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Abstract

Objective: To systematically review the literature reporting outcomes of augmentative family-based treatment (FBT) interventions for
adolescents with restrictive eating disorders (EDs).
Method: Articles were identified through a systematic search of five electronic databases (PsycINFO, MEDLINE, EMBASE, CINAHL,
Cochrane Database).
Results: Thirty articles were included, reporting on FBT augmentations featuring adjunctive treatment components, modified treatment
structure and/or content with adherence to FBT principles, and adaptations allowing FBT delivery in different settings. All reported
significant improvements in weight and/or ED symptoms at end-of-treatment, although few compared augmentative and standard
FBT interventions and good quality follow-up data was generally lacking.
Conclusions: There is early evidence for the effectiveness of augmentative FBT-based approaches in facilitating weight and/or ED symp-
tom improvements for adolescents with restrictive EDs. There remains a lack of robust evidence demonstrating superior effects of such
approaches over standard FBT, and further controlled studies are required to expand on the current evidence. Copyright © 2017 John
Wiley & Sons, Ltd and Eating Disorders Association.
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1. Introduction

Anorexia nervosa (AN) is characterised by peak onset in adoles-
cence, with the highest mortality rate (~20%) among the psychi-
atric disorders and 20–30% of patients expected to suffer a
persistent and enduring illness (Franko et al., 2013; Hurst, Read,
& Wallis, 2012; Steinhausen, 2002). As the risk of poorer treat-
ment response increases with illness duration, it is crucial that
outcomes are optimised for young people with AN as early as
possible (Treasure & Russell, 2011).

Family-based treatment (FBT) is a manualised outpatient
therapy for AN (Lock & Le Grange, 2012) which is generally
regarded as the most effective treatment for medically stable
children and adolescents with AN of short illness duration
(<3 years) (Couturier, Kimber, & Szatmari, 2013; Murray & Le
Grange, 2014). FBT consists of ~20 family therapy sessions
involving all family members across three phases of decreasing
intensity over 6–12 months, and the therapeutic approach focuses
on encouraging parental control and consistency, externalising
the child’s illness, restructuring the family to re-establish healthy
boundaries between parental and sibling subsystems, and

encouraging siblings to support the patient cope with their
distress (Lock & Le Grange, 2012). Phase I, which includes an
in-session family meal, focuses on weight restoration, throughout
which parents are empowered and supported in assuming respon-
sibility for their child’s eating and interfering with AN-related
behaviours. As weight restoration progresses, focus is given in
Phase II to the impact of AN on the family and the adolescent’s
gradual individuation and regaining of some autonomy over
eating. Phase III addresses individual, developmental and familial
issues, relapse prevention and a reintegration of the young person
and their family into normal family activities (Lock & Le Grange,
2012). Rates of ‘good’ outcomes within 1 year of FBT are often
cited in the 50–70% range (Le Grange & Eisler, 2009; Murray,
Griffiths, & Le Grange, 2014), yet it is important to consider the
substantial proportion of adolescents for whom FBT does not
facilitate such outcomes or who drop-out (Lock, Couturier,
Bryson, & Agras, 2006). These rates have largely been based on
the criterion of patients’maintenance of >85% of their ideal body
weight (IBW) rather than recovery from the disorder in terms of
weight restoration and ED symptom reductions (Strober, 2014).
Considering that more stringent full remission criteria require
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restoration of weight to ≥95%IBW and reduction of ED symptom
scores to within 1SD of community norms (Couturier & Lock,
2006), it is noteworthy that rates of remission from cognitive
ED symptoms within 1 year of FBT only reach 40% (Lock et al.,
2010). Where these full remission criteria are used, the rates of
patients achieving good outcomes within 1 year of FBT are
reduced to 28–50% (Agras et al., 2014; Couturier, Isserlin, &
Lock, 2010; Lock et al., 2010; Madden et al., 2015). Thus, research
focus has also turned towards investigating how FBT can be
improved and how augmentative approaches might be used.

Alterations to FBT for adolescents with AN and other
restrictive-type EDs (EDNOS-R) have thus been developed.
Following early FBT studies (Eisler et al., 1997; Le Grange, Eisler,
Dare, & Russell, 1992), initial modifications to treatment delivery
were suggested due to observations that higher levels of maternal
criticism predicted adolescents’ poorer outcomes. The first mod-
ified FBT investigation was Eisler et al.’s (2000) trial comparing
separated- (SFT) and conjoint family therapy (CFT). It was
observed that overall outcomes were equivalent at end-
of-treatment and follow-up (Eisler, Simic, Russell, & Dare,
2007), yet families with higher expressed emotion had better
weight outcomes when treated with SFT. Subsequently, a short-
term FBT (10-session) was demonstrated to facilitate outcomes
comparable to standard FBT, with lower drop-out rates (Lock,
Agras, Bryson, & Kraemer, 2005). However, patients with higher
obsessive–compulsive (OC) symptoms and patients from non-
intact families achieved better outcomes in standard FBT (Lock
et al., 2006; Lock, Couturier, & Agras, 2006). Based on such trials,
data from end-of-treatment and follow-up periods of up to 5 years
demonstrate that several factors predict poorer outcomes or
higher drop-out in FBT, including longer pre-treatment illness,
greater early weight-loss, psychiatric comorbidities, and greater
ED-specific obsessionality (Le Grange et al., 2012; Lock et al.,
2006). Superior outcomes have been demonstrated among adoles-
cents achieving higher weight-gain in the first four FBT sessions
(Doyle, Le Grange, Loeb, Doyle, & Crosby, 2010; Le Grange
et al., 2014; Madden et al., 2015). Higher expressed emotion
between family members is associated with earlier drop-out from
FBT (Eisler et al., 2007), and other family characteristics such as
less effective parental control, familial structural problems, and
lower levels of parental warmth have also predicted poorer
engagement and outcomes in FBT (Le Grange et al., 2012;
Le Grange, Hoste, Lock, & Bryson, 2011; Lock et al., 2006).

Augmentative FBT approaches for adolescents with restrictive
EDs have increased in variety, in response to treatment accessibil-
ity factors across different clinical settings and/or with specific
aims to improve outcomes for patients at risk of poorer outcomes
(Loeb, Le Grange, & Lock, J. (Eds.)., 2015). In addition to those
described earlier, these include (i) adjunctive approaches, wherein
components are added to FBT with treatment remaining other-
wise FBT-consistent, (ii) modifications to the therapy structure
or content while maintaining adherent to FBT’s core theoretical
tenets, and (iii) adaptations of FBT to deliver treatment in specific
settings or populations (see Loeb et al., 2015; Loeb & Le Grange,
2009). While numerous, the available literature on such interven-
tions has not been reviewed in a systematic fashion. It is crucial to
review and consolidate current knowledge on the nature of
these interventions and evidence for their outcomes, to ensure

treatment development and refinement according to the existing
evidence base.

1.1. Objective

Given the previously mentioned poor recovery rates and risk of
severe and enduring illness for adolescents with restrictive EDs,
this study was designed to investigate the possible potential of
augmentative FBT interventions for facilitating weight and
symptom improvement in this population. We thus aimed to
systematically review the literature on augmentative FBT-based
interventions for adolescents with restrictive EDs, and to review
the available evidence for their effects. Specifically, this study
was conducted with the aim to identify studies reporting on
weight and ED symptom outcomes of augmentative FBT-based
interventions, and provide a review of these interventions’ design
and delivery, the reasons for their use and the evidence for their
effects in terms of weight-gain and ED symptom reduction.

2. Method

This review was conducted according to the Preferred Reporting
Items for Systematic Reviews and Meta-Analyses (PRISMA)
guidelines (Moher et al., 2009).

2.1. Data sources and search strategy

Five electronic databases (PsycINFO, EMBASE, MEDLINE,
CINAHL, Cochrane Database of Randomised Controlled Trials)
were searched for eligible studies published since the databases’
inception to the date of the final search on 21 March 2017.
Controlled vocabulary terms, identified using MeSH terms and
database-specific subject headings and thesauri, were combined
with key words and phrases to form a search comprising three
stems as per the following concepts: (i) patient age (e.g., ‘adoles-
cent’, ‘young people’, ‘teen’), (ii) patient diagnoses (e.g., ‘anorexia
nervosa’, ‘eating disorder’), and (iii) intervention characteristics
(e.g., ‘family therapy’, ‘family intervention’, ‘Maudsley’). Refer-
ence sections of identified articles were scanned for relevant stud-
ies, and the accuracy of the search strategy was also checked by
ensuring known relevant articles had been identified in the data-
base search. All duplicate studies were removed, and the results
of individual searches were merged.

2.2. Study selection

Studies were eligible for inclusion in the final review if they satis-
fied each of the following criteria:

i study participants were diagnosed with AN or
EDNOS/OSFED according to DSM-IV or DSM-V criteria
(American Psychiatric Association [APA], 2000, 2013).
Studies with samples of mixed diagnoses were included if the
majority of participants were diagnosed with a restrictive-
type eating disorder (AN or EDNOS-R/OSFED-R), or if
outcome data were provided for subgroups of participants
by ED diagnosis;

ii the participants diagnosed with the eating disorder were
described by the study authors as adolescents or were aged
<19 years. Studies with samples including children and young
adults (19–25 years) were included if the majority of partici-
pants were within the adolescent age range (11–18 years) or
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if outcome data were provided for subgroups of participants
by age range;

iii the studied intervention included a FBT approach in a
non-standard modified or adapted form or with adjunctive
treatment components;

iv the study aimed to investigate the effects of an intervention by
assessing changes on at least weight outcomes for patients,
with data collected at baseline and at least one subsequent
time point.

Studies were ineligible if they were not published in English or
were case reports (assessing one or two participants only), or pro-
vided no details about the content of family therapy, preventing
its identification as an augmentative FBT approach. All studies
were screened independently by two authors (IR and AS), first
by title and abstract, and then through full-text review. Disagree-
ments were resolved through discussion and in consultation with
a third author (PR). For studies in which intervention content,
design, delivery, and outcomes were described in insufficient
detail for the purposes of this review, authors were contacted for

additional information, although details were not returned prior
to the completion of this report, and these studies were excluded
from the final data extraction. A PRISMA Flow Diagram depicts
this procedure in Figure 1. Review papers and case reports
were not eligible for inclusion; however, full-texts were retrieved
for those reporting on relevant interventions for patients of
demographic and diagnostic characteristics of interest to screen
reference lists for potentially relevant outcome studies.

2.3. Data extraction

Data from the reviewed studies were extracted using a form
developed for this study, modified from those developed for sim-
ilar reviews (e.g., Friedman et al., 2016). Two authors (IR and AS)
each extracted all relevant data from half of the included studies,
and checked the data extracted by the other author. The data
extracted were used to describe and categorise studies according
to elements including intervention characteristics, target popula-
tions and symptoms, sample characteristics, assessment measures
and administration, and intervention outcomes. As the reporting
of treatment allocation and comparison group characteristics

Figure 1. PRISMA flow diagram
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were not relevant for most studies given that the majority were of
observational, uncontrolled designs, the extracted information is
presented separately for studies with and without comparison
groups, in Tables 2 and 3.

2.4. Assessment of study quality

To assess the quality and risk of bias within included studies, two
authors (IR and AS) performed a quality appraisal using the Effec-
tive Public Health Practice Project (EPHPP) quality assessment
tool (National Collaborating Centre for Methods and Tools,
2008), which is designed to rate the quality of intervention evalu-
ation studies of various methodological designs. Each study was
assigned a score on each of the eight scales of the EPHPP scoring
protocol, where higher scores indicated higher quality on the
following components: selection bias, study design, confounders,
blinding, data collection methods, withdrawal/drop-outs, and
analyses. Global ratings of ‘weak’, ‘moderate’ or ‘strong’ study
quality were assigned based on the frequency of weak ratings
across each of these components (Table S1). Both authors agreed
on the majority of scales, and disagreements were discussed and
revisions made accordingly.

2.5. Data synthesis

Given the very small number of controlled studies identified and
the heterogeneity across intervention and methodological designs
among the included studies, a meta-analysis was not performed
and a narrative synthesis was conducted.

3. Results

3.1. Study selection

A PRISMA Flow Diagram depicting the study screening and
selection process is shown in Figure 1. The search returned 2991
references, and 206 duplicates were removed. The titles and
abstracts of 2785 records were screened. Through initial screen-
ing, 2534 records were excluded, most commonly as they
included no reporting of outcome data, described interventions
targeted at adult patient populations or individuals not diagnosed
with restrictive EDs, or focused on interventions for restrictive
EDs in the target population but which included family therapy
that was either non-FBT based or in a standard FBT form.
Excluded studies also often reported on pharmacotherapeutic or
inpatient refeeding interventions only. A full-text screen was
conducted for 251 articles, and of these, 221 were excluded,
most frequently because outcome data was not reported or the
described family interventions were non-FBT. Two studies
(Le Grange et al., 2011; Utzinger, 2013) reported additional
analyses on data from a controlled clinical trial included in the
final review (Eisler et al., 2000); however, these were excluded as
analyses were not conducted separately for the treatment groups
of the original trial and thus provided no further information
on the effects of the short-term FBT intervention being investi-
gated. A total of 30 articles were included in the final review,
of which four were articles reporting either follow-up data or
additional analyses for previous studies. The included studies
therefore referred to 26 unique data sets.

3.2. Results of quality assessment

Quality appraisal results are presented in Table S1. Two studies
(Eisler, Simic, Blessitt, Dodge, & Team, 2016; Lock et al., 2015)
received ‘strong’ global ratings. Among the remaining studies, half
were rated as ‘moderate’ and half as ‘weak’. Most articles (17/30)
reported on studies which did not include treatment comparison
groups, and therefore received ‘weak’ or ‘moderate’ global ratings,
given the frequently high risk of bias particularly due to the lack of
randomisation as well as a lack of assessor and participant
blinding. The remaining 13 articles reported on nine unique data
sets from comparative studies, and among these, only two (Eisler
et al., 2016; Lock et al., 2015) reported randomisation methods
and thus received ‘strong’ quality ratings. ‘Weak’ ratings among
the remaining comparative studies were often given due to high
attrition rates and lack of blinding.

3.3. Characteristics of selected studies

Characteristics of interventions described in the reviewed studies,
including intervention components and, where available, speci-
fied reasons for the intervention approach, are summarised in
Table 1. Intervention outcomes for non-comparative studies are
summarised in Table 2, and data from comparative studies are
summarised in Table 3. Studies reporting on the same interven-
tion are included as single entries in Table 1, and those reporting
on the same data set are included as single entries in relevant
tables. Of the 30 included articles, 10 reported on RCTs or
controlled clinical trials, four reported on cohort analytic studies,
14 were single cohort studies and the remaining two were case
series designs.

3.4. Participant characteristics

3.4.1. Patient age

The mean sample age in the included studies ranged from 12.8
to 17.7 years, with studies including the youngest (8 years) (Hoste,
2015; Ornstein, Lane-Loney, & Hollenbeak, 2012) and oldest
(24 years) (Rienecke et al., 2016) participants both reporting on
FBT-based partial hospitalisation programs or intensive outpa-
tient programs. All participants in comparative studies were aged
10–20 years at baseline. Five non-comparative studies (Gelin,
Hendrick, & Simon, 2015; Girz, Robinson, Foroughe, Jasper, &
Boachie, 2013; Hurst & Zimmer-Gembeck, 2015; Paulson-
Karlsson, Engstrom, & Nevonen, 2009; Robinson, Strahan, Girz,
Wilson, & Boachie, 2013) had adolescent-only samples, with the
remaining samples comprising a mixture of children (<11 years),
adolescents and young adults (>18 years) (Doyle, 2013; Hender-
son et al., 2014; Hoste, 2015; Johnston, O’Gara, Koman, Baker, &
Anderson, 2015; Jones, Volker, Lock, Taylor, & Jacobi, 2012;
Ornstein et al., 2012; Rienecke, Richmond, & Lebow, 2016; Rock-
well, Boutelle, Trunko, Jacobs, & Kaye, 2011). Three non-
comparative studies reported mean ages of 14–15 years without
stating overall age ranges (Hollesen, Clausen, & Rokkedal, 2013;
Robinson et al., 2013; Salaminiou, Campbell, Simic, Kuipers, &
Eisler, 2015), while Doyle et al. (2013) reported outcomes in an
intensive outpatient program separately for children (10–13 years)
and adolescents (14–18 years), between whom there were no sig-
nificant differences on any assessments.
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Table 1 Summary of intervention characteristics

Study ID Intervention description Identified reasons for approach and/or treatment targets

Non-comparative studies
Doyle, 2013 Child and Adolescent Intensive Outpatient Program

3 Afternoons/week, weekly FBT

Patient groups (Problem solving, CBT, DBT, Psychoeducation,

Creative expressions)

Parent groups (Parent support, Psychoeducation, Parent DBT

guidance skills)

3 Coached family meals and snacks

Medical and psychiatric monitoring

Higher-intensity level of care due to patients’ elevated ED symptom

severity and other patient factors including emotion regulation skills

deficits and need for additional weight stabilisation support, and

parent factors including low parental authority and self-efficacy

Gelin et al., 2015 Modified Multiple Family Therapy (described in Gelin et al., 2016)
5–6 families attend 21 full-day treatment sessions together over

11–12 months

Three-phase structure similar to FBT (Phase I across 5 months with

initial 4-day intensive MFT followed by monthly 2-day modules,

Phase II and III including remaining treatment days at monthly

intervals)

FBT, structural therapy, and systemic-therapy based techniques

similar to those above (Dare & Eisler, 2000), with integration of

CBT exposure techniques to reduce food avoidance

Designed as an alternative to hospitalisation, single family therapy,

and individual therapy.

Girz et al., 2013 FBT-based Day Program
5 days/week, school included

Weekly FBT, MFT, parent support groups, multiple-family meals

Patient group sessions (food desensitisation and interpersonal

skills, not specified)

Weekly parent-therapist check in, all meals supervised

Medical and psychiatric monitoring

Designed for adolescents with EDs identified as requiring further

support in addition to that available in standard outpatient FBT

(specific factors not reported).

Henderson et al., 2014 FBT-based Day Program
5 days/week, school included

Weekly FBT, regular meal support, group therapy

(modality/content not specified), all meals supervised

Medical and psychiatric monitoring

Families requiring intensive level of treatment based on high

symptom severity to ensure or maintain medical stabilisation and

normalisation of eating.

Hildebrandt et al., 2014 Exposure-based Family Therapy (FBT-E)
Integration of FBT with exposure techniques throughout. Phase I

focusing on weight gain and parents’ skills in refeeding and reducing

patient’s avoidance of food using exposure hierarchies, Phase II

includes continued exposure exercises with 5 optional modules

targeting bingeing/purging, compulsive exercise, body image

concerns, rumination/worry about weight gain, or internalising

symptoms, Phase III as per FBT with further focus on generalisation

and consolidation of families’ anxiety and weight management skills

As per FBT with additional aims to provide families with skills to

manage anxiety symptoms (e.g., fear of weight gain, avoidance of

food groups) proposed as etiological and maintenance factors in AN.

Not specifically targeted at patients with elevated anxiety and/or ED

symptoms.

Hollesen et al., 2013 FBT combined with individual therapy and Maudsley-based
Multiple Family Therapy
Individual therapy content/modalities not specified, MFT

as described earlier (Dare & Eisler, 2000).

MFT aims as described earlier, delivered in addition to single-family

FBT and individual therapy to provide more intensive level of care.

Hoste,2015, Rienecke

et al., 2016

FBT-Based Partial Hospitalisation Program and Intensive
Outpatient Program
Weekly FBT, individual and group therapy (content/modalities

not specified)

Parents included in all daily supervised meals,

Medical and psychiatric monitoring

As above in Girz et al. (2013).

Hurst et al., 2015 FBT with CBT for Perfectionism
CBT sessions in parallel with FBT Phase II sessions including

psychoeducation and CBT exercises (e.g., behavioural experiments)

conducted during and between sessions.

To target patients’ high levels of perfectionism, cognitive and

behavioural inflexibility and obsessional/rigid thinking styles

associated with poorer treatment response in FBT.

Johnston et al., 2015 Intensive Outpatient Program
7–8 weeks, 3 afternoons/week

Weekly FBT, adolescent groups (DBT, Body Image), parents’

DBT group, MFT groups, multiple-family meals

Targeting a ‘subset’ of patients with greater difficulties with emotion

regulation and/or personality disorder features who may have poorer

responses or greater drop-out rates in standard FBT. The integration

Continues
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Table 1. (Continued)

Study ID Intervention description Identified reasons for approach and/or treatment targets

Medical and psychiatric monitoring of DBT skills aims to improve coping with refeeding-related distress

and provide patients with strategies to manage emotions other than

through ED behaviours

Jones et al., 2012 Parents Act Now Online FBT-based intervention for Parents
of adolescents with early-stage EDs or high ED risk
6-week online intervention sessions moderated by ED clinicians

Online discussion groups and symptom monitoring, telephone

contact with clinicians

Content based on FBT Phase I (Psychoeducation, elevation of

parental anxiety and empowerment regarding ED symptoms,

practical strategies for meal support and intervening in ED

behaviours)

To provide early intervention for adolescents with sub-clinical ED

features (recent rapid weight loss, body image concerns, weight

control behaviours) and/or meeting criteria for restrictive-type ED

diagnoses for a duration of <6 months, without prior inpatient

hospital admissions.

Mehl et al., 2013 Maudsley Multiple Family Therapy for AN (modified structure)
Content as above in Dare and Eisler (2000), delivered in intensive

3 consecutive days with 5 monthly 1-day modules

Additional components including relaxation, yoga, art, and drama

therapy groups

Families may also attend single family therapy sessions and/or

individual patient sessions

Described as a ‘last chance’ intervention for families often having had

3 or more previous attempts at outpatient family treatment.

Ornstein et al., 2012 FBT-based Partial Hospitalisation Program
5 days/week with gradual decrease in attendance while transitioning

to full outpatient care

Weekly FBT, family members included in meals

Individual and group therapy (content/modalities not specified)

Provided as a program to ensure medical and symptom stabilisation

as an alternative to or upon discharge from inpatient care to facilitate

transition to outpatient care in the community.

Paulson-Karlsson et al.,

2009

Combination of Separated and Conjoint FBT
Standard conjoint FBT provided in parallel with separated-family

therapy sessions during Phases I and II

Not specified.

Robinson et al., 2013 FBT-based Day Program
Weekly FBT

Individual therapy (content/modalities not specified)

Dietetic counselling, medical, and psychiatric monitoring

Patients with more severe presentations (criteria not specified)

offered treatment in Day Program over standard outpatient care

Rockwell et al., 2011 Short-term Intensive FBT
5 full consecutive days’ intensive single family therapy including

the following:

3 FBT sessions, 3 supervised family meals, parent coaching

sessions with video reviews

3 Systemic Family Therapy sessions, patient and sibling individual

psychotherapy, 2 family CBT sessions, 1–2 DBT-based family

sessions, 2 parent support sessions, 7 family psychoeducation, goal

setting, and discharge planning sessions

To provide specialised treatment for AN to families with limited

regular access to services due to location.

Comparative Studies
Bean et al., 2010 FBT-based Partial Hospitalisation Program

5 days/week

Weekly FBT, families included in some meals

Individual and group therapy (CBT, interpersonal and experiential

therapy)

Nutritional counselling, medical, and psychiatric monitoring

Specific reasons for referral to partial hospitalisation program over

outpatient treatment not reported.

Eisler et al., 2000; Dare

et al., 2000; Eisler et al.,

2007

Separated Family Therapy
FBT delivered in separate parent- and adolescent-only sessions,

no family meal session

Parent sessions focus on parental skills without therapists able

to intervene directly in parent-patient interactions. Adolescent

sessions focused on supportive counselling focusing on AN

symptoms, relationships, and adolescent developmental issues

Separated family sessions suggested to facilitate better treatment

outcomes for families with higher levels of maternal criticism/

expressed emotion.

Eisler et al., 2016a; Gabel

et al., 2014; Salaminiou

et al., 2015

Maudsley Multiple Family Therapy (MFT) for AN (described
in Dare & Eisler, 2000; manualised in Eisler et al., 2016b)
5–8 families attend 10 full days of treatment together over

~9 months

Designed as a standalone treatment or to be used in conjunction

with FBT, not specifically for complex cases. Therapeutic aims in

addition to those of standard FBT include reducing families’ social

Continues
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3.4.2. Patient diagnoses

All comparative studies included only patients with restrictive-
type EDs, with two studies including a minority of patients diag-
nosed with EDNOS-R at baseline (Eisler et al., 2016; Marzola
et al., 2015). Of the 17 non-comparative studies, two included
mixed-diagnosis samples of only patients with restrictive-type
EDs (Hoste, 2015; Rienecke et al., 2016), and a single study
included an AN-only sample (Hurst & Zimmer-Gembeck,
2015), albeit with only three participants in a case-series
design. Two studies stated patients met diagnostic criteria for
restrictive-type EDs without specifying diagnoses (Jones et al.,
2012; Mehl, Tomanová, Kuběna, & Papežová, 2013), and the
remaining 12 studies included patients with restrictive and non-
restrictive ED diagnoses. In each of these studies, participants with
non-restrictive EDs represented a minority of each sample, and
weight outcomes did not differ significantly by diagnosis. One
study reporting on an online FBT-based early intervention and
prevention program for AN in adolescents (Jones et al., 2012)
reported data separately for those with and without existing ED
diagnoses, and data only for participants with diagnoses were
included in this review.

3.5. Intervention characteristics

As demonstrated in Table 1, there was considerable variability in
the content, structure, and mode of delivery of the described
interventions. The specific reasons for the application of an
augmentative FBT approach could not be determined in one
study reporting on the combination of separated and conjoint
FBT (Paulson-Karlsson et al., 2009), nor could the reasons
for which patients were referred to a FBT-based partial
hospitalisation program rather than to outpatient therapy in an-
other study by Bean, Louks, Kay, Cornella-Carlson, and Weltzin
(2010). Further, while several partial hospitalisation or intensive
outpatient programs were described as designed for adolescents
requiring a more intensive level of care for severe ED symptoms,
it was not clear as to how the severity of such presentations was
determined (Girz et al., 2013; Hoste, 2015; Rienecke et al., 2016;
Robinson et al., 2013).

FBT-based interventions featuring adjunctive components
included the use of additional individual or group CBT (Hurst &
Zimmer-Gembeck, 2015; Doyle, 2013; Rockwell et al., 2011) or
DBT (Doyle, 2013; Johnston et al., 2015; Marzola et al., 2015;
Rockwell et al., 2011) sessions, and Lock et al. (2015) introduced

Table 1. (Continued)

Study ID Intervention description Identified reasons for approach and/or treatment targets

Three-phase structure similar to FBT including an intensive

4 consecutive days followed by 6 days at 4–8 week intervals

Techniques additional to those in FBT include further

psychoeducation, experiential and creative activities, separate

parent and adolescent groups, three supervised family

meals/snacks each day

Families may also attend single family FBT sessions

throughout intervention period

isolation and stigmatisation, facilitating families’ mutual learning

and skill development, and increasing patients’ and family

members’ expectations and hopefulness for recovery.

Lock 2005; Lock et al.,

2006; Lock et al., 2006a

Short-term FBT
FBT delivered in 10 sessions over 6 months

Phase I in sessions 1–7 weekly, Phase II in sessions

8–9 monthly, Phase III in session 10 after 2 month interval

A shorter-term delivery of FBT content intended to increase cost

effectiveness and reduce risk of family drop-out

Lock et al., 2015 Adaptive FBT with Intensive Family Coaching (IPC)
3 additional IPC sessions introduced after Session 4, including

one session focusing on insufficient weight gain as a ‘crisis’

requiring families’ ‘reinvigoration’, one parent-only refeeding

skills session, and a second family meal, followed by

remainder of standard FBT treatment.

To prevent overall poor treatment response for families identified

as having a ‘poor early response’ in FBT, defined by weight gain

of less than 2.3 kg by Session 4.

Le Grange et al., 2016 Parent-focused FBT
FBT phases delivered in 18 parent-only sessions over 6 months,

no family meal session

Adolescent attends 15-minute medical check with

supportive counselling

As above in Eisler et al. (2000).

Marzola et al., 2015 Single-family Short-term Intensive FBT
As above in Rockwell et al. (2011)

Multiple-family Short-term Intensive FBT
As above in Rockwell et al. (2011) simultaneously involving several

families incorporating Maudsley Multiple Family Therapy for AN

principles (Dare & Eisler, 2000)

As above in Rockwell et al. (2011).

Rhodes et al., 2008 Parent-to-Parent Consultation
Parents having recently completed FBT are invited as ‘consultants’ to

attend one session with parents currently attending treatment

between Week 3 and 5 of Phase I, to provide accounts of their

experiences of FBT.

To reduce parents’ isolation and increase parents’ hope and

self-efficacy in supporting their child to gain weight and recover.

Augmentative Approaches in FBT I. L. Richards et al.
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three additional parent skills-focused sessions to the standard FBT
for families identified as responding poorly with regard to early
weight gain upon reassessment mid-Phase I (this group of families
was labelled FBT/IPC+, whereas early responders were in the
FBT/IPC� group). Rhodes, Baillee, Brown, and Madden (2008)
introduced a ‘parent-to-parent consultation’ into FBT Session
10, wherein parents currently attending FBT met with parents
who had recently completed treatment, with the aim to increase
parental self-efficacy and thereby patients’ weight-gain. In these
adjunctive approaches, the remainder of the treatment protocols
remained consistent with the standard FBT intervention.

Modifications to FBT often involved Multiple Family Therapy
(MFT) approaches (Gabel, Pinhas, Eisler, Katzman, & Heinmaa,
2014; Gelin et al., 2015; Hollesen et al., 2013; Mehl et al., 2013;
Salaminiou et al., 2015) and combinations of conjoint- and
separated-family or the use of separated-family sessions only
throughout FBT (Eisler et al., 2000; Le Grange et al., 2016).
Several interventions also modified the length of treatment. As
described previously, ‘Short-term FBT’ delivered the same thera-
peutic content as the standard 20-session FBT in 10 sessions over
6 months (Lock et al., 2005). Still shorter-term ‘Intensive FBT’
interventions were delivered both in single-family and multiple-
family formats (Marzola et al., 2015; Rockwell et al., 2011),
wherein families attended treatment for five consecutive days to
receive intensified Maudsley-based interventions, generally to
allow the provision of specialised AN treatment to families with
limited regular access to services. FBT-E (Hildebrandt, Bacow,
Greif, & Flores, 2014) combined CBT-based exposure techniques
across all FBT phases to facilitate parents’ and patients’ under-
standing and management of anxiety-specific difficulties pro-
posed to contribute to the aetiology and maintenance of the ED.

Adaptations of FBT were those featuring changes to the form of
delivery of FBT content for specific settings or populations. The
ParentsActNow online intervention (Jones et al., 2012) was
categorised as such, as FBT was adapted for delivery in an online
format and to be relevant for parents of adolescents with or at
high-risk of developing early stage EDs without previous inpatient
admissions. Other adaptations of FBT featured the delivery of
FBT in hospital settings, all of which also included modifications
to the content and/or structure of FBT and adjunctive treatment
components, as afforded by the more intensive treatment setting.
These combinations (partial hospitalisation programs or intensive
outpatient programs) were designed with the aim to provide an
intensive level of care to patients and families, with adolescents
attending treatment for 3–5 days per week, receiving psychother-
apy in a combination of individual, group, FBT and MFT formats.
These programs also included psychiatric and medical monitor-
ing, dietetic counselling and support for patients and parents at
supervised meal-times. Group and individual therapy modalities
were generally CBT-based and DBT-based, although were not
described in detail in two programs (Henderson et al., 2014;
Ornstein et al., 2012; Robinson et al., 2013). Two studies reported
on different samples participating in the same partial
hospitalisation program (Hoste, 2015; Rienecke et al., 2016). All
such studies except one (Bean et al., 2010) were described as
designed for patients and families requiring a higher-intensity
level of care due to medical instability or more severe ED
symptom severity.

3.6. Outcome assessments and findings

Study findings are summarised below, separately for non-
comparative and comparative study groups.

3.7. Non-comparative studies

Of these 17 studies, five reported outcomes at EOT and at least
one follow-up assessment, whereas nine reported EOT outcomes
only. Two intensive outpatient program studies (Girz et al., 2013;
Robinson et al., 2013) assessed outcomes at baseline, 3-months
and 6-months regardless of patients’ discharge status, and Rock-
well et al. (2011) reported outcomes of a 5-day intervention at
9-months follow-up.

3.7.1. Weight outcomes

For those studies conducting analyses on weight outcomes as
continuous variables (mean BMI or %IBW), significant weight
improvements between baseline and EOT were reported for all
interventions, and these gains were all either maintained or
significantly approved upon at follow-up. For studies without
analyses for measures of weight change (Girz et al., 2013; Hurst
& Zimmer-Gembeck, 2015; Robinson et al., 2013; Rockwell
et al., 2011), each reported overall rates of complete weight
restoration of 57–94%.

3.7.2. ED symptomatology

Of the included non-comparative studies, all except two
(Mehl et al., 2013; Rockwell et al., 2011) reported formal assess-
ments of ED symptoms, most frequently assessed using validated
measures such as the Eating Disorder Examination (Fairburn &
Cooper, 1993), Eating Disorder Examination Questionnaire
(Fairburn & Beglin, 1994), Eating Disorder Inventory (Garner,
Olmstead, & Polivy, 1983), and Children’s Eating Attitudes Test
(Smolak & Levine, 1994). In these 15 studies, significant improve-
ments were observed in core ED symptomatology within 6-
months from baseline or by EOT. Follow-up data were available
in eight of these 15 studies with follow-up periods ranging from
3 to 36 months. Studies commonly had higher proportions of
missing data on psychological measures when compared with
weight measures.

3.7.3. Recovery and remission rates

Four non-comparative studies included categorical remission
outcomes, albeit with variations in criteria applied. Paulson-
Karlsson (2009) classified patients as having achieved full
remission following 18-months of separated and conjoint FBT
sessions if they no longer met DSM-IV (APA, 2000) criteria for
AN, an outcome achieved for 72% and 78% of patients at EOT-
and 36-month follow-up, respectively. Johnston et al. (2015)
reported 64% of patients completing a multimodal intensive
outpatient program met Morgan-Russell ‘good outcome’ criteria
(>85%IBW, regular menses) at 1-year follow up. They also
reported that 42% of treatment completers met these criteria
and had EDE Global Scores within 1SD of community norms,
the additional criterion applied in more stringent definitions of
full remission from AN (e.g., Agras et al., 2014; Couturier & Lock,
2006; Eisler et al., 2000; Madden et al., 2015). Hurst and Zimmer-
Gembeck (2015) reported 1/3 patients was fully remitted and two
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were partially remitted following FBT with additional CBT for
perfectionism sessions, according to more stringent weight range
criteria (>95%IBW for full remission, >85%IBW for partial
remission).

3.7.4. Other outcomes

Most studies described participants as frequently meeting
criteria for comorbid anxiety and mood disorders, and changes
in anxiety and depression symptoms as secondary treatment out-
comes. These symptoms were assessed in each study using vali-
dated measures on which significant improvements were
reported at EOT and follow-up from intensive outpatient/partial
hospitalisation programs, MFT and FBT-E interventions (Girz
et al., 2013; Henderson et al., 2014; Hildebrandt et al., 2014;
Ornstein et al., 2012; Paulson-Karlsson et al., 2009; Robinson
et al., 2013). Salaminiou et al. (2015) found significant increases
in patients’ self-esteem at 6-month follow-up following an
intensive 9-month MFT intervention, whereas Mehl et al.
(2013) reported contradictory findings, with patients’ self-esteem
significantly lower despite significantly higher quality of life
ratings after a similar 6-month MFT intervention, which the
authors attributed to individuals’ increased body image concerns
due to reportedly marked progress in weight restoration. Three
studies all investigating FBT-based intensive outpatient/partial
hospitalisation programs also reported significant improvements
in parental self-efficacy by EOT (Girz et al., 2013; Hoste, 2015;
Robinson et al., 2013). Hildebrandt et al.’s (2014) study on
FBT-E reported significant reductions in patients’ anxiety and
mood symptoms from baseline to end-of-treatment, although to
what extent these participants’ baseline anxiety symptoms were
reflective of or elevated in comparison to the general AN popula-
tion was not addressed. Hurst and Zimmer-Gembeck (2015) also
reported improvements from baseline to end of FBT in patients’
cognitive flexibility as targeted in an adjunctive CBT module,
although these data were limited to three participants. Notably,
among the studies including DBT components, no measures of
relevant factors such as emotion dysregulation were administered.

3.8. Comparative studies

In all nine comparative studies, significant improvements in
weight and/or ED symptom outcomes were observed at EOT
and/or follow-up for all treatment groups. Notably, within several
studies, there were no significant overall differences in weight or
ED symptom outcomes between participants in test and control
(standard FBT) conditions (Eisler et al., 2000; Lock et al., 2005;
Lock et al., 2015; Rhodes et al., 2008), although such findings
had different implications for the conclusions made regarding
the relative efficacy of the augmentative FBT approach under
investigation, as described later.

Rhodes et al. (2008) found that the degree of improvement in
parental self-efficacy, parental distress, and patients’ EOT weight
outcomes did not differ between groups who did and did not
participate in parent-to-parent consultations in addition to FBT,
and the authors concluded that the intensity of the additional
intervention was insufficient to result in detectable changes in
the assessed variables. Patient ED and comorbidity symptom
severity measures were not included in this study; thus,

differences in outcomes on or predicted by other such variables
were not reported.

Eisler et al. (2000) and Le Grange et al. (2016) compared ‘con-
joint’ (standard) FBT to ‘separated’ (SFT) and ‘parent-focused’
FBT respectively, both reporting non-significant between-group
differences in overall weight and ED outcomes at EOT and
follow-up. Eisler et al. (2000) found, however, that while rates
of Morgan-Russell ‘good’/ ‘intermediate’ outcomes did not differ
between groups, participants in conjoint FBT achieved signifi-
cantly greater improvements in ED, depression and OC symptom
scores compared with those in SFT at EOT, whereas patients from
families with high levels of expressed emotion reached signifi-
cantly higher %ABW at SFT compared with conjoint FBT at
follow-up. Furthermore, Le Grange et al. (2016) found that
parent-focused FBT resulted in significantly higher full remission
rates (>95%IBW, Global EDE-Q within 1SD of community
norms) compared with FBT at EOT, but not follow-up, whereas
significantly higher full remission rates were observed at 12-
month follow-up for patients with a longer pre-treatment illness
duration or lower baseline ED or OC symptoms when treated
with parent-focused FBT compared with standard FBT.

In two studies, the lack of treatment group differences in
fact supported the effectiveness of the novel interventions
under investigation. Lock et al. (2015) indicated similar overall
outcomes at each assessment for patients in short-term and
long-term (standard) FBT conditions, indicating that a modified
10-session approach was as effective as the standard 20-session
FBT. However, patients with higher baseline OC symptoms had
reached a significantly higher mean BMI at 12-months in stan-
dard versus short-term FBT, and for patients from non-intact
families, improvements in EDE-Q Global scores at long-term
FU were significantly greater in the standard versus short-term
FBT condition.

Lock et al. (2015) reported no EOT differences in %IBW or
parental self-efficacy outcomes between families showing good
early responses to FBT and those identified as ‘poor early
responders’, who at reassessment after session 4 of Phase I had
achieved <2.3 kg in weight-gain and had significantly lower
maternal self-efficacy (which have been shown to predict poorer
overall outcomes in standard FBT) (Doyle et al., 2010). The
authors concluded this indicated that the use of three additional
Phase I ‘Intensive Parent Coaching’ (IPC) sessions including a
second family meal may have successfully afforded ‘poor early
responders’ greater benefits from FBT, thus preventing ongoing
discrepancies in treatment response and EOT outcomes. Of note,
however, was the observation that in comparison to early
responders, ‘poor early responders’ receiving IPC still had
significantly higher EDE Global scores at EOT, which the
authors attributed to the relative delay in these patients’
weight restoration and thus associated delay in dependent ED
symptom remission. Additionally, it should be emphasised that
the specific effects of the IPC+ intervention are unclear, as due
to small sample sizes and the identification of only 2/12 partici-
pants as ‘poor early responders’ in the non-adaptive FBT group,
there was no direct comparison between ‘poor early responders’
receiving IPC with those displaying similarly poor early responses
continuing to participate in standard FBT without additional
sessions.
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Finally, Eisler et al.’s (2016) RCT compared families attend-
ing MFT-AN with FBT with those attending FBT alone, and
found that patients in the MFT-AN arm were significantly
(2.55 times) more likely to achieve a good or intermediate out-
come using Morgan-Russell outcome criteria (Russell et al.,
1987) by EOT compared with those receiving FBT alone,
although there were no significant between-group differences
at 6-month follow-up. Due to this study’s use of >85%
IBW, return of menses and absence of bulimic symptoms as
criteria to define ‘good’ outcomes (as per Russell et al.,
1987), it was not possible for this study to compare outcomes
in this sample with the aforementioned rates of 28–50% of full
remission of AN as defined using the higher weight criterion
(>95%EBW) and remission of cognitive symptoms to classify
full remission of AN.

Of the remaining three comparative studies, two included
non-FBT based control conditions. Firstly, in a retrospective
case–control study of 16 AN patients, Bean et al. (2010) reported
equivalent weight improvements between patients attending a
10-week FBT-based or non-FBT-based partial hospitalisation
program. While both groups had similarly significant reductions
in depressive symptoms, ED symptom improvements at EOT
were significantly greater among those attending the FBT-based
program. Secondly, Gabel et al.’s (2014) findings indicated that
participants who participated in a 12-month MFT program in
addition to treatment as usual reached a significantly higher mean
%IBW, compared with patients in treatment-as-usual, which
featured single-family therapy sessions of a ‘supportive’ (non
FBT-based) nature. There were significant improvements in ED
and depression symptoms by EOT for patients who received
MFT in this study, although these outcomes were not compared
with those in treatment-as-usual. Finally, in Marzola et al.’s
(2015) comparison of two different augmentative FBT approaches
(single- versus multiple-family 5-day intensive FBT), no signifi-
cant between-group differences in %IBW at follow-up were
found, and while descriptive EDE-Q statistics were not reported,
the authors found that 65% and 59.3% of patients were in full
remission (>95%IBW, Global EDE-Q within 1SD of community
norms, absence of binge-purge behaviours). These findings,
however, were based on follow-up assessments conducted
between 4- and 83-months post-baseline, and many participants
in each group had received ongoing outpatient or inpatient
treatment in the interim.

4. Discussion

4.1. Overview

The purpose of this study was to systematically review available
research reporting on the outcomes of augmentative FBT
approaches for adolescents with restrictive EDs. Thirty articles
reporting outcomes of 26 unique samples were included, all
reporting on augmented FBT with the aim to facilitate weight
restoration and reduce ED symptomatology for adolescents,
the large majority of whom were diagnosed with AN or
EDNOS-R. Multiple Family Therapy for AN (Dare & Eisler,
2000; Eisler, Lock, & le Grange, 2010) was reported on most
frequently, and was delivered either as a standalone treatment,
in conjunction with FBT, or as a component of FBT-based

partial hospitalisation programs. FBT-based intensive partial
hospitalisation programs were designed to treat adolescents
displaying elevated ED severity and requiring higher levels of
care, and included group and individual therapy sessions of var-
ious modalities in addition to frequent parental involvement in
therapy and supervised meals. Approaches involving adjunctive
therapy added CBT, DBT or parent-focused sessions to standard
FBT, and other approaches included modifications to the length
of FBT, to its mode of delivery and through the integration of
exposure techniques targeting anxiety. All studies reported
significant increases in weight from baseline to EOT, and these
improvements were at least maintained at follow-up where such
data was available. There was evidence of statistically significant
improvement across these periods in secondary outcomes such
as patients’ self-esteem and anxiety, depressive and OC symp-
toms, and parents’ self-efficacy and psychological distress. Each
controlled study demonstrated that the novel FBT approaches
were at least as effective as standard FBT, and some conclusions
about the relative utility of these interventions were possible.
Firstly, FBT delivered in separated parent-only and adolescent
sessions resulted in higher full remission rates than standard
FBT at end-of-treatment (but not follow-up) (Le Grange et al.,
2016), and in greater overall treatment benefits for patients
from families with higher expressed emotion (Eisler et al.,
2007), longer pre-treatment illness duration or lower ED or
OC symptom severity (Le Grange et al., 2016). Secondly, a
short-term FBT approach may not be as effective for patients
from non-intact families or with more severe OC symptoms,
and patients with lower early treatment weight-gain appeared
to achieve good outcomes at rates similar to early responders
when provided with three additional parent-skills and
mealtime-focused sessions in Phase I (Le Grange et al., 2016).
Finally, the MFT approach (Dare & Eisler, 2000) received
support as a supplementary or standalone treatment, as patients
attending MFT in addition to FBT (Eisler et al., 2016) or
treatment-as-usual consisting of ‘supportive’ family sessions
(Gabel et al., 2014) had superior end-of-treatment outcomes
compared with those without MFT.

Overall, this review indicated there is promising early evi-
dence of the utility of these augmentative FBT-based approaches
in facilitating improvements in weight and ED symptoms for
adolescents with restrictive EDs. This conclusion should be
considered in light of this review’s findings of generally weak
to moderate study quality, highlighting that future research is
required to expand on this evidence base. Such considerations
are discussed further later.

4.2. Limitations

Study quality was generally weak to moderate, with two receiving
a strong quality rating (Eisler et al., 2016; Lock et al., 2015). For
many studies, it was unclear whether physiological outcomes were
collected via patient-, parent- or assessor report and inconsis-
tencies were observed across studies’ reporting of group-specific
outcomes and attrition rates (i.e., by diagnosis, treatment comple-
tion status). Notably,, eight samples (Girz et al., 2013; Henderson
et al., 2014; Jones et al., 2012; Marzola et al., 2015; Ornstein et al.,
2012; Robinson et al., 2013), of which two were samples in the
same study separated by age (Doyle, 2013), had baseline %IBW
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or BMI above that expected for AN patients according to previous
DSM-IV criteria (%IBW< 85%, BMI< 17.5; APA, 2000). Con-
clusions regarding these interventions’ effects on weight outcomes
for underweight patients should therefore be guarded. Of these
seven studies, five reported on partial hospitalisation programs,
with the remaining including an online intervention for parents
of adolescents at high risk of or very early stage (<6 months
illness duration) EDs (Jones et al., 2012) and a 5-day intensive
intervention for AN or EDNOS-R patients (Marzola et al.,
2015). It would be expected that adolescents included in Jones
et al. ’s (2012) study may not have been below these weight
thresholds as the intervention was designed for those at early
illness stages and no prior hospitalisations. Further, partial
hospitalisation programs were often designed for patients with
limited progress in previous treatment, and it may be that patients
were admitted to these intensive programs after some initial
weight-gain progress which, in addition to symptom change,
had then stalled due to ED severity, comorbidity or family factors
necessitating a higher level of care. Only one of these seven studies
tested for outcome differences according to baseline diagnoses;
Marzola et al. (2015) reported that patients with AN at baseline
did not differ from those diagnosed with EDNOS-R in terms of
weight or symptom changes, medications used or hospitalisations
during follow-up. While it is possible to argue the potential
utility of these authors’ brief intensive intervention for both
diagnostic groups, the same is not possible for the remaining
abovementioned studies, and such analyses differentiating be-
tween diagnostic groups may be helpful in clarifying such findings
in future.

This overall lack of strong quality studies may reflect the
documented challenges faced in this field of research, including
the significant funding required to resource the high levels of
care needed for this population and the frequently low recruit-
ment and retention rates due to the egosyntonic nature and
relatively low prevalence of the disorders (eg., Attia, 2010). In-
deed, treatment and follow-up attrition rates among AN outpa-
tients, estimated in the 29–73% range, are generally higher than
among other mental health populations (DeJong, Broadbent, &
Schmidt, 2012; Fassino, Pierò, Tomba, & Abbate-Daga, 2009).
With respect to the absence of good quality long-term follow-
up data among the included studies, it is noteworthy that,
although 50–70% of adolescents with AN are expected to
achieve weight restoration by the end of standard FBT (Le
Grange & Eisler, 2009), a range largely mirrored in the results
of studies included in this review, such rates of restoration are
not clearly predictive of long term remission status (Lock
et al., 2013), with approximately 1/3 patients maintaining these
outcomes after 4 years (Le Grange et al., 2014). The included
studies generally had high attrition rates, particularly for psy-
chological measures, and most did not use intent-to-treat anal-
yses nor longer follow-up assessments beyond 6-months; thus,
the utility of the findings of the current review are somewhat
limited. Indeed, the effectiveness of outpatient FBT is often
largely attributed to its combination of a highly controlled
approach to weight restoration with the advantage of enhanced
ecological validity of such restoration occurring through re-
feeding within the patient’s family system and home setting
(Brown & Keel, 2012), and three of the seven studies

investigating intensive outpatient or partial hospitalisation pro-
grams did not include follow-up assessments. The question thus
remains whether FBT-based intensive care settings with such
high levels of professional involvement lack this potentially nec-
essary ecological validity during the weight restoration phase,
and whether improvements reported at EOT could therefore
be maintained after families’ transition back into home-settings
at follow-up beyond the 6-month periods most frequently re-
ported in the available studies.

In the included studies, descriptions of families with respect
to their previous engagements in and responses to standard
treatment were for the most part lacking, and while theoretical
and practical justifications for deviations from a standard FBT
approach were often given, results of baseline assessments
were generally not specified as indicating the necessity for an
enhanced approach in light of existing literature on predictors
of treatment response. For example, although FBT-based inten-
sive outpatient programs and partial hospitalisation programs
were often described as providing a necessarily more intensive
level of care to patients with higher ED symptom severity, it
was not specified how such patients were identified, how differ-
ences in their presentations were either observed or assumed to
impact their responses to outpatient treatment, and how and to
what extent these patients’ ED or familial characteristics may
differ from those of participants demonstrated in controlled tri-
als to have achieved good outcomes in outpatient FBT. As this
was a theme across most studies, it is important to remain
guarded in conclusions that the reviewed interventions could
address known barriers to progress or engagement in FBT if
it is unclear as to whether results were obtained from partici-
pants who did indeed present with such difficulties. That is,
for studies identifying specific psychological factors as reasons
for the use of the innovative approach, such as anxiety, cogni-
tive rigidity, OC symptoms or emotion dysregulation and/or
personality disorder features, it was similarly not reported to
what extent these patients’ presentations differed from those
who would be expected to achieve good outcomes in standard
treatment. For example, in the studies reporting on DBT-
integrated FBT to target emotion regulation and distress toler-
ance skills proposed to impact responses to FBT (Doyle, 2013;
Johnston et al., 2015), the absence of assessments of these var-
iables resulted in a lack of clarity as to whether these interven-
tions were provided to individuals with such features or skills
deficits, and if changes in these did occur and were related to
overall outcome throughout treatment.

Rhodes et al. (2008) suggested that because the inclusion of one
parent-to-parent consultation session during FBT did not lead to
differences in treatment responses, enhanced FBT approaches
need be more intensive in nature. These parent-to-parent sessions
were included with the aim to reduce parents’ isolation and dis-
tress during treatment, increase parental self-efficacy and thereby
facilitate patients’ weight-gain. These same factors are targeted in
MFT-AN (Dare & Eisler, 2000), which may be considered one
such intensive enhancement when provided in conjunction with
single-family sessions, and while several studies supported the
addition of MFT-AN (Eisler et al., 2016; Gabel et al., 2014;
Salaminiou et al., 2015) to single-family treatment, it cannot
currently be determined from the available quantitative evidence

Augmentative Approaches in FBT I. L. Richards et al.

108 Eur. Eat. Disorders Rev. 26 (2018) 92–111 Copyright © 2017 John Wiley & Sons, Ltd and Eating Disorders Association.



whether superior outcomes observed for families attending this in
addition to single-family therapy may be attributable to increased
contact with services or whether there are other specific changes
facilitating recovery that might not otherwise be
achieved through equivalent service contact in the existing
single-family therapy model. Further quantitative research
extending on qualitative literature in this area (e.g., Engman-
Bredvik, Carballeira Suarez, Levi, & Nilsson, 2016; Voriadaki,
Simic, Espie, & Eisler, 2015) could more clearly inform such con-
clusions on mechanisms of change specific to the multiple-family
therapy treatment context.

More generally, the lack of comparisons of standard FBT with
augmentative approaches is an important limitation. While there
is some evidence that families may respond differently to various
FBT-based approaches depending on baseline factors, there was
no robust evidence to suggest that any one augmentation is supe-
rior on overall outcomes to standard FBT. Further investigations
employing a truly ‘adaptive’ approach specifically based on
reassessments of families’ early responses to standard treatment
(Lock et al., 2015) are required to demonstrate that augmenta-
tions can provide more favourable outcomes than standard FBT
for patients with specific characteristics necessitating such
alternatives.

4.3. Review limitations, future directions, and
conclusions

This review is not an exhaustive account of the available FBT
augmentations currently implemented in hospital-based and
community-based services, as numerous retrieved articles
describing such interventions were excluded due to a lack of out-
come data. These include emotion-focused FBT (Robinson,
Dolhanty, & Greenberg, 2015), wherein attachment-focused and
emotion-coaching techniques are introduced to help parents
assist their child to cope with distress throughout the process of
weight restoration. Other adaptations not addressed include
telehealth-disseminated FBT to facilitate access to treatment for
remote families (Dare, Chania, Eisler, Hodes, & Dodge, 2000;
Goldfield & Boachie, 2003; Anderson et al., 2015). Cognitive re-
mediation techniques addressing cognitive rigidity and problem-
solving in both patients and family members has been introduced
as an adjunct to FBT, which has as yet only been described in
case report form (Pretorius, Espie, & Simic, 2015). A ‘Family Ad-
mission Program’ (Wallis et al., 2013) provided a two-week inten-
sive residential FBT intervention to facilitate families’ transition
from inpatient to outpatient care, and many authors have de-
scribed applications of MFT approaches across various service set-
tings (e.g., Depestele, Claes, & Lemmens, 2015; Honig, 2005;
Scholz & Asen, 2001). Several of these excluded articles reported
qualitative analyses of patients’, parents’ and therapists’ experi-
ences in FBT augmentations, and a systematic investigation of
such reports may further inform implications for future research,
intervention development and implementation in this area. More-
over, several of the included studies reported FBT-based interven-
tions combined with multidisciplinary, multi-modal treatment
approaches without specifying the content of individual and
group therapy modalities. More frequent and specific reporting
of clinical content is recommended, whereby authors’ provision
of details regarding the structure of therapy programs and

theoretical models underlying adjunctive individual and group
therapies provided may allow clearer conclusions about the po-
tential effectiveness and utility of various augmentations. Addi-
tionally, a synthesis of current knowledge based on quantitative,
qualitative and clinical expertise is required to further inform
clinical practice. It was observed that all included studies reported
significant outcome results and while one may speculate about is-
sues of publication bias, with further research in this area it is rec-
ommended that meta-analytic approaches investigate this
question in more detail.

This review highlights the diversity in the approaches to
augmenting FBT for adolescents with restrictive EDs. While
there appears to be promising early evidence for the utility
of such treatments in facilitating weight and symptom im-
provement for patients and families of various presentations
and clinical needs, this area of research remains in its infancy
in terms of robust conclusions about the most suitable
change(s) that should be made to existing FBT models of care
for the large proportion of adolescents who do not remit dur-
ing FBT, and how this can be determined based on their/their
families’ presentations. Specifically, Multiple Family Therapy
for AN (Dare & Eisler, 2000) is gathering evidence as an alter-
native approach for AN patients and controlled studies
expanding on Eisler et al.’s (Eisler et al., 2016) trial may better
identify for which families this intervention may be indicated
over traditional FBT. Lock et al.’s (2015) pilot also indicated
a promising avenue for larger scale investigations into post-
baseline adaptations to FBT, where additional treatment com-
ponents are provided given assessments of families’ progress
in the first month of standard treatment. Finally, while there
were several observational studies suggesting the effectiveness
of partial hospitalisation programs for patients needing high
levels of care, controlled studies of such interventions are
required to understand for whom and when these are best
applied, although this may prove challenging given the consid-
erable resources required for their operation and evaluation.

Overall, recommendations for the development and applica-
tion of augmentative FBT interventions may become clearer if
future studies (i) specify the clinical content of and reasons for
the use of the novel approach, (ii) operationalise, assess and
indicate the presence of factors relevant to these reasons
among study participants, and (iii) demonstrate that the inter-
vention is more effective than a standard FBT approach in
targeting that factor to facilitate ED recovery. A particular con-
sideration which is likely to impact investigators’ decisions on
the design, let alone feasibility, of clinical trials in this area is
the fact that these interventions are often intended for patients
likely to present with the very characteristics which have been
predictive of higher rates of drop-out from the highest quality
controlled studies available in the field (Lock et al., 2006). As
rigorous controlled studies are often not feasible across all
treatment settings, improvements in the quality of non-
comparative observational studies are also required to ensure
the development of knowledge and effective practice in this
field, by ensuring the use of comprehensive assessment of
patients’ and families baseline and EOT characteristics, in addi-
tion to follow-up assessments after longer time periods where
possible.
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