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Abstract

Early response to treatment has been shown to predict good outcome in family-based treatment,
but little is known about who responds quickly. Objective: The purpose of the current study was
to examine the short-term weight gain trajectories among youth receiving partial hospitalization
program services for anorexia nervosa (AN), and to identify predictors of these trajectories.
Method: Adolescent and young adults (n = 102) with AN or subthreshold AN completed semi-
structured interviews and self-report measures upon admission to a family-based partial
hospitalization program. Patients participated in programming five days a week. Results: Three
weight gain trajectories were found to indicate slow, moderate, and rapid weight gain
trajectories. All rapid responders gained at least four 1bs. in the first four weeks of treatment,
compared to 86.1% of moderate responders and 51.2% of slow responders. Patients were less
likely to have a moderate or rapid response trajectory if they had a mood disorder diagnosis and
higher parental expressed emotion. Additionally, the presence of compensatory behavior
increased the likelihood of having a rapid response. Discussion: Despite the sometimes chronic
nature of AN, most patients fell into one of the two favorable response trajectories. The
identification of these trajectories underscores the importance of considering the core disordered
eating behaviors (i.e., restricting, binge eating, and purging), comorbid psychopathology, and

parental expressed emotion.
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Introduction

Anorexia nervosa (AN) confers one of the highest mortality rates of any form of
psychopathology and is often associated with enduring medical sequelae and psychological
comorbidities (Arcelus et al., 2011; Franko et al., 2013; Keshaviah et al., 2014). Naturalistic
studies have found that AN symptomatology onsets in adolescence and demonstrates
heterogeneous trajectories over time (Attia, 2010; Wildes, Forbush, & Markon, 2013; Lavender
etal., 2011). Clinical factors such as eating disorder severity, presence of binge-eating and
compensatory behaviors, weight suppression, comorbid psychopathology, and parental expressed
emotion are associated with long-term course (Bodell et al., 2016; Eisler, Simic, Russell, & Dare,
2007; Keel, Brown, Holland, & Bodell, 2012).

Although AN can be challenging to treat, involvement of family members can facilitate
rapid and sustained weight gain among adolescents and young adults (Couturier, Kimber, &
Szatmari, 2013; Le Grange et al., 2012; Stiles-Shields, Hoste, Doyle, & Le Grange, 2012).
Family-based treatment (FBT) is now considered by many to be the first-line treatment for
adolescents with AN, and recent guidelines set forth by the National Institute for Health and Care
Excellence recommend that family interventions be offered to children and adolescents with
eating disorders (NICE, 2017). FBT consists of three phases of treatment, the first of which
focuses primarily on putting parents in charge of weight restoration and a rapid return to physical
health. The efficacy of FBT has led to efforts to incorporate FBT principles into higher levels of

care such as partial hospitalization programs (Girz et al., 2013; Henderson et al., 2014; Hoste,
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2015; Ornstein et al., 2012). The way in which this is done varies from program to program, but
could include efforts to increase parental empowerment by requiring parental involvement in
meals and/or putting parents in charge of meal decision-making. In addition, taking an agnostic
stance toward the eating disorder and having weekly FBT sessions in addition to PHP
programming are ways that higher levels of care have incorporated FBT principles.

Despite the efficacy of FBT, little is known about for whom FBT works or does not
work, and under what circumstances. An examination of moderators and mediators of two
treatments for AN - FBT and individual adolescent focused therapy (AFT) - found that patients
who scored higher on measures of eating related obsessionality and eating disorder
psychopathology at baseline benefitted more from FBT than from AFT. No mediators of
treatment outcome were found (Le Grange et al., 2012).

Across psychopathology, there is increasing evidence that individuals who show an early
response to treatment are more likely to complete treatment and to benefit from it (Almirall &
Chronis-Tuscano, 2016). Within the context of FBT, early treatment response has been defined
in several studies as gaining approximately four Ibs. in the first four weeks of treatment (Darcy et
al., 2013; Le Grange, Accurso, Lock, Agras, & Bryson, 2014; Lock et al., 2015; Madden et al.,
2015). Indeed, this outpatient metric predicts remission in FBT (Doyle et al., 2010) and is
prognostic of future remission from AN (Nazar et al., 2017). The importance of early response
notwithstanding, past studies have been unable to identify characteristics that differentiate

patients who will and will not have a rapid response to treatment (Linardon, Brennan, & de la
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Piedad Garcia, 2016). Moreover, comparable metrics for response to hospital-based treatment
are lacking. Jennings et al. (2017) examined weight trajectory in an inpatient setting for 500
adult women with an AN diagnosis and found four distinct groups: weight gain, weight plateau,
weight fluctuate, and treatment resistance. Hartman et al.’s (2007) study of 85 adult patients
with AN demonstrated that early weight gain in weeks three and four of inpatient treatment
predicted good treatment outcome.

To our knowledge, only two studies have examined heterogeneity in treatment response
to partial hospitalization for AN (Bégin et al., 2013; Makhzoumi et al., 2017). Bégin’s study of
61 adult women examined symptom trajectories of completers, non-completers, better-
respondents, and poorer-respondents, but did not examine variables predicting different
trajectories. Makhzoumi’s study of 211 women receiving inpatient and partial hospitalization
treatment found slow, optimal, and fast weight gain trajectories. History of previous
hospitalization, highest lifetime BMI, restricting, binge eating, and purging differentiated
trajectories. However, most (82%) participants were adults and received approximately 2
months of treatment. Given the early onset of AN and shortening lengths of hospital stays,
identifying shorter-term trajectories of weight gain among children and adolescents could inform
our understanding of how to tailor interventions to improve treatment outcomes.

A meta-analysis found amount and quality of parental involvement to be an important
moderator of psychotherapy outcomes, as parents can help maintain treatment gains by

supporting skills use in the home environment (Dowell & Ogles, 2010). Thus, an important
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transdiagnostic clinical factor is expressed emotion, a measure of a relative’s attitudes and
behaviors toward an ill family member that consists of five constructs: critical comments,
emotional overinvolvement, hostility, warmth, and positive remarks (Brown, Birley, & Wing,
1972). Higher levels of expressed emotion are associated with poor response to treatment,
premature treatment dropout, or post-treatment relapse for a number of psychiatric disorders
(Butzlaff & Hooley, 1998; Hooley, 2007; Le Grange, Eisler, Dare, & Hodes, 1992; Rienecke,
Accurso, Lock, & Le Grange, 2016; Szmukler, Eisler, Russell, & Dare, 1985; van Furth et al.,
1996). In a study comparing FBT delivered to the patient with the family present versus
separately, high levels of maternal criticism were associated with worse outcome when patients
were seen together with family at end of treatment and five-year follow-up (Eisler et al., 2000,
2007). Similarly, in a randomized controlled trial comparing FBT and individual adolescent-
focused therapy, high levels of maternal criticism were associated with premature treatment
dropout, and patients with mothers scoring high on hostility gained more weight in individual
therapy than in FBT (Rienecke et al., 2016). Thus, expressed emotion plays an important role in
treatment outcome for patients with eating disorders, and may be particularly relevant in family-
based approaches.

The primary aims of this study are twofold: (1) to examine the short-term weight gain
trajectories among youth receiving partial hospitalization program services for AN and (2) to
identify individual- and family-level predictors of these trajectories. It is hypothesized that two

trajectories will emerge (i.e. rapid weight gain vs. slow weight gain) and that more rapid weight
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gain will be predicted by less severe eating disorder symptomatology, weight suppression, fewer
hospitalizations, fewer comorbid diagnoses, and less parental expressed emotion.
Methods

Participants

The participants in this study were 102 adolescents and young adults, with diagnoses of
AN (76.5%; n=78) or subthreshold AN (23.5%; n=24) (defined as losing a significant amount of
weight but being over the DSM-1V 85% weight criterion). Diagnoses were made according to
DSM-1V criteria by the treatment team after the initial intake appointment. Patients were on
average (SD) 16.4 (2.9) years old (range 11-24) with body mass index (BMI) of 17.5 (1.6) (range
12.8-25.3) and a duration of illness of 18.3 (20.8) months. The majority of patients were female
(92.2%), Caucasian (93.1%), and from intact families (78.4%). A substantial proportion (40.2%);
n = 41) reported previous inpatient treatment of their eating disorder, either medically or
psychiatrically. Participants completed an average of 27.8 (4.7) days of treatment. The median
and modal number of treatment days was 29 with 79.4% of participants completing 29-30 days.
Most patients (n = 87; 85.3%) completed the average treatment length of 6 weeks. Treatment
dropout was not associated with weight gain trajectory, x* (2, N = 102) = 3.37, p = .19.
Treatment Setting

Patients participated in a family-based partial hospitalization program (PHP) Monday
through Friday for six hours per day. PHP was the entry level into the eating disorder program.

Programming consisted of two meals, a snack, and group therapy. Elements of FBT were
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interwoven throughout program activities with an emphasis on phase 1 strategies to address
weight restoration: parents made all food choices for their child while in the program, parents’
daily attendance at breakfast with their child was required, parents attended a “debriefing” group
session designed to replicate phase 1 FBT sessions, all families participated in the first two
sessions of manualized FBT (Lock & Le Grange, 2013) prior to joining the PHP, and all parents
attended a weekly skills group designed to help them be more effective in supporting their child
and managing eating disorder behaviors (Hoste, 2015). Skills covered included effective

communication strategies and reducing expressed emotion.

Procedure

Participants completed a number of semi-structured interviews and self-report measures
at intake. Weight was taken by program staff daily, in light indoor clothing without shoes.
Informed consent to IRB-approved study protocols was obtained from parents and patients over
the age of 18, and informed assent was obtained for patients under the age of 18.
Measures

Eating Disorder Examination Questionnaire. The Eating Disorder Examination
Questionnaire (EDE-Q) is a 36-item self-report measure of eating disorder psychopathology
(Fairburn & Beglin, 1994). The EDE-Q has a global score and four subscales: restraint, shape

concern, weight concern, and eating concern. Three participants did not have EDE-Q data
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available. For these individuals, eating pathology data were obtained via the Eating Disorder
Examination. Weight suppression was measured as the difference between the highest and
current self-reported weight. The EDE-Q has good concurrent and discriminant validity and
good test-retest reliability (Black & Wilson, 1996; Fairburn & Beglin, 1994; Luce & Crowther,
1999; Wilson, Nonas, & Rosenblum, 1993).

Family Questionnaire. The Family Questionnaire is completed by parents and is a 20-
item self-report measure assessing two expressed emotion (EE) components: critical comments
(CC) and emotional overinvolvement (EOI). Critical comments refer to unfavorable comments
about the personality or behavior of the patient. Emotional overinvolvement can refer to overly
self-sacrificing behaviors or exaggerated emotional responses on the part of the parent. Possible
total scores range from 20-80 with higher scores indicating more expressed emotion. The
measure has good construct validity (Wiedemann, Rayki, Feinstein, & Hahlweg, 2002). When
data were present for both parents, the highest score was used to indicate the peak severity of
expressed emotion. When data were present for neither parent (n = 5), data were mean imputed.
Participants with and without EE data did not differ on demographic characteristics or variables
of interest.

Mini International Neuropsychiatric Interview (MINI) and Mini International
Neuropsychiatric Interview for Children and Adolescents (MINI KID). The MINI and MINI KID
(Sheehan et al., 1998; Sheehan et al., 2010) are structured diagnostic interviews used to assess

current and lifetime psychopathology. Interviews were administered at intake by trained staff
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members, overseen by a licensed clinical psychologist. The MINI was administered to patients
ages 18 and above and the MINI KID was administered to patients under the age of 18. The
MINI and MINI KID have shown good reliability and concurrent validity with other structured
diagnostic interviews among adult and child populations (Lecrubier et al., 1997; Sheehan et al.,
1998; Sheehan et al., 2010).

Data analysis

Distinct trajectories of weight gain were identified within a latent growth curve, or mixed
effects, modeling framework. Specifically, we implemented latent growth class analysis
(LGCA) which allows for random effects in intercepts and slopes across participants,
accommodates variability in intervals between observations, and handles missing data using
maximum likelihood estimation with robust standard errors. Similar to cluster analysis, LGCA
identifies subgroups of participants within a sample. Participants with at least two weight
measurements were included. Weight gain trajectories were modeled over the course of 30 days
enrolled in the partial hospitalization program.

Study aims were addressed in two steps. First, unconditional models (i.e., without
covariates) were fit to model change in weight from baseline and allowed for linear, quadratic,
and cubic trends in each of five trajectory classes. The Bayesian Information Criteria (BIC) were
used to identify the most parsimonious set of trajectories. When comparing across classes, lower

BIC values indicate improved model fit. Consistent with recommendations, valid trajectory
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results were considered to have classes that included at least 10% of the overall sample, or 10
participants (Jones & Nagin, 2007).

Second, weight gain trajectory groups were compared on baseline characteristics and
weight gain by the end of treatment. Multinomial regressions were then used to identify which
baseline variables predicted weight gain trajectories. Single predictor multinomial models
examined bivariate associations of each predictor with the resulting latent classes. These
variables were then entered into multivariate multinomial regressions. All data analyses were
conducted in Stata 13.

Results

At baseline, participants’ mean global EDE-Q score was 2.9 (SD = 1.6) with weight
suppression of 23.1 (SD = 20.1) Ibs. Most (n = 65; 63.7%) participants reported at least one
instance of compensatory behavior in the past 3 months. The most common form was driven
exercise (n = 58; 56.9%) followed by self-induced vomiting (n = 19; 18.6%) and laxative use (n
= 8; 7.8%). More than a third of participants (n = 35; 34.3%) reported at least one instance of
binge-eating. Objective binge-eating episodes were endorsed by more participants (n = 30;
29.4%) than subjective binge-eating episodes (n = 11; 10.8%). On the MINI and MINI KID,
more than half of participants (n = 53; 52.0%) were diagnosed with a comorbid disorder. Mood
disorders were slightly more prevalent (n = 39; 38.2%) than anxiety disorders (n = 36; 35.3%).
Parents’ self-rated expressed emotion ranged from 29.5 to 68.0 with an average of 49.7 (SD =

7.6).
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The optimal models included three distinct classes (BIC range: -2626.44, -2644.09),
providing a closer fit than a model assuming homogeneity across participants (BIC = -3342.42).
Among models with three solutions (see Figure 1), the most parsimonious solution included: (1)
a quadratic growth class with a slow weight gain trajectory (n=43, 42.2%); (2) a linear growth
class with a moderate weight gain trajectory (n=43, 42.2%); and (3) a quadratic growth class
with a rapid weight gain trajectory (n=16, 15.7%).

The rapid weight gain group had a lower baseline BMI (mean [SD] = 16.3 [1.4]) than the
moderate (17.4 [2.1]) and slow weight gain groups (18.1 [2.5]), F (2, 99) = 4.07, p < .05. The
classes also differed significantly in rates of comorbid mood disorders, XZ (2,102) =11.3,p
<.01. The slow weight gain trajectory class reported higher rates of comorbid mood disorders
(55.81%) compared to the moderate (30.2%) and rapid classes (12.5%). Groups did not differ
significantly by comorbid anxiety disorder, global eating disorder severity, number of subjective
and objective binge-eating episodes in the past three months, number of compensatory behavior
episodes in the past three months, weight suppression, or history of prior hospitalization. All
rapid responders gained at least four Ibs. in the first four weeks of treatment compared to 86.1%
of moderate responders and 51.2% of slow responders, 3 (2, 102) = 20.3, p < .001. Specifically,
the rapid weight gain trajectory class gained an average of 16.7 (3.4) Ibs. compared to 8.6 (3.0)
Ibs. gained in the moderate class and 3.1 (2.2) Ibs. in the slow class, F (2, 99) 144.84, p < .001.

In bivariate regressions, associations between the above variables were examined as

predictors of trajectory class membership (see Table 1). In all models, the slow weight gain
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trajectory served as the reference group. Global eating disorder severity, comorbid mood
disorder, and expressed emotion were associated with membership in the moderate and rapid
weight gain trajectory groups. Additionally, BMI and a comorbid anxiety disorder were
associated with a rapid response. All relationships were in the expected direction. That is,
markers of greater severity decreased likelihood of membership in a favorable treatment
response trajectory. *

In a multivariate model including all variables, patients were less likely to have a
moderate response trajectory if they had a mood disorder diagnosis (odds ratio [OR] = .39, 95%
Cl: .15-1.15, p <.10) and higher parental expressed emotion (OR = .93, 95% CI: .87-.99, p
<.05). Additionally, the presence of compensatory behavior increased the likelihood of having a
rapid response (OR = 1.03, 95% CI: 1.00-1.05, p < .05) whereas the presence of a mood disorder
diagnosis (OR = .11, 95% CI: .02-.76, p < .05) reduced likelihood of rapid response.

Discussion

We examined heterogeneous trajectories of weight gain in a sample of 102 adolescents
and young adults enrolled in an FBT-informed PHP for AN. This is the first study, to our
knowledge, to identify heterogeneous weight gain trajectories within the context of a PHP.
Contrary to hypotheses, three distinct trajectories emerged: slow, moderate, and rapid. The slow

weight gain group comprised nearly half of the sample and had the highest rate of comorbid

! Sensitivity analyses included two alternate multinomial regression models with a variable indicating anorexia
nervosa subtype (i.e., restricting or binge-eating/purging type). The first model included subtype in addition to
number of binge-eating and compensatory behavior episodes. The second model included only the subtype variable.
As subtype was not a significant predictor in any models, we report the original models. Sensitivity analyses are
available from authors upon request.
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mood disorders. The other two trajectories were significantly more likely to have gained at least
four Ibs. in the first four weeks. When attempting to identify baseline factors that were
associated with trajectories, more compensatory behavior episodes, absence of a comorbid mood
disorder, and lower parental expressed emotion were associated with membership in the
moderate and rapid weight gain groups.

These results suggest that a PHP informed by FBT principles is generally associated with
weight gain. Beyond feasibility, results are tentatively encouraging insofar as the majority of
patients achieved a moderate or rapid response, which may be an important predictor of eventual
remission and recovery. Given the sometimes chronic and recalcitrant nature of AN
(Steinhausen, 2002), expanding the range of evidence-based interventions is crucial. Findings
suggest that a PHP based on FBT principles may be an effective intervention between outpatient
and inpatient treatment for achieving weight restoration.

Findings are similar to those of the broader literature indicating that a substantial
proportion of those in treatment for AN have a low response to treatment (Steinhausen, 2002)
and that comorbid mood disorders and higher parental expressed emotion may negatively impact
treatment outcome (Eisler et al., 2007; Hughes et al., 2013; Le Grange et al., 1992; Rienecke et
al., 2016; Szmukler et al., 1985; van Furth et al., 1996). A particularly notable finding was that
compensatory behavior was positively associated with rapid response. This observation was
present in Makhzoumi’s study (2017), but does differ from a previous examination of moderators

and mediators in a randomized controlled trial of FBT (Le Grange et al., 2012). In an
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examination of moderators and mediators, a binge-eating/purging subtype of AN was associated
with poor outcomes at follow-up. Some methodological differences may explain these
unanticipated findings. Patients in this study were intensively monitored in a PHP setting
whereas the intervention trial was conducted in an outpatient setting. Further, in the current
study, weight was intensively monitored over the course of approximately 30 days whereas the
length of treatment and follow-up varied for the intervention trial. In addition, in the
intervention trial, the binge/purge subtype was associated with more pervasive eating disorder
and general psychopathology (e.g., higher YBC-ED and BDI scores). More broadly, previous
studies have found that AN-binge/purge subtype is significantly more likely to diagnostically
cross-over into BN than AN-restricting type (Keel, 2012). Within our study, we examined
compensatory behavior episodes separately from binge eating episodes. The presence of binge
eating may be a marker for greater fluctuation in weight gain because patients may have
difficulty in maintaining restricting behaviors in the short-term and instead rely on persistent
compensatory behaviors. However, the presence of compensatory behaviors may be associated
with more comorbid conditions in the long-term due to trait impulsivity or emotion
dysregulation. Future studies should examine whether this particular group of youth are able to
sustain treatment gains.

Findings that the absence of a comorbid mood disorder was associated with rapid weight
gain is in contrast to a study finding that a diagnosis of major depression did not influence the

outcome of treatment for those with AN (Calugi, EI Ghoch, Conti, & Dalle Grave, 2014).
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However, the study assessed inpatient as opposed to intensive outpatient treatment in a sample of
adults rather than adolescents. It has been suggested that there is currently insufficient evidence
to conclude that depression has a negative impact on treatment outcome for children and
adolescents (Hughes, 2012). The current study suggests that absence of a mood disorder may
lead to earlier weight gain in a PHP for adolescents and young adults with AN. The influence of
comorbid psychopathology on the extent and course of weight restoration should be considered
in future studies.

Expressed emotion has been shown to be related to treatment outcome across a number of
mental disorders and medical illnesses (Wearden, Tarrier, Barrowclough, Zastowny, & Rahill,
2000), and the current findings further support research showing that low parental expressed
emotion facilitates recovery from AN. In the schizophrenia literature, relatives high on
expressed emotion differ from parents low on expressed emotion in the attributions they make
about a loved one’s illness (Barrowclough & Hooley, 2003). Critical relatives tend to perceive
negative illness-related behaviors as under the personal control of the patient, rather than
attributing these behaviors to the illness. In the case of AN, many parents initially struggle to
understand that their child is not restricting their eating because he or she is being willful,
stubborn, or difficult. An important focus of FBT is helping parents understand that patients
restrict their food intake because they are in the grip of a powerful disorder that is causing them
to be fearful of food and weight gain. Knowing this, parents can then attribute resistance to

eating to the illness rather than to the individual, and there is evidence that attributional change is
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associated with emotional change (Brewin, 1994). Interventions specifically to reduce expressed
emotion in eating disorders have been shown to improve patient outcome (Hibbs et al., 2015).
Future research should assess the degree to which parents low on expressed emotion make
favorable attributions about unwanted illness-related behavior in eating disorders in an effort to
explain the link between low expressed emotion and good treatment outcome. Expressed
emotion findings may also inform clinical decision-making. Eisler and colleagues found that
patients with mothers who were high on critical comments did less well in conjoint family
therapy than in separated family therapy (Eisler et al., 2007). It may be useful to assess familial
expressed emotion at the beginning of PHP and, if FBT sessions are part of treatment, consider
separated family therapy for those with high levels of parental criticism. It may also be useful to
consider targeted interventions for patients of families who are high on EE. Lock et al. (2015)
have shown that intensified treatment improves outcome for families identified as at risk for poor
outcomes based on lack of early weight gain.

This study had several strengths that merit attention. Exploring the variability within the
sample yielded several meaningful groups that were differentiated by the amount and speed of
weight gain. Despite the often chronic nature of AN, most fell into one of two favorable weight
gain trajectories. The identification of these trajectories underscores the importance of
considering the core disordered eating behaviors (i.e., restricting, binge eating, and purging),
comorbid psychopathology, and parental expressed emotion. Future studies could employ

adaptive designs that provide supplemental interventions to non-responders such as AFT for
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patients or motivational interviewing for parents to facilitate changing their communication
styles. In addition, weights were taken five times per week for approximately 30 days. This
aspect of the study provided repeated measures in a short time period, providing a more granular
view of changes in weight than can be detected in weekly outpatient treatment.

The findings of this study should be considered with its limitations in mind. Although
the demographic distribution of the sample is comparable to many clinical studies, it is not a
representative sample. In particular, there were few males in this sample, but the prevalence of
AN has increased in recent years and affects adolescent boys and girls at the same rates
(Swanson, Crow, Le Grange, Swendsen, & Merikangas, 2011). There is currently a paucity of
literature concerning the type of treatment response that would predict eventual remission from
AN following an intensive treatment such as PHP. As such, metrics for recovery for this study
were drawn from the outpatient literature. Future studies should conduct longer-term follow-up
to ascertain the extent to which predictors of recovery from AN may differ across levels of care.
As described above, the PHP itself has multiple components. As such, the primary mechanisms
for facilitating weight gain may not have been the FBT elements of treatment. Further, the
treatment itself was voluntary and necessarily shorter-term in duration. It is unclear how these
findings would generalize to individuals who require a secure setting for long-term care.

The current study suggests that a PHP informed by FBT principles is generally associated
with weight gain, as most patients fell into one of the two favorable response trajectories. The

identification of these trajectories underscores the importance of considering the core disordered
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eating behaviors (i.e., restricting, binge eating, and purging), comorbid psychopathology, and

parental expressed emotion.
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Figure 1. Patient treatment response trajectories while enrolled in partial hospital programming
for weight restoration. Weight in pounds (y-axis) is plotted against number of days in treatment
(x-axis). Patients with moderate (n = 43; 42.2%), steady rapid (n = 43; 42.2%), and early rapid

weight gain trajectories (n = 16; 15.7%) are depicted.
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Table 1. Multinomial regression predicting weight gain trajectories.

Odds Ratio (95% Confidence Interval)

Moderate Response

Rapid Response

Variable Bivariate Multivariate Bivariate Multivariate
Body Mass Index 87(.72,1.06)  1.02 (.80, 1.30) .64 (.45, .89)*** 71 (.48, 1.07)
Global Eating Disorder Severity .74 (.56, .98)** .75 (.52, 1.09) .81 (.57, 1.17) .82 (.47, 1.42)
Binge-Eating 1.00 (98, 1.03)  1.12 (.97, 1.04) .99 (.95, 1.04) .99 (.95, 1.06)

Compensatory Behavior
Weight Suppression
Previous Hospitalization
Mood Disorder

Anxiety Disorder

Expressed Emotion

.99 (.98, 1.01)
1.00 (.98, 1.03)
1.62 (.68, 3.86)
34 (.14, .83)**
49 (.21, 1.21)

96 (.91, 1.01)

1.00 (.98, 1.02)
1.00 (.98, 1.03)
2.34 (.83, 6.54)
41 (.15, 1.15)*
58 (.20, 1.71)

03 (.87, .99)**

1.00 (.99, 1.02)
1.01 (.99, 1.04)

1.12 (.34, 3.68)*

11 (.02, .56)***

27 (.07, 1.07)*

.95 (.88, 1.03)

1.03 (1.00, 1.05)**
1.01 (.98, 1.05)
1.80 (.39, 8.24)

11 (.02, .76)**
29 (.05, 1.74)

93 (.84, 1.05)

Notes. Bivariate models include only one predictor of weight gain trajectories. Multivariate models include all

variables. The Slow Response trajectory is the reference group.

*p<.10. **p < .05. ***p < .01,

This article is protected by copyright. All rights reserved.





