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Objective: To update new evidence for

psychotherapies in eating disorders (EDs)

since 2005–September 2012.

Method: Completed and published in

the English language randomized con-

trolled trials (RCTs) were identified by

SCOPUS search using terms ‘‘bulimia’’ or

‘‘binge eating disorder’’ (BED) or ‘‘ano-

rexia nervosa’’ (AN) or ‘‘eating disorder’’

and ‘‘treatment,’’ and 36 new RCTs met

inclusion criteria.

Results: There has been progress in the

evidence for family based treatment in

adolescents with AN, for cognitive behav-

ior therapy (CBT) in full and guided

forms, and new modes of delivery for

bulimia nervosa (BN), BED, and eating

disorder not otherwise specified with

binge eating. Risk of bias was low to

moderate in 22 (61%) of RCTs.

Discussion: The evidence base for AN

has improved and CBT has retained and

extended its status as first-line therapy

for BN. However, further research is

needed, in particular noninferiority trials

of active therapies and the best approach

to addressing ED features and weight

management in co-morbid BED and obe-

sity. VVC 2013 by Wiley Periodicals, Inc.
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Introduction

Bulik et al.1–3 conducted a series of scholarly reviews
(search date to 2005) of randomized controlled trials
(RCTs) in eating disorders. These found inconclusive
evidence for effective therapies in anorexia nervosa
(AN), evidence for cognitive behavior therapy (CBT)
in reducing bulimic features in the short and longer
term in bulimia nervosa (BN), and mixed evidence
for efficacy of CBT in binge eating disorder (BED).
The present article aimed to update the evidence for
psychological therapies, including trials of eating dis-
order not otherwise specified (EDNOS). Specific
objectives of this review were to determine if the evi-
dence for AN therapies has improved, if CBT retains
its singular status, and if there is evidence for therapy
that both reduces binge eating and improves body
weight management in BED co-morbid with obesity.

Method
A SCOPUS search was conducted dated from the final

year of the Bulik et al.1–3 reviews (i.e., 2005 to September

2012). Terms were ‘‘bulimia’’ or ‘‘BED’’ or ‘‘AN’’ or ‘‘eating

disorder’’ and ‘‘treatment’’ in article title, abstract and/or

keywords. In the search, 4,860 titles and abstracts and rel-

evant review reference lists were screened. Trials were

included if they were completed, published in English,

reported a randomized comparison of a psychological

treatment versus any other treatment, no treatment or

treatment as usual group, were of participants with eating

disorders meeting diagnostic criteria, and where the pri-

mary outcomes were reduction in eating disorder psycho-

pathology or symptoms. Trials of pharmacological treat-

ments, treatment setting, or where the primary outcome

was weight reduction or other psychological feature(s)

were not included. Secondary analyses of trial data were

included where they added additional information of sub-

stance on evidence for therapies. Full details of the search

results and reasons for exclusions are available from the

author on request. Space precluded addressing costs of

treatment and readers are referred to a recent comprehen-

sive review on cost-effectiveness.4 Trials were assessed for

risk of bias and quality according to the Cochrane hand-

book.5 Risk of bias was assessed on adequacy of random-

ization procedure and allocation concealment (i.e., mask-

ing of group assignment), use of blinding in outcome

assessments (i.e., masking of assessors to group assign-

ment) and data analysis by intention-to-treat. Data were
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extracted on trial quality, participant features and setting,

main outcomes, and attrition (where possible treatment

attrition) by the author. The percentage of participants

abstinent from binge eating or binge/purging was

extracted as the most commonly reported outcome across

RCTs of BN and BED.

Results

Results of Search

Two follow-up studies6,7 of previously reported
RCTs and 36 new trials (six AN,8–15 five BN,16–20 13
BED,21–34 and 12 EDNOS or mixed diagnostic
groups35–46) were identified (In this review where
RCTs applied DSM-5 weekly frequency BN or BED
criteria for binge eating and/or purging47 and this
was the only reason they did not meet BN or BED
criteria, these are regarded as trials of BN or BED).
Risk of bias was low to moderate in five of the six
AN, four of the five BN, eight of the 13 BED, and
five of the 12 EDNOS or mixed diagnoses RCTs.
These trials are presented in detail in Table 1.

Summary of Findings from RCTs

In both the follow-up studies6,7 a tendency was
reported for interpersonal psychotherapy (IPT) to
be associated with greater improvements over
time, ‘‘catching up’’ with CBT in AN6 and BED,7

respectively. In the first trial,6 the effects of special-
ist supportive clinical management (SSCM for AN)
appeared to decline over time.

All but three of the new AN RCTs were of family
based treatment (FBT) and only one was in adults
testing a novel therapy, the Maudsley Model of AN
Treatment for Adults (MANTRA).13 MANTRA
addresses putative maintaining factors related to
rigid thinking styles (i.e., perfectionism and obses-
sive-compulsive personality traits) and the avoid-
ance of strong emotion, pro-anorectic beliefs and
responses of close others as well as elements of
cognitive remediation therapy. The RCT was incon-
clusive with improvements found in both MANTRA
and an ‘‘atheoretical’’ pragmatic therapy (SSCM).
The evidence for FBT (with notably low attrition
rates) compared to individual therapy has strength-
ened both in AN and in one trial for BN.19

Although there were only five RCTs of BN, nine of
the mixed diagnostic groups RCTs included a large
numbers of participants with BN. Abstinence rates
at end of treatment were less than 50% compared
to trials in BED where close to or better than 50%
was almost always achieved. The evidence for non-
specialist therapist-guided self-help (GSH) for BN
has increased, and one study of adolescent partici-

pants had outcomes not significantly different
from FBT.37 However, abstinence rates were low for
GSH and in a trial of CDROM-based care20 engage-
ment was poor. One trial tested an intervention
aimed to promote weight management rather than
reduce the thin ideal.18 Although effective, follow-
up was only to 3 months. In contrast, a large trial of
a new enhanced form of CBT (CBT-E)40 supports
this mode of treatment and its modules which
address maintaining features such as mood intoler-
ance, especially in those participants with greater
psychological vulnerabilities.

In BED there is a new trial supporting dialectical
behavior therapy30,31 but most trials are of CBT in
full or GSH form (which continues to receive sup-
port). CBT adapted to new technologies such as
internet delivery35 has also been found effective in
an increasing number of trials in participants with
BED and EDNOS. Findings are mixed for behavior
weight loss therapy (BWLT) as a viable alternative
to CBT for those with obesity as well as BED. How-
ever, whilst energy restriction in the short term was
associated with weight loss, few trials were long
term. One RCT29 found either IPT or GSH CBT to
be superior to BWLT at 2 years for binge abstinence
and similar for weight management. Despite the
epidemiologic evidence for the increased rates of
BED and similar disorders in men, only three RCTs
include a substantive proportion of men.22,33,34

Discussion

Overview

This review, like Bulik,1–3 found methodological
quality of RCTs was better in AN and BN trials and
poorer in EDNOS and BED. Since the Bulik reviews
there has been substantive progress in the evidence
base for FBT in adolescents with AN, for CBT in full
and GSH forms, and new modes of delivery for BN,
BED, and EDNOS with binge eating. The majority
of newly published trials were of BED or mixed
diagnostic groups of BN, BED and/or EDNOS of a
subthreshold BN or BED type in adults There were
no RCTs identified for purging disorder, for night
eating syndrome, or for the newly proposed Avoi-
dant Restrictive Food Intake Disorder.47 There were
no new trials of pure (unguided) self-help, and only
one of therapy for adults with AN. This discussion
highlights selected findings and gaps in evidence.

Selected Findings and Gaps in Evidence

SSCM was found effective compared to CBT or
another active therapy in the shorter term in both
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the new AN trial of MANTRA13 and where SSCM
was compared with CBT and IPT in the follow-up
of a previous RCT.6 These two studies suggest
SSCM should be regarded as an active therapy in
future RCTs. However, these were not equivalency
RCTs (i.e., where the aim is to test if therapies are
noninferior versus one is superior to the other) and
in a longer-term trial SSCM effects appeared to wane.
In contrast, IPT appeared to have improved effects
over time. Nevertheless, the SSCM approach of com-
bining education, nutritional guidance, and support-
ive psychotherapy attending to other life issues may
be a useful initial approach. MANTRA is a novel ther-
apy13 that requires further development and evalua-
tion. It should be noted that whilst gaps in the evi-
dence continue for psychotherapy for adults with AN
(including the extended trans-diagnostic form of
CBT) there are a number of trials in progress.

One trial found that the trans-diagnostic CBT-E for
BN40 is likely to improve outcomes in people with
eating disorders who are not underweight, but partic-
ularly so for people with the added problems of
mood intolerance, interpersonal deficits, clinical per-
fectionism, and/or low self-esteem. Overall, therapist
led (including via telemedicine) CBT continues to be
the best empirically supported therapy. Whilst self-
help and similar approaches appear a useful alter-
nate approach, adherence, and outcome may not be
as good, particularly in BN treatment. The quality
and impact of the ‘‘guidance’’ in GSH also requires
further study. Future research should address how to
improve abstinence rates in BN and further evaluate
CBT-E. The best approach to weight loss manage-
ment in those with obesity as well as BED also needs
more and longer-term trials, and RCTs of BED should
start including representative numbers of men.

Limitations of the present review are the use of
published data only and extraction and preparation
by a single author. In addition, the inclusion of only
English language publications in this review likely
contributed to the finding that trials largely came
from the developed ‘‘Western’’ world. However, this
only applied to three RCTs. As eating disorders now
are ‘‘global’’ in distribution, dissemination, and tri-
als of therapies across cultures and nations are
needed. Issues of implementation are discussed
further by Wilson and Fairburn.48

Conclusion

The main conclusions of this review are that the
evidence base for AN has improved, CBT has
retained and extended its status as first-line ther-

apy for BN, and further research in addressing ED
features and weight management in BED is essen-
tial. In addition, more RCTs of newly developed
and/or alternate approaches such as Acceptance
and Commitment therapy49 appropriately modified
for eating disorders are needed. Examples of new
ongoing trials are that of psycho-analytic therapy
in participants with BN50 and the RCT of CBT-E ver-
sus psychodynamic versus usual care in partici-
pants with AN.51 Finally, noninferiority trials are
required in the future where the comparators are
an evidence based therapy such as CBT for BN.
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