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Predictors of Treatment Outcome in Eating Disorders: A 
Roadmap to Inform Future Research Efforts
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1Department of Psychiatry and Behavioral Sciences, University of California, San Francisco, 675 
18Th St, CA 94143 San Francisco, USA

Abstract

Purpose of Review—With the current review, we provide a brief summary of recent literature 

that tests clinically observable characteristics at baseline that may impact treatment response, 

across eating disorder diagnoses. We then provide a critical discussion regarding how researchers 

may shift their approach to this research to improve treatment implications and generalizability of 

these findings.

Recent Findings—Recent work has broadly replicated prior findings suggesting a negative 

impact of lower weight status, poor emotion regulation, and early-life trauma on eating disorder 

treatment outcomes. Findings are more mixed for the relative contributions of illness duration, 

psychiatric comorbidity, and baseline symptom severity. Recent studies have begun to explore 

more specific domains of previously tested predictors (e.g., specific comorbidities) as well as 

previously neglected identity-related and systemic factors. However, recent research continues to 

use similar sampling techniques and approaches to analysis used in prior work.

Summary—We propose that resolving remaining questions and illuminating predictors of 

treatment outcome in eating disorders requires a new approach to research sampling and study 

design. Suggested changes that can be applied within a traditional clinical trial framework may 

yield new insights with relevance across transdiagnostic eating disorder presentations.

Keywords

Treatment outcomes; Treatment response; Anorexia nervosa; Bulimia nervosa; Binge eating 
disorder

Introduction

Meta-analytic data suggest that less than 50% of patients with eating disorders (EDs) 

who receive evidence-based treatments will fully remit [1], highlighting a critical need 

to improve intervention outcomes in this population. There is a long history of research 

exploring clinical and sociodemographic factors that impact treatment that may hold 

prognostic value for outcomes and can thus be used to inform treatment planning and 

development (e.g., [2–6]). Several summaries of this work have been published in the past 
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decade; some have synthesized work across ED diagnoses [6, 7], whereas others have 

focused on one clinical presentation or diagnosis, a specific type of treatment or level of 

care, or predictive factor [3, 8–12].

The current review aims to provide a useful summary for ED researchers and clinicians 

and to inform next steps in research on treatment outcome predictors through the 

following: (a) briefly summarizing past investigation of predictors of treatment outcome; 

(b) reviewing findings and trends from recent work; and (c) highlighting gaps in this 

literature. Additionally, we provide critiques of current investigative approaches and note 

suggested changes to our sampling and design approach that may enhance the future impact 

of this research. Because there is a long history of research in this area and significant 

breadth of findings, we focus on providing detailed discussion of those articles following 

publication of a recent meta-analysis that was comprehensive in its inclusion of diagnostic 

groups, treatment, and types of predictors [6]. Further, to enhance clinical utility, we focus 

on predictors that can be assessed readily at intake to treatment via interview, rather than 

moderators and mediators of treatment response [13], or those that may require more 

invasive, less accessible, or longitudinal methods. Altogether, we propose that taking a 

broad perspective on trends and evidence from this line of clinical research and considering 

changes in how we conduct this work is necessary to increase its effectiveness and impact.

Recent Summary of Findings in Predictors of Treatment Outcome: What is 

Known

Dedicated investigation of predictors of ED treatment outcome originated in the 1970s–

1980s [4, 14] and has burgeoned in the decades since [7]. Many past studies have focused 

on one specific diagnosis (e.g., anorexia nervosa (AN); bulimia nervosa (BN) [15, 16]) 

or type of treatment (e.g., cognitive-behavioral therapy (CBT) [17]) or level of care (e.g., 

inpatient [18]); tested predictors within this line of work are most frequently gathered from 

medical records or self-report [19, 20]. In the most recent summary of this large body of 

work, Vall and Wade (2015) conducted a comprehensive systematic review across diagnoses 

and treatments [6] and aggregated findings from 126 studies (147 included in review) using 

meta-analytic procedures. Findings indicated that lower ED psychopathology, frequency of 

ED behaviors (binge eating, purging, exercise), depression and comorbid psychopathology, 

shorter duration of illness/lower age of onset, fewer family problems, greater motivation 

to recover, and better interpersonal functioning significantly related to better outcomes at 

end-of-treatment (EOT); the only predictor explored that did not relate to EOT outcomes 

was self-esteem.

Second, meta-analytic procedures suggested that lower binge/purge frequency and 

depression, absence of personality disorders, shorter illness duration/younger age of onset, 

fewer familial problems, higher self-esteem, better interpersonal functioning, higher BMI, 

and greater motivation to recover were significantly positively associated with better 

outcome at follow-up. ED severity and lower comorbid psychopathology did not relate to 

follow-up outcomes, which the authors attribute to variability in effect sizes across studies. 

Altogether, results highlighted that while this literature is robust, important limitations 

Gorrell et al. Page 2

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



remained, including a predominant focus on exploring ED diagnoses separately (rather 

than considering transdiagnostic factors that underpin symptom presentations and limiting 

knowledge regarding whether certain factors are similarly predictive across groups), 

little consensus and consistency in defining “good outcome,” lack of attention toward 

neurocognitive and biological factors, and methodological shortcomings (e.g., infrequently 

reported effect sizes). These critiques and trends have been echoed by other, more targeted 

reviews exploring predictors of outcome in, for example, CBT for transdiagnostic EDs 

[9], and family-based treatment (FBT) [8]. In sum, these review efforts provided a strong 

summary of prior work in this domain, as well as some suggestions for how the scope or 

focus of this work may be expanded.

Recent Work in Predictors of Outcome in ED Treatment

In the following section, we provide a brief overview of trends within literature on predictors 

of outcome since the publication of the comprehensive systematic review noted above 

(i.e., 2015), with the goal of exploring whether there have been shifts in the design or 

focus of this research in a manner consistent with recommendations. We organize this key 

literature by first describing findings on ED-specific predictors of treatment outcome and 

then outlining findings regarding other non-ED specific predictors. Altogether, many of the 

same predictors are included in recent work that have been studied historically (e.g., BMI; 

illness duration); however, recent empirical work has begun to expand the nuance with 

which these investigations study some factors (e.g., comorbidity), as well as include some 

predictors and processes previously neglected by prior research (e.g., stigma).

BMI

In prior review [6], higher BMI predicted better outcome at EOT and follow-up; most of this 

work was in samples with AN, with only two studies of BN. Recent work focusing on BMI 

continues to focus on AN samples and underscores the positive impact of higher weight on 

prognosis across levels of care. For example, for young adult females with AN, beginning 

outpatient treatment at a higher BMI resulted in improved insight [21], and for adolescents 

with AN, beginning day treatment at a higher BMI led to improved weight restoration by 

EOT [22]. In one study with extended follow-up, higher intake BMI decreased the odds 

of being diagnosed with AN-binge/purge type, relative to being recovered, 22 years later 

[23]. There are also negative impacts associated with lower BMI in samples with AN; in 

a severely low-weight sample, adults with lower baseline BMI showed increased risk of 

medical complications [24], and across age and different settings, starting at a lower BMI 

contributed to risk of dropout [3].

Also in line with prior review [6], recent work suggests that higher discharge weight 

positively influences later outcomes. In one study of adolescents and adults with AN, higher 

weight at inpatient intake and discharge led to significantly greater odds of presenting with 

a BMI within normal range when assessed 1–5 years later [18]. In transdiagnostic EDs, 

a higher discharge BMI contributed to greater odds of sustained remission (i.e., Eating 

Disorder Examination-Questionnaire global score within one SD of norms, no binge/purge 

behavior in the prior month, and BMI ≥ 18.5) 3 years later [25].
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Consistent with past recommendations, emerging work has begun to explore biological 

mechanisms that may explain relations between weight status and treatment outcomes. 

One recent study indicated that lower leptin levels at inpatient discharge in adults with 

AN were associated with subsequent early weight loss, suggesting this biomarker may 

be useful to monitor [26]. Altogether, recent research continues to explore BMI as an 

important prognostic indicator; however, this work focuses primarily on samples with AN, 

with a relative neglect of other diagnoses in which weight may be relevant, and consistent 

use of standardized metrics (e.g., BMI) that may or may not capture clinically-relevant, 

developmentally-sensitive, idiographic weight patterns.

Illness Duration

Past work has frequently tested illness duration as a predictor of outcome and generally 

suggests that while shorter illness duration relates to better outcomes, effects may be small 

and mixed depending on study characteristics (for recent reviews, see [7, 27]). Recent work 

on length of illness continues to yield inconsistent findings. A recent study of inpatient AN 

treatment showed that illness duration was associated with a faster rate of weight loss and 

increased clinical impairment during the 5 years post-discharge [18]. However, other recent 

studies in samples with AN have found that illness duration is not a consistent predictor 

of longer term outcomes for inpatients [27] or for EOT outcomes in outpatient services 

[28]. For example, in adults with AN (N = 134, 97% female) who completed a standard 

course of outpatient CBT-E in an Australian public mental health service, illness duration 

or ED severity at baseline did not predict EOT cognitive ED symptoms, quality of life, or 

BMI [28]. A recent meta-analysis, which evaluated illness duration across 24 studies and, 

including 6 published since 2015, indicated no overall effect of illness duration on outcomes 

across AN and BN diagnoses [7]. Together, this body of work highlights a critical need 

for research that can test plausible explanations for discrepant findings and determine more 

specifically the contexts under which illness duration may be a useful prognostic indicator.

Binge/Purge Behaviors

Consistent with past reviews [3, 6], recent work continues to suggest that a diagnosis of 

AN-binge/purge type may increase risk for poorer outcomes. In a recent study of individuals 

with AN admitted to inpatient treatment, those with AN-binge/purge type were more likely 

to be readmitted [29], and in an outpatient trial of 10 sessions of CBT for transdiagnostic 

EDs, elevated purging behavior was the only predictor of dropout [30].

ED Severity and Cognitive Symptoms

A prior review indicated that lower baseline ED severity predicts better outcome for AN 

and BN treatment, though this effect was small and not significant at follow-up, secondary 

to heterogeneity in effect sizes [6]. For adolescents with AN, findings from one recent 

study indicated that ED severity predicted less weight gain in the first month of outpatient, 

parent-focused treatment [31]. Another recent study of young adults with AN indicated 

that higher body-shape concerns were present in those requiring hospital readmission, and 

higher baseline drive for thinness predicted a shorter time to readmission [29]. Higher 
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drive for thinness and/or negative body image also predicted longer term outcome after 

outpatient AN treatment [32] and inpatient BN treatment [20]. In an aggregate binge eating 

disorder (BED) sample, no symptom severity category-by-time interactions were significant; 

however, individuals reporting more than seven episodes of binge eating per week were less 

likely to achieve remission at EOT [33]. In transdiagnostic samples, severe ED symptoms 

at intake can predict worse outcome following inpatient treatment [18, 25]. For example, 

higher drive for thinness and/or negative body image contributed to worse outcomes in a 

partial hospitalization program across ED diagnoses [34].

However, baseline ED symptom severity does not consistently predict poorer treatment 

outcome, as indicated by some recent work within the study of CBT for adults and 

adolescents at various levels of care [15, 35]. To better understand discrepant findings, 

one recent investigation suggests that exploring subcomponents of body-image disturbance 

is warranted given that preoccupation with and overvaluation of shape and weight both 

predicted higher ED symptoms at long-term follow-up in a transdiagnostic sample, rather 

than body dissatisfaction [36]. Together, these recent findings support the possibility that 

delineating ED symptoms into subcomponents may yield a more refined understanding of 

longitudinal treatment outcomes.

Personality Factors

Several recent studies have explored personality and/or temperamental factors as predictors 

of outcome, which represents some expansion from the focus of past work. Prior review 

identified that across ED diagnoses, better self-esteem was associated with improved 

outcomes at follow-up, but not at EOT [6], findings that were replicated in a more recent 

review focused specifically on self-esteem and AN treatment [37]. Perfectionism is another 

documented known risk factor for EDs [38] with both self-oriented and socially prescribed 

aspects [39]; however, in some recent work, pre-morbid perfectionism was associated with 

better AN outcomes at EOT [38]. Although prior review also found predictive utility for 

better interpersonal functioning and improved treatment outcomes, no specific associations 

were found for emotion regulation [6]. In contrast, more recent work has implicated emotion 

processing in both enhancing and interfering with treatment. For example, one study among 

young adults with AN suggested that in both CBT and FBT, emotion dysregulation is 

related to elevated ED symptoms at EOT [40]. Similarly, another study exploring symptom 

change in residential treatment suggested that females with AN and BN rated as emotionally 

dysregulated were less likely to experience clinical change [41]. Consistent with prior work 

[42, 43], recent work indicates that emotion-regulation skills predict response to treatment in 

individuals with binge episodes [44, 45]. Taken together, these findings suggest that, across 

treatment types and diagnoses, targeting affective processing may hold particular utility in 

improving treatment outcomes.

Comorbid Psychopathology

Historically, individuals with EDs and psychiatric comorbidities tend to have higher rates of 

relapse, elevated risk for premature death and suicide, and worse response to intervention 

[5, 46]; although in prior review, some effects were small and non-significant at follow-up 
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(mean r = 0.25 [6]). Notably, most past work broadly focused on general comorbidity (i.e., 

does the individual endorse any psychiatric condition) or focused on depressive symptoms; 

other clinical presentations, such as trauma disorders, have received more attention recently, 

and current work continues to evaluate whether psychiatric comorbidity—both generally and 

more specifically—has prognostic value.

Mood and Anxiety

Both prior [6], as well as more recent reviews [47], suggest that elevated mood symptoms 

relate to overall worse ED outcome. One study exploring predictors of readmission to an 

inpatient unit for AN indicated that baseline depressive symptoms were significantly higher 

among those readmitted [29]. A longitudinal study following women with AN and BN 

found that having a baseline diagnosis of major depression was associated with having a 

diagnosis of AN at 22-year follow-up [23]. For adults with BN, those with greater baseline 

depression had less improvement in ED psychopathology when receiving either Integrative 

Cognitive Affective Therapy (ICAT) or CBT-E [48]. Despite a general paucity of research in 

adolescent BN [49], in the largest randomized controlled trial (RCT) to date, depression was 

not a non-specific predictor of outcome; notably, those receiving FBT had lower depression 

at EOT compared with those receiving CBT [50]. For adults with BED, recent analysis of 

aggregated RCTs indicated that psychiatric comorbidity predicted elevated ED symptoms 

and binge-eating frequency at discharge across treatment types [51], findings that were 

similar to those from a study of adults with BED who received outpatient CBT [52]. 

Within transdiagnostic samples, results from a non-randomized trial of FBT and CBT-E 

for adolescent EDs (primarily AN and BN) indicated that psychiatric comorbidity led to 

decreased weight gain in low-weight patients across both treatments [53]. Here, elevated 

depression is related to worse outcomes in CBT-E compared to FBT, suggesting that family 

intervention may be preferable for adolescents with elevated depressive symptoms.

Recent findings regarding depression and outcome in transdiagnostic samples are not 

fully consistent. For instance, naturalistic data within an FBT-informed higher-level-of-care 

(HLOC) indicated that adolescents with ED-not-otherwise-specified and lower levels of 

depression demonstrated less change, compared to those with moderate-to-high depression 

[54]. Another analysis examining HLOC data indicated that in a transdiagnostic sample of 

both adults and adolescents, higher depressive symptoms were associated with better ED 

outcomes, quality of life, and functional impairment [55]. In sum, work to date suggests that 

depression holds prognostic transdiagnostic significance in EDs, particularly among adults. 

Although less current evidence exists for adolescents, mixed findings suggest future work to 

discern whether differential treatment response arises from features of baseline mood (e.g., 

irritability; anhedonia), the treatment type or setting, or other features (e.g., age).

Several recent studies have suggested that anxiety symptoms within treatment may relate to 

outcome. For instance, one study indicated that higher anxiety symptoms were observed in 

individuals with AN who readmitted to hospital, versus those who did not [29]. Worry has 

also been implicated in both short- and long-term treatment outcomes; in one transdiagnostic 

sample of mostly female young adults receiving intensive outpatient treatment, repetitive 

negative thinking measured via ecological momentary assessment predicted weighing 
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and body-checking in the short-term and higher ED symptoms at 1-month follow-up 

[56]. Similarly, in a sample of adolescents and adults receiving residential and partial 

hospitalization ED treatment (N = 423), worry was found to predict poor scores on measures 

of ED symptomology and psychological impairment both at EOT and 1-year follow-up [57].

Trauma and Post‑traumatic Stress Disorder

Recent research has begun to focus more explicitly on testing trauma and trauma-related 

symptoms as a prognostic indicator for treatment outcomes. For adults receiving CBT for 

BED, higher trauma impact scores suggest lower odds of remission [58]. One longitudinal 

examination found that childhood abuse and a post-traumatic stress disorder (PTSD) 

diagnosis predicted binge-eating frequency at follow-up across ICAT and CBT for BED; 

of note, PTSD moderated the association between childhood abuse and outcome, suggesting 

that trauma-related symptoms may be most important in determining outcome, rather than 

exposure to trauma per se [59]. For transdiagnostic EDs, adolescents with no history of 

abuse demonstrated greater needed weight gain in FBT or CBT-E [53], and childhood 

trauma leads to lower engagement during inpatient treatment [60]. For adults with BN 

or other-specified-feeding-and-ED (OSFED), comorbid PTSD contributed to over twice 

the odds of premature termination from day treatment [61]. On the other hand, another 

investigation exploring the association between a PTSD diagnosis and clinically significant 

improvement and treatment response to the Unified Protocol in a transdiagnostic sample 

suggested no association between trauma symptoms and outcomes [62], highlighting that the 

effect of trauma symptoms may depend on the treatment provided, although further work 

is necessary to test this hypothesis. Altogether, continued work supports the assertion that 

psychiatric comorbidity appears to confer some risk for worse longitudinal ED outcomes; 

however, the specifics of how these effects may emerge and the contexts (e.g., at the 

individual, treatment, or systems levels) that may make negative outcomes more likely 

remain less clear.

Stigma and Minority Stress

Another recent, emerging trend in predictor research involves exploration of stigma 

and minority-stress on treatment outcomes. Indeed, evidence suggests that systemic 

oppression and related minority stress and stigma likely contribute to ED outcomes 

[63], although historically marginalized populations remain understudied in treatment 

research [64]. Recent data suggest that sexual and gender minority groups report more 

severe baseline ED symptoms, perhaps secondary to greater delay in accessing services, 

as well as more frequent endorsement of traumatic events and bullying, but that 

these individuals demonstrate faster improvements in treatment compared to cisgender, 

heterosexual individuals [65]. Findings regarding more severe baseline ED symptoms but 

faster improvement were replicated in a mixed ED-diagnostic sample receiving partial 

hospitalization treatment [66] and a sample of sexual minority women presenting to HLOC 

[67].

Evidence from studies exploring associations between racial/ethnic identity and ED 

outcomes are more mixed [68], likely due to an indirect evaluation of processes that 
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may exacerbate (e.g., minority stress) or mitigate (e.g., strength-based factors) risk. In 

analyses of aggregated RCTs for adults receiving BED treatment, race did not significantly 

predict global ED severity [69]. Although this study found that Black adults seemed to 

have comparable or better BED treatment outcomes compared to White individuals, these 

findings should be contextualized in noting that Black women are less likely to seek and 

more likely to drop out of ED treatment [70].

Altogether, recent data support that individuals with minoritized identities may be at 

risk for more severe ED symptoms at intake secondary to structural processes but 

seem to demonstrate comparable outcomes to individuals from majority groups; however, 

understanding of the treatment experiences of individuals with diverse identities and how 

minority stress and/or strengths contribute to outcomes remains limited in scope.

Summary of Recent Work and Proposed Next Steps

We have briefly outlined historical work regarding baseline predictors of ED outcome and 

more explicitly described recent research in this domain. On the whole, recent trends in 

research design, populations studied, and predictor variables selected are consistent with 

prior work outlined in systematic reviews and meta-analyses, e.g., [3, 5, 6, 9]. While recent 

research in this area has included some expansion of predictors tested, we propose that 

shifting approaches in how we are doing this work can increase the usefulness of ongoing 

efforts, including in improving treatment outcomes. To inform next steps in clinical research, 

we propose a series of questions that may be useful for professionals in the field to (a) 

contextualize interpretation of the existing body of work, as well as (b) inform the design 

and execution of future research focused on prognostic indicators of treatment outcome.

Who are We Studying?

We propose that expanding sampling and reporting practices to be more inclusive of 

ED diagnostic presentations and diverse identities will ensure that research on predictors 

of outcome is optimally informative. As noted previously, most outcome research has 

examined one diagnostic group and/or specified outcomes relative to diagnostic subgroups 

within a sample, and this trend continues in recent work. In particular, there is a consistent 

and predominant focus on AN, less work on BN and BED, and even fewer studied 

focused on individuals with presentations included in OSFED categories, such as purging 

disorder and atypical AN. Investigation across diagnostic types will aid in illuminating 

important knowledge gaps in regard to how and why aspects of metabolism impact ED 

treatment response (e.g., how metabolic features secondary to weight suppression might 

impact continuation of binge eating behavior). There may be good reason to circumscribe 

investigations to diagnostic presentations when attempting to limit confounds (e.g., the 

impact of weight status on performance on a given cognitive task) or when predictors are 

symptom-relevant (e.g., frequency of binge episodes in binge-spectrum EDs). However, 

in general, exploring questions of prognostic factors in heterogeneous, transdiagnostic 

samples is necessary, particularly given known diagnostic crossover [71], within-diagnosis 

heterogeneity [72, 73], and transdiagnostic factors shared across ED and other psychiatric 

diagnoses [74, 75]. Additionally, given high occurrence of OSFED diagnoses in most 
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clinical settings [76], prioritizing inclusion of individuals with “atypical” EDs will also 

result in greater external validity of findings.

Samples thus far in ED research have been limited by a predominance of White, cisgender, 

and affluent females, and studies exploring predictors of outcome infrequently report 

on a range of identity factors, including socioeconomic and disability status, sexual 

orientation, and gender identity, among others [64, 68, 77, 78]. Of studies that report this 

information, samples often overrepresent dominant groups, reflecting known disparities in 

access to specialty care for EDs [79–81]. Overall, homogeneous sampling and inconsistent 

reporting of demographic characteristics limits the extent to which predictor research will 

be generalizable across patient populations as well as critical information required for 

effectively adapting treatment to suit the needs of diverse populations.

Where are Studies Being Conducted?

With few exceptions, most research regarding prognostic indicators of treatment outcome 

is conducted in the USA, Australia, and Western Europe. Further, research exploring 

treatment outcomes is often conducted in academic medical centers or university settings, 

with fewer investigations that report on predictors of outcome in for-profit treatment centers, 

community clinics, or with non-specialist providers. While these trends are not unique to 

research in EDs, they nonetheless create knowledge gaps and significantly limit the external 

validity of findings for real-world clinical practice. These limitations also hold clinical 

implications, considering that the majority of individuals who struggle with an ED may not 

have access to specialized care [80, 82], as well as recognizing notable differences in care 

delivery across the world [83–85]. It is critical that we expand treatment research to include 

an intent focus on outcomes from care delivered across the globe, as well as identifying 

prognostic indicators in real-world clinical settings, as findings from these effectiveness 

studies will likely differ quantitatively and/or qualitatively from those observed in RCTs or 

in similarly controlled contexts.

What are We Studying?

As noted in prior reviews [3, 6, 11], a majority of studies have operationalized “good 

outcomes” using population-normed weight data, raw frequencies of behaviors, treatment 

dropout, or diagnostic criteria thresholds, with significant variability in metrics used. 

Although these indices provide useful information, we propose that there are several 

ways through which revisiting or expanding our definitions of “outcome” may enhance 

the quality, clinical utility, and external validity of our work. First, empirical and 

theoretical work that has focused on how to operationalize “recovery” or “relapse” from 

an ED, e.g. [86, 87], have highlighted the complexity and the multi-faceted nature of 

outcomes within these populations. While consensus among ED researchers remains elusive, 

considering expansion of outcome to include metrics beyond weight and behaviors, such 

as neurocognitive indices, as well as other functional indicators (e.g., quality of life), will 

provide a more comprehensive test of predictive factors.

Gorrell et al. Page 9

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Second, as noted above, most of the past work exploring prognostic indicators has defined 

optimal weight-related outcomes using BMI targets based on population norms; this neither 

accounts for historic weight suppression [88] or other physiological factors associated with 

weight loss that may impact longer-term recovery (e.g., [89]). Considering emerging data 

regarding significant heterogeneity in weight history and the impact of considering historical 

growth curve data in assessment and treatment [90–93], including more personalized weight 

data into outcome measurements may result in different findings, particularly for individuals 

with OSFED diagnoses.

How are We Studying Clinical Outcomes?

Current research designs and statistical methodologies for outcome predictor research 

have tested the average, unique effects of theoretically relevant factors in accounting for 

variability in outcome with parametric, group-based statistics, and pre-to-post longitudinal 

designs. While these approaches are helpful for understanding broad trends in predicting 

outcome at the group level, recent data suggests that group-based estimates may be limited 

in their ability to predict individual trajectory [94]. Accordingly, in light of emerging data 

suggesting significant within diagnosis heterogeneity in symptom presentation, etiology, 

and maintenance processes [72] and the promise of idiographic methods for better 

characterizing person-specific processes in EDs [95], we propose that researchers consider 

incorporating designs and/or methods that model both averages, as well as heterogeneity 

in observed effects. In addition to exploring models to better capture complexity, recent 

work also highlights the potential for using machine learning for outcome prediction [96–

98]. Altogether, expanding the types of research designs and statistical analyses used for 

prediction of treatment outcome may facilitate resolution of discrepant findings and better 

capture heterogeneity both within- and between-persons.

Conclusions

While limitations of our circumscribed approach to this review are important to 

acknowledge, including a focus on self-reported and clinical predictors of outcome to 

the neglect of other domains (e.g., neurobiological predictors), our focused review yields 

findings broadly consistent with past meta-analytic reviews and expands these summaries to 

include several new, clinically relevant predictors of treatment outcome in EDs. Specifically, 

recent findings continue to suggest a consistent negative impact on ED course and outcome 

associated with low weight (particularly in AN); emerging yet consistent data appear to 

support the potential relevance of early-life trauma and emotion dysregulation on outcome. 

Data regarding the effects of illness duration, psychiatric comorbidity, and symptom 

severity remain conflicting, and research focused on social determinants of health and 

neurobiological factors remains limited. We propose that the next steps in this line of work 

should include changes in sampling and study design, specifically to prioritize a focus on 

bolstering work on variables for which there is limited or mixed evidence, and in particular, 

variables that may provide mechanistic evidence for symptom persistence and represent 

viable treatment targets across transdiagnostic ED presentations.

Gorrell et al. Page 10

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



Funding

Drs. Gorrell and Reilly are supported by the National Institutes of Mental Health (K23MH126201 and 
K23MH131871, respectively).

References

1. Monteleone AM, Pellegrino F, Croatto G, et al. Treatment of eating disorders: aA systematic 
meta-review of meta-analyses and network meta-analyses. Neuroscience & Biobehavioral Reviews. 
2022;142:104857. 10.1016/j.neubiorev.2022.104857. [PubMed: 36084848] 

2. Forman SF, McKenzie N, Hehn R, et al. Predictors of outcome at 1 year in adolescents with 
DSM-5 restrictive eating disorders: report of the national eating disorders quality improvement 
collaborative. J Adolesc Health. 2014;55(6):750–6. 10.1016/j.jadohealth.2014.06.014. [PubMed: 
25200345] 

3. Gregertsen EC, Mandy W, Kanakam N, Armstrong S, Serpell L. Pre-treatment patient 
characteristics as predictors of drop-out and treatment outcome in individual and family therapy 
for adolescents and adults with anorexia nervosa: a systematic review and meta-analysis. Psychiatry 
Res. 2019;271:484–501. 10.1016/j.psychres.2018.11.068. [PubMed: 30551081] 

4. Herzog DB, Keller MB, Lavori PW. Outcome in anorexia nervosa and bulimia nervosa: a review 
of the literature. J Nerv Ment Dis. 1988;176(3):131–43. 10.1097/00005053-198803000-00001. 
[PubMed: 3278073] 

5. Keel PK, Brown TA. Update on course and outcome in eating disorders. Int J Eat Disord. Published 
online 2010:NA–NA. 10.1002/eat.20810.

6. Vall E, Wade TD. Predictors of treatment outcome in individuals with eating disorders: a systematic 
review and meta-analysis: predictors of treatment outcome in individuals with eating disorders. Int J 
Eat Disord. 2015;48(7):946–71. 10.1002/eat.22411. [PubMed: 26171853] 

7. Radunz M, Keegan E, Osenk I, Wade TD. Relationship between eating disorder duration and 
treatment outcome: systematic review and meta-analysis. Int J Eat Disord. 2020;53(11):1761–73. 
10.1002/eat.23373. [PubMed: 32856329] 

8. Gorrell S, Byrne CE, Trojanowski PJ, Fischer S, Le Grange D. A scoping review of non-specific 
predictors, moderators, and mediators of family-based treatment for adolescent anorexia and 
bulimia nervosa: a summary of the current research findings. Eat Weight Disord. Published online 
29 Jan 2022. 10.1007/s40519-022-01367-w.

9. Linardon J, de la Piedad GX, Brennan L. Predictors, moderators, and mediators of treatment 
outcome following manualised cognitive-behavioural therapy for eating disorders: a systematic 
review: Predictors, moderators, and mediators of outcome for eating disorders. Eur Eat Disorders 
Rev. 2017;25(1):3–12. 10.1002/erv.2492.

10. Schlegl S, Diedrich A, Neumayr C, Fumi M, Naab S, Voderholzer U. Inpatient treatment for 
adolescents with anorexia nervosa: clinical significance and predictors of treatment outcome: 
Inpatient treatment for adolescents with AN. Eur Eat Disorders Rev. 2016;24(3):214–22. 10.1002/
erv.2416.

11. the EVHAN Group, Roux H, Ali A, et al. Predictive factors of dropout from inpatient treatment 
for anorexia nervosa. BMC Psychiatry. 2016;16(1):339. 10.1186/s12888-016-1010-7. [PubMed: 
27716113] 

12. Werz J, Voderholzer U, Tuschen-Caffier B. Alliance matters: but how much? A systematic review 
on therapeutic alliance and outcome in patients with anorexia nervosa and bulimia nervosa. Eat 
Weight Disord. 2022;27(4):1279–95. 10.1007/s40519-021-01281-7. [PubMed: 34374966] 

13. Kraemer HC, Wilson GT, Fairburn CG, Agras WS. Mediators and moderators of treatment effects 
in randomized clinical trials. Arch Gen Psychiatry. 2002;59(10):877. 10.1001/archpsyc.59.10.877. 
[PubMed: 12365874] 

14. Garfinkel PE, Moldofsky H, Garner DM. Prognosis in anorexia nervosa as influenced by 
clinical features, treatment and self-perception. Can Med Assoc J. 1977;117(9):1041–5. [PubMed: 
912628] 

Gorrell et al. Page 11

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



15. Dalle Grave R, Sartirana M, Calugi S. Enhanced cognitive behavioral therapy for adolescents with 
anorexia nervosa: outcomes and predictors of change in a real-world setting. Int J Eat Disord. 
2019;52(9):1042–6. 10.1002/eat.23122. [PubMed: 31199022] 

16. Le Grange D, Crosby RD, Lock J. Predictors and moderators of outcome in family-based 
treatment for adolescent bulimia nervosa. J Am Acad Child Adolesc Psychiatry. 2008;47(4):464–
70. 10.1097/CHI.0b013e3181640816. [PubMed: 18388765] 

17. Pellizzer ML, Waller G, Wade TD. Predictors of outcome in cognitive behavioural 
therapy for eating disorders: an exploratory study. Behav Res Ther. 2019;116:61–8. 10.1016/
j.brat.2019.02.005. [PubMed: 30798180] 

18. Glasofer DR, Muratore AF, Attia E, et al. Predictors of illness course and health maintenance 
following inpatient treatment among patients with anorexia nervosa. J Eat Disord. 2020;8(1):69. 
10.1186/s40337-020-00348-7. [PubMed: 33292619] 

19. Fichter MM, Quadflieg N, Crosby RD, Koch S.Long-term outcome of anorexia nervosa: results 
from a large clinical longitudinal study: FICHTER, et al. Int J Eat Disord. 2017;50(9):1018–30. 
10.1002/eat.22736. [PubMed: 28644530] 

20. Quadflieg N, Fichter MM. Long-term outcome of inpatients with bulimia nervosa—results from 
the Christina Barz Study. Int J Eat Disord. 2019;52(7):834–45. 10.1002/eat.23084. [PubMed: 
31002430] 

21. Gorwood P, Duriez P, Lengvenyte A, Guillaume S, Criquillion S. Clinical insight in 
anorexia nervosa: associated and predictive factors. Psychiatry Res. 2019;281:112561. 10.1016/
j.psychres.2019.112561. [PubMed: 31521839] 

22. Martin-Wagar CA, Holmes S, Bhatnagar KAC. Predictors of weight restoration in a day-treatment 
program that supports family-based treatment for adolescents with anorexia nervosa. Eat Disord. 
2019;27(4):400–17. 10.1080/10640266.2018.1528085. [PubMed: 30358497] 

23. Franko DL, Tabri N, Keshaviah A, et al. Predictors of long-term recovery in anorexia nervosa 
and bulimia nervosa: data from a 22-year longitudinal study. J Psychiatr Res. 2018;96:183–8. 
10.1016/j.jpsychires.2017.10.008. [PubMed: 29078155] 

24. Gibson D, Watters A, Cost J, Mascolo M, Mehler PS. Extreme anorexia nervosa: medical 
findings, outcomes, and inferences from a retrospective cohort. J Eat Disord. 2020;8(1):25. 
10.1186/s40337-020-00303-6. [PubMed: 32582446] 

25. Danielsen M, Bjørnelv S, Weider S, Myklebust TÅ, Lundh H, Rø Ø. The outcome at follow-up 
after inpatient eating disorder treatment: a naturalistic study. J Eat Disord. 2020;8(1):67. 10.1186/
s40337-020-00349-6. [PubMed: 33292634] 

26. Dardennes R, Tolle V, Lavoisy G, et al. Lower leptin level at discharge in acute anorexia nervosa is 
associated with early weight-loss. Eur Eat Disorders Rev. 2021;29(4):634–44. 10.1002/erv.2830.

27. Fernández-Aranda F, Treasure J, Paslakis G, et al. The impact of duration of illness on treatment 
nonresponse and drop-out: exploring the relevance of enduring eating disorder concept. Eur Eat 
Disorders Rev. 2021;29(3):499–513. 10.1002/erv.2822.

28. Raykos BC, Erceg-Hurn DM, McEvoy PM, Fursland A, Waller G. Severe and enduring anorexia 
nervosa? Illness severity and duration are unrelated to outcomes from cognitive behaviour therapy. 
J Consult Clin Psychol. 2018;86(8):702–9. 10.1037/ccp0000319. [PubMed: 30035586] 

29. Marzola E, Longo P, Sardella F, Delsedime N, Abbate-Daga G. Rehospitalization and “Revolving 
Door” in anorexia nervosa: are there any predictors of time to readmission? Front Psychiatry. 
2021;12:694223. 10.3389/fpsyt.2021.694223. [PubMed: 34366923] 

30. Pellizzer ML, Waller G, Wade TD. A pragmatic effectiveness study of 10-session cognitive 
behavioural therapy (CBT-T) for eating disorders: targeting barriers to treatment provision. Eur Eat 
Disorders Rev erv.2684. Published online 27 May 2019. 10.1002/erv.2684.

31. Hughes EK, Sawyer SM, Accurso EC, Singh S, Le Grange D. Predictors of early response in 
conjoint and separated models of family-based treatment for adolescent anorexia nervosa. Eur Eat 
Disorders Rev. 2019;27(3):283–94. 10.1002/erv.2668.

32. Junne F, Wild B, Resmark G, et al. The importance of body image disturbances for the outcome of 
outpatient psychotherapy in patients with anorexia nervosa: results of the ANTOP-study. Eur Eat 
Disorders Rev. 2019;27(1):49–58. 10.1002/erv.2623.

Gorrell et al. Page 12

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



33. Lydecker JA, Ivezaj V, Grilo CM. Testing the validity and clinical utility of the severity 
specifiers for binge-eating disorder for predicting treatment outcomes. J Consult Clin Psychol. 
2020;88(2):172–8. 10.1037/ccp0000464. [PubMed: 31894997] 

34. Brown TA, Vanzhula IA, Reilly EE, et al. Body mistrust bridges interoceptive awareness and eating 
disorder symptoms. J Abnorm Psychol. 2020;129(5):445–56. 10.1037/abn0000516. [PubMed: 
32202809] 

35. Craig M, Waine J, Wilson S, Waller G. Optimizing treatment outcomes in adolescents with eating 
disorders: the potential role of cognitive behavioral therapy. Int J Eat Disord. 2019;52(5):538–42. 
10.1002/eat.23067. [PubMed: 30829421] 

36. Askew AJ, Peterson CB, Crow SJ, et al. Not all body image constructs are created equal: predicting 
eating disorder outcomes from preoccupation, dissatisfaction, and overvaluation. Int J Eat Disord. 
2020;53(6):954–63. 10.1002/eat.23277. [PubMed: 32304257] 

37. Kästner D, Löwe B, Gumz A. The role of self-esteem in the treatment of patients with anorexia 
nervosa - a systematic review and meta-analysis. Int J Eat Disord. 2019;52(2):101–16. 10.1002/
eat.22975. [PubMed: 30488479] 

38. Dobrescu SR, Dinkler L, Gillberg C, Råstam M, Gillberg C, Wentz E. Anorexia nervosa: 30-year 
outcome. Br J Psychiatry. 2020;216(2):97–104. 10.1192/bjp.2019.113. [PubMed: 31113504] 

39. Esposito RM, Stoeber J, Damian LE, Alessandri G, Lombardo C. Eating disorder symptoms and 
the 2 × 2 model of perfectionism: mixed perfectionism is the most maladaptive combination. Eat 
Weight Disord. 2019;24(4):749–55. 10.1007/s40519-017-0438-1. [PubMed: 29022221] 

40. Nyman-Carlsson E, Birgegård A, Engström I, Gustafsson SA, Nevonen L. Predictors of outcome 
among young adult patients with anorexia nervosa in a randomised controlled trial. Eur Eat 
Disorders Rev. 2019;27(1):76–85. 10.1002/erv.2630.

41. Muzi L, Tieghi L, Rugo MA, Lingiardi V. Personality as a predictor of symptomatic change 
in a residential treatment setting for anorexia nervosa and bulimia nervosa. Eat Weight Disord. 
2021;26(4):1195–209. 10.1007/s40519-020-01023-1. [PubMed: 33048329] 

42. Peterson CB, Berg KC, Crosby RD, et al. The effects of psychotherapy treatment on outcome in 
bulimia nervosa: examining indirect effects through emotion regulation, self-directed behavior, and 
self-discrepancy within the mediation model: indirect effects in BN treatment Int J Eat Disord. 
2017;50(6):636–47. 10.1002/eat.22669. [PubMed: 28117906] 

43. Mallorquí-Bagué N, Vintró-Alcaraz C, Sánchez I, et al. emotion regulation as a transdiagnostic 
feature among eating disorders: cross-sectional and longitudinal approach: Emotion Regulation 
and Eating Disorders. Eur Eat Disorders Rev. 2018;26(1):53–61. 10.1002/erv.2570.

44. Bodell LP, Pearson CM, Smith KE, et al. Longitudinal associations between emotion regulation 
skills, negative affect, and eating disorder symptoms in a clinical sample of individuals with binge 
eating. Eat Behav. 2019;32:69–73. 10.1016/j.eatbeh.2018.12.005. [PubMed: 30654193] 

45. Trainor C, Michael ML, Lampe EW, Presseller EK, Juarascio A, Manasse SM. Associations 
between emotion regulation and remission following cognitive behavioural therapy for adults with 
bulimia nervosa. Euro Eating Disorders Rev. 2022;30(4):426–34. 10.1002/erv.2901.

46. Keel PK, Dorer DJ, Franko DL, Jackson SC, Herzog DB. Postremission predictors of relapse in 
women with eating disorders. AJP. 2005;162(12):2263–8. 10.1176/appi.ajp.162.12.2263.

47. Eskild-Jensen M, Støving RK, Flindt CF, Sjogren M. Comorbid depression as a negative predictor 
of weight gain during treatment of anorexia nervosa: a systematic scoping review. Eur Eat 
Disorders Rev. 2020;28(6):605–19. 10.1002/erv.2787.

48. Accurso EC, Wonderlich SA, Crosby RD, et al. Predictors and moderators of treatment outcome in 
a randomized clinical trial for adults with symptoms of bulimia nervosa. J Consult Clin Psychol. 
2016;84(2):178–84. 10.1037/ccp0000073. [PubMed: 26689304] 

49. Gorrell S, Le Grange D. Update on treatments for adolescent bulimia nervosa. Child Adolesc 
Psychiatr Clin N Am. 2019;28(4):537–47. 10.1016/j.chc.2019.05.002. [PubMed: 31443872] 

50. Le Grange D, Lock J, Agras WS, Bryson SW, Jo B. Randomized clinical trial of family-based 
treatment and cognitive-behavioral therapy for adolescent bulimia nervosa. J Am Acad Child 
Adolesc Psychiatry. 2015;54(11):886–894.e2. 10.1016/j.jaac.2015.08.008. [PubMed: 26506579] 

Gorrell et al. Page 13

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



51. Lydecker JA, Grilo CM. Psychiatric comorbidity as predictor and moderator of binge-eating 
disorder treatment outcomes: an analysis of aggregated randomized controlled trials. Psychol Med. 
Published online 14 Apr 2021:1–9. 10.1017/S0033291721001045.

52. Dingemans AE, Son GE, Vanhaelen CB, Furth EF. Depressive symptoms rather than executive 
functioning predict group cognitive behavioural therapy outcome in binge eating disorder. Eur Eat 
Disorders Rev. 2020;28(6):620–32. 10.1002/erv.2768.

53. Le Grange D, Eckhardt S, Dalle Grave R, et al. Enhanced cognitive-behavior therapy and family-
based treatment for adolescents with an eating disorder: a non-randomized effectiveness trial. 
Psychol Med. Published online 3 Dec 2020:1–11. 10.1017/S0033291720004407.

54. Homan KJ, Crowley SL, Rienecke RD. Predictors of improvement in a family-based partial 
hospitalization/intensive outpatient program for eating disorders. Eat Disord. 2021;29(6):644–60. 
10.1080/10640266.2020.1734410. [PubMed: 32174240] 

55. Hayes NA, Welty LJ, Slesinger N, Washburn JJ. Moderators of treatment outcomes in a partial 
hospitalization and intensive outpatient program for eating disorders. Eat Disord. 2019;27(3):305–
20. 10.1080/10640266.2018.1512302. [PubMed: 30204570] 

56. Sala M, Brosof LC, Levinson CA. Repetitive negative thinking predicts eating disorder behaviors: 
a pilot ecological momentary assessment study in a treatment seeking eating disorder sample. 
Behav Res Ther. 2019;112:12–7. 10.1016/j.brat.2018.11.005. [PubMed: 30466030] 

57. Fewell LK, Levinson CA, Stark L. Depression, worry, and psychosocial functioning predict eating 
disorder treatment outcomes in a residential and partial hospitalization setting. Eat Weight Disord. 
2017;22(2):291–301. 10.1007/s40519-016-0357-6. [PubMed: 28271454] 

58. Serra R, Kiekens G, Tarsitani L, et al. The effect of trauma and dissociation on the outcome 
of cognitive behavioural therapy for binge eating disorder: a 6-month prospective study. Eur Eat 
Disorders Rev. 2020;28(3):309–17. 10.1002/erv.2722.

59. Hazzard VM, Crosby RD, Crow SJ, et al. Treatment outcomes of psychotherapy for binge-
eating disorder in a randomized controlled trial: examining the roles of childhood abuse and 
post-traumatic stress disorder. Eur Eat Disorders Rev. 2021;29(4):611–21. 10.1002/erv.2823.

60. Olofsson ME, Oddli HW, Hoffart A, Eielsen HP, Vrabel KR. Change processes related to long-
term outcomes in eating disorders with childhood trauma: an explorative qualitative study. J Couns 
Psychol. 2020;67(1):51–65. 10.1037/cou0000375. [PubMed: 31368720] 

61. Trottier K Posttraumatic stress disorder predicts non-completion of day hospital treatment 
for bulimia nervosa and other specified feeding/eating disorder. Eur Eat Disorders Rev. 
2020;28(3):343–50. 10.1002/erv.2723.

62. Mitchell KS, Singh S, Hardin S, Thompson-Brenner H. The impact of comorbid posttraumatic 
stress disorder on eating disorder treatment outcomes: investigating the unified treatment model. 
Int J Eat Disord. 2021;54(7):1260–9. 10.1002/eat.23515. [PubMed: 33876442] 

63. Foran A, O’Donnell AT, Muldoon OT. Stigma of eating disorders and recovery-related outcomes: a 
systematic review. Eur Eat Disorders Rev. 2020;28(4):385–97. 10.1002/erv.2735.

64. Burke NL, Schaefer LM, Hazzard VM, Rodgers RF. Where identities converge: the importance 
of intersectionality in eating disorders research. Int J Eat Disord. 2020;53(10):1605–9. 10.1002/
eat.23371. [PubMed: 32856342] 

65. Mensinger JL, Cox SA, Henretty JR. Treatment outcomes and trajectories of change in patients 
attributing their eating disorder onset to anti-obesity messaging. Psychosom Med. 2021;83(7):777–
86. 10.1097/PSY.0000000000000962. [PubMed: 34267090] 

66. Donahue JM, DeBenedetto AM, Wierenga CE, Kaye WH, Brown TA. Examining day hospital 
treatment outcomes for sexual minority patients with eating disorders. Int J Eat Disord. 
2020;53(10):1657–66. 10.1002/eat.23362. [PubMed: 32808329] 

67. Murray MF, Cox SA, Henretty JR, Haedt-Matt AA. Women of diverse sexual identities admit to 
eating disorder treatment with differential symptom severity but achieve similar clinical outcomes. 
Intl J Eating Disorders. 2021;54(9):1652–62. 10.1002/eat.23576.

68. Rodgers RF, Berry R, Franko DL. Eating disorders in ethnic minorities: an update. Curr Psychiatry 
Rep. 2018;20(10):90. 10.1007/s11920-0180938-3. [PubMed: 30155577] 

69. Lydecker JA, Gueorguieva R, Masheb R, White MA, Grilo CM. Examining race as a predictor 
and moderator of treatment outcomes for binge-eating disorder: analysis of aggregated randomized 

Gorrell et al. Page 14

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



controlled trials. J Consult Clin Psychol. 2019;87(6):530–40. 10.1037/ccp0000404. [PubMed: 
31008634] 

70. Goode RW, Cowell MM, Mazzeo SE, et al. Binge eating and binge-eating disorder in Black 
women: a systematic review. Int J Eat Disord. 2020;53(4):491–507. 10.1002/eat.23217. [PubMed: 
31922293] 

71. Garke M, Sörman K, Jayaram-Lindström N, Hellner C, Birgegård A. Symptom shifting and 
associations with mental illness: a transdiagnostic approach applied to eating disorders. J Abnorm 
Psychol. 2019;128(6):585–95. 10.1037/abn0000425. [PubMed: 30985173] 

72. Riesco N, Agüera Z, Granero R, Jiménez-Murcia S, Menchón JM, Fernández-Aranda F. Other 
specified feeding or eating disorders (OSFED): clinical heterogeneity and cognitive-behavioral 
therapy outcome. Eur psychiatr. 2018;54:109–16. 10.1016/j.eurpsy.2018.08.001.

73. Carr MM, Grilo CM. Examining heterogeneity of binge-eating disorder using latent class analysis. 
J Psychiatr Res. 2020;130:194–200. 10.1016/j.jpsychires.2020.07.032. [PubMed: 32828025] 

74. Schaumberg K, Reilly EE, Gorrell S, et al. Conceptualizing eating disorder psychopathology using 
an anxiety disorders framework: evidence and implications for exposure-based clinical research. 
Clin Psychol Rev. 2021;83:101952. 10.1016/j.cpr.2020.101952. [PubMed: 33221621] 

75. Forbush KT, Hagan KE, Kite BA, Chapa DAN, Bohrer BK, Gould SR. Understanding 
eating disorders within internalizing psychopathology: a novel transdiagnostic, hierarchical-
dimensional model. Compr Psychiatry. 2017;79:40–52. 10.1016/j.comppsych.2017.06.009. 
[PubMed: 28755757] 

76. Harrop EN, Mensinger JL, Moore M, Lindhorst T. Restrictive eating disorders in higher weight 
persons: a systematic review of atypical anorexia nervosa prevalence and consecutive admission 
literature. Intl J Eating Disorders. 2021;54(8):1328–57. 10.1002/eat.23519.

77. Goel NJ, Jennings Mathis K, Egbert AH, et al. Accountability in promoting representation of 
historically marginalized racial and ethnic populations in the eating disorders field: a call to action. 
Intl J Eating Disorders. 2022;55(4):463–9. 10.1002/eat.23682.

78. O’Flynn JL, Nowicki GP, Laveway K, Gordon AR, Rodgers RF. Toward inclusivity: a systematic 
review of the conceptualization of sexual minority status and associated eating disorder outcomes 
across two decades. Intl J Eating Disorders. Published online 2 Nov 2022:eat.23830. 10.1002/
eat.23830.

79. Accurso EC, Buckelew SM, Snowden LR. Youth insured by medicaid with restrictive eating 
disorders—underrecognized and underresourced. JAMA Pediatr. 2021;175(10):999. 10.1001/
jamapediatrics.2021.2081. [PubMed: 34338735] 

80. Bulik CM. From Awareness to action: an urgent call to address the inadequacy of treatment for 
anorexia nervosa. AJP. 2021;178(9):786–8. 10.1176/appi.ajp.2021.21070697.

81. Moreno R, Buckelew SM, Accurso EC, Raymond-Flesch M. Disparities in access to eating 
disorders treatment for publicly-insured youth and youth of color: a retrospective cohort study. J 
Eat Disord. 2023;11(1):10. 10.1186/s40337-022-00730-7. [PubMed: 36694235] 

82. Guarda AS, Wonderlich S, Kaye W, Attia E. A path to defining excellence in intensive 
treatment for eating disorders. Int J Eat Disord. 2018;51(9):1051–5. 10.1002/eat.22899. [PubMed: 
30189103] 

83. Kaye WH, Bulik CM. Treatment of patients with anorexia nervosa in the US—a crisis in care. 
JAMA Psychiat. 2021;78(6):591. 10.1001/jamapsychiatry.2020.4796.

84. Striegel Weissman R, Rosselli F. Reducing the burden of suffering from eating disorders: unmet 
treatment needs, cost of illness, and the quest for cost-effectiveness. Behav Res Ther. 2017;88:49–
64. [PubMed: 28110676] 

85. Flynn M, Austin A, Lang K, et al. Assessing the impact of first episode rapid early intervention for 
eating disorders on duration of untreated eating disorder: a multi-centre quasi-experimental study. 
Eur Eat Disorders Rev. 2021;29(3):458–71. 10.1002/erv.2797.

86. Le Grange D, Huryk KM, Murray SB, Hughes EK, Sawyer SM, Loeb KL. Variability in remission 
in family therapy for anorexia nervosa. Int J Eat Disord. 2019;52(9):996–1003. 10.1002/eat.23138. 
[PubMed: 31318075] 

Gorrell et al. Page 15

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



87. Bardone-Cone AM, Hunt RA, Watson HJ. An overview of conceptualizations of eating disorder 
recovery, recent findings, and future directions. Curr Psychiatry Rep. 2018;20(9):79. 10.1007/
s11920-018-0932-9. [PubMed: 30094740] 

88. Gorrell S, Reilly EE, Schaumberg K, Anderson LM, Donahue JM. Weight suppression and its 
relation to eating disorder and weight outcomes: a narrative review. Eat Disord. 2019;27(1):52–81. 
10.1080/10640266.2018.1499297. [PubMed: 30040543] 

89. Keel PK, Bodell LP, Forney KJ, Appelbaum J, Williams D. Examining weight suppression as 
a transdiagnostic factor influencing illness trajectory in bulimic eating disorders. Physiol Behav. 
2019;208:112565. 10.1016/j.physbeh.2019.112565. [PubMed: 31153878] 

90. Garber AK, Cheng J, Accurso EC, et al. Weight Loss and illness severity in adolescents 
with atypical anorexia nervosa. Pediatrics. 2019;144(6):e20192339. 10.1542/peds.2019-2339. 
[PubMed: 31694978] 

91. Sawyer SM, Whitelaw M, Le Grange D, Yeo M, Hughes EK. Physical and psychological morbidity 
in adolescents with atypical anorexia nervosa. Pediatrics. 2016;137(4):e20154080–e20154080. 
10.1542/peds.2015-4080. [PubMed: 27025958] 

92. Shachar-Lavie I, Segal H, Oryan Z, et al. Atypical anorexia nervosa: rethinking the 
association between target weight and rehospitalization. Eating Behav. 2022;46:101649. 10.1016/
j.eatbeh.2022.101649.

93. Forney KJ, Brown TA, Holland-Carter LA, Kennedy GA, Keel PK, et al. Defining “significant 
weight loss” in atypical anorexia nervosa: Forney, et al. Int J Eat Disord. 2017;50(8):952–62. 
10.1002/eat.22717. [PubMed: 28436084] 

94. Levinson CA, Hunt RA, Christian C, et al. Longitudinal group and individual networks of eating 
disorder symptoms in individuals diagnosed with an eating disorder. J Psychopathol Clin Sci. 
2022;131(1):58–72. 10.1037/abn0000727. [PubMed: 34941316] 

95. Levinson CA, Williams BM, Christian C, et al. Personalizing eating disorder treatment using 
idiographic models: an open series trial. J Consult Clin Psychol. 2023;91(1):14–28. 10.1037/
ccp0000785. [PubMed: 36729494] 

96. Espel-Huynh H, Zhang F, Thomas JG, et al. Prediction of eating disorder treatment response 
trajectories via machine learning does not improve performance versus a simpler regression 
approach. Int J Eat Disord. 2021;54(7):1250–9. 10.1002/eat.23510. [PubMed: 33811362] 

97. Haynos AF, Wang SB, Lipson S, et al. Machine learning enhances prediction of illness 
course: a longitudinal study in eating disorders. Psychol Med. 2021;51(8):1392–402. 10.1017/
S0033291720000227. [PubMed: 32108564] 

98. Wang SB. Machine learning to advance the prediction, prevention and treatment of eating 
disorders. Euro Eating Disorders Rev. 2021;29(5):683–91. 10.1002/erv.2850.

Gorrell et al. Page 16

Curr Psychiatry Rep. Author manuscript; available in PMC 2024 May 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript


	Abstract
	Introduction
	Recent Summary of Findings in Predictors of Treatment Outcome: What is Known
	Recent Work in Predictors of Outcome in ED Treatment
	BMI
	Illness Duration
	Binge/Purge Behaviors
	ED Severity and Cognitive Symptoms
	Personality Factors
	Comorbid Psychopathology
	Mood and Anxiety
	Trauma and Post‑traumatic Stress Disorder
	Stigma and Minority Stress
	Summary of Recent Work and Proposed Next Steps
	Who are We Studying?
	Where are Studies Being Conducted?
	What are We Studying?
	How are We Studying Clinical Outcomes?
	Conclusions
	References



