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Abstract

Objective: Expressed emotion (EE) among caregivers toward the affected offspring is a negative
prognostic indicator for adolescent patients with eating disorders (EDSs) in outpatient treatment.
Less research has examined its impact on adolescents in higher levels of care (HLOC). The current
study examined differences in caregiver EE according to the subtype of anorexia nervosa (AN)
(restricting [AN-R] versus binge/purge [AN-BP]), and level of care (LOC). We also examined

the main effects of baseline caregiver EE (emotional overinvolvement [EOI] or criticism), AN
subtype, and their interaction on eating pathology and depression at discharge.

Method: Adolescent patients (A = 203) receiving treatment at HLOCs completed measures

of ED pathology (Eating Disorder Examination-Questionnaire) and depression (Patient Health
Questionnaire-9) at baseline and discharge, and one caregiver of each patient completed a measure
of EE (Family Questionnaire) at baseline.

Results: No differences in caregiver EE were found between patients with AN-R versus AN-BP,
or relative to LOC. Caregiver EE did not predict outcome for ED symptoms or depression at
discharge.

Discussion: The impact of high caregiver EE may be less substantial at HLOCSs than outpatient
care given that caregivers are less involved in treatment at HLOCs. Future research is needed to
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determine if high caregiver EOI leads to poor treatment outcome for adolescents as it does for
adults, or whether it is an appropriate expression of care for patients who are ill enough to require
HLOC treatment.

Public significance statement: High caregiver EE was not found to predict treatment
outcome for adolescents with eating disorders in higher levels of care (HLOCS), possibly due

to the limited involvement of caregivers in HLOCs. However, patients step down to outpatient
treatment, where high caregiver EE can have a significant negative impact on outcome. HLOCs
should incorporate efforts to reduce high caregiver EE in anticipation of step-down to outpatient

treatment.

Keywords

adolescents; anorexia nervosa; criticism; eating disorders; emotional overinvolvement; expressed
emotion; treatment outcome

1| INTRODUCTION

Expressed emotion (EE) is a measure of a caregiver’s behaviors, feelings, and attitudes
toward a relative with a medical or psychiatric disorder and was originally studied among
caregivers of adults with schizophrenia (Brown et al., 1972). Caregivers with elevated scores
beyond a specified threshold on the subscales of emotional overinvolvement (EQOI), hostility,
or critical comments, are considered to be high on EE. Warmth and positive remarks

are additional components of the original construct of EE but are not factored into the
determination of whether a relative is high on EE. Although warmth has been found to be
associated with good treatment outcome for adolescents with EDs in outpatient care (Le
Grange et al., 2011), as well as for adult patients with psychosis (Butler et al., 2019; Ldpez
et al., 2004), it has been found to be negatively correlated with critical comments and thus
was not included in the original calculation of EE (Brown et al., 1972). This is unfortunate,
as EE now has a largely negative connotation (Leff, 1989) and the impact of warmth and
positive remarks has been under researched. Since the early work on EE among families

of patients with schizophrenia, high caregiver EE has been shown to be an indicator of

poor prognosis across many psychiatric diagnoses (Hooley, 2007; Wearden et al., 2000),
including eating disorders (EDs) (Rienecke, Accurso, et al., 2016). In outpatient settings,
high EE is present at baseline in 29%—47% of at least one caregiver with a child with
anorexia nervosa (AN) (Allen et al., 2018; Le Grange et al., 2011; Philipp et al., 2020;
Rienecke, Accurso, et al., 2016).

Much of the research on EE and EDs has been conducted in outpatient samples, with

many studies specifically focusing on adolescents with AN receiving family therapy or
family-based treatment (FBT) (Allen et al., 2018; Eisler et al., 2007; Le Grange et al.,

1992; Le Grange et al., 2011; Szmukler et al., 1985). For instance, Eisler and colleagues
found that among adolescent patients with AN, those from families with high levels of
maternal criticism had gained less weight at five-year follow-up if they were in conjoint
family therapy (patient and caregivers seen together) as opposed to separated family therapy
(patient and caregivers seen separately), while Le Grange et al. found that caregiver warmth
was related to positive treatment outcomes for adolescents with AN.

Int J Eat Disord. Author manuscript; available in PMC 2024 March 01.
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Treasure and colleagues have done a great deal of work on EE among caregivers of patients
with EDs. However, many of these studies have been with caregivers of adults, or have not
specifically focused on adolescents (Goddard et al., 2011; Keshen et al., 2020). Caregiver
EE may be particularly relevant to treatment outcomes in the context of family-based
interventions for adolescents, in which caregivers play a crucial and active role in the
recovery process, as opposed to individual forms of treatment, such as cognitive-behavioral
therapy, where the onus for recovery is more the responsibility of the adolescent patient. In
addition, the role of caregiver EE in treatment outcome has been less extensively studied in
higher level of care (HLOC) ED treatment settings, such as inpatient (IP), residential (RES),
or partial hospitalization (PHP) programs. The impact of caregiver EE could conceivably be
less influential due to the more limited nature of caregiver involvement in HLOC settings.
Considering the negative impacts with which high EE is associated, and the high recidivism
rate found in patients with EDs, it is important to further our understanding in HLOC
treatment settings to help improve treatment outcomes via informed therapeutic approaches.

EE has been shown to be a modifiable treatment target. For example, maternal criticism has
been shown to be related to ED psychopathology (Rienecke & Richmond, 2017), suggesting
that EE may decrease if symptoms improve. Indeed, caregiver EE can change over the
course of treatment for EDs (Moskovich et al., 2017). However, it has been found to revert
back to pre-treatment levels over time (Schwarte et al., 2017), consistent with findings in the
schizophrenia literature that EE may show temporal stability, particularly for fathers (Santos
et al., 2001), although other studies have found that some caregivers do show changes in EE
over time, most often changing from high EE to low EE (Scazufca & Kuipers, 1998).

Most studies examining treatment outcomes for adolescents with EDs have focused on ED
symptoms, but not comorbid symptoms. However, high rates of psychiatric comorbidity are
found among patients with EDs. Almost half (47.3%) of adolescent patients with AN report
a co-occurring lifetime psychiatric disorder, with mood disorders being the most common
(Buhren et al., 2014; Swanson et al., 2011). In addition, early changes in depression have
been found to impact treatment outcomes among adolescent inpatients with AN. Patients
whose depression levels did not improve after 1 month of inpatient treatment were more
likely to be rehospitalized for AN during the following 12 months (Kahn et al., 2020). The
presence of comorbid depression has also been found to be a negative predictor of clinically
significant improvement in ED symptomatology (Schlegl et al., 2016), and associated with
less rapid weight gain for adolescents and young adults with AN (Berona et al., 2018). In
addition, a systematic review found that depression was a negative predictor of weight gain
(Eskild-Jensen et al., 2020). High caregiver EE has been found to be associated with more
depressive symptomatology among adolescents (McCleary & Sanford, 2002). These authors
did not find high EE to be associated with treatment outcome, but others (Rapp et al., 2021)
have found that adolescents’ perception of high levels of caregiver criticism was associated
with elevated depressive symptoms among adolescents 18 months after a 6-month treatment
for depression. Investigating comorbid depressive symptoms in addition to ED symptoms is
useful when considering the complete picture of treatment outcomes.

The current study had two objectives. First, we sought to characterize caregiver EE (either
EOI or Criticism) according to diagnosis and LOC. Based on prior work suggesting
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associations between elevated EE and bulimia nervosa (BN) (Rienecke, Sim, et al., 2016),
we anticipated that caregivers of those diagnosed with AN-binge/purge type (AN-BP) would
report higher EE compared to those diagnosed with AN-restricting type (AN-R). In terms
of LOC, although little is known about EE in HLOC ED settings, we anticipated that

both forms of EE would be higher among caregivers of adolescents in the highest level

of treatment (i.e., IP). This hypothesis is based on research finding that maternal EE is
influenced by symptom severity (King, 2000), although it is also possible that high EE
exacerbates symptom presentation. Second, we examined the main effects of baseline EE
(high vs. low EOI or Criticism), diagnostic group (AN-R vs. AN-BP), and their potential
interaction on reported depression or global eating pathology at end-of-treatment (EOT).
We hypothesized that those with AN-BP and high caregiver EQI or high Criticism would
demonstrate poorer treatment outcomes, characterized by higher scores on measures of
depression and ED symptoms. This information is important given the high aforementioned
recidivism rates found in EDs and the potential for shaping treatment outcomes by altering
high caregiver EE.

2| METHOD

2.1 | Participants and procedure

The study population for analyses comprised treatment-seeking male and female-identifying
adolescents with a DSM-5 (APA, 2013) ED diagnosis of AN-R or AN-BP who were
enrolled in HLOC treatment for their ED between February 2021 and April 2022, and one
of the patient’s caregivers. These data were drawn from a larger pool of patients (V= 447),
from which the current analytic sample was delineated to include only those with valid
self-report of depression symptoms at discharge (A= 203); no significant group differences
between individuals with complete vs. missing depression data at discharge were evidenced,
relative to relevant variables of interest (i.e., age, LOC, baseline values for ED pathology,
depression, and both types of EE). Of the 203 caregivers who completed the FQ at baseline,
61 (30%) completed this measure at discharge. At baseline, 84 caregivers (39.6%) were
high on both EOI and Criticism, and 168 (79.2%) caregivers were high on either EOI

or Criticism. There were no statistically significant differences between caregivers who
completed the FQ at discharge vs. those who did not, relative to EOI or Criticism scores at
baseline, or the proportion of those who met the cutoff for being high in EOI or Criticism, or
patient LOC, age, baseline or discharge EDE-Q, or baseline or discharge PHQ-9.

At the time of data collection, the overall treatment program consisted of 16 distinct
adolescent ED treatment facilities across the United States. At the time of treatment intake
and upon discharge, patients provided clinical and demographic information to treatment
center staff according to standard assessment procedures. Caregivers and adolescents
provided informed consent or assent to participate in this study that was granted expedited
approval by the Salus Institutional Review Board.

2.2 | Diagnosis

Trained staff (masters level clinicians, licensed or working toward licensure) conducted
semi-structured interviews that are part of standardized assessment protocols used to assess

Int J Eat Disord. Author manuscript; available in PMC 2024 March 01.
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symptom presentation and provide diagnoses. When ED and comorbid symptoms were
endorsed, the clinician obtained further details to aid in establishing a diagnosis, according
to DSM-5 criteria.

Treatment

Patients were involved in treatment at the IP (7= 48), RES (7= 116), or PHP (n=

39) levels of care, depending on medical and clinical acuity and percent expected body
weight (%EBW). Treatment at all levels includes individual therapy twice a week, weekly
family therapy, twice weekly psychiatrist visits (daily for inpatients), weekly sessions with
registered dietitians, meetings with the medical physician as medical concerns arise, and
3-4 hours of evidence-based skills groups per day. Groups include interventions based

on exposure and response prevention, acceptance and commitment therapy, and dialectical
behavior therapy. Patients receive three supervised meals and 2—3 supervised snacks daily.
All patients see a psychiatrist to monitor medications and to manage comorbid psychiatric
conditions. Inpatients see a psychiatrist daily and RES and PHP patients meet with a
psychiatrist a minimum of twice per week. Caregivers of patients at the IP and RES levels
do not stay with their children during their treatment.

Measures

The Family Questionnaire (FQ) (Wiedemann et al., 2002) is a 20-item self-report measure
of caregiver EE. As criticism is often considered to be the most important component of

EE (Brown et al., 1972; Hooley & Teasdale, 1989) and is usually highly correlated with
hostility (Van Humbeeck et al., 2002), several measures of EE, such as the FQ, only assess
criticism and EOI. Ten items on the FQ assess criticism and ten assess EOI. Questions are
answered on a 4-point scale from “never/very rarely” to “very often” and include items such
as, “He/she irritates me” (criticism) and “I regard my own needs as less important” (EOI).
Higher scores indicate higher EE. Wiedemann et al. (2002) suggest a cutoff of 23 for high
criticism and 27 for high EOI. These cut-offs were used to delineate caregivers who were
high EE vs. low EE in each of these two domains. In terms of classifying caregivers as high
versus low EE, the FQ has been shown to have good agreement with the Camberwell Family
Interview (CFI) (Brown & Rutter, 1966), the gold-standard assessment for EE, and the FQ
has good internal consistency (Wiedemann et al., 2002). In the current sample, Cronbach’s
a =.895. This measure was completed by caregivers at admission and discharge; due to low
completion rates by parents at discharge, in this study we only report on admission values.

The Eating Disorder Examination—Questionnaire (EDE-Q) (Fairburn & Beglin, 1994, 2008)
is a widely-used self-report measure assessing the cognitive and behavioral psychopathology
of EDs over the previous 28 days. Responses on 22 items are on a 7-point scale, anchored
by 0 (no days) and 6 (every day); higher scores reflect greater eating-related pathology. Six
additional items measure the behavioral aspects of the ED, such as purging or laxative

use. The measure has four subscales: Restraint, Eating Concern, Shape Concern, and
Weight Concern, and a Global score (used in the current study). Study of the EDE-Q

has demonstrated strong psychometric properties when compared to the use of a clinical
interview in patient samples (Berg et al., 2012) and in the current sample, Cronbach’s a =
.842.

Int J Eat Disord. Author manuscript; available in PMC 2024 March 01.
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The Patient Health Questionnaire-9 (PHQ-9) (Kroenke et al., 2001) is a 10-item self-report
measure of depression severity. Nine items are measured on a 0 (not at all) to 3 (nearly every
day) scale and inquire about symptoms such as “feeling tired or having little energy” over
the previous 2 weeks. Higher scores indicate greater depressive symptomatology. The tenth
item asks how difficult the depressive symptoms have made it for the individual to function,
on a 4-point scale from “not difficult at all” to “extremely difficult”. Depression categories
include “minimal depression” (scores of 1-4), “mild depression” (scores 5-9), “moderate
depression” (scores 10-14), “moderately severe depression” (scores 15-19), and “severe
depression” (scores 20-27). The PHQ-9 has been shown to have excellent internal reliability
and test-retest reliability (Kroenke et al., 2001) and in the current sample, Cronbach’s a =
.890. As an established and valid measure for depressive symptoms in the general population
(Martin et al., 2006), the PHQ-9 is also recommended as a depression assessment tool for
adolescents (Allgaier et al., 2012).

2.5| Analytic plan

Means, standard deviations, and frequencies were calculated for study variables of interest
and Pearson XZ tests and #tests were used to determine potential between-group differences
in EE, depression, and eating pathology at admission, as well as differences in EE relative
to diagnosis and LOC (Objective 1). Based on the expected correlation of the two subscales
of EE (r= .52, p<.001) and concerns for multicollinearity, we opted to conduct further
analyses in separate regression models. Two multivariate regression models (MANOVA)
were used to evaluate the main effects of EE status, diagnostic group, and their potential
interaction on treatment outcomes (Objective 2). Specifically, in Model 1, we examined
associations among baseline Criticism (coded as a binary variable: 0 = low, 1 = high),
diagnostic Group (coded as a binary variable: AN-R = 1, AN-BP = 2), and their interaction
(Group x Criticism) with outcomes of depression (PHQ-9 score) and eating pathology
(EDE-Q Global score) at EOT. For Model 2, we examined associations among baseline EOI
(coded as a binary variable: 0 = low, 1 = high), diagnostic Group (coded as a binary variable:
AN-R =1, AN-BP = 2), and their interaction (Group x EOI) with outcomes of depression
(PHQ-9 score) and eating pathology (EDE-Q Global score) at EOT. In each model, we
entered LOC (IP, RES, PHP) along with baseline PHQ-9 and EDE-Q Global scores to
account for variability in these variables that could systematically impact post-treatment
change. SPSS v. 27 was used for all analyses.

3| RESULTS

3.1| Sample characteristics and preliminary analyses

Descriptive statistics are shown in Table 1. A majority of the sample were diagnosed with
AN-R (n=166, 82%). For the full sample, age ranged from 11 to 17 years, M (SD) =
14.78 (1.57), and the majority were cisgender females (90.1%), and white (87.7%). Of the
total sample (V= 203), 188 (93%) adolescents completed the EDE-Q at admission, and
200 (99%) at discharge; for the PHQ-9, 188 (93%) adolescents completed this measure at
admission and 203 (100%) at discharge. Mean EDE-Q Global (p=.003) and PHQ-9 (p=
.01) scores were significantly higher at baseline for those diagnosed with AN-BP compared

Int J Eat Disord. Author manuscript; available in PMC 2024 March 01.
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to those diagnosed with AN-R; these between-group differences for both measures were
non-significant at EOT (us > .05).

3.2 | Obijective 1: Evaluate differences in EE status relative to diagnosis and LOC

Results from independent samples #tests showed that when comparing mean scores for the
subscales of Criticism (p=.32) or EOI (p = .24), there were no significant differences
relative to diagnostic group (see Table 1). Further, Pearson Xz tests evaluating whether the
likelihood of having high or low EE status (according to cutoff scores) differed relative to
diagnostic group showed no significant differences for Criticism, Pearson XZ =0.34, df=1,
p = .56, or for EOI, Pearson XZ =0.001, df=1, p=.98.

A XZ test of associations between Criticism and LOC was non-significant (o0 =.17). The
proportion of those caregivers reporting high Criticism was greatest in the RES level for
both the full sample (29%), and for when considering the proportion within LOC (50%).
A XZ test was also non-significant for associations between EOI and LOC (p=.12). Here,
the greatest proportion was at the RES level (43%) in the total sample, and the highest
proportion was at the IP level (85%) when considering all levels of care (see Table 1).

3.2.1| MANOVA analyses

Objective 2: Evaluate main effects of EE status, diagnosis, and their potential
interaction on depression and eating pathology at EOT: Full results from both regression
models including univariate tests are available in Table 2. For all omnibus tests, we report
values for Pillai’s Trace. Box’s test was not significant for Model 1 (p=.76) or Model 2 (p
=.90), indicating that we could assume equal covariance across the sample, despite unequal
group size. Levene’s test of equality of variances was non-significant for both dependent
variables in both models, supporting this assumption was met.

Model 1 Criticism.: The omnibus test of the main effect of Criticism was not significant,
V =.006, F(2,177) = 0.51, p= .60, 2 = .006. The main effect of diagnostic Group was
also not significant, V = .009, F(2,177) = 0.79, p= .46, n2 = .009, and the interaction of
Criticism by Group was not significant, V = .021, F(2,177) = 1.91, p= .15, n2 = .021.
Significant main effects were evidenced for the covariates of baseline scores for EDE-Q, V
= .28, F(2,177) = 33.77, p< .001, n2 = .276, and PHQ-9, V = .254, F(2,177) = 30.20, p<
.001, 12 = .254, and we detail their univariate tests in Table 2.

Model 2 EOI.: The omnibus test of the main effect of EOI was not significant, V = .002,
F(2,177) = 0.207, p= .81, n2 = .002. The main effect of diagnostic Group was also not
significant, V = .012, F(2,177) = 1.09, p = .34, n2 = .012, and the interaction of EOI by
Group was not significant, V = .003, F(2,177) = 0.24, p= .79, 2 = .003. Significant main
effects were evidenced for the covariates of baseline scores for EDE-Q, V = .28, F(2,177) =
33.89, p<.001, 2 = .277, and PHQ-9, V = .258, F(2,177) = 30.82, p< .001, 2 = .258, and
we detail their univariate tests in Table 2.

Int J Eat Disord. Author manuscript; available in PMC 2024 March 01.
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4| DISCUSSION

The purpose of the current study was twofold: (1) to examine differences in caregiver

EE relative to AN diagnosis subtype and LOC, and (2) to assess the effects of baseline
caregiver EE, diagnostic group, and their interaction on ED and depressive symptoms at
EOT. Contrary to hypotheses, caregivers of patients with AN-BP did not exhibit higher
levels of baseline EE when compared to caregivers of patients with AN-R. This hypothesis
was based on previous findings that caregivers of patients with BN were more critical of
their offspring than caregivers of patients with AN (Rienecke, Sim, et al., 2016). Similarly,
Dare et al. (1994) found a trend toward mothers of patients with BN expressing more
criticism toward their children than mothers of patients with AN. They suggested that
because patients with AN are often clearly underweight, frail, and unwell, caregivers may
be less inclined to act in a critical way toward these patients than toward patients with BN
who are ill, but may outwardly look healthy. Significant low weight across AN subtypes
might in part explain the lack of significant differences between patients with AN-R and
AN-BP in the current study. To date, no other studies have examined differences in caregiver
EE according to AN subtype. The current study suggests that caregiver EE does not differ
between AN subtype, although further research is needed to replicate these findings.

Regarding differences in caregiver EE according to LOC, no differences were found for
caregiver criticism or EOI. For EOI, the highest rates were found for patients at the IP
level and decreased at each lower LOC. Caregiver EOI refers to overprotective or self-
sacrificing/overly devoted behavior, and/or excessive emotionality (Leff & Vaughn, 1985),
and historically has been found to be problematic for adults. For example, in a seminal
study of EE and EDs, EOI was found to be associated with treatment dropout among

adult patients (Szmukler et al., 1985), and has been found to be associated with relapse

in adults with schizophrenia (King & Dixon, 1999). However, a review of EOl among
caregivers of adolescents, with a range of psychiatric and medical illnesses, failed to find
clear evidence of an association between high levels of EOI and poor outcomes, with some
studies even reporting improved outcomes for adolescents whose caregivers were high on
EOI (Rienecke, 2020). It is possible that the higher levels of EOI found in the current study
reflect appropriate caregiver concern when their child is ill enough to require treatment at
the IP or RES level. Future research might further determine whether EOI should still be
considered a problematic aspect of EE for adolescents.

While criticism scores were below the cutoff of 23 for all LOCs, EOI scores were above

the cutoff of 27 for all levels. Given considerable missing data for caregivers who did not
complete EE at discharge, as well as a lack of assessment time points for EE during the
course of treatment, we were unable to examine changes in EE over time. However, it seems
possible that levels of EOI decreased as patients stepped down to lower LOCSs, possibly
reflecting decreased caregiver distress as patients improved throughout treatment. While
speculative, if EOIl is indeed a reflection of appropriate caregiver worry for adolescents with
an ED requiring inpatient treatment, then this may be a positive finding, preferable to high
rates of criticism, and it may be of value to insinuate these teachings into the course of
treatment.

Int J Eat Disord. Author manuscript; available in PMC 2024 March 01.
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Finally, caregiver EE and diagnosis were not related to treatment outcomes for either ED

or depressive symptoms. The EE findings are in contrast to several outpatient studies of
adolescents with EDs (Eisler et al., 2007; Le Grange et al., 2011; Rienecke, Accurso, et

al., 2016) and may be due to the naturally limited involvement of caregivers at HLOC.
However, treatment at HLOC is only part of the treatment process. Patients will step down
to outpatient care, where the treatment role of their caregivers may be more substantive

and thus the level of caregiver EE may be much more influential. Psychoeducation has

been found to improve caregiver EE for patients with EDs (Uehara et al., 2001) and can be
incorporated into treatment for adolescents across levels of care and therapeutic modality.
The treatment program in the current study offered family education meetings for caregivers;
future research should examine whether attendance at these meetings impacted caregiver EE
and treatment outcomes.

Several interventions have been designed to reduce caregiver EE, but many of these have
been for caregivers of adults with EDs (e.g., Dimitropoulos et al., 2019; Grover et al., 2011;
McEvoy et al., 2019; Sepulveda et al., 2010). Interventions for caregivers of adolescents
with EDs are limited and have not been shown to be effective in reducing EE (Hodsoll et al.,
2017). Consequently, the development of approaches that specifically target high caregiver
EE among families of adolescents is much-needed.

Limitations of the current study include the self-report nature of the data and the fact

that the data all came from one overarching treatment program, which requires patients

to use private insurance or self-pay, possibly limiting the generalizability of the findings,
particularly to United States healthcare systems. However, patients did come from several
treatment facilities across the country, which could aid in the generalizability of the findings.
We did not have information on the socioeconomic status of the patients, and we were also
unable to examine changes in EE over time. In addition, we were unable to include patients
who attended intensive outpatient programming in the current study (i.e., a common type of
HLOC at many treatment centers) due to the small sample sizes available in our data base;
inclusion of this LOC in future study is warranted. We were also unable to identify how
many caregivers were mothers versus fathers or another type of caregiver. Some studies have
found different associations with outcome for maternal vs. paternal EE (Rienecke, 2019; van
Furth et al., 1996). Further, we were unable to identify whether caregivers were biological
parents, stepparents, grandparents or another type of caregiver. We were also only able to
assess one caregiver per patient. It is possible that patients with two caregivers who are high
on EE have worse outcomes than those with only one high EE caregiver, and it is possible
that one low EE caregiver might play a protective role against the effects of a high EE
caregiver, although this has not yet been examined. Strengths of the study include one of the
first examinations of the impact of high caregiver EE across HLOCs and the inclusion of
widely used, validated measures.

The current study suggests that caregiver EE may not play a significant role in treatment
outcomes related to both ED and depressive symptoms at HLOC for adolescents with both
subtypes of AN, possibly due to the limited involvement of caregivers in treatment at these
levels. However, there remains a strong body of evidence to suggest that caregiver EE is
indeed important in the outpatient treatment of adolescents with EDs (Allen et al., 2018;

Int J Eat Disord. Author manuscript; available in PMC 2024 March 01.
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Eisler et al., 2007; Le Grange et al., 1992; Le Grange et al., 2011; Rienecke et al., 2016;
Szmukler et al., 1985). Therefore, future research should seek to examine ways to address
caregiver EE in HLOC in anticipation of patients stepping down to outpatient treatment.
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