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Objective: The aim of this study was to
compare two cognitive-behavioral treat-
ments for outpatients with eating disor-
ders, one focusing solely on eating disorder
features and the other a more complex
treatment that also addresses mood intol-
erance, clinical perfectionism, low self-es-
teem, or interpersonal difficulties.

Method: A total of 154 patients who had
a DSM-IV eating disorder but were not
markedly underweight (body mass index
over 17.5), were enrolled in a two-site ran-
domized controlled trial involving 20
weeks of treatment and a 60-week closed
period of follow-up. The control condition
was an 8-week waiting list period preced-
ing treatment. Outcomes were measured
by independent assessors who were blind
to treatment condition.

Results: Patients in the waiting list con-
trol condition exhibited little change in
symptom severity, whereas those in the
two treatment conditions exhibited sub-

stantial and equivalent change, which
was well maintained during follow-up. At
the 60-week follow-up assessment, 51.3%
of the sample had a level of eating disor-
der features less than one standard devia-
tion above the community mean. Treat-
ment outcome did not depend on eating
disorder diagnosis. Patients with marked
mood intolerance, clinical perfectionism,
low self-esteem, or interpersonal difficul-
ties appeared to respond better to the
more complex treatment, with the re-
verse pattern evident among the remain-
ing patients.

Conclusions: These two transdiagnostic
treatments appear to be suitable for the
majority of outpatients with an eating
disorder. The simpler treatment may
best be viewed as the default version,
with the more complex treatment re-
served for patients with marked addi-
tional psychopathology of the type tar-
geted by the treatment.

(Am J Psychiatry 2009; 166:311–319)

DSM-IV recognizes two specific eating disorders, an-
orexia nervosa and bulimia nervosa, together with a resid-
ual diagnostic category termed “eating disorder not other-
wise specified” (1). In outpatient settings, the most
common eating disorder diagnosis is eating disorder not
otherwise specified, followed by bulimia nervosa and then
anorexia nervosa (2–5). Despite its prevalence, there have
been no studies of the treatment of eating disorder not
otherwise specified. Some treatment studies have in-
cluded subthreshold cases of anorexia nervosa or bulimia
nervosa (6, 7), and there has been interest in binge eating
disorder (8), a subtype of eating disorder not otherwise
specified, but such cases constitute less than half those
with eating disorder not otherwise specified (5). The ma-
jority have a mixed clinical picture in which the features of
anorexia nervosa and bulimia nervosa are combined in
various ways (5). The treatment of these patients has not
been studied.

Given that the clinical features of bulimia nervosa and
eating disorder not otherwise specified are very similar, it
has been postulated that treatments that have beneficial
effects on bulimia nervosa should also benefit patients
with eating disorder not otherwise specified (9). Were this
to be the case, such treatments would be of great clinical
value as they could be used with about 80% of outpatients
with an eating disorder.

The leading treatment for bulimia nervosa is a specific
form of cognitive-behavioral therapy (CBT) (10, 11). Re-
cently this treatment has been reformulated so that
rather than being a treatment for bulimia nervosa in par-
ticular, it is now a treatment for eating disorder psycho-
pathology whatever the DSM-IV diagnosis (12). There are
two forms of this “enhanced” treatment (CBT-E): a fo-
cused form (CBT-Ef) that targets eating disorder psycho-
pathology exclusively, and a more complex broad form
(CBT-Eb) that also addresses certain additional prob-
lems—mood intolerance, clinical perfectionism, low
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self-esteem, and interpersonal difficulties—that com-
monly appear to maintain eating disorders or complicate
treatment (12).

In this study we compared these two treatments in out-
patients with any form of eating disorder provided that
their body mass index (BMI) was over 17.5. Thus the pa-
tients in the study met DSM-IV diagnostic criteria for bu-
limia nervosa or eating disorder not otherwise specified,
but patients in the anorexia nervosa weight range were ex-
cluded by the BMI cutoff. The first aim of the study was to
compare the two treatments with a waiting list control
condition. This was essential because nothing is known
about the spontaneous remission rate among patients
with eating disorder not otherwise specified. The second
and main aim was to compare the effects of the treatments
at treatment completion and after a 60-week period of fol-
low-up. A substantial period of follow-up was essential be-
cause eating disorders are prone to relapse and treatments
have been found to differ in their relative longer-term ef-
fects (13, 14). The third aim was to determine whether
DSM-IV eating disorder diagnosis was a moderator of

treatment response, a question of clinical and nosological
significance. The fourth aim was to explore the relative ef-
fects of the two treatments in patients with and without
mood intolerance, clinical perfectionism, low self-esteem,
or marked interpersonal difficulties.

Method

Design

A randomized controlled trial was conducted at two eating dis-
order centers. Eligible patients underwent randomized assign-
ment to four treatment conditions: CBT-Ef, CBT-Eb, or an 8-week
delay in starting treatment followed either by CBT-Ef or CBT-Eb.
Patients were assessed before treatment, after 8 weeks of treat-
ment, at the end of treatment, and, for those in the control condi-
tion, at the end of the waiting list period preceding treatment. Af-
ter treatment, patients were entered into a period of follow-up
and reassessed 20, 40, and 60 weeks later. During follow-up, the
patients received no further treatment unless it was judged nec-
essary on clinical grounds (i.e., follow-up was closed). The study
was approved by the two local human subjects committees. The
trial was registered with Current Controlled Trials (ISRCTN no.
15562271, http://controlled-trials.com).

FIGURE 1. CONSORT Flow Diagrama

a CBT-Ef=focused form of enhanced CBT; CBT-Eb=broad form of enhanced CBT.

Assessed for eligibility
(N=360)

Randomization (N=154)

Not eligible: eating disorder insufficiently
   severe or age under 18 (N=92)

Excluded (N=114)
   Met exclusion criteria (N=73)
   Declined to participate (N=41)

Allocated to CBT-Ef (N=25)
   Completed treatment (N=18)
   Dropped out (N=7)
   Withdrawn (N=0)

Allocated to waiting list (N=51)
   Completed waiting period (N=46)
   Did not reattend (N=5)

Allocated to CBT-Eb (N=26)
   Completed treatment (N=16)
   Dropped out (N=10)
   Withdrawn (N=0)

Entered follow-up (N=18)
   Completed follow-up (N=18)
   Declined follow-up (N=0)
   Non-responder (N=0)

Entered follow-up (N=16)
   Completed follow-up (N=16)
   Declined follow-up (N=0)
   Non-responder (N=0)

Included in primary analyses
(N=25)

Included in primary analyses
(N=26)

Allocated to CBT-Ef (N=53)
   Completed treatment (N=41)
   Dropped out (N=11)
   Withdrawn (N=1)

Allocated to CBT-Eb (N=50)
   Completed treatment (N=41)
   Dropped out (N=9)
   Withdrawn (N=0)

Entered follow-up (N=41)
   Completed follow-up (N=38)
   Declined follow-up (N=0)
   Non-responder (N=3)

Entered follow-up (N=41)
   Completed follow-up (N=39)
   Declined follow-up (N=0)
   Non-responder (N=2)

Included in primary analyses
(N=53)

Included in primary analyses
(N=50)



Am J Psychiatry 166:3, March 2009 313

FAIRBURN, COOPER, DOLL, ET AL.

ajp.psychiatryonline.org

Recruitment

Participants were recruited from consecutive referrals by fam-
ily doctors and other clinicians to two well-established eating
disorder clinics in the United Kingdom, one serving central Ox-
fordshire and the other Leicester city. Figure 1 summarizes partic-
ipant enrollment and flow through the study. Recruitment was
designed to be broadly inclusive, with few exclusion criteria. To
be eligible, patients had to have an eating disorder requiring
treatment, as judged both by the referring clinician and subse-
quently by the senior eating disorder specialist at each site (Z.C.,
C.G.F., or R.L.P.); be 18 to 65 years of age; have a BMI over 17.5; and
provide written informed consent after receiving a complete de-
scription of the study. The exclusion criteria were prior receipt of
a treatment closely resembling CBT-E or an evidence-based treat-
ment for the same eating disorder (N=12); a coexisting axis I psy-
chiatric disorder that precluded eating disorder-focused treat-
ment (N=22); medical instability or pregnancy (N=0); and not
being available for the following 28 weeks (N=39). Patients who
were receiving ongoing psychiatric treatment were weaned from
it before entering the study (N=4); an exception was clinically
warranted antidepressant medication (N=76), which was kept
stable during treatment.

Treatment

Both forms of CBT-E are designed for adult outpatients with
any form of eating disorder. A detailed treatment manual is avail-
able (15, 16). Both treatments comprise twenty 50-minute ses-
sions, preceded by one 90-minute preparatory session and fol-
lowed by a review session 20 weeks after treatment. The first 4
weeks of CBT-Ef and CBT-Eb are identical and solely address the
eating disorder. Thereafter the two treatments diverge, and at this

point the therapists in the trial learned which treatment their pa-
tients had been assigned to receive. In CBT-Ef the remainder of
treatment is concerned with addressing the remaining eating dis-
order features (e.g., the overconcern with shape and weight, ex-
treme dieting, binge eating, purging) (15), whereas in CBT-Eb the
remaining sessions also address mood intolerance, clinical per-
fectionism, low self-esteem, or interpersonal difficulties, as indi-
cated in the individual patient (16). The two treatments are illus-
trated in the clinical vignettes. (Further information about the
treatments can be obtained at www.psychiatry.ox.ac.uk/credo;
the web site also provides access free of charge to the materials
needed to practice CBT-E.)

Five therapists took part; four were psychologists and one
was a psychiatric nurse specialist. All had generic clinical expe-
rience and experience treating patients with eating disorders,
and each received 6 months’ initial training. Each therapist
conducted both treatments. Weekly supervision meetings were
led by Z.C. and C.G.F. throughout the study. All sessions were re-
corded and were regularly audited to ensure that the treatments
were well implemented.

Assessment

Eating disorder features. These were assessed using the 16th
edition of the Eating Disorder Examination interview (EDE) (17)
and its self-report version (EDE-Q) (18). The EDE was adminis-
tered by assessors who were trained and supervised by M.E.O., an
expert on the instrument. The assessors were blind to the pa-
tients’ treatment condition and had no involvement with treat-
ment. Two primary outcome variables were generated from the
EDE ratings: change in the severity of eating disorder features as
measured by the global EDE score, and having a global EDE score

TABLE 1. Baseline Characteristics of Patients With Eating Disorders Assigned to Waiting List Control Condition, Immediate
CBT-Ef, Immediate CBT-Eba

Characteristic All Patients (N=154) Waiting List (N=51)

Immediate Treatment

CBT-Ef (N=53) CBT-Eb (N=50)
N % N % N % N %

Female 147 95.5 48 94.1 52 98.1 47 94.0
Ethnicity

White 139 90.3 48 94.1 47 88.7 44 88.0
Asian 10 6.5 1 2.0 5 9.4 4 8.0
Mixed 5 3.2 2 3.9 1 1.9 2 4.0

Marital status
Single, never married 115 74.7 40 78.4 40 75.5 35 70.0
Married or living as such 36 23.4 9 17.6 12 22.6 15 30.0
Separated or divorced 3 1.9 2 3.9 1 1.9 0 0.0

Occupation
Higher 28 18.2 13 25.5 9 17.0 6 12.0
Intermediate 24 15.6 6 11.8 8 15.1 10 20.0
Lower 22 14.3 6 11.8 9 17.0 7 14.0
Unclassifiable 17 11.0 9 17.6 3 5.7 5 10.0
Full-time student 63 40.9 17 33.3 24 45.3 22 44.0

Mean SD Mean SD Mean SD Mean SD
Age (years) 26.1 7.0 25.9 6.4 26.2 7.2 26.3 7.5
Duration of eating disorder (years) 8.6 7.0 8.8 6.9 8.1 6.3 9.0 7.8
Lowest adult body mass index 18.7 2.9 18.5 3.1 18.4 2.7 19.2 2.9
Highest adult body mass index 26.4 4.8 26.6 5.1 25.8 4.4 26.7 4.9

N % N % N % N %
History of anorexia nervosa 28 19.0 9 19.1 12 23.5 7 14.3
Prior eating disorder treatment 31 20.1 9 17.6 14 26.4 8 16.0
Current other axis I disorderb

Major depressive episode 28 19.7 9 21.4 12 23.1 7 14.6
Any anxiety disorder 35 24.7 9 21.4 12 23.1 14 29.2
Substance abuse 28 18.8 10 21.7 8 15.1 10 20.0
Any of the above 73 51.1 22 52.4 24 46.2 25 52.1

a CBT-Ef=focused form of enhanced cognitive-behavioral therapy; CBT-Eb=broad form of enhanced cognitive-behavioral therapy.
b The Structured Clinical Interview for DSM-IV was used to assess depression and anxiety disorders (N=142), and an extension of the Eating Dis-

order Examination was used to assess substance abuse (N=149).
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less than one standard deviation above the community mean
(i.e., below 1.74) (19). Normative comparisons of this type are
widely used to identify clinically significant change (19–21).

General psychiatric features. These were measured using the
Brief Symptom Inventory (BSI) (22), a short version of the Symp-
tom Checklist—90 (23). The Structured Clinical Interview for
DSM-IV (24) was used at baseline to identify the presence of coex-
isting axis I psychiatric disorders.

Treatment suitability and expectancy. These were measured
after two treatment sessions and after 8 weeks using widely em-
ployed visual analogue scales (14). Suitability was measured
again at the end of treatment.

Severity of additional psychopathology. For the exploratory
fourth aim, the therapists rated the severity of each patient’s
mood intolerance, clinical perfectionism, low self-esteem, and
interpersonal difficulties after 4 weeks of treatment. In the ab-
sence of validated measures of these constructs, their severity
was assessed using a 4-point Likert scale; detailed definitions of
the four constructs are provided in the CBT-Eb treatment manual
(16). These ratings were made before the therapist learned the pa-
tient’s treatment assignment.

Power and Sample Size

Sample size calculations were performed a priori in terms of
the first two aims and outcome variables, on an intent-to-treat
basis. With regard to the second and main aim of the study, it was
calculated that a sample size of 75 patients per treatment condi-
tion was required to provide 80% power at two-sided p<0.05 to
detect a difference in global EDE change of 0.45 points, assuming

a standard deviation of global EDE change scores of 1.0 (14) (i.e.,
a moderate effect size of 0.45) and also to detect a difference be-
tween the two conditions of at least 25% in the categorical out-
come measure. For the first aim, a larger difference was expected,
and a sample size of 50 per group would provide 80% power at
two-sided p<0.05 to detect a large effect size of 0.6. Thus, the pa-
tients were allocated to the four treatment conditions in the ratio
25:25:50:50 (8-week wait then CBT-Ef, 8-week wait then CBT-Eb,
immediate CBT-Ef, immediate CBT-Eb, respectively). The third
and fourth aims were not the subject of power analyses as the
analyses were exploratory.

Randomization

A computer-based minimization algorithm was used by one of
the authors (H.A.D., who had no involvement in recruitment) to
allocate patients to the four treatment conditions, balancing gen-
der, eating disorder diagnosis, BMI, and need to remain on psy-
chotropic medication. When groups were evenly balanced, pre-
prepared blocked randomization lists of varying size were used to
allocate patients to the four conditions.

Statistical Methods

The statistical analysis was undertaken by one of the authors
(H.A.D.) blind to treatment condition. Standard treatment trial
data analytic procedures were used. For the first aim, the end-
point was at 8 weeks. This comparison did not include data on the
subsequent treatment response of patients who had first been in
the waiting list control condition as their data would have ap-
peared twice. For the other aims the endpoints were at comple-
tion of treatment and at 60-week follow-up.

TABLE 2. Clinical Measures at Baseline and 8 Weeks and Change Over 8 weeks in Patients Assigned to the Waiting List Con-
trol Condition (N=51), Immediate CBT-Ef (N=53), and Immediate CBT-Eb (N=50)a

Variable

Baseline 8 Weeksb

Waiting List Immediate CBT-Ef Immediate CBT-Eb Waiting List Immediate CBT-Ef Immediate CBT-Eb

N % Ee N % Ee N % Ee N % Ee N % Ee N % Ee

Eating disorder 
behaviorf

Objective bu-
limic episodes

31 64.6 5.0 33 62.3 9.0 35 70.0 7.0 27 55.1 7.0 17 32.1 3.0 16 32.0 2.5

 Purgingg 34 69.4 9.0 35 66.0 13.0 35 70.0 14.0 33 67.3 12.0 24 45.3 5.0 20 40.0 3.5
 Self-induced 

vomiting
31 63.3 5.0 33 62.3 12.0 32 64.0 14.5 30 61.2 6.5 23 43.4 5.0 20 40.0 2.5

 Laxative misuse 11 22.4 7.0 9 17.0 3.0 8 16.0 12.0 13 26.5 6.0 7 13.2 2.0 1 2.0 5.0

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
Eating disorder 

psychopathologyi

Overall severity 4.08 0.95 4.15 0.97 4.04 0.88 3.99 1.01 3.26 1.30 2.89 1.05
Dietary restraint 3.79 1.24 3.60 1.53 3.33 1.42 3.66 1.22 2.67 1.45 2.33 1.38
Eating concern 3.60 1.21 3.67 1.15 3.79 1.26 3.50 1.41 2.67 1.44 2.18 1.30
Shape concern 4.76 1.10 4.83 1.05 4.78 0.83 4.65 1.03 4.17 1.43 4.02 1.25
Weight concern 4.19 1.41 4.49 1.29 4.24 0.96 4.14 1.32 3.58 1.57 3.01 1.28

General psych-
iatric featuresj

1.42 0.72 1.62 0.79 1.43 0.80 1.50 0.74 1.40 0.83 1.08 0.71

Body mass index 22.9 3.92 22.8 4.26 23.3 4.70 22.9 4.01 22.9 4.24 23.5 4.61
a CBT-Ef=focused form of enhanced cognitive-behavioral therapy; CBT-Eb=broad form of enhanced cognitive-behavioral therapy.
b Missing data at 8 weeks replaced with baseline values.
c Asterisks indicate post hoc test p values for the immediate treatment groups versus the waiting list group: *p<0.05; **p<0.01; ***p<0.001.
d Analysis of variance and Kruskal-Wallis test for comparing means and medians, respectively.
e E=mean number of episodes over the previous 14 days, if present.
f Based on the Eating Disorder Examination interview.
g Self-induced vomiting or laxative misuse.
h Analysis of variance.
i Based on the Eating Disorder Examination Questionaire.
j Based on the Brief Symptom Inventory.
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Change scores were calculated. Data are presented as Ns and
percentages for categorical data and means and standard devia-
tions for continuous data; 95% confidence intervals (CIs) are used
to indicate the uncertainty around the estimates. For data as-
sessed at any one time point, categorical data were compared us-
ing chi-square tests or logistic regression analysis. Continuous
data were compared using grouped t tests or Mann-Whitney tests
and analysis of variance or Kruskal-Wallis tests. Follow-up data
were analyzed using both repeated-measures analysis of variance
and mixed models to take into account the correlation between
repeated measurements and to examine main effects and their
interaction, adjusting for the baseline score. Results were similar
across both methods.

Unless otherwise stated, the analyses were by intent-to-treat
with the initial data brought forward. Other imputation methods
were tested, but as there were few missing data, this made little
difference to the main findings.

Results

Sample

A total of 154 eligible patients were recruited and under-
went randomized assignment between March 2002 and
July 2005 (Figure 1). Ninety-three (60.4%) were from Ox-
ford, and 61 (39.6%) from Leicester. Five did not attend
their initial assessment, all of whom had been assigned to
the waiting list condition. Among the remainder (N=149),

57 (38.3%) had a diagnosis of bulimia nervosa and 92

(61.7%) a diagnosis of eating disorder not otherwise spec-

ified. Seven patients (4.7% of the full sample) fulfilled the

DSM-IV research criteria for binge eating disorder. The

characteristics of the sample are summarized in Table 1.

Of the 154 patients, 53 were assigned to immediate CBT-

Ef, 50 to immediate CBT-Eb, and 51 to the waiting list con-

trol condition, after which they received either CBT-Ef (N=

25) or CBT-Eb (N=26). The study groups were balanced on

all baseline factors except that patients assigned to imme-

diate CBT-Eb were less likely to have a current major de-

pressive episode or a history of anorexia nervosa (Table 1).

Adjusting for these two factors in the analyses made no

difference to the findings.

Suitability, Expectancy, and Attrition

The ratings of suitability and expectancy were high and

did not differ between the two forms of CBT-E. Of the 149

patients who started treatment, 33 (22.1%) did not com-

plete treatment or were withdrawn because of lack of re-

sponse. The noncompletion figures were 14.0% (8/57) for

the patients with bulimia nervosa and 27.2% (25/92) for

those with eating disorder not otherwise specified (chi-

square p=0.09).

Change From Baseline to 8 Weeksc

Waiting List Immediate CBT-Ef Immediate CBT-Eb

Overall pdChange for those with behavior at baseline
Mean SE Median Mean SE Median Mean SE Median Mean Median

+0.26 2.18 0.0 –9.55** 2.23 –5.0** –9.66** 2.26 –6.0*** 0.003 <0.001

+0.88 2.48 –1.0 –11.5* 3.25 –6.0* –16.4** 3.37 –10.0*** <0.001 <0.001
+0.77 2.26 –1.0 –10.7 3.15 –6.0** –14.9 3.27 –9.5*** 0.001 <0.001

–2.73 2.56 0.0 –5.56 2.68 –2.0 –12.0 4.64 –9.5 0.147 0.016

Change for all patients
Mean SE Mean SE Mean SE ph

–0.09 0.09 –0.94*** 0.17 –1.17*** 0.14 <0.001
–0.13 0.11 –1.01** 0.25 –1.02** 0.18 0.001
–0.12 0.14 –1.06*** 0.20 –1.61*** 0.17 <0.001
–0.07 0.12 –0.71** 0.16 –0.81** 0.15 0.001
–0.03 0.14 –0.96*** 0.19 –1.25*** 0.17 <0.001
+0.10 0.06 –0.26** 0.08 –0.36*** 0.07 <0.001

+0.09 0.76 +0.07 0.65 +0.22 0.75 0.554
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Effects of Immediate Treatment Versus Delayed 
Treatment

There was little change in patients in the waiting list con-
trol condition, whereas there was substantial change in
those in the two CBT-E conditions and no significant differ-
ences between them (Table 2). There were no significant ef-
fects of site. The mean changes in global EDE-Q score were
–0.09 (95% CI=–0.28 to 0.10), –0.94 (95% CI=–1.28 to –0.61)
and –1.17 (95% CI=–1.45 to –0.90) in the waiting list, CBT-Ef,
and CBT-Eb conditions, respectively.

Effects of CBT-Ef and CBT-Eb at End of 
Treatment and at 60-Week Follow-Up

There was a substantial response to treatment across all
measures (Table 3) and no significant differences between

the two treatments; indeed, the mean absolute and change
scores were almost identical for the two treatments (e.g.,
global EDE change: –1.51 [SD=1.35] versus –1.53 [SD=1.28]
for CBT-Ef and CBT-Eb, respectively). By the end of treat-
ment, half the overall sample (N=79; 51.3%) had global EDE
scores below 1.74. There were no significant effects of site.
The changes were greater in the patients who completed
treatment; for example, at the end of treatment two-thirds
(N=77/116, 66.4%) had a global EDE score below 1.74, and
there was no difference between the two treatments (66.1%
of the CBT-Ef group versus 66.7% of the CBT-Eb group).

Compliance with follow-up was high, with 95.1% (331/
348) of the assessments successfully completed. Of the 116
patients who entered follow-up, eight had additional treat-
ment and nine had one to five brief “booster” sessions. The

TABLE 3. Clinical Measures Over the Course of 20-Week Treatment and 60-Week Follow-Up in Patients With Eating Disor-
ders Receiving CBT-Ef (N=77) or CBT-Eb (N=72)a

Variable

Baseline End of Treatment

CBT-Ef CBT-Eb CBT-Ef CBT-Eb
N % Eb N % Eb N % Eb N % Eb

Eating disorder behaviorc

Objective bulimic episodes 49 63.6 12.0 52 72.2 15.0 26 33.8 3.0 18 25.0 4.5
Self-induced vomiting 48 62.3 17.5 47 65.3 24.0 28 36.4 4.5 24 33.3 8.0
Laxative misuse 17 22.1 7.0 20 27.8 11.5 9 11.7 6.0 8 11.1 7.0
Purging 53 68.8 19.0 51 70.8 26.0 30 39.0 6.0 25 34.7 10.0
Absence of all these forms 

of behavior
11 14.1 8 10.5 37 47.4 37 48.7

Cessation of all these forms 
of behavior, if present at 
baseline

— — — — 26 38.8 29 42.6

Mean SD Mean SD Mean SD Mean SD
Eating disorder 

psychopathologyc

Overall severity 3.33 0.94 3.29 1.05 1.82 1.32 1.76 1.33
Dietary restraint 3.43 1.45 3.42 1.36 1.54 1.82 1.49 1.72
Eating concern 2.34 1.20 2.36 1.37 1.03 1.05 1.09 1.22
Shape concern 3.87 1.13 3.78 1.21 2.48 1.52 2.36 1.48
Weight concern 3.66 1.19 3.60 1.32 2.22 1.55 2.09 1.50

N % N % N % N %
Global EDE score less than 

1 SD above community 
meand

3 3.9 6 8.3 40 51.9 39 54.2

Mean SD Mean SD Mean SD Mean SD
Body mass index 22.9 4.29 23.3 4.44 23.2 4.32 23.7 4.39
General psychiatric featurese 1.62 0.75 1.44 0.81 1.00 0.83 0.87 0.80
a CBT-Ef=focused form of enhanced cognitive-behavioral therapy; CBT-Eb=broad form of enhanced cognitive-behavioral therapy. Missing data

replaced with the value at the last valid assessment.
b E=median number of episodes over the previous 28 days, if present.
c Based on the Eating Disorder Examination interview.
d Score less than one standard deviation above the community mean for adult females (i.e., below 1.74).
e Based on the Brief Symptom Inventory.

TABLE 4. Global Eating Disorder Examination Scores of Patients With Complex and Less Complex Psychopathology Receiv-
ing CBT-Ef or CBT-Eb Over the 60-Week Follow-Up Period, Adjusted for Baseline Scorea

Patient Subgroup

End of Treatment 20-Week Follow-Up 40-Week Follow-Up 60-Week Follow-Up

Mean SD Mean SD Mean SD Mean SD
Complex psychopathology

CBT-Ef 2.08 1.19 2.11 1.18 2.29 1.20 2.18 1.29
CBT-Eb 1.93 1.20 2.03 1.20 2.12 1.21 1.98 1.31

Less complex psychopathology
CBT-Ef 1.43 1.19 1.58 1.19 1.46 1.19 1.65 1.30
CBT-Eb 1.57 1.19 1.87 1.19 2.03 1.20 1.88 1.30

a CBT-Ef=focused form of enhanced cognitive-behavioral therapy; CBT-Eb=broad form of enhanced cognitive-behavioral therapy.
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changes were well maintained across the follow-up period.
At 60-week follow-up, 50.0% of the overall sample (N=77)
had a global EDE score below 1.74. The mean changes in
global EDE in the CBT-Ef and CBT-Eb groups were similar
at 1.36 (SD=1.42) and 1.33 (SD=1.30), respectively.

Eating Disorder Diagnosis as a Moderator of 
Treatment Response

The patients with bulimia nervosa and eating disorder not
otherwise specified entered the study with very similar psy-
chopathology, as described in a separate report (5). This
similarity was also present at 8 weeks (data not shown), and
on repeated-measures analysis of variance there was no sig-
nificant main effect of diagnosis at this point. There were
also no significant differences between the two diagnostic
groups at end of treatment and at 60-week follow-up. At the
end of treatment, 52.7% (30/57) of the patients with bulimia
nervosa and 53.3% (49/92) of those with eating disorder not
otherwise specified had a global EDE score below 1.74, and
at 60-week follow-up these figures were 61.4% (35/57) and
45.7% (42/92), respectively.

Additional Psychopathology and the Relative 
Effects of CBT-Ef and CBT-Eb

In this exploratory analysis, the clinicians’ ratings of their
patients’ mood intolerance, clinical perfectionism, low self-

esteem, and interpersonal difficulties were used to identify
patients with marked additional psychopathology of the
type that CBT-Eb was designed to target. Outcomes for
these patients were compared with those of the remainder
in relation to the form of CBT-E received. A notable pattern
of findings emerged. This was clearest when at least two of
the domains had been rated as moderate or major clinical
problems. This applied to 54 patients (54/138, 39.1%). This
subgroup with “complex” additional psychopathology re-
sponded less well in general than the “less complex” sub-
group; their mean global EDE score at 60-week follow-up,
adjusted for baseline, was 2.09 (95% CI=1.74–2.44), com-
pared with 1.77 in the less complex subgroup (95% CI=1.49–
2.05; overall adjusted p value on repeated-measures analy-
sis of covariance, p=0.041), and 48% (95% CI=35–61) had a
global EDE score below 1.74, compared with 60% (95% CI=
49–70) of the less complex subgroup.

Within the complex subgroup of patients, those who re-
ceived CBT-Eb had consistently lower adjusted global EDE
scores than those who received CBT-Ef (Table 4), and they
were more likely to have scores below 1.74 (see Figure 2; e.g.,
at 60-week follow-up 60% [95% CI=40–79] versus 40% [95%
CI=22–58]). The reverse pattern of findings was consistently
present among the less complex patients, with CBT-Ef prov-
ing superior to CBT-Eb (see Table 4 and Figure 2).

20-Week Follow-Up 40-Week Follow-Up 60-Week Follow-Up

CBT-Ef CBT-Eb CBT-Ef CBT-Eb CBT-Ef CBT-Eb
N % Eb N % Eb N % Eb N % Eb N % Eb N % Eb

28 36.4 2.5 24 33.3 6.5 24 31.2 5.5 22 30.6 7.0 23 29.9 6.0 19 26.4 7.0
30 39.0 5.5 34 47.2 10.0 30 39.0 6.5 31 43.1 6.0 29 37.7 4.0 23 31.9 15.0
7 9.1 6.0 7 9.7 12.0 9 11.7 5.0 8 11.1 7.5 9 11.7 4.0 6 8.3 16.0

32 41.6 7.0 35 48.6 11.0 32 41.6 7.5 32 44.4 10.5 31 40.3 7.0 24 33.3 18.0
36 46.8 28 38.9 36 46.8 30 41.7 38 49.4 39 54.2

25 37.3 21 30.9 26 38.8 23 33.8 27 40.3 32 47.1

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD

1.91 1.26 1.96 1.34 1.89 1.28 2.09 1.40 1.97 1.38 1.96 1.44
1.68 1.78 1.67 1.68 1.65 1.82 1.85 1.77 1.72 1.91 1.62 1.75
1.02 1.02 1.21 1.29 1.03 1.05 1.24 1.25 1.10 1.23 1.33 1.55
2.59 1.54 2.65 1.50 2.60 1.53 2.73 1.63 2.59 1.57 2.59 1.61
2.34 1.48 2.33 1.52 2.28 1.48 2.55 1.60 2.48 1.60 2.30 1.55

N % N % N % N % N % N %
36 46.8 38 52.8 40 51.9 32 44.4 37 48.1 40 55.6

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
23.5 4.33 24.0 4.45 23.7 4.28 24.2 4.61 23.6 4.18 24.6 5.21
0.97 0.82 0.92 0.77 0.97 0.79 0.90 0.85 0.95 0.85 0.91 0.88
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Discussion

This study is novel since it focused on the treatment of
patients with any form of DSM-IV eating disorder provided
that their BMI was over 17.5 (i.e., only patients in the anor-
exia nervosa weight range were excluded). Two transdiag-
nostic treatments were compared, one that focused solely
on eating disorder features and a more complex treatment
that also addressed mood intolerance, clinical perfection-
ism, low self-esteem, or interpersonal difficulties. The sam-
ple was a clinically relevant one, as it was recruited from
two catchment area clinics and few exclusion criteria were
applied. However, over 40% of the potentially eligible pa-
tients did not take part, the two main reasons being not be-
ing available for the necessary 28 weeks and not wanting to
participate in research. A low proportion of the sample had
binge eating disorder, which is consistent with previous
findings (2, 3). With regard to outcome assessment, this is
typically measured in terms of change in both the severity
of eating disorder features and the proportion of patients
with certain clinical features that were universally present
at the outset (e.g., binge eating, purging, or being under-
weight). In this study we were able to use the former crite-
rion (reduction in global EDE score) but the latter could
not be employed given the heterogeneous character of the
sample (e.g., not everyone engaged in binge eating or purg-
ing at the outset). Accordingly, we chose as a second (cate-
gorical) outcome variable a normative comparison,
namely, achieving a level of eating disorder features less
than one standard deviation above the community mean.
This is well-established practice in other fields (19–21) and
has been done before in this area (14).

Four findings are of note. The first is that it was feasible
to treat this broad range of patients using one or the other
form of CBT-E. The second is that in the waiting list control
condition the patients’ symptom severity did not change.
Absence of change in bulimia nervosa patients allocated to
a waiting list is consistent with previous findings (25), but
this is the first time that such data have been reported for
patients with eating disorder not otherwise specified. This
lack of change is not surprising given that these patients
generally present with a long, unremitting history.

The third finding is that the patients responded well to
both treatments and that their DSM-IV eating disorder di-
agnosis was not a moderator of outcome. At the end of 20
weeks, more than half the overall sample (52.7% and
53.3% of those with bulimia nervosa and eating disorder
not otherwise specified, respectively) had a level of eating
disorder features less than one standard deviation above
the community mean, and at 60-week follow-up the com-
parable figures were 61.4% and 45.7%. With regard to the
bulimia nervosa response rate, at the end of treatment
38.6% (22/57) reported no episodes of binge eating or
purging over the previous 28 days, and at 60-week follow-
up the proportion was 45.6% (26/57). These figures sug-
gest that CBT-E might be more effective than its earlier
version (14), especially given the inclusive nature of this
study’s sample, although a direct comparison of the two
treatments is needed to substantiate this conclusion, as
response rates vary from study to study. The fact that diag-
nosis did not moderate outcome at any time point sug-
gests that the distinction between bulimia nervosa and
eating disorder not otherwise specified may be of limited
prognostic significance.

The fourth finding is tentative and it concerns the rela-
tive effects of the two forms of CBT-E. In the full sample,
they were no different in their effectiveness. However, the
planned exploratory analysis revealed that in patients
with substantial additional psychopathology of the type
targeted in CBT-Eb, this version of the treatment appeared
to be more effective than the focused form, whereas in the
remaining patients the opposite was the case. While this
pattern of results was consistent over time (Figure 2),
many of the individual p values fell short of statistical sig-
nificance. However, p values are not central to the inter-
pretation of exploratory analyses of this type (26). To
determine the robustness of this finding, further compari-
sons of the two treatments are required using designs that
directly address this question. In the meantime it would
seem reasonable to use the present findings to guide clin-
ical practice. Thus the simpler focused form of the treat-
ment, CBT-Ef, should perhaps be viewed as the default
form as it is easier to learn and implement, with the more
complex form, CBT-Eb, reserved for patients with marked
additional psychopathology of the type that it targets.

Received April 29, 2008; revisions received June 23, July 24, and
Aug. 11, 2008; accepted Aug. 14, 2008 (doi: 10.1176/appi.ajp.

FIGURE 2. Relative Effects of the Two Forms of CBT-E in Pa-
tients With Complex and Less Complex Additional Psycho-
pathologya

a CBT-Ef=focused form of enhanced CBT; CBT-Eb=broad form of en-
hanced CBT; EDE=Eating Disorder Examination.

b Score less than one standard deviation above the community mean
for adult females (i.e., below 1.74).

0
Baseline End of

Treatment
20-Week

Follow-Up
40-Week

Follow-Up
60-Week

Follow-Up

100

80

60

40

20

G
lo

b
a
l 
E
D

E
 S

co
re

 <
1

 S
D

 A
b

o
ve

C
o

m
m

u
n

it
y 

M
e
a
n

 (
%

)b

CBT-Ef, less complex psychopathology
CBT-Eb, less complex psychopathology
CBT-Ef, complex psychopathology
CBT-Eb, complex psychopathology



Am J Psychiatry 166:3, March 2009 319

FAIRBURN, COOPER, DOLL, ET AL.

ajp.psychiatryonline.org

2008.08040608). From the Department of Psychiatry, Oxford Univer-
sity, Oxford, UK; and the Department of Health Sciences, Leicester
University, Leicester, UK. Address correspondence and reprint re-
quests to Prof. Fairburn, Department of Psychiatry, Warneford Hospi-
tal, Oxford University, Oxford OX3 7JX, UK; credo@medsci.ox.ac.uk (e-
mail).

Prof. Fairburn receives royalties from Guilford Press. All other au-
thors report no competing interests.

Supported by Wellcome Trust grant 046386 to Dr. Fairburn. The au-
thors thank Caroline Adams, Elizabeth Benson, Lynne Battersby,
Mara Catling, Tara Cousins, Matthew Hutt, Shani Langdon, Claire Nol-
lett, Elizabeth Payne, and Jocasta Webb for their contribution to this
work.

References

1. American Psychiatric Association: Diagnostic and Statistical
Manual of Mental Disorders (4th ed). Washington, DC, Ameri-
can Psychiatric Association, 1994

2. Martin CK, Williamson DA, Thaw JM: Criterion validity of the
multiaxial assessment of eating disorders symptoms. Int J Eat
Disord 2000; 28:303–310

3. Ricca V, Mannucci E, Mezzani B, Di Bernardo M, Zucchi T,
Paionni A, Placidi GP, Rotella CM, Faravelli C: Psychopathologi-
cal and clinical features of outpatients with an eating disorder
not otherwise specified. Eat Weight Disord 2001; 6:157–165

4. Turner H, Bryant-Waugh R: Eating disorder not otherwise spec-
ified (EDNOS): profiles of clients presenting at a community
eating disorder service. Eur Eat Disord Rev 2004; 12:18–26

5. Fairburn CG, Cooper Z, Bohn K, O’Connor ME, Doll HA, Palmer
RL: The severity and status of eating disorder NOS: implications
for DSM-V. Behav Res Ther 2007; 45:1705–1715

6. McIntosh VVW, Jordan J, Carter FA, Luty SE, McKenzie JM, Bulik
CM, Frampton CMA, Joyce PR: Three psychotherapies for anor-
exia nervosa: a randomized, controlled trial. Am J Psychiatry
2005; 162:741–747

7. Walsh BT, Fairburn CG, Mickley D, Sysko R, Parides MK: Treat-
ment of bulimia nervosa in a primary care setting. Am J Psychi-
atry 2004; 161:556–561

8. Mitchell JE, Devlin MJ, de Zwaan M, Crow SJ, Peterson CB:
Binge-Eating Disorder. New York, Guilford, 2007

9. Fairburn CG, Cooper Z, Shafran R: Cognitive behaviour therapy
for eating disorders: a “transdiagnostic” theory and treatment.
Behav Res Ther 2003; 41:509–528

10. National Collaborating Centre for Mental Health: Eating Disor-
ders: Core Interventions in the Treatment and Management of
Anorexia Nervosa, Bulimia Nervosa, and Related Eating Disor-
ders. London, British Psychological Society and Royal College
of Psychiatrists, 2004

11. Shapiro JR, Berkman ND, Brownley KA, Sedway JA, Lohr KN, Bu-
lik CM: Bulimia nervosa treatment: a systematic review of ran-
domized controlled trials. Int J Eat Disord 2007; 40:321–336

12. Fairburn CG, Cooper Z, Shafran R: Enhanced cognitive behavior
therapy for eating disorders (“CBT-E”): an overview, in Cognitive
Behavior Therapy and Eating Disorders. Edited by Fairburn CG.
New York, Guilford, 2008

13. Fairburn CG, Jones R, Peveler RC, Hope RA, O’Connor ME: Psy-
chotherapy and bulimia nervosa: longer-term effects of inter-
personal psychotherapy, behavior therapy, and cognitive-be-
havior therapy. Arch Gen Psychiatry 1993; 50:419–428

14. Agras WS, Walsh BT, Fairburn CG, Wilson GT, Kraemer HC: A
multicenter comparison of cognitive-behavioral therapy and
interpersonal psychotherapy for bulimia nervosa. Arch Gen
Psychiatry 2000; 57:459–466

15. Fairburn CG, Cooper Z, Shafran R, Bohn K, Hawker DM, Murphy
R, Straebler S: Enhanced cognitive behavior therapy for eating
disorders: the core protocol, in Cognitive Behavior Therapy
and Eating Disorders. Edited by Fairburn CG. New York, Guil-
ford, 2008

16. Fairburn CG, Cooper Z, Shafran R, Bohn K, Hawker DM: Clinical
perfectionism, core low self-esteem, and interpersonal prob-
lems, in Cognitive Behavior Therapy and Eating Disorders. Ed-
ited by Fairburn CG. New York, Guilford, 2008

17. Fairburn CG, Cooper Z, O’Connor ME: Eating Disorder Examina-
tion (16.0D), in Cognitive Behavior Therapy and Eating Disor-
ders. Edited by Fairburn CG. New York, Guilford, 2008

18. Fairburn CG, Beglin SJ: Eating Disorder Examination Question-
naire (EDE-Q 6.0), in Cognitive Behavior Therapy and Eating
Disorders. Edited by Fairburn CG. New York, Guilford, 2008

19. Kendall PC, Marrs-Garcia A, Nath SR, Sheldrick RC: Normative
comparisons for the evaluation of clinical significance. J Con-
sult Clin Psychol 1999; 67:285–299

20. Ogles BM, Lunnen KM, Bonesteel K: Clinical significance: his-
tory, application, and current practice. Clin Psychol Rev 2001;
21:421–446

21. Kazdin AE: Research Design in Clinical Psychology. Boston, Al-
lyn & Bacon, 2003

22. Derogatis LR, Spencer PM: The Brief Symptom Inventory: Ad-
ministration, Scoring, and Procedures Manual. Baltimore, Clin-
ical Psychometric Research, 1982

23. Derogatis LR: The SCL-90 Manual: Scoring, Administration, and
Procedures for the SCL-90. Baltimore, Clinical Psychometric Re-
search, 1977

24. First MB, Spitzer RL, Gibbon M, Williams JBW: Structured Clini-
cal Interview for DSM-IV Axis I Disorders (SCID). Washington,
DC, American Psychiatric Press, 1995

25. Wilson GT, Fairburn CG: Treatments for eating disorders, in A
Guide to Treatments That Work. Edited by Nathan PE, Gorman
JM. New York, Oxford University Press, 2007

26. Kraemer HC, Wilson GT, Fairburn CG, Agras WS: Mediators and
moderators of treatment effects in randomized clinical trials.
Arch Gen Psychiatry 2002; 59:877–883


