and carefully coordinated.

There have been several major efforts at psychotherapy integration with 
lasting effects on the field. One such effort was the systematic integration of 
psychodynamic theory and learning theory (e.g., Dollard & Miller, 1950; 
Frank, 1961; cited in Stricker, 2010). As this effort progressed, the integra-
tion of psychodynamic and behavioral interventions was seen to have syn-
chronistic and reciprocal benefits; behavior change led to additional insight, 
and insight led to additional behavior change (Stricker, 2010). Another major 
effort in psychotherapy integration began in the 1970s, when behavior ther-
apists recognized the limitations of learning theory in the context of the 

Part v

Integrative Approaches

HeatHer tHompson‑Brenner
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“cognitive revolution” in psychology. Cognitive and behavioral approaches 
have been so thoroughly integrated in recent decades that the titles of cur-
rent treatment manuals, research journals, and professional associations 
commonly include the terms together (see Stricker, 2010). Other important 
efforts at integration include the thoughtful additions of optimistic, value- 
driven, and emotionally expressive aspects of humanistic/existential and 
person- centered approaches with psychodynamic and behavior therapies, 
which have been criticized as mechanistic or objectivistic. Recently, thera-
pists have witnessed the powerful effect of integrating Eastern approaches 
to emotion regulation and personal growth— such as mindfulness, accep-
tance, and meditation— to the Western approaches (see Hayes & Lillis, 
2012). Stricker, a prominent psychotherapy integrationist, suggests the 
key domains in psychotherapy integration can be remembered using the 
acronym “ABCDEF,” which stands for “affect,” “behavior,” “cognition,” 
“dynamics,” “environment,” and “fysiology” (2010).

The terms “integrative psychotherapy” and “integrative approach” 
have even higher thresholds for definition and clarification. A truly inte-
grative psychotherapeutic approach has articulated principles and defined 
interventions, intended for use together or for application under different 
conditions (Stricker, 2010). Recently, clinical researchers have been creat-
ing treatments that have “modules” of intervention for different aspects of 
disorders, which may be utilized and adjusted according to patient charac-
teristics and therapy progress (e.g., Barlow et al., 2010).

Common Factors across Therapeutic Approaches

The evidence supporting certain “common factors” characteristic of all 
effective forms of psychotherapy could be interpreted to mean that all 
therapy is to some extent integrative. The following therapeutic elements 
are generally agreed to be necessary regardless of specific psychotherapy 
approach (see Stricker, 2010).

1. A positive alliance between the therapist and patient, which includes 
an adequate level of agreement upon the goals and tasks of therapy, as well 
as a positive emotional bond (Bordin, 1979).

2. Some form of exposure to the difficulties that the patient has expe-
rienced previously, followed by some form of corrective emotional expe-
rience. In cognitive- behavioral therapy (CBT), for example, exposure to 
anxiety- provoking stimuli may take place in session; habituation and/or 
new learning experiences are produced through successful exposure with 
response prevention and cognitive restructuring, and those “corrective” 
emotional experiences yield lower levels of anxiety. In a comparable but 
highly distinct process in transference- focused psychodynamic psychother-
apy, patients might be exposed to versions of their long- standing patterns 
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of affect and defense in intimate interpersonal relationships through enact-
ment in the relationship to the therapist, these transference experiences and 
their interpretation lead to additional insight and the provision of a differ-
ent model of relationships, and patients develop new flexibility in affective 
functioning and self–other relationships.

3. Most approaches to psychotherapy consider “expectations for posi-
tive change” from the therapist and the client as necessary conditions for 
positive change.

4. Therapists across orientations are observed to have certain benefi-
cial qualities such as attention, empathy, and positive regard.

5. All therapeutic approaches include some rationale or explanation 
for the patient’s problems, which at some point is provided to the patient.

6. All beneficial therapies are said to include some systematic thera-
peutic procedures; free-form relational interactions, though quite possibly 
beneficial, do not earn the label of “psychotherapy.”

Common factors research therefore suggests that beneficial psycho-
therapeutic approaches all have a relational component (the conditions and 
experience of the therapist– patient relationship), a component combining 
behavior and affect (exposure to prior difficulties and a corrective emo-
tional experience), and multiple cognitive components (positive expectan-
cies for treatment, an explanation of the client’s problems, and a concept 
of the therapeutic process). Though common factors theory and research is 
relatively well accepted across psychotherapy researchers from various ori-
entations, different researchers overtly disagree about the most beneficial 
methods to promote improvement in each area, the mechanisms of action 
associated with each area, and the relative importance of each component. 
It is also not clear to what degree the therapist and patient must share views 
with each other; studies suggest that therapist and patient may have diverg-
ing views of the beneficial aspects of therapy (e.g., Lilliengen & Werbart, 
2010).

Common factors research provides a rationale for why efforts at inte-
grating eclectic approaches may make logical sense, but in practice are often 
less efficacious than expected. Eclectic approaches and complicated com-
binations of interventions deriving from different schools of thought may 
challenge the coherence of the psychotherapy rationale, positive patient 
expectations, and patient mastery over particular emotional domains. For 
these reasons, researcher and clinician caution is merited, and the maxim 
that “less is more” may sometimes apply.

The importance of the common factors has been supported in eating 
disorders (EDs) research, and can be seen in every chapter of this book. 
However, only a few chapters include descriptions of treatment that meet 
the requirements for psychotherapy integration as described above.
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Integrative Approaches Tested with Eating Disorders

To date, integrative approaches to the treatment of EDs have not generally 
shown better overall effects than focused treatments, although there are 
signs that the integrative treatments tested to date may have better effects 
for patients with certain characteristics. In general, the treatments described 
in this section— enhanced, broad CBT; dialectical behavior therapy (DBT); 
and adolescent- focused therapy (AFT) for AN—have typically not dem-
onstrated substantially better long-term effects overall than the compari-
son treatment groups in clinical trials (e.g., Fairburn et al., 2009; Lock et 
al., 2010; Safer, Robinson, & Jo, 2010). However, evidence suggests that 
patients with additional complexity and severity may show specific benefit 
from integrative approaches that include interventions for their complex 
or severe problems (Fairburn et al., 2009; Thompson- Brenner, Pratt, Satir, 
Shingleton, & Richards, 2013). The individual patients described in the fol-
lowing chapters clearly demonstrated objective improvement over time con-
current with the application of an integrative treatment, and the evidence 
from these cases is offered for the reader’s independent consideration. Brief 
descriptions of the three approaches to psychotherapy integration included 
in this volume are provided below.

Cognitive-Behavioral Therapy for Eating Disorders

We have included two chapters on CBT for EDs that are integrative to 
different degrees. Chapter 9 (by Lundgren & Allison), on CBT for night 
eating syndrome, illustrates a classic cognitive- behavioral approach to a 
relatively recently defined disorder. The authors clearly explain how par-
ticular dysfunctional thoughts, such as thoughts that night eating is neces-
sary to fall back asleep, to assuage physical hunger, or to reduce a negative 
emotion, are both the cause and the effect of the behavior of night eat-
ing. Behavioral interventions such as regular daytime eating, contingency 
management around nighttime eating, and behavioral experiments clearly 
complement, support, and are in turn facilitated by cognitive interventions, 
such as becoming aware of dysfunctional cognitions, challenging them, 
and examining whether behavioral expectancies are accurate. Specific cog-
nitive and behavioral dimensions of treatment that are integrated in CBT 
are described in more detail in the introductions to Part I, “Behavioral 
Approaches” and Part II, “Cognitive Approaches,” as well as in the two 
chapters on CBT.

Chapter 10 (by Thompson- Brenner, Shingleton, Satir, & Pratt), on 
enhanced, broad CBT (CBT-E broad) for bulimia nervosa (BN) and border-
line personality disorder, is integrative on additional levels as well. Similar 
interventions to those in CBT for night eating syndrome are employed in the 
first phase of treatment, while additional “broad” interventions for mood 
intolerance and relational problems are added later in treatment. As the 



 Introduction to Part V 251

formulation in that chapter shows, cognitions (shape and weight concerns), 
behaviors (food restriction, dietary restraint, binge eating, and purging), 
mood issues, and relational patterns are all seen to interact reciprocally 
to maintain the ED. Intervention is staged and integrated, but ultimately 
directed at every component of the system (cognitive, behavioral, affective, 
and relational) to produce the best outcome.

Dialectical Behavior Therapy for Eating Disorders

DBT is described by Marsha Linehan, its original author, as a cognitive- 
behavioral treatment that integrates aspects of Eastern philosophy, such as 
mindfulness and acceptance (see Linehan, 1993). This integrative approach 
targets particular dysfunctional cognitions, particularly regarding the self 
and others, and promotes behavioral techniques for promoting coping 
strategies that are more functional than self- injury or ED symptoms. It 
also integrates psychoeducational, behavioral, and cognitive interventions 
for identifying emotions. Furthermore, emotional tolerance and positive 
decision making are supported by the development of a nonjudgmental, 
“radically accepting” attitude toward one’s self, one’s emotions, and the 
world—an attitude that comes from Eastern philosophy. As Chapter 11 
(by Segal, Ohler, Eneva, & Chen) shows, many interventions are utilized 
in service of this integration; these interventions are selected during a ses-
sion in accordance with a hierarchy of issues that require attention, and 
delivered with a particular positive, validating, therapeutic tone. DBT for 
EDs further integrates the specific interventions to assess and change eating 
behaviors, to record and restructure thoughts specific to body image and 
eating (see also the introduction to Part II, “Cognitive Approaches”), and 
to identify and improve links among emotions with eating behaviors.

Adolescent-Focused Therapy for Anorexia Nervosa

Chapter 12 (by Fitzpatrick, Hoste, Lock, & Le Grange) does not describe 
AFT for AN as an integrative approach, but the thoughtful combination 
of interventions targeted at interconnected areas of growth necessary to 
achieve full physical and nutritional health and full psychological, develop-
mental growth clearly meets the definition.

As the chapter authors describe and demonstrate, AFT is focused on 
the following targets: developing the patient’s ego strength/coping skills, 
facilitating individuation from the family, and developing insight into the 
relationship between interpersonal issues and ED symptoms. These very 
different targets can be seen to have reciprocally positive relationships to 
one another. The development of ego strength comes from a self psycho-
logical approach, which posits that individuals with EDs have a problem 
with the development of adequate self- esteem, which in turn affects affect 
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regulation and the ability to meet one’s own needs (Gardner, 1999). As 
the chapter states, the symptoms of AN are seen as meaningful but mal-
adaptive attempts to get one’s needs met (e.g., for self- esteem, for achieve-
ment, for attention; Bachar, 1998). The insight into one’s self, along with 
development of a stronger sense of self and self- esteem, leads to the ability 
to separate from the family, a goal that is more characteristic of child or 
family therapy than self psychology. The opposite is true as well; as an ado-
lescent successfully separates from the family and demonstrates successful 
independence and achievement separate from the ED, he/she develops addi-
tional self- esteem and self- knowledge. Furthermore, these two integrated 
goals are also integrated with the goal of healthy eating and weight gain— 
achieved in part through psychoeducation and nutritional goal setting— 
which provides the energy and mood benefits necessary to undertake the 
other therapeutic goals. Integrating affective and humanistic goals, AFT 
encourages “emotional expressiveness and identifying the patient’s abil-
ity to define, experience, and tolerate emotions,” as well as “the patient’s 
values and encouraging the patient to develop values that are not related 
solely to achievement or performance.” As Chapter 12 states, the goals of 
increasing insight, expressing and managing negative affect, expanding the 
sense of self and identity, developing age- appropriate independence, and 
achievement of healthy weight/nutritional status are all compatible goals, 
and growth in each domain supports the ability to pursue growth in the 
others. Finally, AFT also clearly identifies the importance of a relational 
focus in the optimal treatment through a therapy relationship that is char-
acterized by both nurturance and authority, and by analyzing the client’s 
characteristic interpersonal patterns. In summary, AFT is a truly integra-
tive approach that thoughtfully and beneficially combines goals and inter-
ventions from multiple schools of psychotherapy.
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Night eating syndrome (NES) was first described in the medical literature 
in the 1950s, after being identified in obese individuals seeking weight 
management (e.g., Stunkard, Grace, & Wolff, 1955). Its identification pre-
ceded that of binge- eating disorder (BED; Stunkard, 1959), although in 
contrast to BED, it did not receive significant clinical attention until 
recently.

We have been working with patients who struggle with night eating for 
the past 10–15 years. Anecdotally, our patients’ experiences with NES have 
been varied. One individual told us “I have been hungry at night since I can 
remember. I have been this way well over 30 years. I love sweets at night 
like ice cream, but also will snack on crackers and popcorn. I do try very 
hard to keep the nighttime eating down but find it very difficult most of the 
time.” Interestingly, many patients report that they are not hungry at night, 
despite their eating behaviors. One patient commented “I rarely crave food 
at night. I actually rarely get hungry. If I eat in the night it is because I have 
awakened in the early hours of the morning and cannot get back to sleep. 
I know I will usually go to sleep if I eat a few nuts or crackers.” Despite 
the variation in clinical presentation, our patients have in common a real 
distress about their night eating behavior. NES is much more than an occa-
sional midnight snack. It can be dangerous and debilitating. As one woman 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Mel is a disguised/composite portrait.

Chap tEr 9

Cognitive- Behavioral Therapy  
for Night Eating Syndrome

Jennifer D. lunDGren and Kelly C. allison
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stated, “I now feel that this is a part of my life, so I think that makes it 
worse. I’m also starting to wake up my husband and it interferes with his 
sleep. I also fell down the stairs a month or so ago so this really fright-
ened me.” Another patient wrote, “Night eating is still the biggest demon I 
wrestle with. The struggle is ongoing.”

Although NES has been recognized in the medical literature since 
the 1950s, only recently have diagnostic criteria been developed (Allison, 
 Lundgren, O’Reardon, et al., 2010); they are presented in Table 9.1. The 
core feature of NES is a circadian delayed pattern of food intake with intact 
circadian sleep onset and offset (O’Reardon, Ringel, et al., 2004) that 
results in evening hyperphagia (EH; the consumption of ≥ 25% of one’s 
total daily food intake after the evening meal) and/or nocturnal awaken-
ings with ingestions of food (NI). A person must have awareness during 
evening/night eating episodes, although it is common for patients to report 
varying degrees of awareness. Night eating that occurs without any aware-
ness, involves dangerous food preparation, or involves the consumption of 
nonfood substances may be better classified as sleep- related eating disorder 

Table 9.1. research diagnostic Criteria for nes

A. The daily pattern of eating demonstrates a significantly increased intake in the 
evening and/or nighttime, as manifested by one or both of the following:
1. At least 25% of food intake is consumed after the evening meal
2. At least two episodes of nocturnal eating per week

B. Awareness and recall of evening and nocturnal eating episodes are present.

C. The clinical picture is characterized by at least three of the following features:
1. Lack of desire to eat in the morning and/or breakfast is omitted on four or 

more mornings per week
2. Presence of a strong urge to eat between dinner and sleep onset and/or 

during the night
3. Sleep onset and/or sleep maintenance insomnia are present four or more 

nights per week
4. Presence of a belief that one must eat in order to initiate or return to sleep
5. Mood is frequently depressed and/or mood worsens in the evening

D. The disorder is associated with significant distress and/or impairment in 
functioning.

E. The disordered pattern of eating has been maintained for at least 3 months.

F. The disorder is not secondary to substance abuse or dependence, medical 
disorder, medication, or another psychiatric disorder.

Note. From Allison, Lundgren, O’Reardon, et al. (2010). Copyright by Wiley Periodicals, Inc. 
Reprinted by permission.
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(SRED; American Academy of Sleep Medicine, 2014; Schenck, Hurwitz, 
Bundlie, & Mahowald, 1991).

As outlined in Table 9.1, three of five additional criteria must be met 
for a diagnosis, including morning anorexia, an urge to eat at night, insom-
nia, a belief that one must eat to return to sleep, and mood disturbance. 
These features illustrate both the unique (i.e., circadian/sleep) and shared 
aspects of NES (i.e., meal skipping, mood) in relation to anorexia ner-
vosa (AN), bulimia nervosa (BN), BED, and obesity. Research also dem-
onstrates the frequency with which night eating behavior occurs across 
eating- disordered populations. We found that 9.4% of inpatients diagnosed 
with AN and 40.6% of inpatients diagnosed with BN met full threshold 
criteria for NES in the month preceding their hospitalization (Lundgren 
et al., 2011). Although the treatment described below was developed for 
persons with NES, it may also be useful for clinicians who are treating 
patients with diagnoses of AN, BN, or BED who also engage in night eat-
ing behavior.

Based on what was understood about the nature of NES and efficacious 
treatment for BED (e.g., Fairburn, 1995), depression (e.g., Beck, 1995), and 
insomnia (e.g., Morin et al., 1999), the NES research team at the Univer-
sity of Pennsylvania’s Center for Weight and Eating Disorders developed a 
cognitive- behavioral treatment (CBT) for NES in the early 2000s, led by 
Dr. Allison. The intervention was tested in an open-label trial conducted 
from 2004 to 2006, and the authors (K. C. A. and J. D. L.) served as the 
therapists. Concurrent with the development of the treatment, the team 
published the self-help book Overcoming Night Eating Syndrome (Allison, 
Stunkard, & Thier, 2004), based on CBT principles.

overview of CogniTive-behavioral Therapy  
for nighT eaTing syndrome

CBT for NES has been described previously (Allison, 2012a, 2012b; Alli-
son, Lundgren, Moore, O’Reardon, & Stunkard, 2010). Most recently, it 
was published as a treatment manual in our book Night Eating Syndrome: 
Research, Assessment, and Treatment (Chs. 13 and 14; Allison, 2012a, 
2012b; Lundgren, Allison, & Stunkard, 2012). We provide an overview of 
the general approach and phases of treatment here, but readers are directed 
to the treatment manual published in Lundgren, Allison, and Stunkard 
(2012) for session- by- session details and participant handouts that can be 
used in clinical practice.

Consistent with the general cognitive- behavioral approach (Beck, 
1995), treatment is based on a thorough functional analysis and case 
conceptualization that assumes the patient’s current patterns of thinking 
and behaving maintain the night eating symptoms, and that the patient’s 
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thoughts and behaviors are the result of proximal precipitating factors (e.g., 
job stress) and distal developmental factors (e.g., long- standing poor sleep 
hygiene or family history of night eating). Similarly, the intervention occurs 
within the context of a strong therapeutic alliance, collaborative treatment 
planning and implementation, and a focus on the present problems. It is 
important to note that by the time many patients seek CBT for NES they 
are often demoralized and have experienced multiple failed attempts to 
control their night eating. In the words of one individual, “Why do I do it? 
I am so frustrated! I have tried everything— exercise, therapy, medications, 
nutritionist— and I still eat in the middle of the night. I am disgusted with 
myself.”

As developed and tested, CBT for NES is a brief, time- limited approach 
broken into three stages over 10 sessions. As with most interventions, in 
actual clinical practice, more sessions over a longer period of time may be 
necessary to produce additional symptom reduction, and booster sessions 
may be beneficial for sustained remission of NES. We would like to empha-
size that the development and testing of CBT for NES is in its infancy. 
Although the intervention is promising, additional work is necessary to 
refine it and determine the most effective mechanisms of lasting change. 
The stages and intervention activities by stage are summarized below and 
described more completely in Allison (2012a) and other references.

Stages of Cognitive‑Behavioral Therapy for Night Eating Syndrome

In Stage 1 (Sessions 1–4, weekly), the goals are to establish a therapeu-
tic alliance, deliver psychoeducation, develop a formulation, and begin to 
intervene. Activities include dysfunctional thoughts record (DTR), sleep 
and eating diary, self- monitoring (including caloric monitoring if weight 
loss is a goal), behavior chaining, cognitive restructuring, and shifting 
caloric intake to earlier in the day. In Stage 2 (Sessions 5–8, weekly), the 
goals are to firmly establish CBT techniques to modify thinking, behavior, 
and mood (if relevant), and increase awareness of nocturnal ingestions for 
patients with low levels of alertness. Activities include continuation of the 
same activities in Stage 1, work toward a structured meal plan including 
breakfast, techniques to address depressed mood (if relevant), and stimulus 
control for patients with little awareness of nocturnal ingestions (e.g., a 
bell on the door). In Stage 3 (Sessions 9–10, biweekly), relapse prevention 
and maintenance is discussed, and booster sessions at 4-month intervals 
are planned.

Common Night Eating Syndrome Themes to Address in Treatment

Common themes associated with night eating have been identified (Allison 
et al., 2004) and will emerge early in the intervention through the use of 
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the Nighttime Eating Assessment (NEA), DTRs, and the behavior chaining 
exercise, as well as conversations that occur during the therapy sessions. 
The four most common themes include (1) experiencing a food craving, 
(2) feeling anxious or agitated, (3) needing to eat to fall back asleep, and 
(4) physical hunger or a “compulsion” to eat. Less common themes include 
feeling stressed, depressed, or bored. It is important to assess the patient’s 
unique factors that maintain night eating behavior during the pretreatment 
assessment and early in treatment. Theme identification is important in 
understanding the function of the night eating behavior for the patient (i.e., 
Does night eating satisfy a craving for a pleasurable food or does it reduce 
anxiety about sleep loss?) and it is crucial in tailoring the specific cognitive 
and behavioral interventions within the general CBT framework. This will 
be illustrated in the case example below.

Identifying and Challenging Automatic Thoughts

Within a CBT framework, a primary mechanism of action is assumed to be 
the identification and modification of dysfunctional (maladaptive, inaccu-
rate) automatic thoughts that influence maladaptive behaviors. By review-
ing the DTRs each week, the therapist can help identify the situations or 
experiences that lead to thoughts (e.g., “If I don’t eat something, I’ll be 
awake all night”), which influence behavior (e.g., go to kitchen to snack), 
that result in negative outcomes (e.g., shame that he/she cannot stop eating 
at night and fear of weight gain). Through a process of continual assess-
ment in the form of self- monitoring and in- session techniques, as well as 
collaborative experimentation with alternative thoughts and behaviors, the 
patient is encouraged to practice new ways of thinking and behaving to 
maintain a more normative circadian eating pattern and desired emotional 
experience (e.g., improved mood).

Behavior Chaining and Stimulus Control

Because one of the primary goals of CBT for NES is to resynchronize the 
patient’s circadian eating pattern, behavioral and environmental modifica-
tion is necessary to regulate eating behavior. Thinking and behaving co-
occur, so behavioral techniques will also be introduced as an exercise to 
challenge dysfunctional thinking (e.g., paTienT: I can’t start eating break-
fast until I get my night eating under control because I’ll gain weight.” 
TherapisT: “How do you know that you’ll gain weight if you eat break-
fast? Let’s add breakfast 3 days this week and see what happens”). Simi-
larly, stimulus control to modify environmental cues, such as a “kitchen 
is closed” sign or locking the refrigerator at night, are effective behavioral 
techniques to limit access to food and extinguish associations between spe-
cific food cues and eating behavior. Consequently, the implementation of 
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behavioral techniques often leads to new automatic thoughts (e.g., “What 
would my neighbor think if she saw the lock on my refrigerator?”) that 
should be addressed during the intervention.

Structured Eating and Planning for Weight Loss

Structured eating is a common technique in CBT-based interventions for 
other eating disorders, such as BN and BED (Fairburn, 1995), as well as 
lifestyle interventions for obesity (Wing et al., 1996). What is different in 
CBT for NES, however, is that the focus is not necessarily on the amount 
of food consumed (unless weight loss is a goal), but on the timing of food 
intake. The rationale is that re- entrainment of circadian eating patterns 
is a key mechanism of change in treatment. Research shows that persons 
with NES, compared with weight- matched controls, consume slightly more 
calories during a 24-hour period, suggesting that weight gain may result 
from this pattern of eating over time (Lundgren, Allison, O’Reardon, & 
Stunkard, 2008; O’Reardon, Ringel, et al., 2004).

Beginning early in treatment, all patients should be encouraged to 
reduce the number of evening and nighttime calories and increase calories 
in the morning. Patients should be educated about the circadian nature of 
NES and reminded that behavior change can re- entrain physiological pro-
cesses (e.g., the circadian rhythm of appetite- regulating hormones), thereby 
helping to maintain a regular pattern of eating. For this reason, keeping a 
daily food record is crucial in helping the patient plan specific ways that he/
she can modify caloric intake.

When working with patients for whom weight loss is an appropriate 
goal, the therapist will not only help the patient shift caloric intake to earlier 
in the day but decrease the overall amount. Consistent with standard lifestyle 
weight loss interventions, we recommend goals of 1,200–1,500 kcal/day 
for women and 1,500–1,800 kcal/day for men (Wadden, Webb, Moran, & 
Bailer, 2012). These are general recommendations and will vary from patient 
to patient, depending on several factors including their current body mass, 
physical activity level, and weight loss goals. The first place to target caloric 
reduction will of course be the food consumed in the evening and nighttime.

When working with nonobese patients, we have found that daytime 
dietary restraint and compensatory behaviors are more common (Lundgren 
et al., 2008). In our study of nonobese individuals with NES who did not 
currently meet criteria for another eating disorder, those diagnosed with 
NES reported higher scores on all EDE subscales (Weight Concern, Shape 
Concern, Eating Concern, Dietary Restraint) and the EDE global score 
compared with controls (Lundgren et al., 2008). Similarly, the nonobese 
group, compared with the weight- matched controls, reported a greater fear 
of weight gain (p < .05) and more days of compensatory exercise in the pre-
vious month (5.4 vs. 1.3), although this did not reach statistical significance 
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(p = .12). CBT for NES among nonobese persons, therefore, shares similari-
ties with CBT for other eating disorders (e.g., Fairburn, 1995) and the re- 
entrainment of food intake at normative times during the day may involve 
challenging thoughts and behaviors that are rooted in a fear of weight gain 
and body image concerns.

Sleep Disturbance

Sleep disturbance is a common feature of NES. The extent to which patients 
with NES also experience sleep disorders such as obstructive sleep apnea 
and restless leg syndrome is in need of further study (Howell & Crow, 
2012). Patients with EH only, do not necessarily have sleep maintenance 
insomnia, but some individuals report that eating before bed helps them 
to fall asleep (Allison et al., 2004). Because sleep is a problem for many 
persons with NES, improving sleep is an important part of treatment. Con-
sistent with CBT for insomnia (CBT-I; Morin et al., 1999, 2006), CBT for 
NES should address the following elements: sleep hygiene, restriction of 
time in bed, sleep education, stimulus control, and lying in bed and wor-
rying. Table 9.2 describes the elements of CBI-I that can be incorporated 
into CBT for NES. Additional information about these interventions can be 
found in Allison (2012a) and in Morin and colleagues (2006).

Table 9.2. elements of CbT for insomnia That Can be incorporated in CbT for nes

Sleep technique Example

Sleep hygiene •• Regulate bedtime and wake time.
•• Decrease alcohol and caffeine.
•• Avoid napping.
•• Make the bedroom dark and comfortable.

Restriction 
of time in bed

•• Encourage the patient to limit time in bed to those hours he/
she typically sleeps.

Sleep education •• Educate the patient about the sleep cycle and normal 
variation in sleep in adults.

Stimulus 
control

•• Reduce distractions in the bedroom, such as television.
•• Remove stressful/arousing cues such as reading in bed for 
work.

•• Use the bedroom only for sleep/sex.

Addressing 
night worry

•• Help the patient understand that lying in bed and worrying 
will likely increase arousal and decrease sleepiness.

•• The therapist can use cognitive and behavioral techniques 
(e.g., thought challenging and progressive muscle relaxation) 
to address worry at night.
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meChanisms of aCTion

No formal dismantling treatment outcome studies of CBT for NES have 
been conducted, as they have for other CBT interventions. Doss differ-
entiates between therapeutic change mechanisms and change processes, 
suggesting that change mechanisms are the “immediate changes in cli-
ent characteristics or skills, not under direct therapist control, that are 
expected to lead to improvements in the ultimate outcomes of therapy” 
(2004, p. 369). Examples include more accurate cognitions and adaptive 
emotional responses, as well as observable changes in behavior, such as 
an increase in the frequency of breakfast consumption. Change processes, 
however, include specific therapist and client activities such as completion 
of DTRs or a behavior chain to examine the antecedents to a nocturnal 
eating episode. Such therapeutic activities are thought to lead to change 
mechanisms that mediate treatment outcome (e.g., symptoms reduction or 
improved quality of life).

In the case of CBT for NES, we propose that the key change mecha-
nisms include (1) a change in the strength of the belief that eating is nec-
essary for sleep initiation or re- initiation and (2) a re- entrainment of the 
circadian pattern of food intake such that more food is consumed in the 
first half of the day and less food is consumed in the latter half of the day. 
Associated with a circadian re- entrainment mechanism is a reduction in 
daytime dietary restraint and morning anorexia as evidenced by more fre-
quent breakfast consumption and a reduction in the frequency and amount 
of food consumed during nocturnal ingestions, independent of a reduction 
in frequency of nocturnal awakenings. We reiterate that additional treat-
ment outcome studies of CBT for NES, and consequently dismantling stud-
ies, are necessary to confirm our assertion. Our position is based on the 
outcome of one treatment outcome study (Allison, Lundgren, Moore, et al., 
2010) and additional anecdotal clinical experience with this population.

Research Supporting Cognitive‑Behavioral Therapy  
for Night Eating Syndrome

CBT for NES has been tested in one pilot trial (Allison, Lundgren, Moore, 
et al., 2010), and demonstrated results comparable with pharmacotherapy 
(O’Reardon, Stunkard, & Allison, 2004). The 10-session intervention 
(delivered over 12 weeks) followed the procedures outlined in Table 9.2 
and was conducted individually with 25 patients recruited from a 10-day 
outpatient assessment study of NES (Lundgren et al., 2008; O’Reardon, 
Stunkard, et al., 2004). Fourteen of 25 participants completed the CBT 
intervention. Of the 11 who did not complete treatment, seven withdrew 
by the second week of the intervention (see Allison, Lundren, Moore, et al., 
2010). The 14 completers differed in baseline characteristics from the 11 
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noncompleters in the number of nocturnal awakenings/week (completers 
= 7.6, non completers = 21.0) and the number of nocturnal ingestions of 
food/week (completers = 5.6, noncompleters = 12.7), but not in any other 
baseline assessment.

For the treatment completers, significant improvements were observed 
in many areas. In mixed- models regressions, significant main effects for 
time were noted for the change in (1) the percentage of calories consumed 
after the evening meal until awakening the following morning, (2) the per-
centage of calories consumed after bedtime until awakening the next morn-
ing, (3) the number of awakenings/week, (4) the number of nocturnal inges-
tions of food/week, (5) Night Eating Symptom Scale (NESS) total score, (6) 
the average total calories/day, (7) the weight change from Session 1 (kg), (8) 
Beck Depression Inventory- II (BDI-II) total scores, and (9) Quality of Life 
Enjoyment and Satisfaction Scale- Questionnaire (QLES-Q) total scores 
(Allison, Lundgren, Moore, et al., 2010).

When comparing the baseline characteristics of participants with a 
body mass index (BMI) of 20–25 kg/m2, versus those with a BMI > 25 kg/
m2, the groups differed in the percentage of calories consumed after the 
evening meal until awakening the next morning and quality of life, with 
the lower BMI group demonstrating both greater EH and quality of life. 
However, there were no interactions between time and weight status in the 
primary outcomes of EH or nocturnal ingestions of food.

case study: mel

Method

Therapist and Client Characteristics

As described above, the authors (J. D. L. and K. C. A.) served as therapists 
in the clinical trial (Allison, Lundgren, Moore, et al., 2010) from which the 
case example was selected. At the time of the intervention, both therapists 
were licensed, doctoral- level clinical psychologists, and the case was pri-
marily treated by J. D. L. The patient characteristics and specific therapy 
dialogue have been altered, and in some cases represent a composite mate-
rial from several patients, to protect the patient’s anonymity while preserv-
ing the general nature of the treatment processes to illustrate key mecha-
nisms of change.

At the time of treatment, Mel was a 44-year-old, married, African 
American male. He was a college graduate and worked as a marketing 
specialist for a local company. His career choice appeared to be a good fit 
for his interpersonal style, as he could be described as upbeat and engaging 
during treatment. He would often tell jokes to “break the ice” during our 
initial sessions, which was consistent with both his overall positive outlook 
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on life and his self- described “social anxiety in new situations.” He and 
his wife had one teenage son, whom he reported was more like his wife 
interpersonally. In one of our early sessions, Mel stated “My family loves 
me, but they tell me that I sometimes embarrass them because I talk a lot.”

Mel had no history of medical or psychiatric conditions, except alco-
hol abuse. Despite his generally positive demeanor, he did report occasional 
irritability and depressed mood, especially when his job was stressful. Mel 
reported that he enjoyed his job, but that he had a lot of pressure and 
deadlines. His family was generally supportive, but he sometimes missed 
his son’s athletic events due to his work schedule. This had caused conflict 
between him and his wife when their son was younger, but, as he stated, 
“Now they just accept that this is the way it has to be.”

Mel reported a history of alcohol abuse beginning in college and last-
ing until his early 30s, when his son was born. When asked about his drink-
ing history, he recalled that drinking helped him feel like he “fit in” during 
his college years. He noted that he met his wife at a college social event, and 
wouldn’t have had the courage to talk to her had he been sober. Mel did 
not currently use alcohol or other substances, for which he was very proud. 
His sobriety did not come without great effort, however. He remarked that 
“It would be so easy to have a drink to relax after work, but I just can’t let 
myself go there.”

He recalled that his night eating began in his early 20s, and at that time 
it was often associated with nighttime drinking. Specifically, he remem-
bered that he would eat to “sober himself” late at night after having several 
drinks. During that time in his life, he had difficulty sleeping and would 
frequently wake at night and eat in order to put himself back to sleep. Once 
he sought treatment for his alcohol abuse and abstained from drinking, he 
continued to eat late into the evening and experience nocturnal awakenings 
and ingestions of food.

Mel’s BMI (kg/m2) was 30.8, classifying him as obese, although he 
was physically fit and physical activity was an important part of his life. He 
described himself as an athletic teen and young adult, and did not experi-
ence significant weight gain until his early 30s. He reached his highest adult 
weight of 246 pounds at age 42, resulting in a BMI of 32.9 kg/m2. He lost 
approximately 15 pounds over the course of a year while participating in a 
commercial weight loss program. He has maintained his current weight for 
the past year, but reported that it was with great effort. His treatment goals 
were the following: establish a normative eating pattern, stop his nocturnal 
awakenings and ingestions of food, and lose weight.

Assessment

As part of the NES assessment study that he completed before enrollment 
in treatment, Mel had been interviewed with the Night Eating Syndrome 
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History and Inventory (NESHI; Lundgren, Allison, Vinai, & Gluck, 2012) 
to establish a diagnosis of NES and to gather information about his eating, 
sleep, and mood patterns over the previous 28 days, longer- term history 
and course of the night eating problems, and previous treatment attempts. 
In addition, both at baseline and during each week of treatment, Mel com-
pleted a 7-day food and sleep record, a night eating symptom assessment, 
the BDI-II (Beck, 1996), and the QLES-Q (Endicott, Nee, Harrison, & 
Blumenthal, 1993). His height was assessed at baseline only; his weight 
was assessed at baseline and at each treatment session. In addition to the 
baseline and weekly symptom assessments, three assessments were used 
during treatment to inform the functional analysis of Mel’s night eating 
behavior and his general case conceptualization. These included the night 
eating assessment (NEA) and behavior chain (Table 9.2) and data obtained 
from the food records about the timing and amount of foods consumed 
during the week.

Therapy Procedures

Mel was treated individually during the 10-session CBT intervention. Ses-
sions 1–8 were held weekly for 1 hour and Sessions 9 and 10 were held 
biweekly for 1 hour (see Table 9.2 and Allison, 2012a).

Results

Description of Mel’s Typical Eating and Sleeping Patterns

At the baseline assessment, Mel reported that he was “not at all” hungry 
in the morning and typically consumed only coffee around 7:00 A.M. One 
of his baseline food records is illustrated in Figure 9.1. He often skipped 
lunch and did not eat until 3:00 P.M. or later. His evening meal was regu-
larly consumed between 5:30 and 6:00 P.M. and often consisted of fish or 
chicken and vegetables. He frequently napped after dinner for an hour or 
two and upon awakening felt hungry. His after- dinner/evening snacks typi-
cally consisted of store- bought muffins, yogurt, or peanut butter on whole 
wheat bread. He reported strong cravings to eat snacks after dinner and 
very little control over his evening food consumption. Mel’s bedtime was 
irregular and he reported always having difficulty falling asleep, often not 
initiating sleep until 1:00 A.M. He regularly woke up several times during 
the night and frequently consumed a snack upon wakening; on nights that 
he couldn’t fall back to sleep he would watch television or read. His noc-
turnal snacks were similar in content to his evening snacks, although dry 
cereal was also sometimes consumed. When asked how much awareness he 
had over his nocturnal eating, he reported “complete awareness.” When 
asked about distress and impairment in functioning, he reported that his 
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night eating was “somewhat distressing” and that it “very much” affected 
his life. Mel’s baseline, as well as week-by-week, assessment data are pre-
sented in Table 9.3.

Session-by-Session

SeSSion 1

At the time of the first appointment, approximately 1 month after the 
baseline assessment, Mel reported strong motivation to change his eating 
behavior, primarily because he did not want to gain weight. At the time of 
the first session he had already begun incorporating breakfast on his own. 
He was concerned, however, that he might have some difficulty changing 
his evening and night eating because he “enjoys eating.”

During the first session the CBT model was introduced, the health 
consequences of NES were reviewed, his eating patterns for the previous 

WAKE-UP TIME: 7:00 a.m.   BEDTIME: 11:35 P.m.

DAY: Thursday

time food or beverage amount
check if ne 

episode

7:05 am coffee w/ skim milk 1 cup

7:00 pm meatloaf 
steamed cauliflower

8 oz. 
1 cup

8:30 pm chocolate ice cream 1½ cups

10:00 pm pudding 1 cup

1:00 am chocolate ice cream 1 cup 

2:15 am crackers 10 

TIME OF AWAKENINGS:

1. 1:00 a.m. 2. 2:15 a.m. 3.  4.

figure 9.1. Example of Mel’s baseline food record. As the food record illustrates, 
Mel often skipped breakfast and lunch. His first eating episodes were typically in 
the evening, except for his morning coffee. He regularly consumed snacks after 
dinner and in the middle of the night. Note. NE, nocturnal eating.
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week were discussed, and he was asked to begin completing the weekly 
food/sleep record and NEA. The NEA consisted of a series of eight physi-
cal/emotional states that are commonly associated with night eating. He 
was instructed to indicate on a visual analog scale, ranging from “not at 
all” to “extremely,” how he felt for each state before a night eating epi-
sode. The therapist explained to him that the NEA and food record would 
help both him and the therapist understand better the function of his night 
eating behavior and its antecedents. He was familiar with the food/sleep 
records because of the baseline assessment and did not anticipate difficulty 
adhering to the self- monitoring.

Although specific intervention strategies to reduce late night and noc-
turnal eating were not yet implemented, he and the therapist mutually 
agreed that 10:00 P.M. would be a reasonable time for him to establish that 
his “kitchen is closed.” We have found that acknowledging such a time 
early in treatment provides structure and prepares the patient for later ses-
sions aimed at reducing food intake after this time. On his own, he wanted 
to add the goal of incorporating lunch into his daily eating pattern. This 
was not discouraged, but he was reminded that trying to change too many 
behaviors in the same week could become overwhelming. Table 9.3 shows 
his assessment scores at Session 1. From baseline to Session 1, several of his 
measures had clinically significant decreases, including a 6.4-pound weight 

Table 9.3. mel’s symptom Change across 10 CbT sessions

Session
Weight 

(pounds) NESS
% 

TDI
Number of 
awakenings

Number of 
nocturnal 
ingestions BDI-II QLES-Q

Baseline 229.8 37 49.7 10 10 8 60

 1 223.4 21 49.3  7  5 4 58

 2 222.0 21 33.9  5  4 3 57

 3 221.2 18 25.0  2  0 0 60

 4 216.0 19 34.5  1  1 1 60

 5 215.2 18 42.0  5  0 1 60

 6 222.6 19 41.8  6  2 2 64

 7 220.4 16 37.2  2  2 1 64

 8 218.0 16 41.0  4  2 1 64

 9 216.2 17 35.2  1  0 1 56

10 215.0 16 31.3  2  1 1 60

Note. NESS, Night Eating Symptom Scale; % TDI, percent of total daily caloric intake after the eve-
ning meal until awakening the next morning; BDI-II, Beck Depression Inventory–II; QLES-Q, Quality 
of Life Enjoyment and Satisfaction Questionnaire.
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loss, and reduction in his number of nocturnal awakenings and nocturnal 
ingestions of food.

SeSSion 2

Session 2 began with review of Mel’s weekly food record and NEA. His 
food record indicated a reduction in his after- dinner food intake (49.3 to 
33.9%; Table 9.3) and a reduction in the number of nocturnal awakenings 
and ingestions of food (seven awakenings, five ingestions to five awaken-
ings, four ingestions). His NEA revealed that his night eating was regu-
larly associated with hunger and specific food cravings, but not associated 
with emotions or cognitive states such as agitation, sadness, or boredom. 
Although he reported feeling good about his previous week, he expressed 
some ambivalence about reducing his night eating and re- entraining his 
eating patterns, as illustrated with this interaction between Mel and the 
therapist:

TherapisT: Mel, you did a great job keeping your food record and complet-
ing the night eating assessments. I can see that two common states you 
experience when eating at night are hunger and cravings. What is that 
like for you?

mel: It really wasn’t all that surprising for me. I love to eat at night, and 
considering that I don’t eat during the day, I am really hungry. I want 
to lose weight, that’s why I’m here, but I don’t want to give up my 
night eating because it’s a treat for me. I’ve already given up alcohol for 
years, and this is the only vice [in air quotes] that I have left. I have a 
stressful work day and eating my snacks at night makes me feel good.

TherapisT: I can understand— eating does make people feel good. You’ve 
also worked really hard to avoid using alcohol to manage stress. I can 
also see your conflict between wanting to change your eating pattern 
to lose weight and wanting to keep your eating pattern because night-
time is a time to relax and wind down after a stressful day.

mel: Yes, there is a conflict. I want to be healthy, but I’m in this cycle 
and I can’t imagine that eating breakfast everyday would be the same 
experience for me.

TherapisT: I would expect that you are right. I guess that’s why there are 
more social events celebrated at dinnertimes than breakfasts. But, I 
wonder if over the next several weeks we can work toward gradually 
increasing your daytime food intake and decreasing your nighttime 
food intake while helping you find other ways to feel good at night. 
We call this re- entraining your circadian rhythm so that your body 
stops expecting food at night and associating craved nighttime foods 
with feeling good or relaxing. We want to find other activities for you 
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to enjoy at night, such as reading— which you mentioned to me that 
you like to do.

mel: I get it. I need to retrain my body to associate food with the daytime 
and night with other pleasurable, relaxing activities.

TherapisT: That’s right, but it doesn’t mean that food can no longer be 
enjoyable. Perhaps one way we can encourage you to shift your eating 
to earlier in the day is to give yourself permission to eat a moderate 
amount of foods that you may crave for breakfast or lunch. Let’s talk 
more about that when we talk about your goals for the coming week.

Session 2 continued with an introduction of the behavior chaining 
technique. Using one of his nocturnal eating episodes during the previous 
week, the therapist helped Mel identify a chain of antecedents leading to 
the eating episode. His homework assignment was to continue to monitor 
his food intake and sleep and use the NEA anytime he had a night eating 
episode.

SeSSion 3

In the week between Sessions 2 and 3, Mel reported significantly improved 
sleep and reduced night eating behavior. As shown in Table 9.3, he had only 
two nocturnal awakenings and no nocturnal ingestions of food, and his 
after- dinner until awakening the next day food intake decreased to 25%. 
He reported eating only one time after the “kitchen is closed” time of 10:00 
P.M. and associated that eating episode with hunger, cravings, boredom, 
feeling tired, and feeling compelled to eat. Because weight loss was one of 
Mel’s primary treatment goals he was provided with a calorie guide and 
encouraged to track calories as part of his weekly food record. Mel and the 
therapist used his previous week’s food record to identify higher- calorie 
foods that he could eliminate or replace with lower- calorie options. Mel 
also wanted to increase his physical activity levels. Additional review of his 
food records indicated that he was having some success shifting his calo-
ries to earlier in the day, as he had consumed a small breakfast of instant 
oatmeal on four of the previous days. Finally, the DTR was introduced. 
The concept of an automatic thought was explained and the relationship 
among antecedents, thoughts, and behaviors was reviewed. Mel was asked 
to document his thoughts during any night eating episodes during the com-
ing week.

SeSSion 4

By Session 4 Mel had lost 7.4 pounds since treatment was initiated and he 
continued to have few nocturnal awakenings and ingestions of food (one 
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each). His after- dinner food intake, however, did increase from 25.0 to 
34.5% from Week 3 to Week 4. While reviewing his food and sleep record 
at the beginning of the session, Mel reported that he had had several stress-
ful days during the previous week and a very difficult time falling asleep on 
most nights. Mel reported that part of his stress came from a conflict with 
his son over the previous weekend. His son, who generally stayed out of 
trouble, was caught with alcohol at a school athletic event. Although Mel 
felt that he and his wife handled the situation as best they could, the inci-
dent was concerning to him, given his own alcohol use history. His other 
stressor was related to a conflict with a coworker about a work project.

On two of the nights Mel had kept a detailed thought record that 
reflected a common NES theme (i.e., a belief that he needed to eat in order 
to fall asleep) and a fear that eating earlier in the day would “trigger” day-
time overeating.

TherapisT: Thanks, Mel, for keeping detailed thought records on the 
nights that you had a hard time sleeping. I see a couple of themes we 
could talk about. Let’s start with your thoughts about not being able to 
fall asleep if you don’t have a snack. Can you tell me more about that 
specific situation?

mel: Sure. I’ve had a lot of stress at work recently, in addition to the inci-
dent with my son, and I can’t stop thinking about it at night. On that 
specific day I had a heated discussion with a coworker about the direc-
tion of a project. We had a tight deadline and needed to wrap up the 
project before going home. We didn’t get everything accomplished, so 
I knew that I needed to get to work early the following morning to tie 
up loose ends. When I wrote this, it was about midnight and my wife 
and son had already gone to bed. I kept thinking about the project and 
what needed to be done, and I was worried that I wouldn’t be able to 
fall asleep.

TherapisT: So it was about midnight and you were thinking about the 
project and worried that you wouldn’t be able to fall asleep. Where 
were you?

mel: At that point I was standing in the kitchen and had just looked 
through the refrigerator for some yogurt. I found some and ate it, and 
then remembered to write my thoughts down on the sheet.

TherapisT: So your thought before eating the yogurt was “I won’t be able 
to fall asleep”?

mel: Well, it was several thoughts. I guess I’m not good at this yet. I was 
also having images of me dragging through the next day if I was up 
all night. (pause) Okay, so I suppose my thought was “I have to eat a 
snack or I’ll never get to sleep and I’ll have a terrible day tomorrow.”
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TherapisT: You’re doing great. Learning to identify your automatic 
thoughts, and your images, is a skill that takes practice. You wrote 
down some emotions too. It looks like you were experiencing fear and 
frustration.

mel: Yes, I remember being afraid and frustrated because I thought things 
were going so well and then I had a stressful week and I couldn’t con-
trol myself at night.

TherapisT: Well, let’s take a closer look at your thought, “I have to eat a 
snack or I’ll never get to sleep.” Have you ever had a time when you 
didn’t have a snack and were able to fall asleep okay?

mel: Hmm. I guess when I was a kid. For as long as I remember, I’ve had 
a snack to help me fall back to sleep. (pause) Well, okay, when I travel 
I don’t always have a snack and I always seem to fall asleep eventually.

TherapisT: All right, so you have some evidence that it is possible for you 
to fall asleep even if you don’t eat a snack. Let me ask you another 
question. What would you tell a friend if he couldn’t sleep?

mel: I’d say don’t ever start eating to sleep. No, seriously, I’d encourage 
him to find something else to do to relax himself. I’d also tell him that 
he shouldn’t check his e-mail after 7:00 P.M. I think that is also why I 
was so frustrated that night. I kept checking my work e-mail and get-
ting upset about other stressful things that are happening.

TherapisT: Interesting, let’s keep that in mind. First, though, let’s reas-
sess your thought that you have to eat or you won’t get to sleep. How 
strongly do you have that thought now that we’ve talked about it?

mel: Well, I still believe it, but I think there are things I can try to change 
it. I mean, in the moment, I can remind myself that I don’t always have 
to eat in order to sleep and I can do something else to try to relax. I 
also need to find ways to prevent myself from getting worked up in the 
evening.

TherapisT: That all sounds good. What is a coping statement that you can 
use the next time you have the thought “I have to eat or I won’t be able 
to sleep”?

mel: Hmm . . . I could say “I’ll fall asleep eventually, I always do.”

TherapisT: That sounds like a good coping statement to me. Do you think 
it would be helpful to make a list of other activities you can do, besides 
eating, to help yourself sleep at night?

mel: Yes, I’d like to do that.

At this point in the session, the therapist felt confident that Mel was 
beginning to see the importance of identifying and evaluating the accuracy 
of his thoughts, especially at night when he was tired or frustrated. The 
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session continued with a review of alternative behaviors that Mel could 
engage in when he felt that he needed to eat in order to sleep. After helping 
Mel brainstorm, the therapist decided to address Mel’s fear about trigger-
ing overeating during the day.

TherapisT: Mel, I’d like to go back to one of the comments you made on 
your thought record. You mentioned that you were afraid to eat more 
during the day because it could trigger overeating during the daytime. 
Can you tell me more about that?

mel: I’ve been trying to add breakfast and sometimes lunch to my sched-
ule. I chose prepackaged oatmeal this week because it comes in pre-
portioned sizes. I noticed that when I eat it, I sometimes feel like eating 
more. On Wednesday I wrote down that I am afraid that this will 
make me overeat. I guess my emotion was fear and my thought was 
“What if I can’t stop?”

TherapisT: What would that mean for you if you “couldn’t stop”?

mel: It would mean that I have a day and a night eating problem.

TherapisT: So, is it accurate to say that you have a fear that eating break-
fast and wanting more means that you might lose control over your 
eating and not be able to stop?

mel: Well, no, I know that I could stop. I guess I think about it like when 
I was drinking a lot. The only way I could stop was to cut it out all 
together. As I’ve told you, I enjoy night eating and so I want to reduce 
it so that I can lose weight, but I’m not sure if I’ll ever be able to stop. I 
have justified that by skipping breakfast, and now that I’m doing both, 
it feels like I’m on the edge of overdoing both. It just seems safer to not 
eat during the day until I get my night eating under control.

TherapisT: Okay, so it sounds like when you were in treatment for your 
alcohol use an all-or-none approach worked— you either drank or you 
didn’t. Is that accurate?

mel: Yes, that was the only way I could quit.

TherapisT: That makes sense to me. I think the difference, though, is that 
your body needs food, but doesn’t need alcohol. So, maybe, rather than 
take an “all-or-none” approach to daytime eating we can try to find 
the middle ground. What I mean is that there is a big leap between hav-
ing a 400-calorie breakfast and a 3,000-calorie binge- eating episode. 
Do you think it is possible for you to think about your daytime food 
intake on a continuum, almost like a dial? The more you dial down the 
night eating, the more you dial up the daytime eating, but you’re not 
switching the dial completely on or off. Does that make sense?

mel: Yeah, I’ve never thought about it like that. I’m still really uncomfortable 
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about it, but when you put it like that, I have control over the dial. I 
guess this week I can try to keep increasing my morning food intake 
by 100 or 200 calories and keep cutting back on my nighttime food 
intake.

TherapisT: I think that sounds good. You don’t need to change your eating 
patterns all at once, but let’s start shifting the calories a couple hun-
dred at a time until your eating pattern is more balanced.

The session concluded with a review of Mel’s weekly goals and his 
homework assignments, which were to continue to keep a food/sleep record 
and monitor his thoughts using the DTR. Because both Mel and the thera-
pist had a good sense of the states associated with his night eating, he was 
not specifically encouraged to continue the NEA.

SeSSion 5

Mel continued to make good progress and lost an additional 0.8 pounds 
from Week 4 to Week 5. He had no nocturnal ingestions of food during 
the week, although his percentage of total daily food intake after the eve-
ning meal was increased from the previous week again. During the session 
his food/sleep diary and thought records were reviewed and discussed and 
he continued to brainstorm alternatives to snacking at night when he felt 
“worked up” because of work stress. The therapist introduced progressive 
muscle relaxation and made a recording for him to practice at home. Ses-
sion 6 was scheduled for 2 weeks later because the patient was planning a 
vacation the following week.

SeSSion 6

Mel was very distressed during his sixth session. As shown in Table 9.3, he 
had gained nearly 7.5 pounds in the previous 2 weeks and he experienced 
more nocturnal ingestions of food. He also continued to eat a high percent-
age of his total daily food intake after the evening meal. He attributed his 
weight gain to his reduced adherence to his weight loss plan during his 
vacation. He reported that he and his family had visited a town known for 
its restaurants and he couldn’t resist overeating on several occasions. He 
attributed his increased nocturnal awakenings and ingestions to difficulty 
adjusting back to a normal routine after the vacation. Mel and the therapist 
talked about how his “all-or-none” thinking pattern may have contributed 
to his different approach to eating while on vacation in comparison to when 
he was home. He was motivated to resume a healthier eating pattern now 
that his schedule had become routine again. His stated goals for the week 
were to eat by midmorning each day and to continue to challenge cravings 
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and automatic thoughts about eating at night. He was also asked to con-
tinue the food/sleep record and DTRs.

SeSSion 7

By Session 7 Mel reported feeling back on track with his treatment goals. 
He had lost 2.2 pounds and his after- dinner food intake had decreased 
slightly, although he did have two small nocturnal ingestions of food. He 
reported feeling good about how he handled those, and stated that instead 
of eating the food he craved (pecan pie that a neighbor had baked), he 
substituted it with fruit. During the session his food/sleep record and DTR 
were discussed and he was encouraged to identify any issues related to his 
night eating that he thought had not yet been adequately addressed. He 
reported that he wanted more information about sleep hygiene and he and 
the therapist agreed to make that a primary topic for the next session. In 
the meantime, he was encouraged to continue to monitor his food/sleep and 
complete the DTR. He was also encouraged to complete behavior chains on 
any night that he had difficulty sleeping.

SeSSion 8

Session 8 began with a review of his food/sleep record. The therapist noted 
that Mel had lost 2.4 pounds, but continued to consume a large percentage 
of his food intake after dinner (41%), and he had two nocturnal ingestions 
of food. Mel and the therapist reviewed his DTR to look for situations and 
thoughts that might shed light on his continued EH and nocturnal inges-
tions. The therapist also assured Mel that sleep hygiene would be a priority 
for the session and this was added to the session agenda.

In reviewing the DTR, the therapist noted situations where Mel con-
tinued to experience fear of both overeating during the day and of not being 
able to sleep without eating. The therapist decided to start with Mel’s belief 
that if he eats more during the day he will not lose weight, nor will it help 
him reduce his nighttime eating.

TherapisT: Mel, I notice that you continue to have automatic thoughts 
about not being able to eat more during the day because of a fear that 
you’ll overeat and gain weight. Let’s talk more about that.

mel: Yep, I feel a little stuck. I’m losing the weight I gained during vaca-
tion, but my eating pattern isn’t really changing. I’m eating less food 
and more healthy food, but not changing my patterns.

TherapisT: Do you remember the conversation we had about thinking of 
food intake like a dial?
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mel: Yes, I do recall that, but I haven’t thought about it much since a while 
back when we first talked about it.

TherapisT: Well, it might be worth thinking through it now. Let’s say you 
have a calorie goal of 1,800/day. You can divide that several different 
ways. For the past few weeks your pattern has been to eat about 60% 
before dinner and 40% after dinner. But, if we consider your evening 
meal as what you eat at night (calculates using the food record), yester-
day you consumed about 30% during the day and 70% in the evening. 
If your goal is 1,800 calories/day, that comes to about 500 calories 
during the day, 500 calories at dinner, and 800 calories in the evening 
and when you wake up at night. Do you think we can set a goal of 800 
calories during the day, 500 calories at dinner, and 300 calories after 
dinner? Basically, we’re shifting the dial by 300 calories.

mel: I will try. I guess when I look at it like that, I’m not actually eating 
any more calories during the day, I’m just eating them at a different 
time. I’ve never done the math before.

TherapisT: Let’s take this a step further and talk about what you will eat 
at night that will still feel satisfying. I think we should also tie this into 
sleep hygiene and your fear of not being able to sleep because I can tell 
from looking at your food record that you could reduce by 300 calories 
at night last week if you cut out your snack right before bed and the 
snack you had when you woke up.

mel: Yes, I think this is all tied together and I want to focus more on sleep-
ing better so that I don’t need as many snacks at night.

At this point in the session, Mel and the therapist reviewed his behav-
ior chain for one night that he was unable to sleep. They identified the fol-
lowing behaviors that Mel could work on to improve his sleep hygiene: (1) 
reducing caffeine intake in the afternoon and evening, (2) not answering 
e-mails late at night, and (3) not watching television in bed or sleeping on 
the living room couch in front of the television. Mel thought that caffeine 
intake and e-mails were the two things he should address first. He agreed 
to consume only decaffeinated drinks past noon and agreed to check his 
work e-mail only one time in the evening and it had to be before 8:00 P.M. 
Mel was encouraged to try his sleep hygiene goals in addition to continued 
food, sleep, and thought monitoring. Session 9 was scheduled for 2 weeks 
later, consistent with the treatment protocol.

SeSSion 9

Two weeks later, at Session 9, Mel was feeling hopeful about his contin-
ued weight loss and reported significant improvement in his night eating 
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and sleeping. He had had only one awakening and no nocturnal inges-
tions of food, and his percentage of food intake after the evening meal 
dropped to 35.2%. His food and sleep records were reviewed, along with 
his thought record. The therapist also inquired about his sleep hygiene 
goals. He reported success in limiting his caffeine intake, but was strug-
gling to reduce his nighttime e-mail checking. Together, he and the thera-
pist problem solved stimulus control strategies to help reduce e-mail cues 
in the evening. He decided that he would post an “e-mail is closed” sign 
on the computer at 8:00 P.M. each night. Mel commented that the “e-mail 
is closed” sign would be appreciated by his wife and son who regularly 
“nagged” him for being on the computer so much.

By Session 9 Mel had returned to his prevacation weight and was 
pleased with his success in sticking to his calorie plan. He reported con-
suming a small breakfast the majority of days since the previous session 
and had a personal goal of increasing his physical activity.

The remainder of the session focused on preventing and recovering 
from relapses once therapy ended. Mel anticipated that he would be most 
vulnerable to relapses when his work stress increased. He and the therapist 
discussed how Mel could identify signs that his stress level was increas-
ing and they identified coping mechanisms to deal with it. Mel and the 
therapist agreed that sticking to his sleep hygiene goals, using progressive 
muscle relaxation, monitoring and challenging his automatic thoughts, and 
exercising would help him prevent a relapse and recover from one if/when 
it happens. The final session was scheduled for 2 weeks later.

SeSSion 10

Mel reported continued progress at the final session. A sample food record 
from this week is illustrated in Figure 9.2. He had lost an additional 1.2 
pounds and reported only one nocturnal ingestion of food since the last 
session; his percentage of food intake after the evening meal had reduced to 
31.3%. He indicated motivation to continue the cognitive and behavioral 
change strategies that he learned in treatment, and he reported confidence 
in his ability to maintain his modified eating patterns. He reported that 
his goal was to lose 5 to 10 more pounds over the next few months. The 
therapist encouraged him to continue to keep food records in an effort 
to reach his weight loss goals and maintain the behavior change he had 
accomplished during the previous 3 months. When asked what Mel found 
to be the most beneficial during therapy he stated, “As much as I dreaded 
keeping the food records, they were very helpful. To see my eating pat-
terns on paper made a big difference for me.” He also noted, “Having to 
be accountable at weekly sessions was one of the primary reasons I stayed 
on track.” Mel and the therapist brainstormed other ways that he could be 
accountable to someone in order to stay on track. He came up with several 
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options including giving his food records to his wife or signing up for an 
online program to monitor his progress. A follow- up booster session was 
scheduled for 4 months later.

disCussion

Mel’s case illustrates the cognitive and behavioral change processes that 
can lead to the circadian re- entrainment of eating behavior earlier in the 
day and a reduction in a reliance on food in order to fall asleep at night. His 
case also illustrates a common therapy goal and reason that many people 
with NES present for treatment: weight management. There is accumulat-
ing evidence from both human and animal literature that the time of day of 
food intake, independent of the amount of food intake, is associated with 

figure 9.2. Example of Mel’s end-of- treatment food record. At posttreatment Mel 
had incorporated breakfast and midday meals. He still snacked after dinner, but 
the caloric content was reduced, as were his nocturnal eating episodes. Note. NE, 
nocturnal eating.

WAKE-UP TIME: 6:35 a.m.   BEDTIME: 10:20 P.m.

DAY: Monday

time food or beverage amount
check if ne 

episode

6:45 am coffee w/ skim milk 1 cup

strawberry yogurt 1 cup

banana 1

1:00 pm ham sandwich (ham, cheese, low-
fat mayo, wheat bread)

1

corn chips approx. 20

2:00 pm peach 1

7:00 pm salmon—grilled 6 oz.

rice ½ cup

beans ½ cup

8:30 pm ice cream with chocolate sauce ½ cup, 2 tbs.

TIME OF AWAKENINGS:

1. 1:00 am—no food 2.  3.  4.



278 V.  IN T EGR AT I V E APPROACHES  

weight gain and poor metabolic health (e.g., Scheer, Hilton, Mantzoros, 
& Shea, 2009). Thus, we are coming to understand that there could be 
unforeseen health consequences of a circadian delayed food intake pattern 
that warrant treatment.

Mel’s case also illustrates the role of sleep disturbance in persons with 
NES. He did not have a diagnostic sleep study, but he did have clinically 
significant concerns about his ability to fall asleep and stay asleep that 
maintained his night eating behavior. Mel’s night eating began during a 
time when he was engaging in excessive drinking, and the nighttime food 
intake likely became associated with the ability to sleep during that time. 
Upon reflection of Mel’s case, he likely would have benefited from intro-
ducing sleep hygiene earlier in treatment. If he would have been treated in 
the context of clinical practice and not a research study, we would have 
encouraged him to complete a medical sleep evaluation and would have 
continued to work on sleep hygiene and stress management as primary 
aspects of his treatment.

Mel is fortunate that he was able to manage his alcohol abuse as a 
young adult. Some patients have complex substance use or psychiatric his-
tories, which will lengthen treatment, and when necessary may require a 
delay in the treatment of night eating behavior until other acute symptoms 
are addressed. It is for this reason that a thorough clinical assessment and 
functional analysis of night eating behavior is conducted in the early stages 
of treatment because targeting substance use, mood, stress, and anxiety 
will reduce night eating behavior for some patients. Although his treatment 
ended sooner than it might in clinical practice, we consider it successful 
for the following reasons: (1) he reduced his nocturnal awakenings and 
ingestions of food and was making progress in the re- entrainment of his 
circadian eating pattern, (2) he lost weight, (3) he learned to recognize the 
behaviors and thoughts associated with his stress, sleep disturbance, and 
night eating behavior, and (4) he felt confident and motivated to continue 
to work on his treatment goals after therapy formally ended. In our expe-
rience, it is rare that after 10-sessions a person no longer experiences any 
symptoms of NES. Rather, at the end of the 10- session intervention, the 
patient experiences a symptom reduction and a skill set that allows him 
to serve as his own therapist. In clinical practice, the patient and therapist 
might choose to continue weekly sessions for a longer period of time, espe-
cially if treatment goals or self- efficacy in maintaining treatment gains by 
oneself are not attained at the end of 3 months. In Mel’s case, the research 
protocol determined the length and frequency of his treatment; unfortu-
nately, he did not return for his 4-month session so we are unable to report 
on his longer- term treatment outcome.

As described in the introduction to this chapter, not everyone with 
NES is overweight or obese. Individuals with a BMI less than 25 kg/m2 
pose a particular challenge to treatment because of the increased daytime 
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dietary restraint, compensatory behavior, and body image concerns (Lund-
gren et al., 2008). When working with this population, it is recommended 
that the therapist use the Eating Disorder Examination in addition to the 
NESHI at the baseline assessment to determine what additional thoughts 
and behaviors need to be addressed to re- entrain the circadian eating pat-
tern, as well as reduce negative body image and fear of weight gain. As 
described in Mel’s case, patients often fear starting to eat earlier in the 
day, and this fear is typically magnified in patients with lower BMIs who 
may be actively restricting during the day to compensate for their eating at 
night. Thought records may be used to challenge these fears, along with 
weigh-ins at each session to provide evidence that shifting food intake will 
not cause significant weight gain.

impliCaTions for TreaTmenT researCh

We have several suggestions for future NES treatment outcome research. 
First, the combination of CBT and pharmacotherapy has not been studied. 
Given the independent benefits of each intervention, we recommend that a 
combined medication/CBT treatment be tested. Second, CBT for NES has 
only been tested using an individual approach. A group approach, which is 
often used in weight management interventions, is in need of further study. 
Third, our dropout rate was high (44%), and the reasons for discontinuing 
treatment were varied. Replication studies are needed to determine if the 
high dropout rate was due to our particular sample or if there are common 
themes (e.g., comorbid mood/anxiety symptoms) that need to be addressed 
more systematically during the intervention. Fourth, we know of no treat-
ment outcome studies specifically targeting night eating behavior among 
patients whose primary diagnosis is AN, BN, or BED. Given the regularity 
of night eating behavior in these groups (Lundgren et al., 2011), aspects of 
CBT for NES could be incorporated into standard CBT interventions for 
these conditions and examined in a clinical trial. Finally, given the pre-
liminary nature of CBT for NES, this intervention is in need of replication, 
dismantling to determine the most effective components, and effectiveness 
research to determine its benefit in community and “real-world” treatment 
settings.
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“Whenever I felt the need to binge something just completely took over, 
and I was like I will walk a mile to binge . . . and I will walk a mile back. 
Yeah, I walked like in the rain and freezing cold and blistering hot. I was 
like—I need to binge and then I have to throw up and that’s all there is to 
it.”

“I never really thought that highly of myself, so if other people accept me 
then I feel better . . . so then it’s like, you know, I need to be thin to get 
that, to be happy.

“I know it doesn’t make sense, but I feel like if I don’t eat then I won’t get 
left behind.”

 

Enhanced cognitive- behavioral therapy (CBT-E; Fairburn, 2008) is a trans-
diagnostic treatment for eating disorders (EDs). It has demonstrated effi-
cacy for bulimia nervosa (BN), EDs not otherwise specified (Fairburn et 
al., 2009), and adults with anorexia nervosa (AN; Fairburn et al., 2013).

The underlying transdiagnostic model of CBT-E posits that all indi-
viduals with EDs struggle with common interrelated symptoms. In the 
CBT-E model, cognitive overconcern with shape, weight, or eating drives 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Chloe is a disguised/composite portrait.
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dysfunctional efforts to control body shape and weight (e.g., caloric restric-
tion, dietary restraint), which in turn generates vulnerability to binge eat-
ing or other unplanned eating events. Overconcern also drives extreme 
behaviors to compensate for food consumption, such as vomiting, laxa-
tive and diuretic use, driven exercise, and additional restriction/restraint. 
The model theorizes that certain components are cyclically reinforcing, for 
example, binge eating and chronic dieting both may increase or maintain 
shape and weight concerns. The CBT-E model also incorporates other fac-
tors such as negative mood and stressors that may trigger ED symptoms.

CBT-E includes both a “focused” and a “broad” treatment protocol. 
The focused treatment more narrowly targets specific ED psychopathology, 
including behavioral and cognitive symptoms, whereas the broad treatment 
first addresses core ED issues, then incorporates additional modules for 
mechanisms that may be observed to maintain the disorder in particu-
lar cases, specifically, interpersonal difficulties, clinical perfectionism, or 
core low self- esteem. The broad version is used only if these problems are 
clearly interfering with ED treatment response. The additional broad mod-
ules were developed based on review of cases where patients did not show 
optimal response to the focused version of CBT. In the original versions of 
CBT-E, mood intolerance was also considered a “broad” issue. However, 
in later iterations, treatment of mood intolerance was incorporated into the 
focused form of treatment.

All patients receiving CBT-E receive an initial eight sessions (4 weeks 
of therapy, twice per week) that include self- monitoring, weekly weighing, 
regular eating, and strategies to control behavioral symptoms. After seven 
or eight sessions (at Week 4), therapy moves to one session per week, and 
the clinician and patient together conduct a careful review of the patient’s 
remaining symptoms, the results of which indicate whether one of the broad 
modules is recommended. CBT-E broad and focused versions include regu-
lar self- monitoring of all food consumed and in- session weekly weighing 
throughout treatment, and address regular eating (three meals and two or 
three snacks at regular intervals); dietary restriction and restraint if present 
and persistent (i.e., limits on amount and/or caloric value of food, efforts to 
follow food rules); and triggers for binge–purge behavior.

poTenTial meChanisms of TreaTmenT aCTion 
aCross enhanCed CogniTive-behavioral 

Therapy approaChes

The focused and broad versions of CBT-E both include several key mecha-
nisms of action. These mechanisms are hypothesized, as the identification 
of the key specific mechanisms (mediators) of change in integrative psy-
chotherapy is still a goal of research. In theory, in the opinion of these 
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authors, one mechanism is interrupting behavioral patterns of avoidance 
and checking that reinforce shape and weight concerns. For example, at 
the beginning of treatment, regular eating, weekly weighing, and reducing 
restriction and dietary restraint may all be seen as behavioral strategies to 
interrupt behavioral patterns of avoidance (e.g., avoidance of eating) and 
checking (e.g., frequent weighing) that are thought to both reflect and rein-
force ED symptoms. Later in treatment, behavioral strategies that reduce 
avoidance include the reintroduction of avoided foods and behavioral 
strategies to eliminate body- checking behaviors. Checking behavior may 
include frequent mirror checking, pinching, measuring, or other behav-
iors that may be seen as compulsive behaviors, performed to avoid anxi-
ety associated with body shape or weight. A second important mechanism 
of action in CBT-E is addressing mood intolerance. Eating symptoms are 
seen to serve the purpose of avoiding or reducing moods that are undesir-
able or unbearable. Interventions intended to have positive effects on mood 
tolerance include chain analysis, which is a cognitive- behavioral strategy 
to identify and improve awareness of complex sequences of cognitions, 
affects, and behaviors. The identification and anticipation of these chains 
promotes a patient’s ability to change course and avert negative outcomes, 
including eating symptoms.

inCreasing regular eaTing, avoiding unplanned eaTing, 
reduCing resTriCTion/resTrainT

Beginning the first week of treatment, patients are asked to record their 
daily food intake, binge episodes, and compensatory behaviors (e.g., self- 
induced vomiting, laxative/diuretic use). The goal of the monitoring is 
to help the patient observe and understand his/her own patterned eating 
behaviors (e.g., skipping breakfast and lunch, then binge eating at night), 
in order to identify and test changes in eating that may reduce ED symp-
toms. Self- monitoring is also intended to increase the patient’s awareness 
of automatic behaviors and the relationships among thoughts, feelings, and 
behaviors. The clinician reviews the food records with the patient in detail 
throughout the beginning of treatment. Once monitoring has been estab-
lished and practiced, the therapist introduces “regular eating,” typically 
during the second session.

Regular eating is a guideline for daily eating, defined as a plan to con-
sume three meals and two or three snacks a day, without letting 4 hours 
pass without eating. As noted, this intervention interrupts delayed eating 
and long periods of undereating, which may lead to binge eating/overeat-
ing, as well as additional shape and weight concerns. In order to success-
fully engage in regular eating, the patient must plan ahead and know what 
and when he/she will be eating next. The therapist and patient review the 
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food records in each session in order to assess the patient’s progress and 
troubleshoot problem areas.

As emphasized in the ED formulation described above, dietary restric-
tion (i.e., undereating) and restraint (i.e., attempts to reduce or limit eating) 
may be primary maintaining mechanisms of an ED. Therefore, clinicians 
should also be investigating these issues in the weekly food records. Food 
records may show that a client is following strict rules regarding the type or 
amount of foods eaten, and that these behaviors are related meaningfully in 
time to binge episodes or other symptoms. In the latter stages of treatment, 
dietary restriction and restraint may be addressed if they are still maintain-
ing ED symptoms.

Many patients also have difficulty not eating between meals/snacks, 
either in binge- eating episodes or grazing/snacking. One way to counter 
this unplanned eating is engaging in alternative behaviors that inhibit the 
patient’s ability to eat. These activities help the patient “urge surf” when 
he/she wants to graze on, pick at, or binge on food outside of regular eat-
ing. The theory behind this intervention is that the desire to eat is time lim-
ited, and engaging in other activities when the desire peaks gives time for 
the urge to subside. The activities are most effective when they are incom-
patible with eating. For example, if the activity is watching TV, this low 
level of engagement may not help the patient ride out his/her desire to eat 
in an unplanned way. Therefore, the clinician’s aim is to help the patient 
brainstorm pleasurable activities (e.g., taking a walk, engaging in crafts 
and hobbies, calling a friend) that will help focus his/her attention away 
from the opportunity to eat. The patient should keep a readily accessible 
list of these activities so that there is a higher likelihood of using this skill 
when faced with wanting to eat outside of planned regular times.

in-session weigh-ins

The therapist records the patient’s weight once a week from the outset of 
treatment for multiple reasons: (1) to educate the patient about weight, (2) 
to address anxiety surrounding weight when changing eating patterns, (3) 
to allow the clinician and patient to interpret the meaning of the number 
on the scale together, and (4) to address weight checking or weight avoid-
ance behavior, which is related to ED pathology. Patients with EDs often 
either weigh themselves repeatedly as a means to ensure they are not gain-
ing weight and/or to confirm they are losing weight, or will avoid the scale 
altogether because of the distress associated with knowing one’s weight. 
Both these behaviors perpetuate the preoccupation with weight and may 
exacerbate the ED mindset. Therefore, the patient is asked to cease any 
self- weighing outside of the therapy session. The in- session weigh-ins allow 
the clinician to address the patient’s concerns regarding his/her weight, and 
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to help address urges to restrict if weight gain is observed. In this way, the 
weighing may also serve as an exposure with response prevention. The cli-
nician should conduct the weigh-in at the start of one session per week, and 
weights are charted on a standardized graph that may outline the lower and 
upper limits of a healthy weight range, if useful. Although the in- session 
weigh-ins can be initially distressing for the patient, they are essential in 
helping the patient understand that an isolated weight does not provide 
adequate data about one’s weight trajectory and that natural weight fluctu-
ations are normal. They also provide information disconfirming the belief 
that ED behavior (e.g., binge eating, daily restriction) leads directly and 
immediately to substantial weight changes, and provide an opportunity to 
discuss weight and shape concern when these symptoms are active in the 
session.

mood ToleranCe

For some patients, mood intolerance may precede and/or impact ED behav-
ior. Many patients report that they engage in ED behaviors to regulate 
negative mood. A patient may have difficulty coping with negative affect 
and feel that he/she needs to escape affects through binge eating, purg-
ing, or dieting. In order to address this, Fairburn (2008) suggests using 
problem solving, binge analysis, and distress tolerance skills. The therapist 
coaches the patient through “proactive problem solving” in order to help 
reduce ED symptoms. Proactive problem solving addresses triggers that 
may make a patient vulnerable to ED thoughts and behaviors. Binge analy-
sis is a similar tool used to explore antecedents, typically external events or 
negative mood, to maladaptive behavior and is often used when a patient 
reports residual binge episodes. Focusing on one specific binge episode, the 
patient and therapist work together to understand what preceded the epi-
sode, sometimes much earlier in time; the multiple factors that contributed 
to the episode (including affect, cognition, and behavior); and the various 
time points and strategies that could be utilized to interrupt symptomatic 
behavior in the future. If mood intolerance appears to be a significant fac-
tor, then the therapist may have the patient complete “chain analysis,” as 
noted above, to identify affect, cognition, and behavioral factors that may 
interact to influence a number of symptoms.

enhanCed, broad CogniTive-behavioral Therapy

CBT-E broad includes the interventions mentioned above as well as specific 
modules targeting clinical perfectionism, interpersonal difficulties, and 
core low self- esteem. The decision to use CBT-E broad occurs after the first 
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4 weeks of treatment, during which the patient and clinician have reviewed 
and engaged in regular eating, in- session weigh-ins, alternative activities, 
and reduction of binge–purge behaviors. This allows time for the clinician 
to build rapport and assess whether one of the broad modules may benefit 
the patient.

The case described here was treated in a clinical trial wherein all par-
ticipants had both BN and borderline personality disorder (BPD). There-
fore, the broad arm of the treatment trial included the full set of mood tol-
erance interventions and the “interpersonal” module. This broad treatment 
approach was compared with the focused enhanced treatment approach in 
the randomized control trial (Thompson- Brenner, Pratt, Satir, Shingleton, 
& Richards, 2013). Thus, in our description of the case, the details will 
focus on the interventions for symptoms that are common to focused and 
broad CBT-E treatments, as well as mood interventions and the interper-
sonal module of treatment. Of note, the clinician is also able to flexibly 
incorporate any of the additional focused inventions (e.g., reintroduction of 
feared foods) as needed throughout the CBT-E broad portion of treatment. 
The broad interventions take place in Stage 3 (after the review, and prior to 
relapse prevention, approximately in Sessions 8–18), and occur alongside 
other focused Stage 3 interventions for shape and weight concerns (e.g., 
body checking, feeling fat mindsets).

Interpersonal Difficulties

The module for interpersonal difficulties is based on interpersonal psy-
chotherapy (IPT) principles and the primary goals are to (1) identify and 
resolve interpersonal difficulties and (2) improve the patient’s interpersonal 
skills. IPT as a stand-alone therapy is an empirically supported treatment 
for BN (e.g., Agras, Walsh, Fairburn, Wilson, & Kraemer, 2000, Mitchell 
et al., 2002, Nevonen & Broberg, 2006), but in CBT-E broad, it is used to 
address external issues that may be affecting the ED symptoms within the 
context of CBT. Fairburn (2008) highlights that when using CBT-E broad, 
the clinician must be aware that when combining different treatments, the 
inherent switch in topics discussed and therapeutic style may be confusing 
to the patient. Therapists should prepare patients for the change in focus 
and process, and note in particular sessions when a switch is being made.

The IPT therapeutic stance is collaborative but nondirective. The 
therapist should help guide the patient, highlight inconsistencies, and help 
the patient focus, but should not interpret the patient’s comments. This 
contrasts with the CBT style, which is directive, educational, and agenda 
oriented. Interpersonal techniques include encouragement of affect (e.g., 
“What were you feeling when that happened?” “What were the feelings 
you were pushing away?”); communication analysis (e.g., “What exactly 
did you say?” “What exactly did the other person say?”), clarification 
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(e.g., “You said you avoid confrontation, but your e-mail sounded angry.” 
“What do you think that was about?”), and exploratory techniques (e.g., 
“Can you tell me more about that?” “What do you think that means?”). 
Clinicians are directed to repeatedly ask what their patients have done to 
make changes to support their goals in the past week, and what steps they 
might take to advance their goals in the following week. Clinicians con-
ducting IPT within the context of CBT-E remind patients that therapy is a 
good time to “test out new behaviors,” but do not identify or recommend 
the changes to be made. In this module, in each session, the clinician must 
make it clear to the patient when he/she is making a switch from CBT-based 
activities to IPT topics, during which the patient will guide discussion of 
the identified interpersonal issues.

The module is divided into three phases. The first phase includes edu-
cation surrounding IPT and how it fits within the CBT-E framework— 
that is, how interpersonal problems can at times exacerbate or maintain 
ED symptoms and limit potential progress in treatment. The clinician 
and patient then identify interpersonal problems and choose target areas 
for treatment. In traditional IPT, the problems identified in Phase 1 are 
grouped into one of four categories: grief, interpersonal role disputes, role 
transitions, and interpersonal deficits (see Markowitz & Weissman, 2004). 
As IPT is used in CBT-E, this categorization is less important. What is most 
important is that the patient understands the nature of the problem and 
attempts to generate and test solutions to the problem using his/her own 
emotional and interpersonal skills and decision making. In CBT-E broad, 
due to the limited time frame, the IPT interventions are provided in a more 
limited version than in typical stand-alone IPT. The mechanisms of action 
for IPT as included in CBT-E are not well known.

Emotional Acceptance and Mindfulness

In the clinical trial from which the case below was taken, the CBT-E broad 
treatment included a strong focus on mood intolerance and interpersonal 
problems because patients were preselected for having the long-term emo-
tional and interpersonal problems characteristic of BPD. Because intense 
negative affect, or “dysphoria,” is the central characteristic of BPD, we 
added a brief psychoeducational intervention concerning nonjudgmental, 
mindful awareness of emotion and emotional acceptance, to help patients 
tolerate affect and cognition without engaging in ED symptoms or other 
emotion- driven behavior. If the patient responded positively to this con-
cept, two mindfulness exercises were available as homework. These were 
intended to promote awareness of emotions and associated cognitions 
without taking the habitual actions that may maintain ED symptoms and 
emotional avoidance. For example, one exercise suggested engaging in a 
period of contemplating one’s thoughts as if they were leaves floating down 



 Enhanced, Broad CBT for Bulimia Nervosa 289

a stream. These were not taken from the CBT-E manual, but are commonly 
included in CBT and dialectical behavior therapy protocols including an 
emotional tolerance/mindfulness component (e.g., Barlow et al., 2011; 
Safer, Telch, & Agras, 2001).

The CliniCal Trial

The patient described in the current case study participated in a clinical 
trial for women with BN, current or recent mood or anxiety disorders, and 
the affective and interpersonal features of BPD (Thompson- Brenner et al., 
2013). Participants were randomized to receive either the broad or focused 
version of CBT-E, and both patient and clinician knew the condition from 
the start of treatment. The aim of the study was to compare outcomes for 
the two versions of treatment for emotionally dysregulated women with 
long- standing patterns of negative affect and interpersonal problems. The 
treatment followed the CBT-E manual (Fairburn, 2008), and the therapists 
had been trained and supervised in both approaches (focused and broad) by 
senior supervisors in the Oxford program at which CBT-E was developed 
(see Thompson- Brenner et al., 2013, for more details).

It is important to describe a few important distinctions between the 
CBT-E approach as it was utilized in the trial and the approach described 
in the manual (Fairburn, 2008). As noted, clinicians and patients knew the 
treatment condition (focused or broad) from the beginning of treatment, and 
although a review was conducted after eight sessions, the review indicated 
the targets of therapy within either focused or broad CBT-E as opposed to 
which version of the therapy to utilize. As noted, psychoeducation concern-
ing emotional acceptance and mindfulness were also introduced in one ses-
sion of the “broad” condition, although some patients (including the one 
described here) were particularly attracted to this approach and continued 
to discuss it further in later sessions. Furthermore, because protocol thera-
pists in the trial were also extensively trained in CBT for mood and anxi-
ety disorders, some of the interventions may have emphasized the concepts 
of “avoidance” or “exposure” more than is standard for CBT-E. Finally, 
patients in the trial were diagnosed with BPD, and these diagnoses were 
shared with the clinicians. Though comorbid diagnoses other than BN were 
not shared with patients, therapist knowledge regarding common patterns 
of emotional and interpersonal functioning in BPD at times may have influ-
enced the choice or description of affective and interpersonal problems. 
As readers will see in this case, rejection and abandonment issues were 
emphasized. Personality disorders are not diagnosed routinely in order to 
practice CBT-E according to the manual, and none of the CBT-E manual-
ized interventions are based on personality disorder symptoms (Fairburn, 
2008; Z. Cooper, personal communication, 2013).
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case study: chloe

The Participant

Chloe was a 19-year-old female, enrolled as a freshman at a private north-
east university, where she was majoring in psychology. She grew up in a 
working- class community outside of a major city, and was the older of her 
parents’ two children. Chloe appeared somewhat younger than her stated 
age, with long black hair. She reported her goal was to “look cute,” and 
frequently wore casual clothing (i.e., yoga pants and sweatshirts) to ses-
sions. She presented with bright affect and was very enthusiastic about 
engaging in treatment; her extensive history of depression and turbulent 
relationships was not apparent in her cheerful, unassuming interpersonal 
style. Chloe was curious about college social life, reporting that she herself 
had never had a romantic relationship, and was unused to the drinking 
and drug use behavior she witnessed on campus. Chloe was very likable 
and often funny, particularly when describing her own clumsiness and 
awkward interpersonal interactions. She expressed a strong sense of com-
passion toward others, respect for authority, and an ethic of self-care and 
self- respect, although she struggled with prioritizing her own needs and 
worried about how others perceived her. The therapist admired Chloe’s 
ability to take initiative in treatment, though the therapist believed Chloe 
was more vulnerable and sad than she often acknowledged.

The Therapist

The therapist (D. A. S.) was a 30-year-old female in her last year of doctoral 
training in clinical psychology. The therapist had treated multiple patients 
with BN and BPD. She had been trained and supervised in CBT-E broad, 
including the IPT module, with Zafra Cooper (DPhil, DipPsych) of Oxford 
University prior to the treatment trial. During the trial, the therapist was 
supervised weekly by a licensed clinical psychologist (E. M. P.), a specialist 
in CBT for EDs, who herself had been trained and supervised in CBT-E by 
Dr. Cooper (and previously in CBT by G. Terence Wilson). All the psycho-
therapy sessions were taped for the purposes of supervision and adherence 
ratings. Subsequently, Chloe provided special consent for the psychother-
apy tapes to be transcribed and excerpted in this case description.

Assessment

Chloe was assessed by the Eating Disorder Examination (Fairburn & 
Cooper, 1993), which indicated she met criteria for BN, and endorsed 
extremely high shape, weight, and eating concerns (see Table 10.1). The 
Structured Clinical Interview for DSM-IV (First, Spitzer, Gibbon, & Wil-
liams, 2002) indicated that Chloe met criteria for major depressive disorder 
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and a history of AN. She reported the current period of depression onset 
approximately 2 weeks prior to the interview, including depressed mood, 
difficulty getting through classes, and social isolation. Chloe said she felt 
“nothing good” about herself, had difficulty concentrating, and difficulty 
doing anything at all (apathy) or enjoying anything (anhedonia). She noted 
that her depression was currently linked to eating symptoms, including 
restriction that left her “so weak that I am blacking out when I get up in the 
morning.” She dated her depressive disorder to well before the ED began 
(fourth or fifth grade), when she first felt socially excluded. Chloe reported 
feeling depressed “98%” of the time since then, and only feeling good “if 
I’m lucky, a few days at a time.”

Chloe also completed two assessments of personality symptoms: the 
Diagnostic Interview for BPD—Revised (DIB-R) and the Diagnostic Inter-
view for DSM-IV Personality Disorders (DIPD; Zanarini, Frankenburg, 
& Vujanovic, 2002; Zanarini, Gunderson, & Chancey, 1989). The DIB-R 
assesses social, cognitive, affect, and interpersonal functioning, includ-
ing symptoms characteristic of BPD. Individuals receive both subscale and 
total scores, ranging from 0 to 10. A total score of 5 and above indicates 
borderline features, and 8 and above indicates full criteria for BPD. Chloe 
scored a full 10 in the affect section, due to her frequent and long- standing 

Table 10.1. baseline, posttreatment and follow-up Clinical data

Assessment Pretreatment Posttreatment
6-month 
follow-up

EDE–Restraint 5.0 0.2 0.0

EDE–Eating Concern 4.8 0.2 0.0

EDE–Shape Concern 5.2 0.0 0.4

EDE–Weight Concern 5.3 2.0 0.2

EDE–Global 5.1 0.6 0.1

OBEs in the past month 28 0 0

Purges in the past month 128 0 0

DIB-R total scaled score 8 [Not assessed 
at termination]

4

Axis I disorders History of 
AN; MDD, 
recurrent

MDD, 
recurrent, in 
full remission

MDD, 
recurrent, in 
full remission

Axis II disorders Borderline PD 
Avoidant PD

[Not assessed 
at termination]

None

Note. EDE, eating disorder examination; OBE, objective binge episode; DIB-R, Diagnostic Inter-
view for Borderlines—Revised; AN, anorexia nervosa; MDD, major depressive disorder; PD, per-
sonality disorder.
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depressive symptoms, feelings of anger (which she did not express to others), 
anxiety, and feelings of loneliness and emptiness. She scored an 8 on the 
interpersonal relationships symptom section, due to her feelings of depres-
sion, anger, anxiety, and emptiness particularly when she was alone; fears 
of both abandonment and of engulfment (i.e., losing her identity if she were 
too close to someone); her dependency (i.e., needing to be close to others, 
including physically close); and her “counterdependency” (frequently trying 
to take care of other people, sacrificing herself, in order to keep people close 
and avoid driving them away). On the cognition section of the DIB, she 
endorsed unusual perception experiences such as fears that others could read 
her mind using telepathy, especially when she was upset. She also reported 
experiencing depersonalization and derealization when upset. Regarding 
impulsivity, Chloe reported a history of self-harm, including cutting her-
self two times when experiencing derealization, and punching herself in the 
stomach when very hungry. She reported one previous suicide attempt, but 
no current ideation or intent. She described frequent spending sprees, dur-
ing which she would spend money on things she did not need. Her full score 
on the DIB-R was an 8, indicating she had full- criteria BPD.

Chloe also met DSM-IV criteria for avoidant personality disorder on 
the DIPD. She reported viewing herself as socially inept and unappealing 
to others, and described worrying that she would be criticized and rejected 
in social situations. She added that her fears about this were “always justi-
fied.” In addition, Chloe reported being unwilling to begin relationships 
without being reassured that she was not being judged. She reported being 
inhibited in new social situations, being a very private person in relation-
ships due to her fear of being judged or shamed, and avoiding activities that 
involve interpersonal contact. Finally, she reported avoiding trying new 
things, such as sports or other activities, for fear she would look foolish or 
be embarrassed.

Self- report assessments were administered before every session, and 
included two subscales from the Eating Disorder Inventory (EDI; Garner, 
Olmstead, & Polivy, 1983): Drive for Thinness and Body Dissatisfaction. 
The Drive for Thinness subscale is a cardinal marker of ED pathology 
and represents an individual’s desire to be thinner, preoccupation with 
shape/weight, and fear of gaining weight. Chloe’s pretreatment Drive for 
Thinness score was very high, for example, she reported she “always” 
felt extremely guilty after overeating. The Body Dissatisfaction subscale 
represents discontent with body shape, which often drives ED behaviors. 
Chloe’s pretreatment body dissatisfaction was also very high, for example, 
she reported she “always” felt that her stomach was too big and “never” felt 
that her thighs were “just the right size.” The Beck Depression Inventory 
(BDI; Beck, Steer, & Brown, 1996) was also administered at baseline and 
before every session, as a measure of change in negative emotion and the 
interference experienced as a result of negative affect. Chloe’s pretreatment 
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(assessment) score on the BDI was 21, and her Week 1 score (prior to the 
first session) was 29 (see Figure 10.1), indicating moderate and severe 
depression, respectively, and reflecting her highly variable, unstable nega-
tive affect at baseline.

The Presenting Problem

In the month prior to the intake interview, Chloe reported 109 episodes 
of objective binge eating. She reported trying not to eat as long as possible 
during the day, trying to restrict her intake solely to apples, and trying to 
limit her caloric intake to fewer than 500 calories per day, less than one-
third of the daily calories recommended for a woman of her size and age. 
Chloe reported compensating in the past month by vomiting, fasting, laxa-
tive misuse, and diuretic misuse. She reported purging by vomiting after 
every binge episode, fasting 2 full days in the past month, and taking laxa-
tives twice per day every day in the past month. She also reported taking 
diuretics (one pill at a time) five times in the past month. She reported hav-
ing engaged in driven exercise in the past, but not in the most recent month, 
due to lack of energy. At intake, her height and weight were measured at 
5′6″ and 128 pounds (body mass index = 20.7 kg/m2, within the normal 
weight range).

Chloe reported that her ED started at age 16 during her junior year 
of high school. She stated she was depressed at that time in the context of 
social pressures and social exclusion, and that she weighed 140 pounds, 

figure 10.1. Beck Depression Inventory (BDI) scores over the course of treatment.
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her highest lifetime weight. She reported that at that time she “stopped 
eating,” and would eat on “some days a handful of cereal all day,” but 
she stated the undereating at that time was due to depression and lack 
of appetite as opposed to efforts to lose weight. Chloe reported losing 10 
pounds in several weeks at that time, finding pleasure in that weight loss, 
and then deliberately restricting her intake. She stated that the summer 
after she turned 19, while deliberately restricting her intake and actively 
fearing weight gain, her lowest weight was 115 pounds (body mass index 
= 18.6, at the low end of the normal weight range) and that her menstrua-
tion at that time was irregular. Around that same time she began purging 
by self- induced vomiting after normal meals. After the beginning of her 
senior year of high school, she began binge eating. She reported regularly 
binge eating and purging since that time. Chloe was assessed by a medical 
professional prior to the treatment described here, who stated her examina-
tion and lab results indicated she was medically stable and could engage in 
outpatient psychotherapy. During the course of the treatment trial she had 
weekly medical checks.

Treatment

The first session of CBT-E is crucial to set the tone for therapy, establish 
expectations, and engage the patient’s motivation and commitment. The 
therapist explained that therapy would be structured, and would focus on 
eating behaviors initially in treatment, followed by mood and relationships 
later in treatment. The therapist explained that the standard form of CBT 
had been shown to be very effective for 70% of the patients in treatment 
studies, and that there was no reason why Chloe should not experience that 
benefit. She explained that it was very important that there were no breaks 
during the first 4 weeks of treatment, and that all 20 weeks required an 
important ongoing commitment. She asked Chloe whether there was any-
thing that might interfere with treatment, and Chloe reflected that she was 
looking for a new job (in retail, so that she could receive a discount from 
her favorite stores) and that she was unsure what the schedule might be. 
The therapist joked with Chloe about the need for money for shopping and 
entertainment, and then restated the importance of maintaining a primary 
commitment to the therapy for the full 20 weeks. She stated, “The best 
predictor of how someone does is being really engaged and changing a lot 
during the first 4 to 6 weeks.” Chloe agreed to try her best.

Next, the therapist took a history of the ED from the patient’s perspec-
tive, with the goal of making a personalized formulation that would allow 
Chloe to understand the symptoms of her ED within the CBT-E frame-
work. This part of the session is presented below in detail, in order to show 
the formulation that informed the remainder of treatment. The written ver-
sion of the formulation is presented in Figure 10.2.
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The therapist started by asking Chloe what was “most distressing right 
now” as far as the eating disorder was concerned, and continued:

TherapisT: . . . What in your mind is still kind of keeping things going?

Chloe: That it is still, it’s still hard because when I used to see skinny 
people, I’ll be like—“Oh, I have to look like that.” And now, I don’t 
necessarily think I have to look like that. I’m trying to be like, when 
I see curvy people, be like—“Oh, that’s pretty too.” I liked when I 
used to feel like having curves was really sexy and stuff. But now, 

figure 10.2. Personalized formulation.
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even today when I see thin people I’m like—“Oh, that’s so pretty. And 
maybe even, maybe I shouldn’t eat today so I can have legs like that.”

TherapisT: So one way to think about that is that kind of placing a lot of 
value on shape and weight and control over those things is really kind 
of driving what happens with your behavior. (Draws a bubble at the 
top of the page that says “shape and weight concern.”) . . . So this high 
value on weight and shape, even though that’s not necessarily how 
the eating disorder started, after it developed, it led to restriction of 
what you were eating. And when you had some positive results about 
that—it sort of said, “Hey this is good, this is something I can control, 
it feels good to care about my shape and weight.” (Draws a bubble that 
says “restriction” and arrows between “shape and weight concerns” 
and “restriction.”)

Chloe: Yeah, yeah. It totally did.

TherapisT: Yeah. Okay. So I’m wondering— restriction or restraint can 
look like a lot of things— it’s cutting back on the quantity of food. 
There is also the problem of having these like really rigid rules about 
restraining what you can and can’t eat, and that’s where—I don’t 
know if you tend to binge on candy from what you were saying before.

Chloe: Oh, yeah.

TherapisT: Yeah. Do you try to like, not eat candy at any other point in 
time?

Chloe: Yeah, a few weeks ago, you know, if I wanted candy, I had to eat a 
ton of it so I could throw it up.

TherapisT: Right. (Writes, “strict rules” in the same bubble with “restric-
tion.”) What can sometimes happen is if people aren’t eating enough 
during the daytime, and I don’t know if this is what you would find 
with your binges, is that your body needs food. It needs fuel. Other-
wise, you’re gonna feel faint, you’re gonna feel dizzy. You’re gonna 
stand up and fall over, literally.

Chloe: Yep, that’s happened a lot.

TherapisT: Has it? Yeah, so that can lead to two things. One is that when 
you then start to eat your body is like—“Sweet, hook me up with this 
stuff. I don’t want to stop. I need to store this stuff.” So in a way that 
leaves you kind of vulnerable to the bingeing. And then once, and I 
don’t know if this happens to you, once you sort of break that kind of 
cycle, does it feel like all or none? Like—every time I eat, “I’m finally 
eating, so I’m going for it at this point”?

Chloe: Yeah, definitely. There is no halfway point.

TherapisT: (Draws bubble with “binge eating” and arrow from “restric-
tion.”) And then the effect of that is—“Well, oh no, I’ve binged, so 
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maybe tomorrow I have to cut back a little bit.” Is that something 
that’s happened before?

Chloe: Yeah. For a while I was pretty good at that. You know, the whole 
“Tomorrow I’ll be better thing.” But especially in the last few months 
it’s gotten to a point where I’ll say that, but tomorrow will be the same 
exact thing.

TherapisT: So you’re in the cycle. (Draws an arrow from “binge eating” up 
to “restriction/strict rules.”)

Chloe: Yeah.

TherapisT: Okay, so sometimes the bingeing leads back to this—“I’ll be 
good. Yeah, I have to cut back.” And then, after the binge, do you 
always purge these episodes?

Chloe: Yeah.

TherapisT: Yeah. (Draws bubble for “purging” and an arrow from “binge 
eating” to “purging.”) So that’s kind of, you know, inevitable after-
ward. And what do you find that does to some of your thoughts about 
shape and weight?

Chloe: Umm, for a while it was nice because I kind of thought of it as—
“Well, I can eat as much as I want and then get rid of it.” But after a 
while I started noticing that I was actually gaining a bit of weight.

TherapisT: Yeah.

Chloe: And my stomach is actually really swollen.

TherapisT: Yeah. Distended.

Chloe: Yeah, even back when I was at a much higher weight, it didn’t do 
that, and I didn’t feel like I was going to explode when I ate.

TherapisT: So, in a way, feeling that physical discomfort after you eat, it 
might make you worried about what you look like. (Draws an arrow 
from “binge eating” bubble back to “shape and weight concerns.”)

Chloe: Yeah, yeah.

. . .

TherapisT: What else do you think gets into sort of causing these binges or 
influencing the restriction? Or making you feel like it’s very important 
to control your shape or weight? That’s not maybe exclusively related 
to eating.

Chloe: Yeah. I guess my relationships with people a lot of times.

TherapisT: Yeah.

Chloe: Yeah, I definitely feel like, you know. For a while I was like—“I’m 
more of a worthwhile person if I’m thinner, so then people will want 
to talk to me.”
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TherapisT: Yeah.

Chloe: And I definitely place a lot of, ’cause I never really thought that 
highly of myself, so if other people accept me, then I feel better.

TherapisT: Yeah, so that’s really reinforcing. (Draws “relationships” bub-
ble, with Chloe’s quotes.)

Chloe: Yeah, so then it’s like, you know, I need to be thin to get that, to 
be happy. And then after a while I realized, you know, the sicker I was, 
the less I could talk to people. And I was constantly angry all the time 
because I was thinking about when I was next going to binge or like 
how I would avoid bingeing or stuff. And I’m like—I am just totally 
isolated and in my own world.

. . .

TherapisT: Okay, so maybe we don’t have all the evidence yet, but maybe 
we’ll draw a dotted line—that your guilt and sadness and loneliness 
actually may cause the bingeing. That it doesn’t really come out of the 
blue.

Chloe: Yeah.

TherapisT: You know, because if it’s happening at night, that’s kind of the 
time when things get quiet.

Chloe: Yeah. And that’s definitely when I feel most, especially if I happen 
to be at home alone on like a Friday or Saturday night when everyone 
else is out partying, I’m like—“Oh, this is great you know.”

TherapisT: Yeah. Like where are all of my friends?

Chloe: Food is all I have right now, so I might as well eat it and then get 
rid of it.

TherapisT: Yeah. (Makes “feelings” bubble, connects with arrows.)

Chloe: So yeah, that definitely, definitely plays into it.

. . .

TherapisT: So how does this look? Does this feel like it?

Chloe: Umm, that’s a lot of arrows, but it—it makes total sense.

The therapist then explained that their plan was to return to the for-
mulation regularly, and to start therapy by addressing a “keystone” in the 
building, which was the effort to restrain her food intake, right in the mid-
dle of the formulation. She explained that by eating regularly, she would 
reduce her vulnerability to binge eating (see Figure 10.2 for formulation).

In other parts of the session, the therapist described the importance 
of food records and weekly weighing. She explained that Chloe would be 
recording food, binge eating, and any forms of compensatory behavior in 
treatment, and probed to see whether there were any concerns that Chloe 
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needed to have addressed, given the necessity of adherence to food records. 
Chloe reported she had recorded her food intake for a nutrition class in the 
past, and had not minded doing it, but was not sure whether it might be 
more difficult now that she also had to report binge eating. The therapist 
also went through the details of how to self- monitor food intake and con-
text in real time, which Chloe had no objections to; in fact, she thought it 
would help her to see the ED symptoms as explainable and outside herself, 
as opposed to her fault and a part of her identity. In the last 10 minutes of 
the initial session, the therapist introduced the concept of weekly in- session 
weighing. The patient stated she thought that would be helpful because, as 
she said, “I realized I used to weigh myself every day like all day every day. 
And I hated seeing the ups and downs, but back when I used to only weigh 
myself once in a while I wouldn’t really notice a big change.”

In the next few sessions, treatment included weekly weighing, review-
ing the food records, and planning for regular eating. Chloe reported that 
in fact, self- monitoring was more difficult than she expected, as she did not 
like seeing what she had eaten written on paper, and the therapist congratu-
lated her for writing it down despite having this reaction. Following the 
first in- session weighing Chloe was slightly upset about her weight, which 
was up by 2 pounds from the assessment weight. The therapist graphed 
her weight, and showed her that both her lowest and highest weights were 
within a healthy range, and that the two recent weights were close together 
and did not yet constitute a “trend.” Chloe admitted that the number might 
prompt her to increase efforts to restrict her intake, and the therapist and 
patient together agreed that was a symptom of the eating disorder and that 
the important goal was to consistently institute regular eating and try to 
avoid compensation.

Large sections of each session early in treatment were devoted to insti-
tuting regular eating, as in this excerpt from Session 2:

TherapisT: (with a curious tone) Some things I noticed from your self- 
monitoring that are important are that there tend to be big gaps 
between mealtimes.

Chloe: Yeah.

TherapisT: (still curious) You tend to eat frequently during the day, but the 
portions tend to be really small.

Chloe: Yeah.

TherapisT: Does that feel accurate or this is more of just this day?

Chloe: No, that’s pretty much every day, yeah. I mean, actually it feels like 
a lot, to me [referring to her food intake].

TherapisT: Yeah, so like looking at this, this feels like a lot.

Chloe: Yeah.
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TherapisT: And I look at this and I say basically you had one apple and two 
meals. So like two meals and a snack.

Chloe: I never thought of it that way. But I see what you mean.

. . .

TherapisT: This is how we start with regular eating. The basis of regular 
eating is that if you are having three meals and at least two snacks a 
day, within a time frame, so that there is no more than a 4-hour gap 
between eating . . . And at this point in time, portion sizes actually 
don’t matter. It’s just sort of getting into the scaffolding and the rou-
tine of doing it.

Following the agreement to try regular eating, much of the early ses-
sion time was concerned with review of the prior week’s self- monitoring 
forms and planning eating for the following period of time, including par-
ticularly challenging events, such as going home for the weekend. Chloe 
made great efforts over the first few sessions to institute regular eating, and 
her objective binge eating and purging were sharply reduced.

The therapist also pointed out links between Chloe’s eating and her 
body image concerns, such as the time each week when she has coffee 
cake for lunch—a food that was “forbidden,” or avoided, at that time in 
treatment— and then reported feeling that her stomach was grossly dis-
tended, so much that she said, “If I don’t suck it in all the time I actually 
look like I’m pregnant, so it’s not really a good feeling.” The therapist gen-
tly suggested that feelings of anxiety around eating foods that were nor-
mally out of bounds might be affecting her feelings about her body. These 
themes are more closely attended to in Stage 3 when the therapist empha-
sizes mechanisms that may maintain the ED such as dietary restraint and 
body checking (but are not described in detail in this case report).

A challenge early in treatment was maintaining the CBT-E agenda of 
weighing, discussing, and graphing weight; reviewing food records; analyz-
ing unplanned eating episodes; and planning future regular eating, while 
paying attention to the emotional concerns that Chloe brought to the ses-
sion agenda. For example, at the beginning of one early session, Chloe 
stated that two of her relatives had been diagnosed with serious illnesses, 
and a neighbor from her hometown had suddenly died. She was clearly 
affected by the events and was using some of her usual, depressive coping 
styles, such as ruminating on her close family members’ health, and emo-
tionally numbing. These moments early in CBT-E have to be handled very 
carefully because the alliance with the patient has to be maintained, but 
the agenda of the sessions has to be preserved or forward progress may be 
sacrificed. In this case, the therapist expressed her sympathy, and briefly 
underlined some of the emotional themes they may return to later in the 
treatment— that efforts to avoid or suppress emotions may be problematic.
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TherapisT: It may be that you’re coping really well with something that’s 
just painful, and you don’t have to get into a puddle of grief in order 
for that to mean that you’re experiencing it. But knowing what you 
said about crying, and not being able to cry, it might be that feelings 
get pushed away.

Chloe: Yeah. Definitely.

TherapisT: Okay. So, just something for us, since we’re going get to that 
mood module to think about if that’s some way that you try to cope 
when things feel intense.

Chloe: Yeah, just to sort of ignore them and pretend they’re not really hap-
pening. I have definitely done that before, and there are times when I 
know I’m doing it.

TherapisT: So in the meantime it’s good that your family members who 
are sick, that they are taking care of their physical health, and we can 
really get into ways of approaching your feelings a little later in treat-
ment.

The therapist then reengaged Chloe in the CBT-E session agenda.
Early in treatment, Chloe also identified the interpersonal themes that 

she hoped to address later in treatment, as in this statement: “I definitely 
want to work on the whole feeling lonely thing when the plans fall through. 
That’s something I’ve always had trouble with, and I just want to find some 
way to nip that in the bud and learn to not feel so desperate when I’m 
alone.” Because it was early in treatment, the therapist addressed particu-
lar incidents where Chloe felt rejected or abandoned as antecedents to ED 
symptoms, with an immediate problem- solving approach. Together they 
made a list of activities that could help Chloe change her emotional state 
when she was vulnerable to binge eating in those situations. For example, 
one night Chloe had plans with a friend, and had gone so far as to get 
dressed and walk to the location where they were to meet when he canceled 
the plans. She had written in her self- monitoring forms that she felt terrible 
at that time and very vulnerable to losing control over eating, particularly 
also because the plans had been for dinner and more than 3 hours had 
passed since her last snack. Together they began to examine how she had 
handled the situation, and problem solve around how she might handle it 
in the future, in the following excerpt:

“So let’s imagine, let’s sort of rewind and do things differently. What 
could you have done? So, you get the call, you’re dressed to the nines, 
ready to hit the town, and you’re totally bummed, and that intense 
feeling of loneliness kind of comes into you. So how do we rewrite 
what happened here as far as what you were eating and what you were 
doing so the rest of the day didn’t look like that?”
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Through a step-by-step process of challenging Chloe to come up with 
ideas and suggesting ideas herself, they came up with the ideas of having 
a meal in the cafeteria, watching a TV show, calling other people to go 
out, cleaning and organizing the apartment (which Chloe found soothing), 
going to the bookstore to read books and magazines, and taking a walk 
outside or in the gym. Over time, Chloe added substantially more items 
to the list, and she posted the list clearly where she could see it when she 
needed to turn to it. In early sessions, while focused on troubleshooting her 
regular eating schedule, she also further described the connections between 
her ED and her fears of being rejected and abandoned. The therapist noted 
these connections for attention in later sessions, when interpersonal issues 
would have more primacy.

Chloe: I meant to have the tea bread that I got as a snack when I got home. 
And then when I did get home, me and one of my friends had plans to 
get together and I called him up. It turns out he was going somewhere 
else. And whenever I have like plans with people and they kind of get 
shifted I start to get really nervous because I’m like—“Oh great, now 
I’m by myself . . . ” And I know it doesn’t make sense, but I feel like if 
I don’t eat, then I won’t get left behind.

TherapisT: Yeah.

Chloe: And I know there’s like no connection, but when I’m in that mode, 
there is a connection . . . Like if I made plans to see a movie, even if I 
didn’t really want to see the movie, if that falls through I’m like—“Oh 
god, I’m losing control. I need to go back to the one thing that I sort 
of have control over.”

In the first 4 weeks of treatment Chloe made great strides with binge 
eating and purging, as Figure 10.3 shows, and essentially eliminated these 
behaviors through her regular eating and use of positive coping strategies 
when urges to binge eat or purge came up. After 4 weeks of treatment 
the therapist and patient together reviewed her progress, and agreed that 
her remaining urges to binge eat and to purge were mostly coming up at 
times when she ate a food that had been “forbidden” (avoided/feared), or 
when she had feelings of intense sadness and loneliness that were attached 
to feeling abandoned, rejected, or unlovable, as described above. Follow-
ing this review, the treatment had two additional phases and one ongoing 
intervention that were woven into the agenda. In each session, Chloe and 
the therapist planned a careful reintroduction of one feared food for the 
following week and reviewed how the exposure to the feared food had 
gone the prior week. Though Chloe was a vegetarian, she decided to rein-
troduce meat as well as other avoided foods during treatment because she 
admitted her vegetarianism was “convenient” for her eating disorder. In 
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addition, the therapy came to focus on mood tolerance and interpersonal 
difficulties.1

Mood Tolerance

Chloe engaged fully in the mood tolerance activities during Sessions 8–12. 
In Session 8 the therapist introduced her to the process of making chain 
analyses, which promote identification of individual emotions, thoughts, 
and behaviors that lead to binge eating or purging activities, and reflect 
intolerance of particular mood states. The process of making a chain analy-
sis, and noting moments when active problem solving might have prevented 
the purging that took place, is illustrated in the therapy process excerpted 
below (see Figure 10.4).

TherapisT: One thing I’m thinking of is the home example of getting into 
a fight with your brother. Not only because that was the last time that 
you purged, but also because there were sort of a couple things that led 
up to that event. Does that seem like a relevant thing to think about?

Chloe: Yeah.

1 This treatment did include interventions for shape and weight concerns, but they are 
not described in detail here. Description of these interventions may be found in Fair-
burn (2008).

figure 10.3. Binge–purge count over the course of treatment.
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TherapisT: Okay. So here’s what I’m going to do. This is called a chain 
analysis. And I’m going to sort of label different things. So these are 
going to be . . . boxes are going to be behaviors, circles are going to 
be thoughts you have, and then triangles are going to be feelings. And 
we want to see how all of these are related to one another. So if you 
think back to the time you were at home, what was the situation that 
you were in?

Chloe: When the fight started or before that?

TherapisT: Let’s say even before, like if you had to say the earliest point at 
which maybe there was some strong feelings that might’ve come up.

Chloe: Well, I mean I didn’t feel great when I was eating, but it felt like 
something I could handle at the time ’cause I had kind of felt like that 
before.

TherapisT: Okay, so let’s talk even about that. So, what was happening 
then? You were eating dinner?

Chloe: Yeah, umm . . . again, I wasn’t too, too hungry, but I knew it was 
my dinnertime, umm . . . and I was also kind of thrown in a place 
where I don’t have a whole dining hall to like choose different foods 
from, so I was like, well I don’t eat pretty much anything else they have 
here, and actually my family’s kind of big on like junk food and stuff, 
so it was also really hard to find something that wasn’t—you know, 
like I try to keep healthy, or as healthy as I can.

TherapisT: But there weren’t as many options?

Chloe: Yeah, so a bagel was pretty much the only thing that I could have, 
and I mean I could’ve had more but by the time I had almost finished 
it I was sort of starting to feel more like stressed.

TherapisT: So we’re setting up the stage, you’re at home with your family, 
and you’re engaging in some unfamiliar eating. So you started to tell 
me some of the feelings that you had, which is some anxiety because 
you didn’t know what kind of foods you could have and also it was 
making you nervous because it was foods you’re not normally going 
to eat at dinnertime. What kind of thoughts came up when you were 
feeling that way?

Chloe: Umm . . . just kind of helplessness really, because I didn’t know 
what to do now because I wanted to stick with the plan and everything, 
but I didn’t really know how and I didn’t want to eat something that 
felt unhealthy or I used to binge on, or just a food that was generally 
like a bad food because that probably would’ve set me off a lot faster.

Chloe is describing a typical emotional reaction to eating an avoided 
food, and as noted, portions of each sessions during this period were also 
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devoted to planning the gradual reintroduction of these foods into her diet 
without compensation. This portion of the session was focused on pro-
moting mood tolerance through chain analysis, however, so the therapist 
continued mapping out the sequence of thoughts, feelings, and behaviors 
without commenting further on the actual foods.

TherapisT: So, you’re feeling some anxiety and there’s a sense of “What 
do I do now?” and that leads you to feel really helpless, like you don’t 
really have a lot of control over what’s happening . . . And then how 
were you feeling after that?

Chloe: Just kind of . . . not so stressed anymore like not worried about it, 
but just feeling kind of, you know . . . like there was a little bit of guilt 
like I wish I hadn’t eaten it. I always kind of have that after eating, it’s 
not something I can totally avoid. But I went up to my room and I was 
doing relatively okay, I could manage, and I was going to start cleaning 
and stuff to get my mind off it. I was planning on being able to move 
past it and I think I could’ve if I hadn’t gotten into that fight.

TherapisT: Mmhm. So you were feeling guilty, but you had a plan. Okay. 
So then what happened next? So like you said, you went to upstairs to 
clean, and then . . .

Chloe: Well, my brother’s drum set is in my room now and it is set up so 
that I have to clamber over it to get to the other side of the room. So 
I couldn’t really clean with it there ’cause it was just like a pain in the 
butt, so I went and asked him, instead of making him mad by doing it 
on my own, I asked him if I could move it.

TherapisT: How’d you feel when you saw it there?

Chloe: Umm . . . kind of . . . invaded sort of I guess, that’s like my room, 
it’s my place, like that’s where I go when I try to get away from stuff 
and now I have other people who have access to it, so I kind of feel like 
really my only like alone place is being taken away, which is another 
sort of disadvantage again, because it’s like well what do I do when I 
need to go somewhere by myself and maybe I’m really tired or it’s rain-
ing out and I can’t take a walk or something?

TherapisT: What are those alternatives, yup. Okay. All right. So this is sort 
of your thinking: “This is my room, this is my place. The only alone 
place that I have.” Okay, so then you approach your brother and you 
guys kind of get into an argument, right?

Chloe: Yeah. . . . So, I’m like, “Okay this might be a problem, but I’m 
going to ask him anyway . . . ” I was like “I need to clean my room, can 
I just move your drum set?” and he was like “No, just walk around it 
or something” and I was like “I can’t, it’s right between my beds.” Like 
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I’ve been going this way and this way, and the drum set’s here, like I 
have to go around . . .

TherapisT: Are you feeling angry at this point?

Chloe: Yeah, I was so frustrated, ’cause he was just looking at me and he 
was like “No, that’s my drum set.” And I was like well . . .

TherapisT: Well, that’s my room.

Chloe: Yeah, and then I pulled that and I was like “It’s my room” and he 
was like, “Well you don’t live here anymore so it’s not your room” and 
I was like, I was so mad and I’m not really good at expressing anger, I 
don’t even yell that much, I just get really like, like I take it all out on 
myself ’cause I don’t know what else to do, like I want to hit him but I 
can’t so I don’t know what else to do.

TherapisT: So what did you do?

Chloe: So we just kind of kept bantering a little bit and then he was like, 
“Fine you can move it but you have to move it back or whatever” or 
something, he was like, I don’t know, I was like “Well I don’t know 
how it goes back, so I’m gonna need your help with that” and he was 
like, “I can’t do it, it’s so heavy, I had to have dad help me last time” 
and I was like you know what, whatever, so I went to my room, moved 
it—by the way, it was a piece of cake, it was like as light as a feather. 
But at that point I was so like—anger especially does that to me, like 
kind of fear and stress sometimes I can sleep off, but anger is like, 
that’s a hard one to shake off.

TherapisT: That’s a hard one to cope with, okay. That’s good for us to 
know.

Chloe: Yeah. So I was just kind of pacing in my room and I had started 
cleaning but by that time I was so mad and so upset . . .

TherapisT: It escalated.

Chloe: Yeah, the cleaning was just annoying me, it wasn’t even helping, 
so, and I didn’t know what to do. And I hadn’t been mad about eating 
dinner before, but since I was already mad I was like, “Well, you had 
to go and eat dinner, so now you have to go you know, throw up . . . at 
least do something right.”

As Chloe was talking, the therapist was mapping out the thoughts, 
feelings, and behaviors on the chain analysis pictured in Figure 10.4. She 
then reviewed each step and described each step in the chain a second time, 
to make sure that each step in the chain was correct and also to reinforce 
for Chloe the labels for the emotions, the nature of the thoughts, and the 
progressive quality to the events. Chains of emotions, thoughts, and behav-
iors can feel overwhelming, indistinguishable, and inevitable to patients 
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with BN, and this systematic approach helps to label emotions, anticipate 
them, and consider options for different behaviors from those that were 
previously automatic and dysfunctional. The therapist and Chloe together 
generated different options for her behavior at different points, as well as 
different ways she might have challenged the distressing thoughts, pictured 
in Figure 10.4.

The therapist and Chloe generated a list of alternatives to the self- 
critical thoughts and purging, including alternative behavioral activities to 
address the anger, such as a brisk walk or punching a pillow; cognitive 
activities, such as trying not to view going home as “such a big deal” and 
remembering that her visit home is temporary; and emotional activities, 
such as trying to accept the emotion as opposed to feeling guilty about it, or 
trying to make it go away. Chloe, in particular, seized onto the emotional 
acceptance aspect of the treatment as a helpful alternative. The therapist 
also suggested that Chloe begin making chain analyses of her own and 
problem solving when she notes the earlier feelings in the process, such as 
anxiety. Chloe responded in the following exchange:

Chloe: It’ll be hard to write everything down that I’m feeling at once, 
like picking apart different thoughts and stuff, but seeing this written 
down does make it lot easier and especially a lot easier to pinpoint 
places that I could’ve done something differently, so hopefully next 
time I’ll be able to do that and that can prevent it.

TherapisT: Yes, definitely and listen, it’s just practice. So this requires a 
little time to get used to, but it’s also a way of slowing down what 
feels like a very rapid process and being more aware of these things as 
they’re coming up before you get to this stage where you’re kind of like 
the point of no return.

Chloe: Oh yeah, no yeah, I like identifying these things. That’s where the 
problem lies, so that felt kind of good to see all that, especially written 
down.

During these middle sessions (8–12) Chloe also read exercises from 
dialectical behavior therapy and mindfulness practices that promoted expe-
rience of her emotions without judgment or action, and the development 
of present- focused awareness. Chloe found the shift in perspective from 
criticizing her emotions to accepting them very powerful, and developed an 
individualized approach to applying these principles, which she explained 
in the following excerpt:

“Well, as far as the emotions go, like when I first started using [mind-
fulness], I started feeling things that in the past would have like totally 
exploded on me and started, you know, to make me feel like I was 
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losing control. So when I felt those come on, I’d be like okay, you 
know, I’m angry right now or I’m frustrated or I’m starting to feel 
really depressed again, that’s okay, they’re feelings, they’re there, there 
might be a really obvious reason I’m feeling them—or there might 
not be, that’s fine too. And I’d be like, all right, that’s fine, I can get 
on with my life even if I’m feeling a little sad. And automatically that 
kind of you know, added, since I was feeling so calm and accepting of 
it, I started feeling happy as well. So it was like happiness and sadness 
present together, and normally that would’ve been like really weird, 
but it was you know, then I accepted the happiness as well, and I was 
like, I feel both at the same time and that’s fine . . . I don’t like fac-
ing away from my feelings anymore or trying to ignore them because 
then they come back and you’re like, I should’ve dealt with this before. 
Last night, I was actually feeling really sick last night and I had all 
these stressors going through my head because of my midterm and I’m 
behind in English and I was having trouble in computer science and I 
was like all right, slow roll [counting on her fingers], I’m confused, I’m 
sick, I’m frustrated that I’m not doing well in a class that seemed like 
it would be easy, I’m nervous about this midterm, I’m you know, I’m 
mad that I’m behind on this reading. But that’s all right. You know, I 
was like, I’m feeling all these things at once, but it’s okay. And I mean, 
last night those feelings in the past would probably have sent me over 
the edge.”

As Figure 10.4 shows, Chloe’s weekly scores on the BDI dropped sub-
stantially when her binge eating and purging stopped during the first 4 
weeks. During the weeks when they were focusing on her negative emo-
tions (Weeks 5–8) Chloe’s report of negative emotions went up slightly, 
possibly due to her increased awareness of her negative feelings. Following 
the module for mood tolerance her negative affects were much reduced (i.e., 
to subclinical levels of depression) through the end of treatment (Week 8 
and onward).

Interpersonal Difficulty

As the earlier case description shows, Chloe and her therapist had already 
identified that situations where she interpreted herself as being rejected or 
abandoned led to strong feelings and urges to engage in ED symptoms. 
From Session 11 through the end of treatment these interpersonal issues 
were an additional focus of treatment, along with ongoing mood tolerance 
and behavioral changes. In Session 11, Chloe and the therapist conducted 
a formal interpersonal inventory, which was a review of the temporal rela-
tionships between different aspects of the ED (shape and weight concerns, 
eating behaviors), relationships, and feelings. Much of the material in this 
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inventory had come up at other times during the treatment, however, it 
became more clear that Chloe had experienced actual rejection— for exam-
ple, by her peers in high school when she pressed charges against a popular 
student— but that she also frequently interpreted ambiguous situations as 
rejection, and interpreted herself to blame for rejection due to her personal 
faults and “unlovability.” She identified and clarified a tendency to with-
draw from other people or to try to please them in order to escape rejec-
tion. These patterns, common to borderline personality, could technically 
be classified as an “interpersonal deficit” within the problem areas identi-
fied in IPT, and Chloe’s self- identified goals in this area were to be more 
outgoing with new people, to be more authentic with her close friends, and 
to pursue her own social desires regardless of her fears of rejection. Over 
the period of time when interpersonal goals were the focus, she went out 
on two dates and followed up on both in authentic ways, by discontinuing 
a romantic relationship she was not interested in and pursuing one that she 
was. She also practiced disagreeing with her friend’s opinions in a sincere 
way. In Sessions 15 and 16, she described her emotions in the context of 
interpersonal interactions, and her decisions to try different patterns of 
behavior than she was used to. As she made decisions to be more outgo-
ing, her usual fears of rejection or abandonment took a backseat to her 
excitement about dating relationships. These changes were very satisfying 
to Chloe, and in some sessions she was mostly interested in describing her 
social success, as in the following excerpt:

TherapisT: All right. So, let’s talk about, let’s go back to interpersonal 
goals, and what are some things this week that you might’ve done in 
the service of those goals?

Chloe: Umm . . . moving past the fear of rejection was one, I believe.

TherapisT: Yeah, absolutely.

Chloe: That was like the biggie.

TherapisT: That was the biggie, yeah, and kind of tolerating that alone 
feeling . . ., but the rejection piece, I guess a part of that was expressing 
yourself to someone and your feelings toward someone else and being 
willing to kind of ask people for things without letting that fear get in 
the way.

Chloe: Okay, well the first thing that happened wasn’t really great, but it 
was kind of me sort of jumping over a hurdle, which felt really good.

TherapisT: That’s awesome.

Chloe: So there’s this kid in my orientation group over the summer named 
Frank . . . I didn’t talk to him then, but I ended up friending him on 
Facebook because I’m a creep and you know, I friend people if I even 
meet them like once.
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TherapisT: You’re friendly. You’re friendly, there’s another way of looking 
at that.

Chloe: (giggling) And so, I put as my status Thursday night “I’m freezing” 
and he ended up commenting and he was like, “Burn stuff,” and I was 
like “Well, I’d love nothing more to burn my textbooks right now, but I 
think I might regret that later.” And at first I was like, that is so out of 
the blue, I have never talked to this kid in person or on Facebook. And 
we ended up having this whole conversation and we ended up creating 
this funny story of me like accidentally burning down part of south 
campus or whatever, and he was like, “If you survive, want to get cof-
fee sometime?” and I was like, “Okay” and I was like a little weirded 
out because I never do this, and it was like so random, but then I was 
really excited because I was like, “Oh my god!”

TherapisT: So what were you feeling in that moment?

Chloe: Umm, I was like, okay, I’m not gonna lie, my first thought was “I 
got it goin’ on!” I swear to god I was like, “I guess I’m not that bad at 
this after all!”

TherapisT: Aww, I’m glad you shared that! . . . So which part would you 
say was the hurdle?

Chloe: Well, I said “Yes,” which was the biggest hurdle.

. . .

TherapisT: So this is amazing on so many levels. One is that you can’t get 
the smile off of your face.

Chloe: I can’t.

TherapisT: And the other is you are bringing this confidence.

Chloe: It feels so great.

disCussion

Patient Considerations

At the end of treatment, Chloe had made substantial progress in overcom-
ing both her ED and the other symptoms she had struggled with. She was 
in remission from BN, having gone more than 4 weeks with no binge- eating 
or purging episodes, and her Eating Disorder Examination and EDI (see 
Figure 10.5) scores had dropped to within a normal range. These gains 
were maintained at her 6-month follow- up assessment. She also no lon-
ger reported the symptoms of major depressive disorder, and at 6-month 
follow- up (the next time that personality symptoms were assessed) she no 
longer met criteria for BPD at either the subthreshold or threshold level.
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Extensive research suggests that patients like Chloe who make early 
changes in their behavioral symptoms (by Week 4) are more likely to 
achieve remission by termination (Fairburn, Agras, Walsh, Wilson, & 
Stice, 2004). Chloe’s baseline symptoms and history, including her full- 
criteria BPD, recurrent MDD, history of AN, and severe ED symptoms 
might have been assumed to make early and sustained change a challeng-
ing goal. However, both research and our clinical experience suggests that 
there are other positive patient characteristics that may be more relevant. 
Chloe had strong self- reported motivation to change, and was intelligent 
and sophisticated about her approach to psychological topics. She often 
went above and beyond therapy suggestions, for example, posting remind-
ers about therapy interventions around her room. Chloe was able to make 
a strong positive connection to her therapist from the outset of treatment, 
and was not suspicious of the therapist’s suggestions or secretive regard-
ing her experience. Though she reported being angry, her anger and criti-
cism were typically directed inward, rather than used to blame or distance 
herself from other people. Other than motivation/readiness for treatment, 
which has been linked to outcome many times, these hypothesized predic-
tors of good outcome require further investigation.

Therapist Considerations

In addition to the patient characteristics mentioned above, therapists in 
the trial reported other experiences that made therapy challenging and/

figure 10.5. Eating Disorder Inventory (EDI) scores over the course of treatment.
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or productive, as well as other considerations for the therapists attempting 
to implement CBT-E broad. As noted by Fairburn (2008), the setting of 
therapy goals, session agendas, and clear expectations for patient– therapist 
interaction were all very important to managing the challenges of this inte-
grative, multifocus treatment in 20 sessions. The therapists reported that 
in Sessions 10–12 it was difficult to juggle the different goals of reviewing 
regular eating, reintroducing previously avoided foods, completing inter-
ventions for mood tolerance, including interventions for shape and weight 
concerns, and shifting gears toward IPT. By Session 13 or 14 it typically 
felt that therapeutic direction was set and goals were more clear, but time 
management and clarity of focus were challenging in the middle sessions.

As briefly noted above, the therapists reported more difficulty with 
patients with BPD who had an externalizing rather than an internalizing 
style. In cases where the patient’s anger was turned toward the therapy, 
goals were sometimes hard to accomplish due to the difficulty of being 
“on the same team” in terms of therapy goals. In cases where the patient’s 
anger was turned toward other people in his/her life—and his/her problems 
were blamed on these other people— it was a clinical challenge to continu-
ously redirect the patient. In general, however, the directive and structured 
nature of CBT-E was useful in these cases.

The other symptoms of BPD experienced by patients, such as impul-
siveness, personal/interpersonal chaos, self- hatred, and severe depression 
also posed problems at times. Patients’ impulsiveness led to premature 
dropout and to difficulty being consistent in implementing therapy inter-
ventions. Frequently, however, improvements in binge–purge behavior were 
accompanied by improvements in these other symptoms, and the therapists 
in general felt that sticking to the therapy foci was more productive than 
attempting to be of assistance in other areas of life. The version of CBT-E 
broad utilized in this trial included interventions for mood intolerance and 
for interpersonal difficulties, and did not include the module for core low 
self- esteem. This challenging symptom, when present, did require addi-
tional therapy attention within the established therapy protocol.

Overall, however, the therapists felt they shared a strong sense of suc-
cess and positive interpersonal bonds with the patients with BN and BPD 
in the trial. Like Chloe, many had great senses of humor and deep under-
standing and sympathy for the human condition. Also like Chloe, they 
often shared a strong appreciation for the skills they learned and changes 
that they made in CBT-E broad.

impliCaTions for praCTiCe and researCh

The data in this case, as well as from the available research, suggest 
that CBT-E broad can offer significant benefits to patients with notable 
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interpersonal and affective problems, including those with BPD (Fairburn 
et al., 2009; Thompson- Brenner et al., 2013). As noted, additional research 
is needed to help identify whether other baseline characteristics may help 
to tailor treatment from the outset, or whether adjustments according to 
treatment response are most useful to produce substantial improvement 
and recovery.
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“All day long now I think about food, what I’m going to eat next, when I 
can binge, how quick I can get to the bathroom to throw up . . . Usually I 
decide to stay home and just binge instead. I throw it up every time but, of 
course, I know I can’t get it all out of me. Then I cut myself because I feel 
so crazy and guilty for being such a complete pig. And now I just feel sad 
and tired all the time, too. Every minute of the day.”

“It can’t be worse than the hell I live every day, I’m telling you. And I can’t 
live the hell of every day anymore, so if I don’t come to therapy and get 
better, then eventually I’m going to kill myself.”

“I am not saying I am 100% my best one option. Setbacks happen. What 
I do know with 100% certainty is that the purging and cutting just isn’t 
me anymore. Let’s face it, it’s a complete waste of my time and it causes 
too much damage.”

 

Standard dialectical behavior therapy (DBT) is a cognitive- behavioral ther-
apy (CBT) originally developed for women with extreme emotion dysregula-
tion and recurrent suicidal behavior, namely, borderline personality disorder 
(BPD). This comprehensive skills- based treatment integrates change- based 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Lanie is a disguised/ composite portrait.
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behavioral strategies (e.g., problem solving, contingency management) 
and crisis intervention with strategies derived from acceptance- based Zen 
practices (e.g., mindfulness and validation). These strategies are integrated 
within a dialectical framework, emphasizing wholeness and interrelat-
edness, which are utilized in persuasive dialogue within the therapeutic 
relationship. For a more comprehensive description of this treatment, see 
Linehan’s manuals (Linehan, 1993, 2015a, 2015b). Standard DBT includes 
a transdiagnostic model of affect regulation that has been empirically sup-
ported for the treatment of substance abuse, binge- eating disorder (BED), 
and bulimia nervosa (BN) (Lynch, Trost, Salsman, & Linehan, 2007). This 
chapter describes the application of DBT for clients with comorbid BN and 
major depressive disorder (BN/MDD), by offering a case example illustrat-
ing the 6-month course of DBT for a client with BN/MDD.

raTionale for The modifiCaTion of dialeCTiCal 
behavior Therapy for bulimia nervosa and major 

depressive disorder

In order to utilize DBT for clients with BN/MDD, we modified the treat-
ment in several ways. DBT offers an alternative for clients for whom exist-
ing treatments have failed. CBT and interpersonal psychotherapy (IPT) 
have demonstrated efficacy for BN in the most treatment trials, however, 
approximately 50% of participants with BN (or BED) drop out or remain 
symptomatic after treatment (Fairburn & Brownell, 2001). Enhanced CBT 
(CBT-E) has similar findings with BN, BED, and eating disorder not other-
wise specified (Fairburn et al., 2009). Predictors of poor outcome in CBT 
for eating disorders (EDs) may include co- occurring DSM-IV Axis I and 
II disorders (e.g., MDD, BPD) or related symptoms (Grilo, Masheb, & 
Wilson, 2001; Stice & Agras, 1999; Wilfley et al., 2000). In the case of 
depression, DBT is beneficial for clients who have not seen improvement in 
their symptoms after therapeutic or pharmacological interventions (Harley, 
Sprich, Safrin, Jacobo, & Fava, 2008; Lynch, Morse, Mendelson, & Rob-
ins, 2003). Standard DBT was originally designed to address multidiagnos-
tic, difficult- to-treat disorders and represents a viable option for ED clients 
with comorbid disorders or for whom existing treatments have failed.

The biosocial theory of DBT also offers an etiological framework for 
the development of ED behaviors. Dysfunctional behaviors such as binge 
eating, purging, and excessive exercise are understood as developing over 
time through transactions between an individual with biologically based 
heightened emotional vulnerability and an invalidating environment. This 
includes specific invalidation of ED behaviors (e.g., “Why can’t you just 
stop eating?”), weight- related teasing, or excess concern with weight dem-
onstrated by peers and family. Therefore, DBT therapists utilize validation 
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to reduce the self- judgment and blame clients may experience regarding 
their disorder.

DBT is based on a broad affect regulation model in which purging 
and other types of eating- disordered behaviors are understood to be the 
result of an attempt to regulate affect rather than from dietary restraint and 
weight and shape concerns or as a result of difficulties with interpersonal 
problems. ED behaviors, in the absence of other adaptive emotion regula-
tion skills, may become negatively reinforced (i.e., as escape behaviors) or 
result in secondary emotions such as shame or guilt, that prompt further 
dysfunctional (life- threatening and/or ED) behaviors. Standard DBT treat-
ment is designed to teach adaptive affect regulation skills while simultane-
ously decreasing disruptive behaviors resulting from emotional dysregula-
tion.

Individual DBT treatment sessions are organized around a treatment 
hierarchy that prioritizes target behaviors as follows: (1) life- threatening 
behaviors (e.g., suicide ideation, nonsuicidal self- injury), (2) therapy- 
interfering behaviors (e.g., client or therapist being late for sessions), (3) 
quality- of-life- interfering behaviors (e.g., bingeing and/or purging, depres-
sive symptoms), and (4) behavioral skills. Overweight clients with BN are 
likely to list weight loss as a quality- of-life goal; therefore, we recommend 
that clinicians establish realistic expectations about weight loss with clients 
early in treatment to prevent later frustration with failures to lose unre-
alistic amounts of weight. Clinicians should help clients focus on specific 
achievable lifestyle changes (e.g., increasing social contact, not eating after 
a certain hour at night to reduce overeating) and the possible use of ancil-
lary treatments, such as walking groups. Underweight clients with BN are 
not likely to list weight gain as a quality- of-life goal; however, we recom-
mend that clinicians establish expectations about weight gain goals with 
clients early in treatment based on the needs of the individual (e.g., regain 
menstruation).

uTilizing The sTandard dialeCTiCal behavior Therapy 
formaT for ClienTs wiTh bulimia nervosa and major 

depressive disorder

The format that we utilize for clients with BN/MDD includes all four 
standard DBT components: weekly individual sessions (beginning with 
pretreatment orientation sessions), 24 weekly 2-hour group skills training 
sessions, DBT consultation team (e.g., support for the DBT therapist), and 
24-hour phone consultation (e.g., skills coaching for the client to generalize 
skills; for a more exhaustive description of standard DBT treatment, see 
Linehan, 1993, 2015a, 2015b).
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Individual Sessions

In the pretreatment stage, clients meet with their individual therapist and 
are oriented to the structure of treatment, including telephone consultation 
and the four- missed- appointments rule that results in termination from 
treatment. The goals of the orientation phase include identifying cues to 
problem behaviors, examining the pros and cons of these behaviors, pro-
viding the client with crisis survival skills, and creating the formulation 
of a “life worth living.” A crisis plan to prevent life- threatening and other 
dysfunctional behaviors is also developed. The therapist explains dialecti-
cal abstinence in which clients “keep an eye on the prize (eliminating all ED 
behaviors),” while simultaneously accepting the possibility of failure (e.g., 
the occasional late-night bingeing episode; see also Safer, Telch, & Chen 
2009). Clients must also commit to cease life- threatening behaviors, main-
tain regular treatment attendance, and willingness to stop binge eating and 
purging to begin treatment. Therapists also assess the values, goals, and 
beliefs clients want to possess in order to build a life that is worth living. 
Therefore, clients begin to formulate how they will live their lives in the 
absence of problematic behavior (e.g., bingeing, self- injury).

Individual sessions begin by weighing the client, reviewing her diary 
card (see Figure 11.1), and assessing daily food intake prior to the ses-
sion (“What have you eaten today? Did you purge?”). The standard DBT 
diary card assessing the client’s urges (0- to 5-point scale) to commit sui-
cide, quit therapy, or engage in any other target behavior was modified to 
include assessment of ED urges/behaviors (e.g., bingeing, restricting, laxa-
tive abuse; see Figure 11.1). Clients will have completed their diary cards 
prior to arriving to each scheduled appointment. After review of the diary 
card, the content of the session is determined based on the client’s reported 
ratings utilizing the treatment hierarchy of individual DBT sessions (e.g., 
life- threatening behaviors, therapy- interfering behaviors, quality- of-life- 
interfering behaviors, and skills training). Because multidiagnostic clients 
can bring a sense of chaos to individual sessions, this hierarchy helps ther-
apists choose a course of action during each session and bring focus to 
the treatment targets most pressing. For example, if any suicidal or self- 
injurious behaviors or urges occur during the previous week, the session 
focuses on these life- threatening behaviors. A “chain analysis,” in which 
a series of emotional and behavioral antecedents, behaviors, and conse-
quences are elucidated, is completed when the diary card indicates that 
a client’s urges to engage in target behaviors were increased by at least 1 
point from the previous week. It is important to balance a focus on problem 
behaviors with a focus on analyses of successes (e.g., “How did you make 
it through the whole weekend without bingeing or purging?”). If no target 
behaviors have occurred since the previous session, new skills are taught or 
reinforced.
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Addressing multiple complex problems in one session is a challeng-
ing but necessary task for DBT therapists. As mentioned above, chain 
analysis is a behavioral change strategy that is a meticulous analysis of 
the topography, intensity, frequency, duration, situation, antecedents, and 
consequences of a problem behavior. Repeated chain analyses of a problem 
behavior allow the clinician and client to determine the cues, maintaining 
factors, and function of a behavior, as well as structure treatment sessions. 
One session may involve conducting a chain analysis on a day that the cli-
ent engaged in multiple target behaviors (e.g., a negative review at work led 
to a depressed mood, getting drunk, fighting with a boyfriend, bingeing, 
purging, and hopelessness) or focus on multiple brief chain analyses, asking 
“What would you have done differently to be more effective?” The thera-
pist may use a variety of commitment strategies (e.g., “foot in the door/
door in the face,” devil’s advocate) to elicit commitment from the client 
to prevent future problem behaviors. See Table 11.1 for a complete list of 
interventions.

A chain analysis typically begins with the therapist eliciting this cli-
ent’s willingness to partake in the chain analysis. Clients often view chain 
analysis as a form of punishment and, thus, therapists stress the necessity 
of determining the anteceding events and maintaining factors of problem 
behavior in order to decrease their frequency in the future. Next, therapist 
and client identify vulnerability factors (e.g., not eating during the day, 
physical illness) impacting the client’s emotional state that may heighten the 
client’s sensitivity to react emotionally to precipitating events ranging from 
mild nuisances (e.g., receiving the incorrect order at a café) to major stress-
ors (e.g., argument with spouse about having children). For example, thera-
pist and client may identify how not eating all day (vulnerability factor) 
affected the client’s emotional state when she received a poor performance 
evaluation at work (precipitating event). The therapist and client then list, 
albeit tediously at times, each link (e.g., precipitating event, vulnerability 
factors, thoughts, emotions, physiological sensations, behaviors, actions) 
that happened between the precipitating event (poor performance evalua-
tion) and the problematic behavior (bingeing and purging when returning 
home from work). For example, the client listed how she was disappointed 
in herself (feeling), felt her heart racing and cheeks blushing with anger 
(physiological response), stomped out of her office (action), thought how 
terrible of a person she is (thoughts) while driving home, grabs the first 
bag of food she sees when entering her home (action), and eats 15 cookies 
(problematic behavior). Therapist and client then generate the short- and 
long-term consequences (immediate relief of emotions followed by later 
guilt). Finally, therapist and client return to the chain to identify moments 
when the client could have performed skillfully (solution analysis; e.g., dia-
phragmatic breathing, distraction) at each link of the chain in order to 
prevent future problem behaviors.
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Table 11.1. dialectical behavior Therapy Treatment interventions

Intervention Use Example

Opposite to 
emotion action

The client changes emotions by 
acting opposite.

When the client is crying 
uncontrollably in therapy, the 
therapist may say, “Let’s take a 
moment to focus on our breath. 
With every inhale we notice the 
tension in our body, and with 
every exhale we release that 
tension and practice quieting our 
minds.”

Devil’s 
advocate

The therapist makes an 
argument against the client’s 
commitment or for problematic 
behavior, which helps to assess 
and improve commitment.

“Wouldn’t it be easier for you 
to binge and feel better than 
spending 6 months learning to 
use all of these skills?”

Making 
lemonade out 
of lemons

The therapist points out 
something problematic or 
distressing to the client and 
turns it into an asset.

“This breakup was so distressing 
for you and, yet, it was an 
awesome opportunity to practice 
your skills!”

Turning the 
tables

The therapist turns the problem 
over to the client, asking for 
alternative solutions.

“We seem to be in disagreement 
about this. I am not able to say 
yes, but you really seem to want 
me to. What can we do here?”

Wise Mind 
ACCEPTS

The client utilizes a crisis 
survival strategy with 
activities, contributing, 
making comparisons, opposite 
emotions, or pushing away 
distressing thoughts or emotions 
temporarily.

“I’m feeling terrible about this 
situation, but I do know that I’ll 
have a roof over my head, good 
friends, and college—that’s a lot 
more than some people and I’m 
grateful for that.”

Foot in the 
door

The therapist makes an easy 
request prior to making a 
difficult request to enhance 
compliance.

“You’ve agreed to stop bingeing 
for the next 3 days. I would 
actually love a commitment from 
you to stop bingeing for 7 days 
until your session next week.”

Door in the 
face

The therapist makes a difficult 
request followed by an easy 
request to enhance compliance.

“I know you said that you 
won’t invite your friends over to 
your house for a dinner party. 
Would you be willing to go out 
to eat with your best friend this 
weekend?”

(continued)
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Table 13.1. (continued)

Intervention Use Example

Checking the 
facts

The therapist encourages the 
client to check out whether the 
client’s reactions fit the facts of 
the situation. Changing beliefs 
and assumptions to fit the facts 
can help change emotional 
reactions to situations.

“Is it really true that you can’t 
live through the embarrassment 
of speaking in front of your 
class? Have you survived this 
kind of situation before? What 
are the facts?”

Building a life 
worth living

The client is encouraged to 
identify characteristics and 
work toward a life worth living. 
The therapist utilizes strategies 
to encourage a thorough 
assessment by helping the client 
figure out values and goals.

“Let’s figure out what your life 
would look like if you woke 
up tomorrow and it was the 
life you really wanted. What is 
important to you? What could 
give your life meaning? It’s easier 
to work hard when you know 
what you’re working toward.”

Reciprocal 
communication

The therapist utilizes 
interpersonal warmth, 
responsiveness to the client’s 
concerns, and strategic self-
disclosure.

“I’ve been thinking about you 
this week. I can’t wait to hear 
how your meeting went!”

Irreverent 
communication

The therapist uses an 
outrageous, humorous, or 
blunt style when the session has 
become deadlocked or polarized.

“You’re kidding! I can’t believe 
the skills didn’t work when you 
didn’t use them!”

Validation The therapist uses validation 
strategies to further strengthen 
the client’s commitment by 
communicating that the client’s 
responses are understandable 
within his/her life context and 
situation.

“It totally makes sense why 
you would be angry about this 
situation in your life. Given some 
of your history, I understand 
why you would avoid situations 
like that.”

Willingness The client is encouraged to enter 
and participate fully in therapy, 
life, and living.

“While I understand you are 
skeptical of the possibility you 
can get better, I’m asking you to 
practice willingness anyway by 
showing up, doing homework, 
and, basically, acting like you 
will get better.”

Self-soothe The client utilizes distress 
tolerance activities to soothe 
the five senses and reduce 
vulnerability to emotional 
triggers and strong urges for 
problem behaviors.

“Maybe tonight, if you are 
feeling particularly angry after 
your conversation with your 
mom, you can light some candles 
and take a long bath.”
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Skills Training

Consistent with standard DBT, group skills training promotes the acqui-
sition of new behavioral skills in a structured psychoeducational format 
that is divided into four modules: mindfulness, distress tolerance, emotion 
regulation, and interpersonal effectiveness. Mindfulness skills improve cli-
ents’ awareness through observation and description of thoughts and emo-
tions. Acquisition of emotion regulation skills allows clients to identify the 
function of emotions, reduce vulnerability to negative emotions, and use 
opposite action to alter negative emotional states. Distress tolerance skills 
teach clients to tolerate painful emotions without worsening their current 
situation. Finally, interpersonal skills focus on validation, effective commu-
nication, and maintaining positive relationships. All DBT skills are based 
on the assumption that clients must learn to change their dysregulated 
emotional states while simultaneously accepting painful emotions, without 
engaging in maladaptive behavioral responses.

None of the skills modules uniquely address ED behaviors or depres-
sion and only minor adaptations to the skills program were made (i.e., 
modeling the use of skills to prevent binge- eating behaviors, tolerating a 
physical sensation of being “too full”). Mindfulness exercises concerning 
eating and body awareness include imagining one’s self in a full- length mir-
ror while noting any judgmental thoughts that arise (“I look disgusting”) 
and observing the taste and texture of melting chocolate. Depressive symp-
toms are targeted by increasing behavioral activation, with a particular 
focus on building a life worth living. To work toward building a life worth 
living, clients are encouraged to reengage in healthy interpersonal relation-
ships, assess short- and long-term goals, clarify values, increase activities, 
work on setting and overcoming challenges to build a sense of mastery 
and competence, and work toward decreasing mood- dependent behavior 
through mindfulness and behavioral activation.

Consultation Team

DBT recognizes that therapists serving a challenging, multiproblem pop-
ulation require encouragement and a supportive environment to maintain 
personal well-being and improve client outcomes. The consultation team 
enhances therapist motivation (e.g., reminding therapists that clients are 
doing the best they possibly can), builds therapist skills, and manages 
problems arising in the delivery of treatment. Consultation team mem-
bers are trained in the identification and treatment of EDs (e.g., high-risk 
ED behaviors, medical and dental consequences of ED behaviors, obe-
sity) and understand information regarding activity, weight, and healthy 
eating.
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Phone Consultation

Twenty-four-hour telephone consultation permits clients to contact thera-
pists for crisis intervention before engaging in problem behaviors. Phone 
consultation disrupts potential reinforcement of problem behavior (e.g., 
contacting the therapist after bingeing), provides coaching to promote skills 
generalization, and repairs client– clinician relationships. While phone con-
sultation limits are those of standard DBT, the time interval that lapses 
before the client can call her therapist after engaging in ED behavior is 
determined by treatment targets and varies by client. During a typical 
10-minute phone consultation the individual clinician will assess urges and 
ask: “What three skills have you tried to prevent this behavior? What help 
do you need to use these skills?” After generating solutions and a plan, the 
clinician obtains the client’s commitment to this plan, troubleshoots the 
plan, and then asks the client to call again if she runs into difficulty.

Treatment Agreements

As part of entering treatment, clients agree to participate in 1 year of ther-
apy, attend all scheduled appointments (both individual sessions and skills 
training), and reduce self- injurious and ED behavior. Therapists agree to 
make “every reasonable effort” to help their clients, conduct treatment 
ethically, and respect the client’s rights and confidentiality. Both therapist 
and client agree to attend all scheduled appointments on time and address 
any problems that interfere with treatment (e.g., repeatedly being late for 
appointments, canceling appointments without adequate notice).

The agreements that clients and therapists make with each other are 
unique and crucial. One agreement is that clients and therapists are viewed 
as equals in the therapeutic relationship. It is understood that therapists 
are experts in DBT, but clients are experts on their lives. Clients and thera-
pists also agree that clients may not have caused all of their problems, but 
nonetheless they are responsible for fixing their problems. This agreement 
promotes clients’ development of skills to resolve their problems. One of 
the most crucial agreements for the therapeutic relationship is that the cli-
ent cannot fail in treatment. This agreement is particularly important for 
treatment- resistant clients because it reduces shame clients may experi-
ence when they are engaging in problematic behaviors and feel they have 
regressed in treatment.

Dialectical Strategies

Dialectical strategies highlight dichotomous thinking, behavior, and emo-
tions to assist clients in finding balanced and synthesized responses to 
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polarities (i.e. finding “the middle path” between loving and hating their 
therapists, bingeing and restricting) through the use of metaphors, paradox, 
cognitive restructuring, and playing devil’s advocate. Dialectical dilem-
mas unique to EDs include “over- controlled” (restricting) versus “out-of- 
control” (binge) eating, or the vacillation between extreme dieting and loss 
of control. The synthesis of this dialectical dilemma involves engaging in 
neither extreme, but eating in moderation.

In every DBT encounter with a client, change strategies are balanced 
with acceptance strategies (e.g., validation). Validation strategies fur-
ther strengthen a client’s commitment by communicating that the client’s 
responses are understandable within his/her life context and situation (e.g., 
expressing understanding of why a client binges to cope with emotional 
dysregulation). The range of validation strategies include listening in an 
interested fashion (Level 1 validation), reflecting accurately (Level 2), artic-
ulating unstated thoughts and emotions (Level 3), expressing understanding 
for the client’s behaviors (Level 4), emphasizing how the client’s behaviors 
are understandable in the present moment (Level 5), and being radically 
genuine (Level 6). To demonstrate a balance of acceptance and change, a 
clinician may say, “On the one hand, you feel really depressed when you’ve 
had a fight with your mom, so it makes sense that you do binge to help you 
feel better. On the other hand, this behavior is getting in the way of having 
a life worth living. Let’s work on finding new ways to feel better.”

Stylistic Strategies

DBT stylistic strategies also balance acceptance and change. An irrever-
ent communication style involves an outrageous, humorous, or blunt style 
that is utilized when a clinician and client become deadlocked or polarized 
(e.g., “Holy cow! You’re absolutely right! The skills don’t work at all . . . 
of course they really don’t work if you’re not using them.”). Alternatively, 
reciprocal communication involves interpersonal warmth, responsiveness 
to a client’s concerns, and strategic self- disclosure (e.g., “I really care about 
you; I would feel so sad if you decided to quit coming to therapy”).

case study: lanIe

Lanie was a 27-year-old Caucasian, single woman living in a two- bedroom 
apartment in an urban area with a female roommate at the pretreatment 
assessment. She had a bachelor’s degree in biology from a highly reputable 
university and had recently begun working toward a master’s degree. Lanie 
contacted our outpatient Eating Disorders Program after seeing a flier for 
a research study. She reported that she had been bingeing and purging two 
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to three times a day for 11 years and recently began feeling hopeless, anx-
ious, and isolated with frequent urges to commit suicide. Lanie was 5′9″ 
and underweight, weighing 123 pounds (body mass index [BMI] = 18.2) at 
the time of the initial evaluation. Lanie had also engaged in self- injurious 
behaviors (e.g., multiple cuts to her arms, thighs, and abdomen) since the 
age of 15, and had one inpatient hospitalization for anorexia nervosa (AN) 
during adolescence. She was dissatisfied with her weight and shape, evalu-
ated herself based on her appearance, and feared losing control during eat-
ing. Although Lanie had been able to function successfully in school, her 
interpersonal relationships had been chaotic for years due to her excessive 
anger, tendency to emotionally stonewall partners, suicide threats, and fre-
quent bouts with severe depression. Lanie experienced two sexual attacks 
by her father during adolescence. Her sleep was interrupted by nightmares 
of these attacks one to two times per week and she would often use late-
night bingeing as a way to prevent herself from falling asleep. In order to 
treat these issues, Lanie sought therapy on multiple occasions, only briefly 
engaging in treatment with at least five different therapists over the years.

The pretreatment assessment for the study included the University of 
Washington Risk Assessment, the Eating Disorder Examination (EDE) for 
ED behaviors, the Lifetime Parasuicide Count (LPC) and Suicide Attempt 
Self- Injury Interview (SASII) for suicidal/self- injurious behavior, the Struc-
tured Clinical Interview for DSM-IV (SCID-II) for confirmatory BPD diag-
nosis, the Structured Clinical Interview for DSM-IV for Axis I Disorders 
(SCID-I), and the Global Assessment of Functioning (GAF). Lanie met cri-
teria for BN, MDD–mild, BPD, and posttraumatic stress disorder. She was 
admitted to the research study and was assigned a DBT individual thera-
pist, a postdoctoral fellow and research therapist trained extensively and 
experienced in DBT (K. S.), and a DBT skills training group.

Four pretreatment sessions oriented Lanie to the structure of DBT and 
sought her commitment to eliminate behaviors that interfere with a life 
worth living (e.g., self- injury, bingeing, purging). Lanie was provided with 
information about the biosocial theory, diary cards, and chain analyses 
during the first pretreatment session. The therapist also obtained further 
information about Lanie’s reason for beginning therapy to treat her bulimic 
behaviors and depressed mood. As seen in the excerpts that follow, the 
therapist obtained Lanie’s commitment to treatment by highlighting how 
the biosocial theory applied to Lanie’s reported difficulties and playing 
devil’s advocate for her ED behaviors. By the end of the first session, Lanie 
committed to not engaging in suicidal, self- injurious, or ED behaviors and 
agreed to attend all therapy sessions for 6 months.

Lanie was given informational handouts about treatment expecta-
tions, crisis survival skills, and a group skills training manual during the 
remaining pretreatment sessions. For example, the therapist and Lanie 
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completed a “pros and cons” worksheet for the problem behaviors of binge-
ing and purging, highlighting that many of Lanie’s reasons for engaging 
in these behaviors involved emotion regulation. Lanie also surmised that 
other problem behaviors, including cutting, were used to regulate emo-
tions. The therapist explained that many traditional therapies focus on 
“change” without much regard for what to change into. Therefore, Lanie 
was encouraged to explore the values, goals, and relationships with which 
she could build a “life worth living.” Lanie listed graduating with her mas-
ter’s degree, having more friends, creating a more positive relationship with 
her boyfriend, and engaging in a new activity (e.g., outdoor cycling with 
her boyfriend) in her life worth living. Following the treatment orientation, 
Lanie continued to meet for individual therapy and a skills training group 
each week for 6 months.

The following dialogue represents actual examples of the process of 
therapy occurring over several sessions with Lanie. These particular dia-
logues between therapist (T) and client (C) provide the reader with com-
prehensive examples of the application of numerous DBT strategies that 
highlight key mechanisms of action in treatment.

Pretreatment sessions targeted orienting and commitment utiliz-
ing validation, problem solving, and dialectical (acceptance and change, 
devil’s advocate) strategies. The dialectical technique of devil’s advocate 
involves arguing for the client’s problematic behavior in order for the client 
to develop reasons for eliminating the behavior and can also be effective 
to obtain the client’s commitment at the beginning of therapy. The follow-
ing dialogue of the first session demonstrates that the therapist’s highest 
priority was to obtain Lanie’s commitment to both therapy and eliminating 
life- threatening behavior (i.e., suicidal urges, cutting).

TherapisT: Today we’re going to spend about an hour getting to know each 
other. I’ll tell you a little bit about our program, what you can expect 
from treatment, and orient you to some of the things we’ll work on 
together every week in our individual sessions if we decide to work 
together. First, though, I really want to know more about you. Why do 
you want to be in treatment? What are you doing here [orientation]?

ClienT: I guess I feel like I can’t take it anymore. I know there’s a lot wrong 
with me and I’m pretty miserable. My grades keep getting worse, prob-
ably because I don’t even show up to class half the time anymore, and 
my relationships keep combusting. I walk around feeling so angry all 
the time now. I can’t take it.

TherapisT: It sounds like you’re pretty miserable [Level 2 validation— 
reflecting accurately.]

ClienT: All day long now I think about food, what I’m going to eat next, 
when I can binge, how quick I can get to the bathroom to throw up. I 
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skip class because I am so overwhelmed and behind on school work. 
Usually I decide to stay home and just binge instead. I throw it up every 
time but, of course, I know I can’t get it all out of me. Then I cut myself 
because I feel so crazy and guilty for being such a complete pig. And 
now I just feel sad and tired all the time, too. Every minute of the day.

TherapisT: How often do you self- injure [assessing Level 1—life- 
threatening behaviors on treatment hierarchy]?

ClienT: Not every time I binge, which is two or three times a day now. I 
probably self- injure once or twice a week.

TherapisT: What do you use to self- injure [orientation]?

ClienT: I use a box cutter or a razor blade that I keep in my nightstand.

TherapisT: And sometimes you feel like killing yourself [assessing Level 
1—life- threatening behaviors on treatment hierarchy]?

ClienT: Yeah. Well, I get these images in my head of me killing myself that 
I just can’t get rid of. It usually happens when I’m angry or depressed, 
like when I have a fight with a boyfriend or just can’t stand myself any-
more. Or when I feel really fat. A lot of reasons, I guess. I’ve never tried 
to kill myself, but I think quitting life seems like a decent idea some-
times. Not to die, just to feel relieved or escape from feeling like shit.

TherapisT: Do you think all these behaviors— the self- injury, bingeing and 
purging, angry outbursts— do you think you use them to feel better?

ClienT: Could be. I do usually think I’ll feel better after I do them. Some-
times I do feel better or, at least, numb in that moment, but then later I 
feel worse. It’s like this awful cycle. Everything’s tied together. I obsess 
about food all day, feel angry and depressed. I get home and want to 
reward myself for making it through the day, I want to feel comfort, I 
want to procrastinate, whatever— the point is, I want to feel something 
different than what I feel—so I binge, feel guilty, throw it up, feel guilty, 
cut myself, and then feel hopeless and suicidal. I sound so crazy when 
I say it out loud. God it’s even crazy that I’m here—I’m beyond hope.

TherapisT: You are in school, functioning enough to get by, so why would 
you go through the trouble of coming to therapy? What do you want 
help with?

ClienT: Well, I really hate feeling like shit! But that’s how I feel pretty 
much all the time lately.

TherapisT: What about some of the things you’ve told me about? Do 
you want to stop self- injuring, bingeing and purging, feeling suicidal 
[assessing commitment]?

ClienT: Yeah, but also I want to stop thinking constantly about food. I’d 
also like to get better at relationships. And get my grades back up. I’d 
like things to stop feeling like they’re falling apart.
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After highlighting the relationship between the client’s mood or emo-
tions and her behavior, described above and discussed in the resulting con-
versation, next the therapist utilized the dialectical strategy of devil’s advo-
cate, in which the therapist makes an argument against the client stopping 
the problem behavior, in order to begin shaping a commitment to stay in 
treatment and stay alive.

TherapisT: These are behaviors you’ve been using to try to feel better for 
years. And let’s face it, in some ways they’ve worked. We wouldn’t do 
the same thing over and over if it didn’t work at least a bit. It sounds like 
each problem behavior you’ve told me about is used to feel something 
different than what you’re feeling in the moment you’re in, whether it’s 
tired or guilty or angry [Level 4 validation— expressing understanding 
for the client’s behaviors]. Is that about right?

ClienT: Yes. That’s true. If I felt good or happy, I really don’t think I’d do 
all this crazy stuff.

TherapisT: You do things based on whatever you’re feeling in the moment 
or, conversely, whatever you don’t want to feel in the moment. You 
might be one of those people who does things only when you’re in the 
mood. Almost like your emotions control your life. So, we can call that 
mood- dependent behavior or emotion mind.

ClienT: Yup, that’s me. I do everything based on the mood I’m in, which 
changes all the time.

TherapisT: One of our goals might be to work on doing the behaviors 
you need to do, or the behaviors you think will get you closer to a life 
worth living, regardless of what you are feeling in the moment [build-
ing a life worth living]. Less action based on mood, more action based 
on increasing effective behaviors.

ClienT: That sounds impossible.

TherapisT: Well, not impossible, but really hard! But I’m sure you’re think-
ing, “Why on earth would you want to work on that?” Don’t you 
think it would be easier just to do things when you’re in the mood 
[devil’s advocate]?

ClienT: Sometimes, maybe, if it’s not that important . . . but I binge when 
I’m not in the mood to clean the apartment or do homework or after 
I get in a fight with a boyfriend. When I feel like crap, I don’t do any-
thing I need to, anything to feel good, and usually do stuff to make it 
worse. I can’t live like this anymore. It’s miserable.

TherapisT: It seems like your emotions wreak havoc in your life some-
times, and yet that hasn’t been enough to push you to do the behaviors 
you need to do [Level 3 validation— articulating unstated thoughts 
and emotions]. I don’t think this has an easy solution at all. You’ve 
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spent years basing your actions on your mood, your emotion mind, 
and haven’t been that motivated to change even though it’s caused a 
lot of heartache and misery for you [Level 4 validation— expressing 
understanding for the client’s behaviors].

ClienT: So what are you saying? You can’t help me? I already said I can’t 
live like this.

TherapisT: I think we could work on this, certainly. It’s going to be hard, 
though. Incredibly difficult. And that’s the point. This treatment and 
our work together won’t make you comfortable. Did you ever hear of 
that saying, “The only way out is through?” Well, that’s what this will 
be, if you decide to be in treatment. We’ll be going through the pain. It 
will be hell [devil’s advocate].

ClienT: It can’t be worse than the hell I live every day, I’m telling you. And 
I can’t live the hell of every day anymore, so if I don’t come to therapy 
and get better then I’m going to eventually kill myself.

TherapisT: Why haven’t you killed yourself yet [crisis assessment, eliciting 
reasons for living]?

ClienT: I don’t really know. I guess I’m afraid to do it. Plus, there’s a tiny 
part of me that thinks maybe I could be happy, like other people, and 
have a normal life.

TherapisT: So you still have hope [in crisis assessment, a potential buffer 
for suicidal behavior]? And that has kept you alive? Gotten you here?

ClienT: Looks like it.

The following session occurred approximately 2 months into treat-
ment. Lanie’s diary card revealed she had engaged in a bingeing episode 
and had urges for cutting during the previous week. The transcript dem-
onstrates a chain analysis of her ED behavior as well as validation and 
dialectical [making lemonade out of lemons] strategies. Making lemonade 
out of lemons, a dialectical strategy utilized in this session, occurs when the 
therapist highlights distressing events or problematic behaviors and turns 
them into an asset. Additionally, the therapist utilizes a cognitive modifica-
tion strategy by challenging the client to “check the facts” in her thinking. 
Lanie had completed several chain analyses with her therapist by this point 
in treatment and did not need to be directed through the analysis.

TherapisT: I see from your diary card that you had a 2-point increase for 
bingeing and cutting urges on Saturday and that you had one binge epi-
sode on the same day [diary card review]. What exactly was involved 
in the binge [identifying problem behavior]?

ClienT: I ate three-dozen cookies [problem behavior].
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TherapisT: Let’s do a chain analysis, so we can figure out what happened.

ClienT: I’m really not feeling up to that today. It takes so long and I slipped 
just this one time.

TherapisT: I understand that these analyses are tedious and can bring up 
negative feelings that may be difficult for you to cope with right now 
Level 3 validation— articulating unstated thoughts and emotions], but 
I think this an excellent opportunity to learn about what happened 
in this particular instance and figure out the best skills to help you 
during these kinds of moments in the future [making lemonade out of 
lemons]. Are you willing to do the chain analysis?

ClienT: Yeah. I guess it started Saturday morning. My roommate left 
for winter vacation in the morning, which was perfect because I had 
a tremendous amount of studying to do for my final exam that was 
pushed back to Monday. I studied from 10:00 A.M. until 6:00 P.M. in 
my apartment, only taking breaks to use the bathroom or get more 
coffee. When I stopped studying at 6:00, I realized I skipped lunch 
and was pretty hungry [physiological state, vulnerability factor for 
problem behaviors]. My roommate and I had made reservations for 
a great restaurant that night [coping ahead, plan ahead to cope with 
binge urges], but she decided to take the early train. I didn’t want to 
eat by myself because it’s completely embarrassing. Now, I’m sitting 
at home realizing how pathetic I am for not having fun like typical 
people my age [self- judgment link, vulnerability factor for problem 
behaviors].

TherapisT: That sounds like a pretty harsh judgment to me. Tell me what 
you mean about “not having fun like typical people my age.”

ClienT: It’s exactly what it sounds like. Most people my age are spending 
time with friends, meeting people at bars, and joining running groups! 
Not me, I’m sitting at home with three textbooks, a cat, and have abso-
lutely no one in this city to call for dinner.

TherapisT: “Absolutely no one?” Is that really true [checking the facts]?

ClienT: Well, no one I wanted to call anyway.

TherapisT: Keep telling me about what was going on with you in this 
moment.

ClienT: I pretty much feel like hell, you know? I’m strung out from 
studying [emotion link, stress– vulnerability factor]. I miss my fam-
ily because it’s the holidays and I was supposed to be with them last 
night, but needed to stay in the apartment because of this freakin’ 
exam being pushed back . . . I hate being alone on the holidays! All of 
my close friends went to visit family for the holiday so no one is around 
and there is nothing but holiday movies with smiling families on TV 
[vulnerability factor].
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The therapist continued through the chain analysis with the client and 
reinforced skillful behavior utilized by the client. Opposite- to- emotion 
action was utilized, in which the client acts in a manner opposite to his/
her emotional urge, as well as Wise Mind, an intuitive state that balances 
emotions and logic. At this point on the chain, it became apparent that 
the client’s negative self- judgments began to fuel intense emotions and the 
subsequent urges to binge. As skillful behavior began to emerge, the client 
demonstrated use of such distress tolerance skills as self- soothe (soothing 
the five senses), turning the mind (choosing to accept reality over and over 
again), Wise Mind ACCEPTS (shifting attention away from the prompting 
event), and willingness (to enter and participate fully in life and living).

TherapisT: What are you feeling in your body at this point [assessing phys-
iological link]?

ClienT: I’m starting to feel tears in my eyes and my stomach is still turning 
with hunger pains [physiological links], so I decide that I need to walk 
to the local deli for dinner, which would hopefully get me out of my 
funk [opposite action for loneliness].

TherapisT: It seems to me that you used Wise Mind and opposite action to 
decide to get out of your apartment and loneliness. That’s awesome!

Client: I made the decision, but didn’t act on it. When I walked into my 
bedroom to grab my jacket, I noticed that my roommate left me a tray 
of holiday cookies on my pillow. The tears started falling faster [emo-
tion link]. I thought, “How can I be so freakin’ miserable right now 
when she did this really sweet gesture [self- judgment link]? Isn’t that 
what the holidays are about?” I looked down at the cookies and my 
stomach growled [physiological link]. I said to myself, “It is one cookie 
and it won’t ruin dinner” [apparently irrelevant behavior or leaving the 
door open to problem behaviors link],” so I ate one cookie [prompting 
event for binge]. But the cookie reminded me of my grandma’s cook-
ies [thought link] and I had this strange feeling inside of me like the 
cookie warmed my heart [physiological link], but at the same time I 
felt awful about not being with my family [emotion link]. I longed for 
that warmth [emotion link] and sure as hell preferred it over the stress 
and hunger [binge urge of 3 on DBT diary card]. Before I realized what 
I was doing, the three-dozen homemade cookies were completely gone 
[problem behavior].

TherapisT: Three-dozen cookies . . . how long did it take you to eat the 
cookies?

ClienT: Not long enough, maybe 10 minutes. You know what’s interesting 
about all of this? I didn’t even think about purging. Instead, I thought, 
“Cut yourself and it will all go away, the tears will stop, the loneli-
ness will stop” [reacting with emotion mind, consequence of binge 
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episode], and I wanted to get rid of it [self- injury urge of 4 on DBT 
diary card].

TherapisT: And this diary card shows that you had the urges, but you 
didn’t act on them. What happened?

ClienT: I thought to myself, “Lanie, you have come too far to start this 
shit again” [keeping the eye on the prize]. I may have binged, but there 
was no way I was going to cut myself . . . I’m stronger than that [will-
ingness, turning the tables on problem behavior]. And I did that stuff 
they keep preaching in group, you know? I lit my candles, grabbed my 
scented oils, and took a long, warm bath. It took a few minutes before 
I felt the slightest bit of relief [self- soothe].

TherapisT: You took a warm bath and it made you feel better— fantastic! 
So you turned the tables on your emotions in what we can consider one 
of your lowest moments in the last few weeks. I have to say, I’m truly 
impressed and proud of your ability to use a skill in such a turbulent 
moment.

ClienT: It was really a “not this again” kind of moment where I had to 
do something to get myself out of my head and emotions [turning the 
mind]. Once I felt some relief, I got out of the bathtub and did some 
fun novel reading instead of the textbooks [Wise Mind ACCEPTS].

TherapisT: This is excellent! Do you notice anything about what you just 
told me?

ClienT: Not really.

TherapisT: Lanie, you didn’t use just one skill, you chained multiple skills 
together. It’s so impressive! Were you aware of it at the time?

ClienT: No. Things just felt awful. I mean terrible! And this is the kind of 
shit that I’ve been doing since I was a kid. It’s far time I grow up and 
stop doing this stuff [willingness].

TherapisT: You sound really willing and committed to stop the eating dis-
order behavior and self- injury and I really admire that about you! It 
reminds me of what we discussed during our first session. You are now 
seeing how you’re using these behaviors to cope with your emotions 
and that it’s not working for you anymore. Let’s go back and look at 
the links in your chain to see what skills you could’ve used to turn the 
situation around. When you saw the cookies on your bed, what could 
have you done differently [solution analysis]?

ClienT: For starters, I could’ve got the cookies out of my sight. Either I 
could’ve left the room or put the cookies in the pantry.

TherapisT: That’s a great idea. But let’s face it, food is always going to be 
around and that’s what makes things so hard. I’m thinking about radi-
cal acceptance. What’s your reaction?
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ClienT: Honestly, I think we should’ve spent 3 weeks on it in group instead 
of 1. I really don’t understand it. The group leader makes it sound so 
easy, but it’s totally over my head.

TherapisT: I understand how difficult radical acceptance is to learn and 
I find that’s the skill most people have difficulty understanding and 
practicing [Level 2 validation— reflecting accurately]. It’s really about 
accepting the facts of reality and “It is what it is.” Cookies are going 
to be around sometimes and you won’t be able to hide them. Like if 
one of your classmates brings them to class. It takes way more effort 
to fight against wishing they weren’t around and figuring out how to 
avoid them than accepting “There are cookies on the table, it is what 
it is. Now what can I do?”

ClienT: Again, it’s easy to say. Do you know how many times I would have 
to say to myself, “There are cookies, it is what it is?”

TherapisT: Maybe 10? Maybe 100? And that’s okay! It takes a lot of willing-
ness to make it through a situation like the one on Saturday because it’s 
so emotional. And remember radical acceptance isn’t about approving of 
or even liking that the cookies are around. It’s about accepting that there 
are delicious cookies in front of you, which is reality, and opening your 
mind to the fact that they are right there and “It is what it is.” The key is 
learning to respond skillfully to what is, not what you want it to be, what 
it should be, what it used to be. Just what is. It’s going to take practice.

ClienT: Lots of practice.

TherapisT: Willing to try?

ClienT: Okay.

TherapisT: One way to practice radical acceptance is writing down what 
you have to accept. But the key is that you write it down in a non-
judgmental manner: sticking to the facts. What else could you do in 
a moment like this—when you have already used skills and are still 
really struggling to keep from engaging in the problem behavior?

ClienT: I know. I know! I could call you for phone coaching. Sometimes I 
think of it, but I don’t want to be a bother and I figure I should be able 
to handle this on my own.

TherapisT: First of all, it’s no bother, it’s just part of DBT. Phone coaching 
can be so helpful during your real life—not the life we have in this room 
during your sessions, but the life you live the other 99% of the time! If 
you’ve used three skills already and still feel strong urges, give me a call 
and we can come up with some other ideas to handle things effectively.

ClienT: I could do that.

TherapisT: Maybe we should practice. Let’s set a time tonight when you 
can call me.
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The therapist and Lanie completed a chain analysis of an objective 
binge episode in this session. Lanie was highly self- guided in her chain 
because she had completed numerous chains with the therapist prior to this 
session. She was successfully able to chain multiple skills together in order 
to survive the moment without making it any worse for herself. The end 
of dialogue demonstrates how the therapist took Lanie through the chain 
in order to develop solutions for intervening with skills at each link in the 
chain, as well as reinforcing the use of phone coaching for skill generaliza-
tion.

Outcome

Lanie completed 6 months of weekly individual therapy session and group 
skills training. At the posttreatment assessment, Lanie weighed 127 pounds 
(BMI = 18.7) and binged once per week for the final 2 months of treatment. 
She continued to remain dissatisfied with her weight and shape because of 
her binges, but no longer avoided foods or felt guilty after eating. Lanie was 
spending less time thinking about food and eating at the end of treatment 
and was able to focus more on obtaining her degree (“I never realized how 
much time I lost when I binged and purged. It’s as if I have more time to 
study or to plan ‘Lanie time’ for the weekend. Can you believe it?”). (See 
Figure 11.2 for the final diary card from treatment.)

During treatment Lanie had, on rare occasion, utilized phone coach-
ing during particularly difficult moments. Although phone coaching was 
often highlighted by her individual therapist as an option for generating 
ideas for skills usage and troubleshooting potential problems, she some-
times reported during sessions her desire to avoid using skills (“If I call you, 
I’ll have to use skills. If I don’t call you, I can act on my urges and tell myself 
I couldn’t do anything about it”). As treatment progressed, Lanie called for 
coaching somewhat more frequently and was able to get through strong 
urges without engaging in the problem behaviors.

Lanie had not self- injured for the final 3 months, although she occa-
sionally reported urges after a binge or an argument with her boyfriend, 
and had not experienced any suicidal thoughts since ending treatment. She 
continued to experience nightmares of her assault, but eventually (Month 
4) was able to replace her binge episodes, which were typically prompted 
from these nightmares, with self- soothing skills:

“The dreams still happen and obviously I can’t control that they pop 
in my head. I still feel panicked and jittery when I wake. If I light my 
aromatherapy candles, turn the classical station on the radio, and do 
some deep breathing, I feel a little less anxious. It seems like a lot of 
work, but really all I have to do is reach for the stereo remote and the 
candle next to my bed.”
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Her relationship with her boyfriend became less volatile and they were 
engaged by her final session. Although Lanie was excited for her upcoming 
nuptial, she expressed increased concern about her weight and shape due to 
wearing a wedding dress in front of her friends and family:

“The stress still gets the best of me sometimes and I binge. This is a 
problem! First, how I am going to buy a dress if I keep adding on this 
extra weight? Second, I will look horrible. Can you see this fat growing 
on my hips? I don’t want to be standing in front of both our families 
looking like this.”

The therapist and Lanie discussed the possibility of relapses in her 
bulimic and self- injurious behaviors and planned ahead for coping with 
stressful events in Lanie’s future including graduating with her master’s 
degree, seeking employment, and planning her wedding.

The dialogue above highlights the key features of DBT that contrib-
uted to Lanie reducing both self- injury and bulimic behaviors. Alternate 
Rebellion is another DBT skill that significantly contributed to Lanie’s abil-
ity to eliminate self- injurious behaviors. This skill encourages clients to 
rebel against others who have been judgmental of them in a way other than 
either purging or self- injuring. For example, Lanie described herself as a 
“people pleaser” and often completed favors for friends and family despite 
being disinterested in helping them. She frequently experienced shame as a 
result of not being able to stand up for herself and would cut her thighs to 
eliminate the negative emotions. Lanie discovered that rebelling by saying 
“no” in an assertive manner (sometimes even when she was willing to help 
with favors) allowed her to feel pride and rebel against the years of people 
pleasing she engaged in throughout her life. The variety of skills in DBT 
provides clients with numerous skills to implement in any given situation. 
We have found that each of our clients develop a unique set of “go-to” 
skills that significantly contribute to their ability to eliminate problematic 
behavior.

disCussion

Mechanisms of Change

Although DBT has demonstrated efficacy in numerous randomized con-
trolled trials with BPD, depression, and EDs (Linehan, Armstrong, Suarez, 
Allman, & Heard, 1991; Neacsiu, Rizvi, & Linehan, 2010; Safer, Rob-
inson, & Jo, 2010), the key mechanisms of change remain unclear and 
need to be evaluated in future research. Orientation and commitment 
strategies (e.g., foot-in-the-door, devil’s advocate, freedom to choose in the 
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absence of alternatives) are unique to DBT and are necessary for acquiring 
commitment to attend treatment and eliminate life- threatening behavior 
from difficult- to-treat clients. Treatment- resistant clients often experience 
ongoing pain, so the DBT phone consultation also provides clients with 
an agreed- upon strategy for contacting their therapists for assistance in 
times of crisis. As a result, DBT provides therapists and clients with a 
flexible structure that increases clients’ commitment to treatment and pro-
motes therapists’ willingness to engage with a difficult- to-treat population 
while eliminating the potentially life- threatening behavior (e.g., self- injury, 
restricting, purging).

In the case of EDs, key DBT mechanisms of change may be chain 
analyses of ED behaviors and mindfulness of emotions and physiologi-
cal sensations (e.g., feeling “full”). For example, repeated chain analyses 
of bulimic behavior permit the therapist and client to identify apparently 
irrelevant behaviors (e.g., taking the long drive home from work that hap-
pens to have a favorite fast-food restaurant along the way), triggers (e.g., 
feeling lonely, receiving a poor performance evaluation at work), and func-
tion (e.g., decreasing feelings of shame) of ED behaviors in order to prob-
lem solve and “plan ahead” what skills (e.g., radical acceptance, opposite 
action) to utilize in these dysregulated emotional states. Mindfulness skills 
may also be mechanisms of DBT. These skills include observing thoughts 
of purging without engaging in the behavior and not judging oneself while 
evaluating her body shape teach clients to tolerate ED triggers and urges 
without engaging in quality- of-life interfering behaviors.

Emotion regulation skills are expected to be the active treatment mech-
anisms for clients experiencing periods of depression. Specifically, skills 
focusing on behavioral activation (e.g., opposite action for hopelessness, 
accumulating positive emotions, half-smile) promote a life worth living for 
clients. Many clients experiencing symptoms of depression also find that 
participating in a group with others who share similar problems is benefi-
cial for improving their symptoms. As demonstrated in the above dialogue, 
radical acceptance is a unique feature of DBT that instructs client to accept 
reality “as it is” rather than using significant energy resisting unpleasant 
situations that are unavoidable in clients’ lives.

Treatment Challenges

DBT is an appropriate treatment option for treatment- resistant clients. 
Dialectical abstinence maintains that clients work toward eliminating all 
ED behavior while acknowledging that failures may happen. Therefore, it 
becomes challenging to progress forward in treatment when clients or ther-
apists view a binge or purge as total relapse rather than one lapse. In these 
instances, therapists may discuss treatment with the consultation team that 
can orient them toward a more dialectical stance.
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Compliance with treatment is another issue that is likely to occur with 
clients with EDs. Specifically, clients initially may be resistant to eliminat-
ing their ED behaviors despite making a commitment to the contrary. It is 
likely that clients have engaged in bingeing and/or purging behaviors for 
years and have discovered that these behaviors helped them reduce their 
anger and anxiety, so it is not surprising that they are unwilling to decrease 
the frequency of their ED behaviors. Weight loss is another challenge for 
both clients and therapists. DBT is based on an affect regulation model in 
which ED behavior is hypothesized to regulate emotions. Therefore, clients 
are encouraged to refrain from dieting in order to develop effective mecha-
nisms for regulating their emotions. Therapists with clients who have lost 
weight should reorient them to the affect regulation model and seek com-
mitment from the client to eliminate these behaviors. Significant weight 
loss, however, may require refeeding and hospitalization. Ancillary provid-
ers (e.g., physicians, nutritionists) should be consulted about the client’s 
weight.

Future Research

Researchers are only beginning to research how specific components (e.g., 
mindfulness, interpersonal effectiveness, chain analysis) of DBT are effec-
tive for improving treatment outcomes. The application of DBT in the 
treatment of EDs is also an area in need of future research. Although stan-
dard DBT (see Linehan & Chen, 2005) and the Stanford model of DBT (see 
Safer et al., 2009) have proved efficacious for clients with BN and BED, 
few researchers have studied the effectiveness of DBT for clients with AN. 
However, radically open DBT, a new adaption of DBT by Thomas Lynch 
(in press), is theorized as a model of emotional overcontrol focusing on 
radical acceptance and appears promising for the treatment of AN.

available resourCes

In order to be competent in the delivery of this adapted treatment, familiar-
ity with behavioral principles and of the standard DBT program is essen-
tial. Readers are urged to read Cognitive- Behavioral Treatment of Border-
line Personality Disorder (Linehan, 1993), DBT Skills Training Manual 
(Linehan, 2015b), and DBT Skills Training Handouts and Worksheets 
(Linehan, 2015a). In addition, interested readers are referred to a descrip-
tive chapter (Wisniewski, Safer, & Chen, 2007) as well as overviews of the 
Stanford model (Wiser & Telch, 1999) and the University of Washington 
model (Linehan & Chen, 2005). Descriptive case reports of the Stanford 
DBT manual (Safer, Telch, & Agras, 2001; Telch, 1997) are also avail-
able. A manual, Dialectical Behavior Therapy as Adapted for Binge Eating 
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Disorder and Bulimia, by Safer, Telch, and Chen (2009), may also prove 
useful. Finally, in order to receive more training in DBT, readers are referred 
to Behavioral Tech LLC (http://behavioraltech.org), a company focused on 
the dissemination of DBT and other empirically validated treatments.
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Adolescent- focused psychotherapy (AFT) is a manualized outpatient indi-
vidual treatment developed for older children, adolescents, and young 
adults with anorexia nervosa (AN; Robin, Siegel, Koepke, Moye, & Tice, 
1994; Robin et al., 1999). Although individual psychotherapy approaches 
for this population are commonly used, few manualized treatment proto-
cols exist. This chapter provides an overview of the background, theory, 
and implementation of AFT, as well as a practical illustration using case 
material (see also Fitzpatrick, Moye, Hoste, Lock, & Le Grange, 2010; 
Moye, Fitzpatrick, & Hoste, 2011).

Research on treatment of young people with AN has focused primarily 
on family- based treatment (FBT), which has been found to be effective in 
bringing about full remission and helping patients maintain these gains at 
long-term follow- up (Eisler, Simic, Russell, & Dare, 2007; Lock, Coutu-
rier, & Agras, 2006). However, FBT is not effective for every family, some 
families may not be willing to participate in a family- based approach, and 
some patients express a desire for individual support to further their prog-
ress toward recovery (Krautter & Lock, 2004). In addition, although FBT 
has been manualized to enable dissemination, therapists are not always 
willing or able to implement FBT per the manual, possibly resulting in 
a less effective form of treatment (Couturier et al., 2013). Thus, effective 
forms of individual therapy are important treatment options. It is worth 

All personal information and therapy dialogue has been altered to protect confidential-
ity. The case of Zahra is a disguised/composite portrait.
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noting that individual treatments may include parental involvement. It has 
been recommended, in contrast to historical views on the role of the family 
in treatment, that parents now be viewed as a resource and source of sup-
port for their child during the recovery process (Le Grange, Lock, Loeb, & 
Nicholls, 2010).

Several randomized controlled trials (RCTs) have supported the use 
of AFT to produce improvements in weight and associated symptoms for 
adolescents with AN. In the first RCT of this treatment approach, 22 ado-
lescents with AN were assigned to either behavioral family systems therapy 
(BFST) or AFT, then called ego- oriented individual therapy (EOIT) (Robin 
et al., 1994). BFST was similar to FBT in that parents were initially put 
in charge of the weight restoration process, but the treatment approach 
also included components of nutritional counseling, cognitive restructur-
ing, and communication skills training. EOIT involved weekly individual 
sessions with the adolescent patient and bimonthly collateral meetings 
with the adolescent’s parents. EOIT focused on developing the patient’s 
ego strength and coping skills and promoting individuation from his/her 
family of origin, as well as exploring the relationships between other inter-
personal issues and eating, weight, and body image. Both forms of treat-
ment resulted in improvements on measures of eating attitudes, interocep-
tive awareness, depression, internalizing behavior problems, and family 
conflicts related to eating. Both groups’ body mass index (BMI) improved 
significantly, although patients receiving BFST saw greater gains in BMI 
than patients receiving EOIT. A larger study of 37 adolescents receiving 
either BFST or EOIT produced similar results (Robin et al., 1999). The two 
treatments resulted in similar improvements in eating attitudes, depression, 
and family conflict. Both groups improved on BMI and return of menses, 
although the group receiving BFST saw a faster return to health than did 
the group receiving EOIT. The largest RCT for adolescents with AN com-
pared FBT to AFT and found no differences in full remission between the 
two groups at end of treatment, although at follow- up, FBT was superior to 
AFT in this regard (Lock et al., 2010). Other indices of improvement, such 
as rates of partial remission, BMI percentile, and scores on the Eating Dis-
order Examination (EDE; Fairburn & Cooper, 1993), a structured clinical 
interview for eating disorder assessment, showed differences between the 
groups at end of treatment, but these differences were no longer significant 
at follow- up.

overview and sTruCTure of adolesCenT-foCused Therapy

AFT was originally referred to as EOIT (Robin et al., 1994, 1999). The 
name was changed to AFT to reflect an adolescent- centered, focused 
approach to addressing core deficits in one’s sense of self. The treatment is 
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rooted in self psychology, which posits that psychopathology is a result of 
disruption in the normal development of the self. Deficits in ego strength 
may cause difficulties with affect regulation, low self- esteem, or ineffective 
means of meeting one’s needs (Gardner, 1999). Individuals with anorexia 
are viewed as using food in a maladaptive attempt to meet certain needs 
(Bachar, 1998), such as managing challenges related to adolescent develop-
ment.

In addition to weight restoration and a return to physical health, the 
focus of treatment is on strengthening patients’ sense of self in order to 
enable them to face the normal developmental challenges of adolescence, 
such as separation and individuation from one’s family of origin; manag-
ing social pressures; and learning to identify, define, and tolerate emotions. 
Patients learn to develop healthier ways of coping and to increase their 
sense of self- efficacy. This form of treatment is appropriate for patients who 
are medically stable enough to be seen on an outpatient basis and for those 
individuals whose level of cognitive development allows for some degree of 
abstract reasoning and self- reflection.

Patients are seen individually over a 12-month period, with sessions 
taking place weekly at first and tapering off in frequency as treatment pro-
gresses. Parents and other significant family members or support people are 
seen separately in collateral sessions. AFT consists of three phases. Goals of 
the first phase include gathering information about the patient’s family— 
developmental and social history— as well as the development of the eating 
disorder; beginning to develop therapeutic rapport; developing a formu-
lation of the patient’s psychological issues and the ways in which AN is 
serving to manage developmental challenges; establishing expectations for 
eating and weight gain; and providing psychoeducation about the eating 
disorder. These interventions develop a context for both the therapist and 
patient to understand the role of AN in the patient’s life, and to consider 
the possibility of developing new, more effective, and less harmful ways of 
managing stress.

The second phase focuses on helping the adolescent begin to under-
stand the purpose that AN serves for him/her; identifying the patient’s 
typical patterns of responding to challenges or stressors; encouraging emo-
tional expressiveness and identifying the patient’s ability to define, experi-
ence, and tolerate emotions; developing effective coping skills; improving 
self-image; discussing the patient’s values and encouraging the patient to 
develop values that are not related solely to achievement or performance; 
and exploring developmental challenges such as individuation and social 
identity. These interventions are designed to increase the patient’s insight 
into the role of the eating disorder in his/her life, begin to practice other 
ways of managing negative affect so there is ultimately less of a need for 
the AN behavior, and to expand the patient’s sense of self and develop an 
identity apart from the eating disorder.
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The goals of the third phase include continued discussion and explora-
tion of normal adolescent challenges, problem solving for these challenges, 
addressing concerns related to relapse, discussing termination, and con-
tinuing to foster separation and individuation from the patient’s family of 
origin and encouraging healthy peer relationships. These interventions are 
designed to solidify patients’ forward developmental progress; help them 
continue to increase their sense of self- efficacy, independence, and self- 
reliance; and to feel less of a need to rely on the therapist for support.

According to AFT, although weight gain and a return to health are 
necessary treatment goals, they are not considered sufficient in and of 
themselves to bring about full and lasting recovery. Rather, accompanying 
maladaptive beliefs and behaviors need to be changed in order to enable the 
patient to lead a healthy lifestyle and reduce the risk of relapse.

The TherapeuTiC relaTionship

AFT views the therapeutic relationship as a key agent for promoting change. 
The therapeutic stance is characterized by a combination of nurturing and 
authoritative components (Levenkron, 2001) to meet the needs of the ado-
lescent patient, while also acknowledging the severity of this potentially 
life- threatening disorder. It is likely that the adolescent has been brought 
to therapy by his/her parents and may be reluctant to engage with the 
therapist. The therapist’s nurturing stance is necessary in order to enable 
the patient to develop a relationship with the therapist that will ultimately 
allow for meaningful disclosure and self- exploration. The nurturing stance 
is supportive and empathic, and can be accomplished in a number of ways: 
by showing a genuine interest in the patient’s life, for example, by knowing 
about his/her friends, interests, or accomplishments; by engaging in careful 
and appropriate self- disclosure, particularly given the fact that adolescent 
patients are often curious about their therapist as a person as well as a 
clinician; acknowledging the benefits of AN for the patient; providing reas-
surance when the patient believes that he/she cannot get better or that he/
she will become fat; and supporting the patient by externalizing the eating 
disorder. This separation of the patient and the illness is also done in FBT; 
the purpose in FBT is in part to enable parents to take on the difficult task 
of refeeding, while not responding critically to resistance from the eating 
disorder. In AFT the purpose of separating the patient and the illness is to 
allow the patient to begin to see the differences between him-/herself and 
AN, and to develop a better sense of identity apart from the eating disorder. 
Communicating empathy, validation, and a genuine respect for patients 
(i.e., mirroring in self psychological terms) enables patients to feel valued 
by the therapist and is hypothesized to aid in the development of a healthier 
sense of self (Banai, Mikulincer, & Shaver, 2005).
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The authoritative component to the therapeutic relationship serves to 
remind patients that they are expected to work toward weight gain and a 
full return to health. While the therapist works to develop a meaningful 
and useful relationship with the patient, he/she never colludes with the eat-
ing disorder or downplays the dangers of the illness. This is not done in an 
adversarial manner; instead, the therapist remains aligned with the part 
of the patient that wants to recover and attempts to increase the patient’s 
motivation for recovery. The therapist provides education about the eat-
ing disorder, and acknowledges that although AN serves a purpose for the 
patient, it is a purpose that comes at a great cost.

An important element of AFT, and one that can contribute strongly 
to the therapeutic relationship, is the expectation that the therapist has 
experience working with adolescents and families and that the therapist be 
knowledgeable not only about adolescent development in general, but also 
familiar with the local adolescent culture in his/her area. This may involve 
the therapist reading books that his/her patients are reading, or watching 
television shows or movies that are popular among adolescents at the time.

AFT is a team approach. The severity of AN requires regular medical 
monitoring by a physician to ensure that the patient remains well enough 
to participate in outpatient therapy. Some teams may also include a psy-
chiatrist to manage comorbid psychiatric disorders, and a dietitian to pro-
vide education around weight goals, the amount of food necessary to reach 
these goals, and how the body responds to starvation and refeeding. If the 
team does not include a dietitian, these messages will be given to the family 
by the physician and the therapist. It is crucial that each team member give 
consistent messages to patients and families.

Case formulaTion

After obtaining a personal and developmental history from the patient 
over the first several sessions, the therapist develops a psychodynamic 
case formulation to guide treatment going forward. This case formulation 
serves to identify the specific physical, social, familial, personal, or cul-
tural  challenges the patient is facing, and how the patient is attempting to 
use AN to manage those challenges. Although not an exhaustive list, the 
following paradigms can be useful in conceptualizing the purpose served 
by the AN:

1. Regressive needs, in which the adolescent is reluctant to take on a 
more independent or adult role. This could be due to fears of adult demands, 
expectations, or responsibilities, discomfort with developing sexuality, or 
avoidance of complex emotional experiences. The AN keeps the adoles-
cent in a dependent state, and treatment may focus on normalizing these 
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concerns, challenging assumptions about adulthood, and developing cop-
ing skills to face these challenges.

2. Anger/control issues, in which refusal to eat may be an indirect 
expression of anger toward parents or other family members, or an attempt 
to exert some control over others. At times patients may not be fully aware 
of these intentions, instead expressing guilt for the impact the disorder is 
having on the family. Treatment may focus on developing healthier ways of 
communicating anger and finding more appropriate and effective ways to 
assert control over one’s environment.

3. A depressive stance, characterized by feelings of helplessness and 
vulnerability, may result in AN behavior, as the false sense of control given 
by attempting to manage eating and weight issues may offer a sense of 
achievement. It may also occur in those depressed individuals who feel 
that they do not deserve to eat, or do not deserve better than to live a life 
controlled by the eating disorder. Treatment may focus on managing emo-
tions, increasing pleasurable activities, finding mastery in areas other than 
food and weight, and creating a sense of achievement in areas that are not 
related to performance.

4. Deficits in self- esteem may lead to AN in an attempt to develop 
a sense of identity, accomplishment, or self-worth. Treatment may focus 
on identifying personally meaningful goals and interests and developing a 
sense of self apart from the eating disorder.

The case formulation will guide the focus of future sessions and the 
development of interventions used in sessions. Although AFT draws on 
self psychology in conceptualizing the patient and his/her difficulties, the 
interventions used in session can be drawn from a variety of therapeutic 
models. For instance, therapists working with a patient with a depressive 
presentation may choose to use behavioral activation, cognitive restructur-
ing, emotion management, self- exploration, and the therapeutic relation-
ship in order to facilitate change. Although the AFT therapist can draw 
on a range of therapeutic interventions, the goal of these interventions is 
ultimately to strengthen the patient’s coping skills and sense of self within 
the structure of the case formulation, so that the patient feels less of a need 
to rely on AN.

CollaTeral sessions

Collateral sessions occur separately from the patient’s individual sessions, 
and can include parents and other people who provide support to the patient. 
Collateral sessions tend to occur more frequently at the beginning of therapy 
while the therapist is putting together a picture of the patient’s family— 
developmental and social history— and may taper off as therapy progresses.
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In addition to gathering information about the patient’s history, early 
collateral sessions are used to provide psychoeducation about the eating dis-
order and about adolescence, to communicate to families the goals that are 
being worked on in therapy, and to discuss ways in which family members 
can create a supportive environment at home that will enable the patient 
to learn and implement new skills. Parents are asked to support their child 
and create an environment that will facilitate eating and weight gain, but 
the responsibility to eat ultimately rests with the patient.

Later collateral sessions may involve the therapist aiding family mem-
bers in interacting with a healthy teenager. Despite the difficulties associ-
ated with AN, parents may struggle with the emergence of typical ado-
lescent behaviors, such as desiring more time away from the family or 
attempting to assert more independence. The therapist can normalize these 
experiences during collateral sessions and help parents adjust to living with 
the challenges that accompany adolescence.

case study: Zahra

The following case study illustrates the different treatment phases of AFT, 
and how the case formulation guides the focus of treatment and choice of 
treatment interventions, as well as common themes that are explored in 
therapy.

Presenting Information

Zahra, a mixed-race (Caucasian/Hispanic) female, presented with a first-
time onset of AN at age 15. She was referred to the outpatient clinic fol-
lowing a hospital stay to address bradycardia, orthostasis, and hypother-
mia. She was released from the inpatient eating disorder– focused medical 
stabilization unit after 14 days. She was scheduled for an intake within a 
week, but was medically unstable again at her first follow- up visit with 
her outpatient medical team and was subsequently hospitalized again for 5 
days. She was seen in the outpatient clinic the following day for an initial 
intake. This intake was conducted with Zahra and her biological parents. 
Zahra was interviewed first, followed by her parents. During the meeting 
with her parents, Zahra completed pencil- and-paper questionnaires and 
also completed the EDE.

Intake Assessment

During the initial assessment, Zahra reported that she had experienced 
a long history of body image dissatisfaction, which she related to teasing 
beginning in her freshman year of high school at her local public school. 
She described the teasing as being primarily by the boys in her grade, who 
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commented on her bust. She felt ashamed as she had significant sexual 
development during the summer between eighth and ninth grades. She also 
reported that as the year progressed, the girls in her grade also began to 
shun her, calling her names (“slut”) likely due to the attention by the boys. 
Although Zahra reported having two “best” friends, she felt largely iso-
lated at school, had been engaging in some school avoidance due to the 
bullying, and described herself as preoccupied with concerns about what 
her peers were thinking, fearing their judgments. One of the girls who had 
been a friend, though not a close friend, began rejecting Zahra, spreading 
untrue stories and calling her “fat,” although by her report, supported by 
parents, Zahra was well within normal limits for height and weight at a 
height of 5′4″ and a weight of 123 pounds. Zahra reported reading online 
that if she stopped her menses she would stop her continued breast devel-
opment and she began looking for ways to reduce her intake. In the spring 
she decided to give up all junk foods and sugar-based foods for Lent. At 
that point, she began losing weight quickly, typically 2 or more pounds per 
week. She reported being very happy with her initial weight loss, but as “no 
one noticed,” she made an attempt to further decrease her intake, cutting 
out carbohydrates, further limiting her diet, and maintaining a relatively 
steady weight loss.

Zahra had always been athletic and was a nationally ranked volleyball 
player. At the end of her first year of high school she was selected for the 
Women’s Under 16 national volleyball team, a team that was dedicated to 
training the next generation of U.S. olympians. This was both “exciting 
and terrifying,” according to Zahra, who reported that she was excited 
to meet her idols and receive mentorship but also tremendously afraid of 
failing and being seen as incapable of the higher level of play. Despite these 
concerns, the opposite happened, and Zahra both played well and attracted 
the attention of coaches for her consistent, aggressive play. She was invited 
to further summer camps and trainings. During one of these trainings the 
team met with a sports nutritionist who outlined the importance of diet in 
maintaining strength. Although Zahra’s father reported the information 
they received from this visit was well rounded and focused on complete 
nutrition and energy/expenditure balance, Zahra reported that she learned 
that fats were “bad” and that she should be eating more lean protein and 
whole grains but also significantly more vegetables. Over the summer, 
Zahra’s intake appeared to increase, but was increasingly rigid and com-
posed of low- calorie density foods. A typical breakfast was two egg whites; 
half of a whole-grain English muffin; and a small handful of raisins, dried 
cranberries, or prunes. Lunch consisted of low-fat turkey slices wrapped 
around a lettuce leaf, shredded carrot, and some bell pepper slices. Din-
ner was largely a whole grain, such as quinoa, barley, or brown rice, with 
a plain, boneless, skinless chicken breast and either steamed broccoli and 
cauliflower or raw spinach. Zahra cut out most snacks, increased her water 
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intake to 2.5 liters per day, and increased her daily exercise to include 45 
minutes of running, strength training, and volleyball practice for a total of 
3 to 4 hours of physical activity per day, 5 to 6 days per week.

Initially Zahra’s parents reported that they were pleased with what 
they perceived as her commitment to health and sport and felt that her 
weight loss was really more “toning” and muscle building. However, during 
a family vacation just prior to the start of school, Zahra’s parents reported 
becoming incredibly concerned when they saw her in a bikini and realized 
she had lost a significant amount of weight. They insisted on weighing 
her and discovered a nearly 30-pound weight loss, to 95 pounds. They 
scheduled an appointment with her pediatrician immediately upon their 
return home and Zahra was found to be medically unstable and hospital-
ized immediately following her appointment.

The family reported deep concern around Zahra’s eating and weight 
loss, although Zahra herself described her weight loss as “excellent” and 
felt she was “the most fit” she had ever been. She was upset that her hospi-
talization interfered with the start of school and was eager to return to class 
as quickly as possible. She had difficulty acknowledging that she had an 
illness, although her parents were very concerned and expressed frustration 
with her, and felt their efforts to assist her to increase her intake had been 
met with intense resistance. Rather than active conflict, Zahra would sim-
ply refuse to eat or speak and her parents felt hopeless in assisting her. The 
family requested individual therapy and agreed to AFT. They consented, 
Zahra gave her assent, and the family was also presented with information 
on confidentiality and its limits within treatment.

Phase I

The initial phase of AFT focuses on continued history gathering, with an 
emphasis on the adolescent experience broadly defined: friendships, family 
relationships, and academic and athletic performance, as well as values and 
goals. The aim is to gather a thorough understanding of the adolescent, as 
well as identify the issues that led up to the illness and subsequent factors 
that may maintain the AN behaviors. Psychoeducation to the adolescent 
around eating- disordered behaviors and appropriate nutrition while mal-
nourished are also critical elements of the early treatment. Collateral ses-
sions were scheduled following the third and fifth visits. The clear expecta-
tion that the focus is on weight gain was given to both the patient and her 
parents. While her parents were not specifically instructed in renourish-
ment, they were provided with information on how best to address Zahra’s 
malnourishment and work toward weight gain.

Zahra described herself as a “go- getter” who was determined to 
“make a difference, live BIG, and make a splash.” She reported that she 
had always had a strong desire to do well, worked hard in school, and was 



352 V.  IN T EGR AT I V E APPROACHES  

supported by her parents in her athletic and academic endeavors. These 
were also important to her parents, whom she described as “street smart” 
and “scrappy” rather than educated. They had married young and did not 
complete college, though both went on to successful careers. They resided 
in a moderately wealthy neighborhood and Zahra was ashamed of their 
lack of education, though she could admit also that no one asked about 
this. She reported wanting to “do things right” and make the right deci-
sions and be seen as successful in every way. However, no matter how well 
she performed, she always felt as though she was not as successful as she 
could be. Even her acceptance on the national volleyball team felt more like 
a defeat than an achievement because, while there, she compared herself 
with the others, even those with many more years of training and experi-
ence.

In addition to her difficulties with her self- acceptance, Zahra also 
described a history of family challenges. She was much closer to her mother 
than her father, whom she described as distant. However, particularly since 
the onset of teasing and bullying, Zahra and her mother also had a con-
flictual relationship. Zahra felt this was due to what she described as her 
mother “blaming the victim”—Zahra’s mother would encourage Zahra to 
stand up to the others or to ignore them and Zahra felt hopeless to do 
either. Over time this had become contentious, with Zahra stating that 
her mother would belittle her, not listen to her or would reject her if she 
expressed distress around her peer relationships. Zahra’s mother reported 
she had tried repeatedly to make suggestions, hear Zahra’s feelings, and 
encourage her to manage these concerns, but over time “It just became 
whining and nothing ever changed.” Both parents expressed their feelings 
that Zahra was in control of her difficulties and was choosing not to “buck 
up” and face them. They expressed great frustration regarding what they 
felt was Zahra’s lack of motivation in wanting to get better and feeling that 
she would, in fact, get better if she chose to. Zahra felt that things would 
be better following her weight loss, but her parents felt differently and were 
considering moving her from her school or homeschooling her, as they felt 
she could not control her stress with her peers.

In sessions, it was noted that Zahra routinely expressed a sense of 
there being only one “right way” to accomplish something and that any 
other option or choice would be considered wrong, illegitimate, or harm-
ful. For her, this meant working on her sports in very specific ways: individ-
ual training, group training, mental training, and watching tapes. She had 
a specific plan and needed to follow it. Indeed, her rigidity around these 
concepts meant she had a difficult time scheduling all of her activities: she 
would run after practice even if she had a large amount of homework or a 
project due the next day. She refused to alter her routines and often found 
that she was rushing to finish work at the last minute and staying up very 
late or even all night to complete her work.
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During Phase I it was established that Zahra’s eating disorder really 
served two main purposes: the first was to reduce anxiety regarding how 
her peers perceived her and to help prevent what she perceived as her physi-
cal inadequacies, which had led to teasing and bullying. The therapist 
framed this as “AN as armour” that would protect her from potential dis-
appointment and disapproval. The second function of her AN was a means 
of establishing her independence from her family; yet another way to be 
“perfect,” to avoid making mistakes or not reaching their approval. Inter-
estingly, this also became a battleground at home, where Zahra could make 
demands that her parents did not feel capable of arguing with, as they had 
regarding her peer- relationship struggles. As such, Zahra felt more “in con-
trol” both at home and at school, reinforcing her use of weight restriction 
methods as a means to solve her problems. Despite the ways in which AN 
functioned effectively to help Zahra manage distress and assert her inde-
pendence, both she and her parents could easily acknowledge that it also 
clearly interfered with her ability to move forward with preferred activities. 
Given her difficulties, it would be unlikely that Zahra could remain on the 
national volleyball team, attend school, or avoid scrutiny at school, given 
the drastic change in her appearance.

Initial efforts not only included developing a shared history and 
strengthening the therapeutic relationship, but also acknowledging the 
direct relationship between these difficulties and challenges in eating. It 
was clear that Zahra felt restriction relieved her anxieties regarding areas 
in which she felt inadequate, but doing so was also leading to conflict and 
upset that she felt unable to manage. Zahra struggled to adequately care 
for herself in many ways: inadequate meals, overexercise, reduced sleep, 
and social withdrawal. She had few coping resources and placed excessive 
emphasis on perfecting and performing rather than sharing and enjoying.

Initial work targeted Zahra’s desire to work on planning her daily 
activities to better manage her multiple demands. The therapist encouraged 
Zahra to keep a day planner and work on outlining her daily activities, 
particularly as it was summer vacation and she had more time to engage 
in a wide variety of activities. These were then viewed in several contexts: 
how much Zahra valued these activities, the amount of time she thought 
they would take versus the amount of time they actually took, the ratio of 
“have-to-do” activities versus the “want-to-do” activities, and, finally, by 
the level of sociability of these exercises. During this period of time, lasting 
approximately 4 weeks, Zahra was able to identify that a majority of her 
time was spent alone, in activities she did not particularly value, even if she 
valued certain outcomes, and that most of these fell in the “have-to-do” 
category. Interestingly, many of the activities she later rated as enjoyable 
involved her family and often this also involved food. She reported enjoy-
ing family meals, spending time with her younger brother, and engaging in 
activities involving her extended family. Zahra’s parents expressed surprise 
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when she shared this with them but they responded by scheduling more fre-
quent family meals and they reported that this worked to help improve their 
overall relationship. In addition, Zahra’s parents reported taking more time 
to try to listen to her concerns and ask her how she wanted to go about solv-
ing her challenges, rather than providing advice. Zahra continued to report 
that her parents “did not listen” to her but also described decreased conflict 
with her mother. Zahra was encouraged to identify pleasurable activities, 
but continued to struggle with identifying activities that she would enjoy 
and did not dismiss as a “waste of time.”

The therapist made it clear that it would be necessary to begin eating 
before the coping strategies for these other challenges could be managed, 
and that weight gain would be expected throughout the treatment. Zahra 
was resistant to this suggestion but did agree to focus on maintaining her 
weight and increasing specific foods, namely proteins, to help with her ath-
letic performance. She was referred to a dietitian who specialized in sports 
nutrition and performance in order to help her in establishing an improved 
eating routine. Throughout the first phase of treatment, Zahra met with 
the dietitian regularly and identified an appropriate plan for intake, though 
she continued to have significant difficulty in following this plan. During 
the first 10 sessions of therapy (eight with Zahra alone, two with her par-
ents separately) she initially continued to lose weight, although at a reduced 
rate, followed by 6 weeks of weight maintenance and 2 weeks of slight 
weight gain (roughly 1 pound per week).

Phase II

With the upcoming return to school, Zahra’s treatment focused more sig-
nificantly on the role of AN in helping her manage her concerns around 
peer interactions. Similar activities to those completed in Phase I were rein-
troduced as her daily routine changed. She recognized that she continued 
to fill her life with activities that were not fulfilling to her and she discov-
ered that the harder she worked at the tasks that she thought would ulti-
mately make her feel better— namely, schoolwork and exercise— the worse 
her overall mood, anxiety, and eating. With the return to school she again 
returned to maintaining, rather than gaining weight, but did not experi-
ence weight loss. She identified that lunches at school were a particular 
struggle, due both to the short amount of time she had to eat (roughly half 
an hour), as well as fears of eating in front of her peers. She was able to 
recruit her best friend to eat with her, but still reported difficulty with suf-
ficient intake at lunch. With the help of her parents and dietitian she began 
eating an after- school snack to help her maintain her intake. She continued 
to struggle with identifying enjoyable activities, although she continued 
with increased family meals. Given these difficulties, a goal was established 
of decreasing exercise routines outside of structured volleyball practice. She 
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targeted decreasing her running, as this was not helpful to her sport, and 
she noted it was the least enjoyable— and most time consuming— of her 
“had-to” activities. Despite her concern regarding reducing this activity, 
she could not deny the positive impact: her volleyball coaches commented 
on her increased energy and focus and the addition of approximately an 
hour a day of unstructured time allowed her more time to complete her 
homework.

Zahra’s parents, meanwhile, reported being very pleased with these 
changes and found more ways to praise Zahra’s efforts to care for herself. 
In a serendipitous moment, Zahra’s mother invited her to join a yoga class 
that her mother was going to attend with a friend who could not make it. 
Zahra reported finding yoga to be inspiring and calming and expressed 
an interest in continuing to do this work. To accommodate this, she also 
reduced her strength- training exercises, doing a “slow-yoga” class instead. 
Part of the class focused on mindfulness and meditation, which were both 
interesting and frustrating to Zahra. The net impact of the reduction in 
activity was that Zahra began to gain weight once again, albeit inconsis-
tently, with an average of a pound per week for 5 weeks. This increased to 
approximately 2 pounds per week with a switch to yoga three times per 
week rather than daily weightlifting and core exercises.

Zahra was also able to note that the instruction in her yoga class dove-
tailed with the notion of values and goals initiated in the start of treat-
ment and she began to use her instructor and other class participants as 
role models, asking about these efforts and exploring their self-care skills. 
She was surprised when the therapist suggested that her commitment to 
yoga and her enjoyment of it were signs that she was living a more value- 
centered life: Zahra had assumed that any and all exercise would be consid-
ered “bad” and was pleased to realize that she could both value something 
and view it as important to her goals of improving in sports. The therapist 
congratulated her on this and encouraged continued thinking on the things 
that she enjoyed that also helped her meet her goals.

Most significantly, work began to focus on Zahra’s social concerns. 
Zahra was able to identify that her previous experiences with bullying 
made her expect to feel that others did not like her. As a result, she would 
keep herself aloof and distant and—even though her high school had a 
large student body, many of whom had never been involved in bullying 
her—she was reluctant to identify others she could spend time with or who 
might like her. She was encouraged to identify peers who she felt she might 
share interests with or that she felt she could approach. Surprisingly, dur-
ing a weekend yoga class she did not usually participate in, Zahra ran into 
another young woman from her biology class who greeted her enthusiasti-
cally and chatted with after class. After this first meeting, Zahra reported 
being pleased that this young woman had struck up a conversation, as she 
was someone Zahra admired but felt she could never talk to and that the 
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two had “nothing in common.” At school, however, this peer engaged 
Zahra and invited her to another yoga class and dinner afterward. With 
this introduction, Zahra began a new friendship: she realized that this peer 
knew nothing of the taunting Zahra had endured in eighth grade and she 
shared her own “horror stories” of middle school. In addition, Zahra was 
invited to join this new friend at lunch and a new peer group opened up to 
her. Although Zahra continued to maintain some distance, the new peer 
group had similar interests— they often studied together, went to yoga or 
Zumba classes together, and also had movie and pizza nights on occasion. 
Zahra and her best friend were welcomed into this group, which presented 
a new set of challenges. Zahra had to learn to reciprocate socially, includ-
ing hosting a movie and pizza night at her own home. Zahra’s concerns 
around her friends meeting her parents and her feelings of shame around 
their lack of education introduced another set of concerns: the ways in 
which Zahra was like and unlike her parents, and the degree to which oth-
ers might care about the things Zahra was ashamed of.

Zahra and the therapist identified several ways in which Zahra had 
limited herself based on her beliefs of how others saw her and might judge 
her. Zahra was encouraged to identify how often she judged others this way 
and was surprised to find that she rarely thought about others the way she 
thought they would consider her. She was able to make a plan, guided by 
the therapist, to invite over one peer from her group of friends, choosing the 
person she thought would be least judgmental. Rather than finding fault, 
this friend raved about how beautiful Zahra’s house was (Zahra’s mother 
worked as an interior designer) and how cool Zahra’s parents were. On 
their end, Zahra’s parents were so pleased to see her increase her sociability 
that they joked that they would have moved houses if that meant Zahra felt 
comfortable bringing people home, but they settled for acting like them-
selves and found that this was enjoyable for everyone. Once this barrier 
had been crossed, Zahra felt comfortable inviting her group over, all had 
a relatively good time, and this led to increased sociability, with Zahra 
spending time with other friends at their homes and bringing her friends 
into her home. This increased intimacy meant that Zahra was able to see 
the way other families interacted and came to appreciate the relationship 
and support she had from her own. She also was able to see the ways her 
friends handled their problems, relationships, and concerns and discussed 
these openly in treatment as ways she could manage herself.

Throughout this, Zahra paid less attention to the peers who had teased 
her and, indeed, over time appeared to forget all about them. When this 
was brought to her attention she noted with a laugh that she found that lik-
ing people was more effective than fearing them, and that once she believed 
she had something worth sharing with others she preferred that to hiding 
from others. Following this, she also began reaching out to her peers on the 
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national volleyball team, working to have them over for more activities, 
and laughing and joking with them more. Feedback from her coaches was 
strongly positive and they reported that they had been concerned about 
her ability to be an effective teammate before, as she was aloof and did not 
communicate easily with her teammates.

In addition to increasing her sociability and intimacy with others, 
Zahra was able to open up about her eating difficulties to certain friends. 
Despite her fears in doing so, the outcome was largely positive. One friend 
made a commitment to helping Zahra eat more effectively at school and 
the two began sharing a morning snack as well. This helped with contin-
ued weight gain, which slowed as Zahra moved toward a more healthy 
weight. Other friends shared their own challenges with eating, mood, and 
anxiety. Unfortunately, one friend diminished these concerns and stated 
that Zahra was “not that skinny” and “nowhere near anorexic,” which 
brought up a host of concerns for Zahra. She struggled with feeling “fat 
and ugly” and whether she could remain friends with this peer. This led 
to a focus in treatment on managing negative feedback and assertiveness 
with others. Zahra was encouraged to reflect on the way she had managed 
this previously (avoidance) and was encouraged to practice new skills. In 
treatment, this included role- playing conversations, identification of “fears 
versus reality,” and encouragement to gather coping strategies from her 
peers. Zahra referred to this as “life anthropology,” meaning that she felt 
she was studying how others lived in order to choose for herself ways she 
might act. She began keeping a journal, asked her mother for advice on 
being more assertive, started utilizing skills learned in yoga, and asked for 
more information on mindfulness.

During this phase of treatment, which lasted almost 20 weeks, fre-
quent efforts were made to look back on her progress, identify activities 
that “boosted her up” and helped her “free herself from shame,” in order to 
specifically outline the tasks that were helpful, difficult to engage in, or that 
created a new sense of self. Zahra’s own assessment was that being more 
active helped her and she was able to engage with her peers more readily 
around things she valued. However, this also led to feelings that she was 
“just not interesting” and had “wasted [her] life trying to be perfect and 
ended up subpar.” Regarding the former comment, therapeutic work went 
into identifying what made one interesting to others. Initially Zahra was 
wedded to the idea that this meant doing grand things (going skydiving or 
hiking a local mountain) and she attempted many of these things. While 
these led to interesting things to say about herself, she ultimately came 
to understand that what made her most interesting to others was finding 
herself interesting. The therapist practiced pointing out to Zahra when she 
was most animated or when she was able to lose herself in a conversation or 
spontaneously say that she wanted to do something, rather than thinking 
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about how others wanted her to behave. This process was challenging and 
involved the therapist continually reframing and reflecting Zahra’s behav-
ior back to herself.

By the end of Phase II, Zahra had regained all weight lost and experi-
enced a growth spurt, resulting in the need for continued weight gain. She 
fell at the 50th percentile weight for age and the 60th percentile height for 
age, which was similar to her growth curve prior to the onset of her ill-
ness. She was menstruating regularly at this weight and reported improved 
energy. Zahra’s parents reported that she was eating well in a variety of 
settings and with relatively few limitations, and although there were times 
when she might balk at certain foods, she could be encouraged to eat them 
with relatively little resistance. Overall, Zahra and her family felt she was 
no longer eating disordered in her behavior or thoughts.

Phase III

In the final stage of treatment, lasting only three sessions in this case, 
Zahra identified “goals for living without and leaving behind AN.” Areas 
of continued difficulty surfaced, namely mild body image dissatisfaction. 
Zahra was able to identify when she might become concerned about her 
body—most often when she had to perform in a high-level competition 
or meet—and this was reframed as anxiety anyone might feel before a big 
event or meet, but she focused on her body. She began practicing visualiza-
tion with a coach to help with her “sports nerves.” This became particularly 
important as she was moved to the Olympic preparation team and began 
competing internationally. She was also encouraged to view body image 
dissatisfaction as an unfortunate but common feeling for most women. She 
was able to see that her dissatisfaction had led her to restriction and she was 
encouraged to identify other behaviors, such as journaling, discussing with 
a friend, “doing it anyway!” (which might also be called opposite action), 
and focusing on the positive.

The therapist also encouraged setting future goals—Zahra was a hard 
worker but needed to have a stronger sense of what she was working toward 
and how she would know she was on the right track. She was increasingly 
able to think about the things she wanted to accomplish and where she 
might like to end up. As her “sports dreams came true” and she spent more 
time traveling and competing, she had to balance this with her schoolwork 
and made the difficult choice to take fewer honors courses and a lighter 
courseload as she approached her junior year. She also identified strategies 
that would help her with this—such as taking some online college courses 
that had more flexible deadlines and would still earn her credit toward 
college— and focusing in on her interests, which were predominantly in sci-
ence and technology. This helped her make choices for where she would put 
her efforts, choosing advanced chemistry over AP U.S. history, for example.
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The purpose that AN had served for Zahra was no longer in place: 
she felt confident in being able to make friends and protect herself from 
criticism and judgment, having experienced this both from people who 
were and were not close to her. Although her relationship with her parents 
was punctuated by some conflict, it was also more stable and she and her 
mother, in particular, had routines and shared interests that allowed them 
to connect. Zahra’s parents could distinguish between normal adolescent 
conflicts— curfew, appropriate independence, financial responsibility— 
and they had improved their skills in listening and responding to these 
concerns.

Summary

In Zahra’s case, AN was a tool to help her avoid and manage her interper-
sonal distress and avoid challenges of independence in adolescence. These 
were maintained by her perfectionism and rigidity. The therapist used a vari-
ety of skills in this treatment. The first was a firm expectation that Zahra 
would work on increasing her nutritional intake and gain weight, while 
also maintaining an empathic, nurturing stance that did not exacerbate 
conflict but rather looked for ways to support Zahra in solving them. The 
techniques utilized included more traditional self psychological techniques 
such as mirroring, identity exploration/development, and values- based sup-
port (identifying and practicing values, examining behaviors for their “fit” 
with the life one wanted to live). In addition, role- playing skills were often 
utilized to help Zahra see the ways others might manage or think about the 
situations that were challenging for her. Improving her social interactions 
also provided Zahra with a wider range of social “mirrors” and therapy 
often involved looking at these to help Zahra choose which aspects of her 
personality and style she wanted to highlight and those she wished to move 
away from. To achieve these ends, the therapist also utilized skills that may 
now be considered to fall under the rubric of cognitive- behavioral therapy, 
such as exploration of beliefs about situations, challenging maladaptive 
thoughts, and encouraging behavior change. Other skills might be thought 
of through the lens of mindfulness- based psychotherapy, such as encourag-
ing Zahra in her desire to meditate— though she identified this as a skill on 
her own—and in helping with emotion regulation techniques. These skills 
were applied flexibly and adapted to Zahra’s own presenting concerns, not 
drawing on the theories that served to help develop these techniques. The 
most critical aspect was the relationship between Zahra and the thera-
pist, which was characterized by empathy, warmth, nonjudgment, and an 
expectation of a return to health and optimum functioning. At the end of 
treatment, Zahra noted that she felt therapy offered her a space to explore 
a variety of concerns, to “learn from a mentor or if not, to have a place to 
think about the ‘how’ rather than the ‘what’ of (her) behavior.”
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disCussion

AFT views AN as a maladaptive way to avoid facing normal developmental 
challenges. The nurturing and authoritative therapeutic relationship pro-
vides patients with a safe place in which to explore new ways of think-
ing about and managing these challenges. Parents play an important role 
in supporting their child through the treatment process, although if par-
ents are unwilling or unable to be involved in therapy, the patient is still 
expected to take on the responsibility for change, with guidance from the 
therapist. AFT is a promising approach to the treatment of adolescents with 
AN, and may be more acceptable than family- based approaches to families 
that cannot be involved in treatment to the level required in FBT, or for 
therapists who do not have the training necessary to offer FBT.

Individual treatment can be challenging with a malnourished patient 
who is entrenched in the eating disorder and unmotivated for change. AFT 
addresses this by making eating and weight gain non- negotiable within the 
context of a respectful and safe therapeutic environment. Even very reluc-
tant patients often agree to the treatment expectations after therapeutic 
rapport is established and they feel that their voice is being heard. Although 
the primary responsibility for change lies with the patient, parental involve-
ment can also aid therapeutic movement with reluctant or emotionally 
restricted patients. For patients with significant alexithymia, AFT thera-
pists will encourage forms of self- expression that feel safe to the patient, 
such as journaling (with or without sharing with the therapist) or other 
creative or artistic outlets.

impliCaTions for praCTiCe and researCh

Data from this case and from clinical trials indicate that AFT may be a ben-
eficial approach for many adolescents. To date, research on predictors of 
outcome in AFT is lacking. AFT may be more effective for older adolescents 
and young adults who have the cognitive and developmental capacity for 
insight, reflection, and perspective taking. Other areas for future research 
include learning more about mechanisms of change in AFT and determin-
ing which treatment approach is the best fit for a particular patient.
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