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Abstract
To review the literature examining the effectiveness and efficacy of a cognitive 
behavioural therapy (CBT) for eating disorders delivered in ten sessions for those 
who are not underweight (CBT-T). A systematic search of the literature (MEDLINE, 
EMBASE, PsycINFO, Scopus and ProQuest) was conducted to identify relevant 
publications to date at the time of March 2022 (re-run in May 2023). Intervention 
studies of any study design that investigated CBT-T offering outcome data at least 
pre- to post- intervention for eating disorder and related outcomes were included. 
Results were reported for treatment attrition, abstinence, remission, eating dis-
order psychopathology, disordered eating behaviours, psychosocial impairment, 
depression and anxiety and synthesised using a narrative synthesis framework. The 
Effective Public Health Practice Project (EPHPP) quality assessment tool (Thomas 
et al., 2004) was used to assess the quality of included studies. Outcomes for 555 
people who received CBT-T across eight studies (one randomised control trial and 
seven non-randomised studies) were synthesised. Support was found for the effec-
tiveness and efficacy of CBT-T for a range of non-underweight eating disorders, 
with respect to eating disorder psychopathology, disordered eating behaviours, psy-
chosocial impairment, abstinence and remission. CBT-T also led to improvements 
for depression and anxiety symptoms. CBT-T appears to improve eating disorder 
and co-morbid outcomes for people with non-underweight eating disorders within 
ten sessions, with comparable results to standard-length CBT for eating disorders 
(CBT-ED). Although results for CBT-T are promising, there were concerns with 
the quality of the studies. Future research is required to strengthen the evidence 
base with larger, higher-quality studies which compare CBT-T directly with recom-
mended psychological treatments, such as standard-length CBT-ED.
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Introduction

Eating disorders are characterised by a morbid preoccupation with weight and 
body shape, and disturbances in eating behaviours (Nicholls & Viner, 2005; 
Schmidt et  al., 2016). The lifetime prevalence of eating disorders is estimated 
around 8.4% for women and 2.2% for men (Galmiche et al., 2019). People with 
eating disorders, particularly those with anorexia nervosa, have significantly 
increased mortality rates (Chesney et al., 2014; Crow et al., 2009).

Cognitive behavioural therapy (CBT) for eating disorders (CBT-ED) is the 
most extensively investigated treatment for this population (Linardon et  al., 
2017b). CBT-ED is a generic term that includes different evidence-based forms 
of CBT for eating disorders (Fairburn, 2008; Waller et al., 2007). These different 
forms of CBT-ED share common aims to address the cognitions and emotions 
that underpin eating disorder psychopathology through nutritional and behav-
ioural changes (Mulkens & Waller, 2021).

Randomised control trials (RCTs) have demonstrated that CBT-ED is effec-
tive for a range of eating disorders, including bulimia nervosa (BN), binge eat-
ing disorder (BED), other specified feeding and eating disorder (OSFED), and 
anorexia nervosa (AN), with large improvements in eating disorder symptoms 
(Byrne et al., 2017; Fairburn et al., 1991, 2009, 2015; Ghaderi, 2006). Although 
RCTs are considered the ‘gold standard’ of evidence-based research (Meldrum, 
2000), they have been criticised for not reflecting routine clinical practice due 
to being tightly controlled (Fensterheim & Raw, 1996); for example, participants 
are characterised as typically presenting with less severe mental health difficulties 
and fewer co-morbidities than those who routinely seek treatment (Kazdin, 2008). 
However, several studies have found CBT-ED to be effective in routine clinical 
practice (Knott et al., 2015; Signorini et al., 2015; Turner et al., 2015a, b). Sys-
tematic reviews of randomised and non-randomised studies have found CBT-ED 
to be an effective treatment for patients (Atwood & Friedman, 2020; Dahlenburg 
et al., 2019; de Jong et al., 2018), with CBT-ED being either equally efficacious 
or superior to other psychological treatments (Linardon et al., 2017b; Slade et al., 
2018).

This evidence is reflected in clinical practice guidelines, with CBT-ED listed 
as one of the recommended treatments for children, young people, and adults 
with AN, BN, BED and OSFED (NHS Education for Scotland [NES], 2014, 
2015; NICE, 2017; Scottish Intercollegiate Guidelines Network [SIGN], 2022). 
For adults with non-underweight eating disorders, including BN, BED and atypi-
cal cases, clinical guidelines state that CBT based guided self-help (GSH) should 
be the first-line treatment (NICE, 2017; NES, 2014), as is the case for children 
and young people with BED (NICE, 2017). If GSH is unacceptable, contraindi-
cated, or ineffective, CBT-ED is recommended instead.

Guidelines typically recommend 16 to 20 sessions of CBT-ED (NES, 2014; 
NICE, 2017) for those with non-underweight eating disorders, such as BN 
and BED, and 40 sessions for those who are underweight, namely those with 
AN (Fairburn, 2008; NICE, 2017). However, NICE (2017) acknowledge that 
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attending a high number of sessions is a substantial commitment for those with 
an eating disorder. There is also increasing pressure from services for shorter, 
cost‐effective psychological therapies for eating disorders that are also evidence-
based (Pellizzer et al., 2019a). Cost of treatment is a concern for services (Wat-
son et al., 2017; Weissman & Rosselli, 2017) in which there is high and expen-
sive use of resources (Green & Griffiths, 2014; Tseng et al., 2021). Furthermore, 
the COVID-19 pandemic has heavily impacted those with eating disorders and 
increased demand on services. There are reports of increases of worsening eating 
disorder symptomology and people requiring treatment worldwide (Fernández-
Aranda et  al., 2020; Haripersad et  al., 2021; Phillipou et  al., 2021), including 
increases in inpatient admissions and re-admissions (Hansen et  al., 2021; Mat-
thews et  al., 2021), and outpatient referrals (Hansen et  al., 2021; Solmi et  al., 
2021). This impact has been noted for children and young people in particular; 
for example, National Health Service (NHS) child and adolescent mental health 
services in England have seen referrals increase by almost two thirds since pre-
pandemic rates (NHS England, 2022).

In the UK, NICE (2017) have recommended the evaluation of briefer psychologi-
cal treatments for eating disorders and highlight that people may be able to achieve 
remission with a smaller number of sessions or over a shorter period of time. Evi-
dence has established that early symptom changes, such as changes in binge eating, 
purging and dietary restraint, are a consistent and strong predictor of outcome for 
all eating disorders (Linardon et al., 2017a; Vall & Wade, 2015). Furthermore, most 
change is found in the first four to six weeks of eating disorder treatment (Linardon 
et al., 2016; Vall & Wade, 2015). No correlation has been found between amount of 
improvement and session length after 8–12 sessions of CBT-ED (Rose & Waller, 
2017). Current guidelines reflect a stepped-care approach for non-underweight eat-
ing disorders from GSH to CBT-ED and evidence has found this approach to be 
cost-effective for eating disorder treatment (Crow et al., 2013). Wade et al. (2021) 
argued that there is a ‘gap’ in service provision for a therapy which is more inten-
sive than GSH, but shorter and less expensive to deliver than CBT-ED, given the 
recommended duration of CBT-ED where body mass index (BMI) is above 17.5 is 
20 sessions with an experienced therapist over a five‐month period (Fairburn, 2008). 
This number of sessions is around twice the length of CBT recommended for other 
disorders, such as for anxiety and depression (NES, 2014), which can be delivered 
by less specialist therapists (Layard & Clark, 2014). Evidence has demonstrated that 
brief versions of CBT are as effective for anxiety disorders as longer versions (Öst & 
Ollendick, 2017). Reducing the length of CBT-ED could potentially reduce waiting 
lists and allow faster access to treatment (Tatham et al., 2020).

Recently a briefer CBT-ED for non-underweight patients which is delivered 
over ten sessions, CBT-T, has been developed and introduced by Waller et  al. 
(2019). CBT-T is a transdiagnostic, manualised outpatient therapy for those 
with an eating disorder and a BMI above 17.5, which can be delivered by nov-
ice therapists under supervision (such as assistant and trainee clinical psycholo-
gists), as well as qualified therapists. The CBT-T protocol (Waller et  al., 2019) 
adopts key elements of CBT-ED (Fairburn, 2008; Waller et al., 2007) including 
in-session weighing, psychoeducation, nutritional change, exposure, behavioural 
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experiments, cognitive restructuring, body image work and relapse preven-
tion. Initially, four sessions are offered, with treatment extended to ten sessions 
dependent on active engagement and progress with therapeutic tasks (Waller 
et  al., 2019), recognising that early change in outpatient psychological thera-
pies is one of the best predictors of positive outcomes for eating disorders (Vall 
& Wade, 2015). Preliminary evidence has found that CBT-T reduces cognitive 
and behavioural eating disorders symptoms, along with anxiety and depression 
symptoms (Pellizzer et al., 2019a, b; Waller et al., 2018), with comparable effects 
to 20 session versions of CBT-ED (such as CBT-E, Tatham et  al., 2020) when 
delivered by assistant and trainee psychologists under supervision. A qualitative 
study reported positive patient experiences of CBT-T, with recipients feeling that 
CBT-T was specific to their needs, that the therapist was fair but firm, and that 
treatment had a positive effect on their overall quality of life and eating behav-
iours (Hoskins et  al., 2019). However, some negative aspects of CBT-T were 
found, with participants reporting issues with timings of sessions and wanting 
more than ten sessions.

The present review aimed to summarise and critically evaluate the available lit-
erature examining the efficacy and effectiveness of CBT-T for non-underweight eat-
ing disorders. Since the current review was prospectively registered, a systematic 
review and meta-analysis of CBT-T for eating disorders has been published (Keegan 
et al., 2022), though no narrative synthesis was conducted. The meta-analysis found 
medium to large effect sizes for eating disorder psychopathology, psychosocial 
impairment, depression, anxiety, and weekly frequencies of vomiting and objective 
binge eating. At follow-up, eating disorder psychopathology continued to be below 
the norm of a non-clinical sample of women (Mond et al., 2006). Although these 
findings are informative for the effect of CBT-T on a range of outcomes, significant 
heterogeneity was found in five meta-analyses conducted, which limits interpreta-
tion of meta-analytic results (Imrey, 2020). Therefore, as noted by Keegan and col-
leagues, the results should be interpreted with a degree of caution given this violates 
one of the assumptions of meta-analysis (Higgins & Thompson, 2002).

Given the above systematic review and meta-analysis had some limitations and 
a narrative synthesis was not provided, this review aimed to further contribute to 
understanding the efficacy and effectiveness of CBT-T with a narrative synthesis of 
results from the available data. Narrative synthesis is an approach for synthesising 
findings from numerous studies relying mainly on text to summarise findings (Popay 
et al., 2006). It allows the researchers to explore differences in study findings while 
taking into account the quality of evidence (Lisy & Porritt, 2016). This detailed and 
varied approach to synthesising data would provide useful insight given the novelty 
of CBT-T as an intervention.

The specific aims of the present systematic review were to build on the meta-
analysis previously published by Keegan et  al. (2022) by evaluating the effect of 
CBT-T at various time points, on specific eating disorder psychopathologies, against 
comparator treatments results, and remission and abstinence rates. This review also 
provides the first independent systematic review of CBT-T, as two of the authors of 
the previous review are CBT-T co-developers. The review and narrative synthesis 
aimed to:
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1. Determine the effect of CBT-T on eating disorder symptomology and related 
impairment at pre-treatment, mid-treatment, post-treatment and follow-up

2. Determine the effect of CBT-T on co-morbid difficulties at pre-treatment, mid-
treatment, post-treatment and follow-up

3. Synthesise attrition, remission and abstinence rates of CBT-T and comparator 
treatments, where applicable

Method

This systematic review was conducted in accordance with the PRISMA 2020 guide-
lines (Page et  al., 2021). The protocol was prospectively published on Prospero 
(CRD42021286870).

Eligibility Criteria

The following criteria were defined for papers to be included in the review: 1) par-
ticipants must have a diagnosed or diagnosable eating disorder and/or be receiving 
treatment for an eating disorder, including AN, BN, BED or OSFED during the time 
of the study; 2) participants must have undergone manualised CBT-T (Waller et al., 
2019) during the course of the study; 3) published articles in an English-language 
peer-reviewed journal; 4) reported outcomes of interest regarding eating disorder 
symptoms (such as formal outcome measures and frequency of disordered eating), 
with at least pre- and post-treatment outcomes; 5) intervention studies, with any 
study design (including randomised, non-randomised, cohort studies, case-controls, 
cross-sectional and case series designs); 6) studies offering quantitative outcome 
data; 7) studies with CBT-T with either a comparator or no comparator; 8) studies 
conducted in all settings; 9) participants can be of any age. The following criteria 
were defined for papers to be excluded: 1) participants with feeding disorders or an 
eating disorder which does not have weight/shape concerns, such as avoidant restric-
tive food intake disorder (ARFID); 2) studies with a CBT intervention for eating 
disorders which is not formal, manualised CBT-T; 3) the study is in the form of a 
case study, letter, poster, commentary book or book chapter; 4) the full text was una-
vailable, as an abstract was unlikely to provide sufficient detail; 5) studies offering 
qualitative data relating to CBT-T.

Search Strategy

The search strategy was designed to identify all papers reporting on the efficacy 
or effectiveness of CBT-T for people with eating disorders. Literature searches 
were conducted using MEDLINE, EMBASE, PsycINFO, Scopus and ProQuest 
Applied Social Sciences Index and Abstracts (Education Collection, Social Sci-
ence Database and Sociology Collection) databases using combinations of the 
following search terms: “10-session* cognitive behavi* therap*” or “ten-session* 
cognitive behavi* therap*” or “brief cognitive behavi* therap*” or “CBT-T” 
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or “cognitive behavi* therap* for eating disorder*” AND “eating disorder*” or 
“anorexia nervosa” or “bulimia nervosa” or “binge eating” or “disordered eat-
ing”. No filters or limits were used. The search was completed in March 2022 and 
re-run in May 2023. The updated search used the same strategy but with a date 
filter applied from the date of the initial search.

Selection of Studies

After conducting the initial searches, duplicates were removed, and the remaining 
titles and abstracts were screened. Full texts of the papers were screened for eli-
gibility before achieving an agreement for the included papers. The lead reviewer 
(AP) and co-reviewer (MZ) screened papers independently at all stages (except 
for the rerun of searches). COVIDENCE, an online software tool for managing 
and screening citations that allows collaboration between team members, was 
used for the data screening process.

Data Extraction

Relevant data were extracted from the included studies and grouped into sum-
mary tables to enable comparisons of study characteristics, participant charac-
teristics and study results. Study characteristics extracted included: study design, 
setting, country, funding, inclusion criteria, exclusion criteria, sample size, attri-
tion rates, intervention received, follow-up periods and statistical analyses (see 
Table 1). For participant characteristics, the gender, age range, ethnicity and type 
of eating disorder were extracted (see Table 2). Study results extracted were type 
of outcome and how it was measured, and outcomes relating to: eating disorder 
psychopathology, disordered eating behaviours, psychosocial impairment related 
to eating disorder features, depression and anxiety symptoms, attrition, remis-
sion, and abstinence rates (see Table 3). Where studies met inclusion criteria but 
not all information was included in the paper, authors were contacted. Data were 
extracted to the tables by the lead reviewer (AP) and reviewed with the co-author 
(EN) for accuracy and relevance.

Data Analysis and Synthesis

Due to concerns about diversity and heterogeneity of study characteristics (sample 
sizes, study designs and use of controls groups), a meta-analysis was considered 
unsuitable. Heterogeneity poses a challenge to interpreting meta-analysis (Ioannidis, 
2008) and where meta-analysis is not seen as appropriate, alternative approaches to 
synthesising results should be explored (McKenzie & Brennan, 2019). A narrative 
synthesis was conducted to provide a detailed synthesis of the results by outcome, 
following guidelines by Campbell et al. (2020).
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Quality Assessment

The methodological quality of studies was assessed using the Effective Public 
Health Practice Project (EPHPP) quality assessment tool (Thomas et al., 2004). This 
tool evaluates eight quality components for both randomised and non-randomised 
quantitative studies: Selection Bias, Study Design, Confounders, Blinding, Data 
Collection Methods, Withdrawals or Dropouts, Intervention Integrity and Analy-
ses. A rating of ‘strong’, ‘moderate’ or ‘weak’ based on the scoring method recom-
mended by the assessment tool was assigned to each category and a global rating 
was calculated based on the frequency of weak ratings across these components, 
except for Intervention Integrity and Analyses. The methodological quality was 
determined by the lead reviewer (AP) and a sub-selection of papers (50%) were ran-
domly selected, using an online random number generator, and independently rated 
by a co-reviewer (MZ). Decisions were compared and discussed by both review-
ers to achieve a consensus. Inter-rater reliability between reviewers was measured 
using Cohen’s kappa (κ) statistic. Inter-rater reliability for quality ratings was found 
to be k = 0.68, p < 0.001 indicating ‘moderate’ reliability (McHugh, 2012). There 
was 75% agreement for the overall quality scores which is considered ‘acceptable’ 
(Stemler, 2004).

Effect Size Reporting

Effect sizes were calculated and interpreted using Cohen’s (1988) benchmarks. One 
study did not provide effect sizes for all outcomes in the paper (Wade et al., 2021) 
and the lead author was contacted to request outcome data, which was provided. 
Another study (Pellizzer et al., 2019c) reported continuous outcomes in the paper, 
but did not calculate effect sizes. For both studies, effect sizes were calculated from 
means and standard deviations using GPower 3.1 (Faul et al., 2007).

Results

Searches

Initially 259 papers were found through the systematic literature search. After 
duplicates were removed, 156 papers were screened for inclusion against eligi-
bility criteria (see Fig.  1 for PRISMA flowchart). Titles and abstracts of each 
of these were screened by the lead reviewer (AP) and co-reviewer (MZ), with 
92.95% agreement, and conflicts were resolved by discussion. Inter-rater reliabil-
ity for abstract and title screening was found to be k = 0.62, p < 0.001 (‘moder-
ate’ reliability; McHugh, 2012). This led to 142 papers being excluded. 14 papers 
were then screened in full by the lead reviewer and co-reviewer, with 92.86% 
agreement and one conflict was resolved by discussion. Inter-rater reliability 
for full text screening was found to be k = 0.85, p = 0.001 (‘strong’ reliability; 
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McHugh, 2012). Five papers were excluded as the interventions used did not 
meet the inclusion criteria and one paper was excluded as its design did not meet 
the inclusion criteria. One paper (Pellizzer et al., 2019c) was a secondary analysis 
using a subset of two samples combined from previous studies (Pellizzer et  al., 
2019a, b). Whilst the sample was not completely independent from samples in 
other included papers, reviewers decided to include this paper as it reported novel 
results from only participants with disordered eating behaviours the week preced-
ing baseline assessment. Searches were rerun by the lead reviewer in May 2023 
which did not identify any further studies meeting inclusion criteria. This led to 
eight papers being included in the review.

Fig. 1  PRISMA 2020 flowchart
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Description of Studies

Of the eight papers included in this review, one described an RCT, one described 
a non-randomised comparison, and six were case series (see Table 1). Sample 
sizes ranged from 26 to 193 (total N = 555) and a full range of eating disorder 
diagnoses were represented (see Table 2). All but one study (Rose et al., 2021) 
included a follow-up period; the longest follow-up was six months (Tatham 
et  al., 2020). All were conducted in outpatient settings and all but one study 
(Rose et  al., 2021) reported intent-to-treat (ITT) analyses, which have been 
included in the synthesis (rather than completer analysis). All studies except one 
(Tatham et al., 2020) reported the gender of samples, in which the majority were 
female (> 90%). Two studies utilised comparator groups, standard-length CBT-
ED (CBT-E; Tatham et al., 2020) and GSH (Wade et al., 2021), which are the 
current recommended treatments for non-underweight eating disorders (NES, 
2014; NICE, 2017).

Results and effect sizes from the studies are displayed by outcome category in 
Table 3. Remission and abstinence results are grouped into categories, accord-
ing to definition used in the study. Outcomes for statistical tests and effect sizes 
from the original papers are reported where available.

Quality Assessment

Quality appraisals are presented in Table 4. Seven studies were rated as ‘weak’ 
overall and one as ‘moderate’. Strengths across studies included use of reliable 
and valid outcome measures (Data Collection Methods) and Appropriate Statis-
tical Analyses (completer and ITT analyses were reported in all but one study; 
Rose et al., 2021). Samples were somewhat likely to be representative of the tar-
get population and the level of participation from individuals selected was rela-
tively high (Selection Bias). Most did not describe blinding procedures (blinding 
of therapists to exposure status and intervention, and participants to the research 
question) and guidance suggests a rating of ‘moderate’ in such cases.

Weaknesses were Study Design, given that most were case series, and control 
for confounders was generally not described. Withdrawals and Dropouts ratings 
were almost all ‘weak’, as dropout rate at follow-up was high (< 60% completing 
the study) or these were not adequately described. The percentage of partici-
pants who received the allocated intervention of interest (Intervention Integrity) 
varied: 80–100% (Waller et  al., 2018); 60–79% (Moore et  al., 2021; Pellizzer 
et al., 2019a, c; Rose et al., 2021; Wade et al., 2021); less than 60% (Pellizzer 
et  al., 2019b; Tatham et  al., 2020). Only two studies monitored consistency of 
intervention delivery (Rose et al., 2021; Wade et al., 2021). It was unclear across 
studies if participants received a co-intervention (such as psychotropic medica-
tion or dietetic input). Four studies did not exclude participants already receiv-
ing psychological therapy (Moore et al., 2021; Rose et al., 2021; Tatham et al., 
2020; Waller et al., 2018).



664 International Journal of Cognitive Therapy (2023) 16:646–681

1 3

Ta
bl

e 
4 

 M
et

ho
do

lo
gi

ca
l q

ua
lit

y 
of

 in
cl

ud
ed

 st
ud

ie
s

O
ve

ra
ll 

qu
al

ity
 ra

tin
gs

 w
er

e 
de

riv
ed

 fo
llo

w
in

g 
to

ol
 g

ui
da

nc
e:

 ‘S
tro

ng
’ i

f t
he

re
 w

er
e 

no
 ‘w

ea
k’

 ra
tin

gs
, ‘

M
od

er
at

e’
 if

 th
er

e 
w

as
 o

ne
 ‘w

ea
k’

 ra
tin

g 
an

d 
‘W

ea
k’

 if
 th

er
e 

w
er

e 
tw

o 
or

 m
or

e 
‘w

ea
k’

 ra
tin

gs

A
ut

ho
r, 

ye
ar

Se
le

ct
io

n 
bi

as
St

ud
y 

de
si

gn
C

on
fo

un
de

rs
B

lin
di

ng
D

at
a 

co
lle

ct
io

n 
m

et
ho

ds
W

ith
dr

aw
al

 &
 

dr
op

ou
ts

O
ve

ra
ll 

ra
tin

g

M
oo

re
 e

t a
l. 

(2
02

1)
M

od
er

at
e

W
ea

k
W

ea
k

M
od

er
at

e
St

ro
ng

M
od

er
at

e
W

ea
k

Pe
lli

zz
er

 e
t a

l. 
(2

01
9a

)
W

ea
k

W
ea

k
W

ea
k

M
od

er
at

e
St

ro
ng

M
od

er
at

e
W

ea
k

Pe
lli

zz
er

 e
t a

l. 
(2

01
9b

)
M

od
er

at
e

W
ea

k
W

ea
k

M
od

er
at

e
St

ro
ng

W
ea

k
W

ea
k

Pe
lli

zz
er

 e
t a

l. 
(2

01
9c

)
W

ea
k

W
ea

k
W

ea
k

M
od

er
at

e
St

ro
ng

M
od

er
at

e
W

ea
k

Ro
se

 e
t a

l. 
(2

02
1)

M
od

er
at

e
W

ea
k

W
ea

k
M

od
er

at
e

St
ro

ng
M

od
er

at
e

W
ea

k
Ta

th
am

 e
t a

l. 
(2

02
0)

M
od

er
at

e
M

od
er

at
e

W
ea

k
M

od
er

at
e

St
ro

ng
W

ea
k

W
ea

k
W

ad
e 

et
 a

l. 
(2

02
1)

M
od

er
at

e
St

ro
ng

W
ea

k
M

od
er

at
e

St
ro

ng
M

od
er

at
e

M
od

er
at

e
W

al
le

r e
t a

l. 
(2

01
8)

M
od

er
at

e
W

ea
k

W
ea

k
M

od
er

at
e

St
ro

ng
M

od
er

at
e

W
ea

k



665

1 3

International Journal of Cognitive Therapy (2023) 16:646–681 

Attrition

Treatment attrition ranged from 23 to 50% of the total samples. Of the two studies 
which had comparison treatment groups, CBT-T attrition rates were lower than the 
comparison groups of CBT-E (Tatham et al., 2020) and GSH (Wade et al., 2021). 
Only one of the comparator studies explored between-group predictors of attrition 
(Tatham et al., 2020) and reported that participants with a higher BMI were more 
likely to achieve treatment completion.

Three of the studies without comparators explored predictors of attrition (Pel-
lizzer et al., 2019a, b; Waller et al., 2018). Pellizzer et al. (2019a) found that purging 
was the only significant predictor of attrition for patients who decided collabora-
tively with the therapist to leave treatment. Pellizzer et al. (2019b) found no signifi-
cant predictors of attrition. Waller et al. (2018) found no associations between drop-
out and diagnosis during treatment or follow-up, but reported that drop-out was less 
likely among patients who had higher anxiety levels.

Abstinence

Four studies reported abstinence rates. Two defined abstinence as cessation of dis-
ordered eating behaviours over the past seven days (Rose et al., 2021; Waller et al., 
2018), reporting abstinence for 73.1% participants (Rose et  al., 2021), and 59.1% 
for the ITT sample (Waller et al., 2018). Waller et al. (2018) also reported a slightly 
lower abstinence rate of 41.9% in the ITT sample after two months. Three studies 
(Pellizzer et  al., 2019a, b; Rose et  al., 2021) defined abstinence more stringently, 
as no disordered eating behaviours over the past month. By this metric, rates were 
lower and ranged between 30.1% and 44% post-treatment (Pellizzer et  al., 2019a, 
b; Rose et al., 2021), while at one-month follow-up rates were 36% and 44.2%, and 
remained similar at three months (Pellizzer et al., 2019a, b).

Remission

Five studies reported remission rates using a comprehensive and stringent defini-
tion of global EDE-Q score one standard deviation above the community mean in 
adult females (cut-off score of 2.77; Fairburn & Beglin, 1994; Mond et al., 2006). 
Using this criterion, remission rates ranged from 28% to 87.2% of the total samples 
at the end of treatment. Remission rates at one-month follow-up were only provided 
by two of the studies which were 34.6% (Pellizzer et al., 2019a) and 20% (Pellizzer 
et al., 2019b), while at three-month follow-up rates were similar to end of treatment, 
ranging between 24% and 94.3% (based on four studies). The longest follow-up was 
six months (Tatham et al., 2020) which found similar rates at around 59% for CBT-T 
and CBT-E. There was no discernible pattern with patient diagnosis and remission 
rates.

More stringent definitions of remission were used in three studies, requiring absti-
nence from disordered eating as well as score below the eating psychopathology 
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norm, associated with lower rates (Rose et al., 2021; Wade et al., 2021; Waller et al., 
2018; see Table 3). By Wade et al. (2021) criteria, CBT-T remission rate was 38%, 
which was lower than the GSH comparator (64%).

Finally, Moore et al. (2021) also reported clinically significant change (a reduc-
tion in EDE-Q global score above 1.70); 47.6% met this criterion at the end of 
therapy and 61.5% at three-month follow-up. A reliable change index was also cal-
culated (defined as EDE-Q global score reduction above 1.38); 62.4% met this crite-
rion at the end of treatment, which remained similar at three-month follow-up.

In sum, remission rates for CBT-T varied by definition and follow-up time, but 
based on the limited evidence, CBT-T had comparable remission rates to standard 
length CBT for eating disorders (CBT-E) and lower remission rates than GSH.

Eating Disorder Psychopathology

All studies measured changes in eating disorder psychopathology using the Eat-
ing Disorder Examination Questionnaire (EDE-Q; Fairburn & Beglin, 2008). All 
reported significant reductions in global eating disorder psychopathology corre-
sponding with large effects at mid-treatment and end of treatment (except for one 
study which had a small effect size at mid-treatment; Tatham et al., 2020), includ-
ing the sample of participants with disordered eating behaviours the week preceding 
baseline assessment (Pellizzer et al., 2019c). All showed maintenance of effects at 
one-month, three-month and six-month follow-up.

Of the studies with comparator groups (Tatham et al., 2020; Wade et al., 2021), 
reductions in global eating psychopathology at all time points were comparable 
between treatment groups. Significant reductions were found in global eating disor-
der psychopathology corresponding to large effect sizes at mid-treatment, post-treat-
ment, one-month follow-up and three-month follow-up for both CBT-T and GSH 
(Wade et al., 2021), with no significant between-group effects at any time point, or 
interactions between group and time (also the case for all other outcomes). CBT-T 
and CBT-E showed similar reductions in global eating disorder psychopathology 
with small effect sizes for both treatments at mid-treatment, but large effect sizes 
at end of treatment for both treatments (Tatham et al., 2020). Duration of treatment 
was not associated with the level of change in eating disorder psychopathology for 
either CBT-T or CBT-E at end of treatment or six-month follow-up.

Three studies (Moore et  al., 2021; Pellizzer et  al., 2019b; Waller et  al., 2018) 
reported changes in specific features of eating disorder psychopathology using 
EDE-Q subscales (Restraint, Eating Concern, Shape Concern and Weight Concern; 
see Table 3). Two reported outcomes at mid-treatment (Moore et al., 2021; Pellizzer 
et  al., 2019b) and found significant reductions in eating disorder psychopatholo-
gies with medium and large effects within the first four weeks for all subscales. All 
three studies reported significant reductions in all eating disorder psychopathology 
subscales with large effects at end of treatment. One study (Pellizzer et al., 2019b) 
found that changes in all subscales were sustained at three-month follow-up with 
large effects.
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Thus, the studies suggest that CBT-T reduces eating disorder psychopathology 
with large effects and CBT-T was comparable to CBT-E and GSH.

Disordered Eating Behaviours

All except for two studies (Pellizzer et  al., 2019c; Tatham et  al., 2020) reported 
disordered eating behaviours as an outcome, and found large effects of CBT-T for 
reducing frequency of objective binge eating episodes over the previous 28 days at 
end of treatment and follow ups, except Rose et al. (2021). Rose and colleagues did 
not report effect sizes but found that 30.1% abstained from both binge eating and 
purging (combined) over 28 days, and 73.1% over the past seven days. From pre-
treatment to mid-treatment, effect sizes of CBT-T were large in two of three studies 
(Moore et al., 2021; Pellizzer et al., 2019a, b), but medium for the other study (Wade 
et al., 2021).

Four studies (Pellizzer, et  al., 2019a, b; Wade et  al., 2021; Waller et  al., 2018) 
found CBT-T to have an effect for purging behaviours (including vomiting, laxative 
use and driven exercise) with small to medium effect sizes in most studies at end 
of treatment and follow-up. One study found large effect sizes for CBT-T reducing 
vomiting and laxative use at the end of treatment (Waller et al., 2018). From pre-
treatment to mid-treatment, medium effect sizes were observed for purging behav-
iours (Pellizzer et al., 2019a, b), but small effects for vomiting and for laxative use 
and driven exercise (d < 0.2; Wade et al., 2021).

In the comparison between CBT-T and GSH (Wade et al., 2021), both CBT-T and 
GSH showed large effect sizes for binge eating behaviours, and small effect sizes 
for laxative use and driven exercise, at end of treatment, one-month follow-up and 
three-month follow-up. For vomiting, GSH was found to have medium effect sizes 
at end of treatment and both follow-ups, whereas CBT-T had small effect sizes for 
the same time points. At mid-treatment, both treatments had medium effect sizes for 
binge eating behaviours. There was more variation at mid-treatment: CBT-T had a 
small effect for vomiting, but GSH had a medium effect. For laxative use, CBT-T 
effect size, d, was < 0.2, whereas GSH had a small effect size at mid-treatment.

In sum, CBT-T appears to result in large decreases in binge eating behaviour and 
small to moderate decreases in purging behaviours. CBT-T was mostly comparable 
to GSH, though GSH was superior for some purging behaviours.

Clinical Impairment Related to Eating Disorder Features

Six studies (Pellizzer et al., 2019a, b, c; Rose et al., 2021; Tatham et al., 2020; Wade 
et al., 2021) examined the effects of CBT-T on psychosocial impairment due to eat-
ing disorder features, measured by the Clinical Impairment Assessment question-
naire (CIA; Bohn & Fairburn, 2008). All six found reductions in clinical impairment 
score with large effect sizes at end of treatment, including the sample of partici-
pants with disordered eating behaviours the week preceding baseline (Pellizzer 
et al., 2019c). Three studies (Pellizzer et al., 2019a, b; Wade et al., 2021) found large 
effect sizes at mid-treatment, one-month follow-up and three-month follow-up. Two 
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studies (Pellizzer et al., 2019c; Tatham et al., 2020) identified that changes were sus-
tained from end of treatment to follow-up with small effect sizes.

CBT-T was compared with CBT-E and GSH. Tatham et  al. (2020) found both 
CBT-T and CBT-E had large effect sizes on CIA scores at end of treatment, although 
the effect size for CBT-E was slightly larger. From end of treatment to follow-up, 
CBT-E showed larger effects in comparison to CBT-T (CBT-E had a medium effect 
size whereas CBT-T had a small effect size). No between-group differences were 
explored for CIA scores. Wade et  al. (2021) found large, comparable effects for 
both CBT-T and GSH treatment groups at mid-treatment, end of treatment and one-
month and three-month follow-ups.

Overall, the studies suggest that CBT-T results in significant improvements in 
psychosocial impairments with large effects. Evidence suggests that CBT-T was 
comparable to GSH and CBT-E, although CBT-E was superior at follow-up.

Depression and Anxiety

Five studies (Moore et al., 2021; Pellizzer et al., 2019a, b; Wade et al., 2021; Waller 
et  al., 2018) examined the effects of CBT-T on co-morbid anxiety and depression 
symptoms, using the Patient Health Questionnaire (PHQ-9; Kroenke et al., 2001), 
the Generalised Anxiety Disorder Questionnaire (GAD-7; Spitzer et  al., 2006) or 
Depression, Anxiety and Stress Scale–21 (DASS-21; Lovibond & Lovibond, 1995). 
All found CBT-T to improve anxiety and depression symptoms with medium to 
large effect sizes at end of treatment. At mid-treatment, effect sizes were medium 
(Moore et al., 2021; Pellizzer et al., 2019b) or large (Wade et al., 2021). Three stud-
ies (Pellizzer et al., 2019a, b; Wade et al., 2021) found large effects for depression 
and anxiety symptoms at one-month and three-month follow-ups.

In the comparison between CBT-T and GSH (Wade et al., 2021), both treatments 
showed large effect sizes for depression and anxiety scores at end of treatment, 
one-month follow-up and three-month follow-up. However, at mid-treatment, and 
between mid-treatment to end of treatment, CBT-T had a small effect size on depres-
sion and anxiety scores, whereas GSH had a medium effect size.

Taken together, studies suggest that CBT-T results in significant changes in co-
morbid depression and anxiety symptoms with medium to large effect sizes. CBT-T 
was comparable to GSH at the end of treatment and follow-up, but GSH showed 
superior results over the course of treatment (beginning to mid-treatment and mid-
treatment to post-treatment).

Discussion

This review aimed to summarise and evaluate the existing research on the efficacy 
and effectiveness of CBT-T within a narrative synthesis framework. Based on the 
findings of the eight papers reviewed, CBT-T was associated with improvements in 
eating disorder and related outcomes.
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Eating Disorder Psychopathology

CBT-T resulted in significant reductions in overall eating disorder psychopathol-
ogy pre-to post-treatment, with large effects in all studies. A large effect size is con-
sistent with Keegan et al. (2022) meta-analysis. The current review also found that 
CBT-T showed maintenance of effects up to six-month follow-up. Effect sizes are 
comparable with those of standard-length CBT-ED at end of treatment and follow-
up (Atwood & Friedman, 2020), yet, crucially, were achieved in fewer sessions. 
Where results were available for dietary restraint, eating concern, shape concern and 
weight concern specifically, significant large reductions in all these outcomes were 
found at the end of treatment (Moore et  al., 2021; Pellizzer et  al., 2019b; Waller 
et al., 2018) and after three-months (Pellizzer et al., 2019b); also comparable with 
standard-length CBT-ED (Calugi et  al., 2021, 2022; Turner et  al., 2016). CBT-T 
performed similarly when directly compared with CBT-E, with similar effect sizes 
at all time points (Tatham et al., 2020). Mid-treatment comparisons between CBT-T 
and CBT-ED cannot be made directly, as the session number for mid-treatment dif-
fers due to treatment lengths. Nevertheless, it is still useful to consider the amount 
of early change in outcomes, and there was significant reduction in eating disorder 
psychopathology following CBT-T at mid-treatment corresponding to large effects 
in all but one study. CBT-T also had comparable significant reductions in psychopa-
thology to GSH at all time points measured (Wade et al., 2021). Previous research 
has demonstrated significant improvements in eating disorder psychopathology fol-
lowing GSH (Jensen et al., 2020; Traviss et al., 2011; Traviss-Turner et al., 2017).

Disordered Eating Behaviours

There was evidence of significant improvement in disordered eating behaviours 
(Moore et al., 2021; Pellizzer et al., 2019a, b; Rose et al., 2021; Wade et al., 2021; 
Waller et  al., 2018), with medium to large effect sizes for frequency of objective 
binge eating episodes at all time points, and small to medium effect sizes for purg-
ing behaviours at end of treatment, mid-treatment, and follow-up (one study found 
large effects for vomiting and laxative use at end of treatment; Waller et al., 2018). 
Though GSH and CBT-T performed similarly for binge eating at all time points, 
GSH was superior to CBT-T for vomiting, while they had comparable effects for 
laxative use and driven exercise (Wade et al., 2021). Results for disordered behav-
iours are consistent with Keegan et al. (2022), who reported a large effect size for 
objective binge eating and a medium effect size for vomiting behaviours pre- to 
post- CBT-T (other forms of purging behaviours were not meta-analysed), as well as 
standard CBT-ED, which has shown large effect sizes for objective binge eating and 
small to moderate effect sizes for purging behaviours (Byrne et al., 2011; Fairburn 
et al., 2009, 2015; Garte et al., 2015; Knott et al., 2015). The impact of CBT-T on 
eating disorder psychopathology and disordered eating behaviours, with the excep-
tion of some purging behaviours, indicates that behavioural change can be achieved 
in the first four to six sessions of treatment.
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Psychosocial Impairment

In the studies reporting psychosocial impairment relating to an eating disorder, there 
was significant improvement with large effects at the end of treatment (Pellizzer 
et al., 2019a, b, c; Rose et al., 2021; Tatham et al., 2020; Wade et al., 2021). This 
is consistent with Keegan et  al. (2022), who reported a large effect for psychoso-
cial impairment pre- to post-CBT-T. Additionally, there was evidence of reductions 
with large effects at mid-treatment and up to three-month follow-up (Pellizzer et al., 
2019a, b; Wade et  al., 2021). Reductions are comparable to standard CBT-ED at 
post-treatment and follow-up (Dalle Grave et al., 2019, 2020, 2022). Comparisons 
were available against CBT-E and GSH: post-treatment to follow-up CBT-E had 
larger effects compared to CBT-T, but similar sized effects pre- to post-treatment 
(Tatham et al., 2020), whereas there were comparable reductions at all timepoints 
between CBT-T and GSH (Wade et  al., 2021). GSH has previously been demon-
strated to lead to improvements in psychosocial impairment at the end of treatment, 
with improvements sustained at follow-up for those with binge-purge eating disor-
ders (Fitzsimmons-Craft et al., 2020).

Depression and Anxiety

Studies reported reductions in depression and anxiety symptoms with medium to 
large effect sizes at the end of treatment following CBT-T (Moore et al., 2021; Pel-
lizzer et al., 2019a, b; Wade et al., 2021; Waller et al., 2018), consistent with Keegan 
et al. (2022) findings of a large effect size (pre- to post- CBT-T). Furthermore, there 
were reductions in symptoms with medium or large effect sizes (Moore et al., 2021; 
Pellizzer et al., 2019b; Wade et al., 2021) at mid-treatment, and large effects up to 
three-month follow-up (Pellizzer et al., 2019a, b; Wade et al., 2021). Effects at all 
time points seem comparable to standard-length CBT-ED (Byrne et al., 2011, 2017; 
Fairburn et al., 2009; Knott et al., 2015; Waller et al., 2014), even with fewer ses-
sions, and are consistent with findings that CBT‐ED interventions are effective for 
co-morbid difficulties (Linardon et al., 2017b; Turner et al., 2016). CBT-T and GSH 
had comparable large effect sizes for depression and anxiety symptoms at the end 
of treatment and follow-up periods, but GSH had a larger effect size than CBT-T 
at mid-treatment (Wade et  al., 2021). Previous studies have found eating disorder 
focused GSH interventions to successfully reduce depression and anxiety in those 
with non-underweight eating disorders, including BN (Sánchez-Ortiz et  al., 2011) 
and BED (Striegel-Moore et al., 2010).

Attrition

Attrition rates indicated that CBT-T was no more acceptable than standard CBT-
ED, CBT-E (Tatham et  al., 2020), or GSH (Wade et  al., 2021) when compared 
with these directly. Rates were comparable to standard, longer forms CBT-ED from 
a review of controlled and uncontrolled trials of CBT-E (Atwood & Friedman, 
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2020), and routine clinical practice studies of CBT-ED (Frostad et  al., 2018; Jen-
kins et al., 2019; Signorini et al., 2018), which have higher attrition rates than stud-
ies conducted in research settings (Mulkens & Waller, 2021). As part of the CBT-T 
approach, at session four patients may be collaboratively discharged, depending on 
engagement and progress with therapeutic tasks. The attrition rates of the studies 
reviewed included both participants who were discharged at session four and par-
ticipants who dropped out over the course of treatment. Considering this approach is 
not part of standard CBT-ED treatments, the attrition rate of CBT-T was comparable 
to standard CBT-ED.

Remission and Abstinence

All studies included provided remission rates for CBT-T at end of treatment and 
these were similar to standard forms of CBT-ED (Byrne et al., 2011; Turner et al., 
2015a, b). Furthermore, one study (Tatham et  al., 2020) found that CBT-E and 
CBT-T had comparable rates at the end of treatment and six-month follow-up. GSH 
had higher remission rates than CBT-T (Wade et al., 2021), which were similar to 
those with BN receiving GSH (Mitchell et al., 2011). Studies which provided absti-
nence rates (Pellizzer et al., 2019a, b; Rose et al., 2021; Waller et al., 2018) used 
different definitions, but reported similar rates to an effectiveness trial of standard-
length CBT-ED (Turner et al., 2015a, b). Future research would benefit from having 
a longer timeframe for measuring cessation of disordered eating behaviours, given 
seven or 28 days are relatively short periods, although these periods are frequently 
used for remission and abstinence definitions for CBT-ED studies (Byrne et  al., 
2011; Linardon et al., 2017b; Turner et al., 2015a, b).

Strengths and Limitations of the Research

Findings should be interpreted with caution considering the limitations of the included 
studies. Study quality was mostly weak, with only the RCT receiving a moderate 
global rating. Most quality concerns related to study design, given that most stud-
ies were case series which had a non-randomised and uncontrolled design. Non-ran-
domised intervention studies can overestimate the effect for interventions studied, 
meaning obtaining definitive results about the likely effects of an intervention can 
be challenging (Deeks et al., 2003). They are also more likely to introduce potential 
biases compared with randomised trials; thus, results evaluating effects of interven-
tions should be interpreted with caution (Reeves et  al., 2019). Treatment adherence 
to the CBT-T protocol and therefore the integrity of the delivery of the intervention 
was only monitored in three studies (Rose et al., 2021; Wade et al., 2021; Waller et al., 
2018). This is of particular importance because those delivering CBT-T were mainly 
assistant and trainee psychologists, with qualified therapists delivering the intervention 
in only one study (Rose et al., 2021). Length of follow-up was relatively short in most 
studies, with the longest being six months. Establishing the maintenance of the effects 
of CBT-T requires a longer follow-up period, such as 12 months or above as exam-
ined in other CBT-ED studies (Calugi, et al., 2017; Fairburn et al., 2015; Le Grange 
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et al., 2022), which would allow researchers to draw conclusions about comparability 
of CBT-T and CBT-ED in the long-term.

All studies, with the exception of one (Rose et  al., 2021), were conducted by 
the authors of CBT-T. A concern highlighted when judging if a treatment is more 
than probably effective is whether a treatment has been demonstrated to be effective 
when researched by a team independent of the original developers (Godfrin & van 
Heeringen, 2010). Therefore, this is a priority for future research. Finally, all studies 
were conducted in the UK and Australia, with predominantly white, female samples, 
which impacts the generalisability of interpretations and implications of the find-
ings to men and non-Western countries. This is reflective of a wider issue of a lack 
of research into eating disorder treatment in ethnic minority groups (Rodgers et al., 
2018) and men (Weltzin et al., 2005).

Despite these limitations, there are notable strengths of the included studies. Although 
there are methodological quality issues with case series designs, clinical practice studies 
are important to demonstrate the usefulness and applicability of evidence-based thera-
pies for eating disorders (Signorini et al., 2018), given criticisms of controlled treatment 
effectiveness studies of CBT-ED, such as tight inclusion criteria and delivering interven-
tions under strict conditions (Turner et al., 2015a, b). This review suggests that manu-
alised CBT-T can be effectively implemented in outpatient and community settings, 
with participants representative of those who seek treatment from healthcare services 
with various eating disorders, albeit not patients who are underweight. All studies, with 
one exception (Rose et al., 2021) used ITT analysis meaning that that reported effect 
sizes have likely not been overestimated and conclusions regarding effectiveness are 
less biased (McCoy, 2017). In addition to statistically significant change in outcomes 
reported, several studies reported on clinically significant change, such as remission and 
abstinence rates, and all made use of similar validated and reliable outcome measures. 
Finally, more than half of the studies (Moore et al., 2021; Pellizzer et al., 2019a, c; Rose 
et al., 2021; Wade et al., 2021) reported power calculations and demonstrated sufficient 
power based on estimated effect sizes.

Strengths and Limitations of the Review

Limitations within this review should be noted. Included studies were limited to 
peer-reviewed journal articles and the narrative synthesis may have been enriched 
by including unpublished data. Although there were quality issues with the studies, 
all relevant studies were included, given the novelty of the treatment and limited 
available evidence. Data extraction was not fully cross-checked by another reviewer 
due to the scope and time limitations of the review, though discussion with the co-
author was utilised to clarify any issues during the data extraction process.

A strength of the present review was that two reviewers independently conducted 
screening of all papers at each stage, with good reliability between them, for the 
initial searches. A quality assessment was conducted and half of the included papers 
were independently co-assessed by another reviewer with good reliability estab-
lished. Furthermore, study authors were contacted where relevant data were not 
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reported, and effect sizes were calculated by the lead reviewer when not provided in 
the original papers, to ensure all possible results were included in the synthesis.

Implications for Research and Clinical Practice

RCTs are needed to assess the efficacy and effectiveness of CBT-T compared to cur-
rent recommended treatments for non-underweight eating disorder presentations, such as 
standard CBT-ED and GSH (NES, 2014; NICE, 2017), with multiple sites, larger sam-
ples, and longer follow-up periods. As also noted in the previous meta-analysis (Keegan 
et  al., 2022) there are issues with the diagnoses, age, and diversity of samples. The 
majority of participants had BED and BN, rather than atypical AN who are not under-
weight. Studies have demonstrated that there are no significant differences in eating 
pathology or severity of impairment between those with AN and atypical AN (Coniglio 
et al., 2017; Eddy et al., 2008; Thomas et al., 2009). Although those with atypical AN 
may not be underweight and thus appropriate for CBT-T, evidence indicates they share 
similar psychopathology with typical AN patients, which may potentially impact respon-
siveness to a briefer treatment. Therefore, future research should examine CBT-T effects 
with non-underweight, atypical AN presentations. Although some adolescents were 
included in the samples, future research should investigate if briefer forms of CBT-ED 
could be offered to adolescents with non-underweight eating disorders, given CBT-ED 
is second-line treatment for young people with most eating disorders (NES, 2014; NICE, 
2017). Future research should also seek to recruit minority ethnic groups and those who 
do not identify as female, to consider if any treatment adaptations are required.

CBT-T had comparable results to standard-length CBT-ED but delivered in around 
half the time. Findings support research that most therapies have most benefit around 
the tenth session for eating disorders (Rose & Waller, 2017), as has been found for other 
mental health difficulties (Bell et al., 2017; Delgadillo et al., 2014). CBT-T was deliv-
ered mostly by novice therapists under supervision in the included studies, with effects 
comparable to CBT-ED delivered by qualified therapists. This supports the role of less 
specialised therapists under supervision delivering eating disorder treatments, as is the 
case with other mental health difficulties (Öst et al., 2012; Zandberg & Wilson, 2013). 
CBT-T may enable services to offer a briefer CBT-ED which is more cost-effective, and 
helps with waiting list times and treatment access (see Keegan et al., 2022). It is unclear 
from the current evidence whether CBT-T could bridge the ‘gap’ in service provision 
for a treatment which is more intensive than GSH, though one study included (Wade 
et al., 2021) showed comparable results for GSH and CBT-T. Evidence for the effec-
tiveness of GSH interventions is reflected in current clinical guidelines for some non-
underweight eating disorders (NES, 2014; NICE, 2017), while Wilson and Zandberg 
(2012) argue that GSH can be as effective as more specialist therapies for eating dis-
orders. CBT-T is of higher intensity and requires more resources to deliver than GSH, 
including purchasing a treatment manual, more sessions, training and supervision. Fur-
ther research is therefore needed to evaluate CBT-T against GSH before services intro-
duce CBT-T as a ‘mid intensity’ treatment within the stepped-care approach to psycho-
logical treatment of eating disorders; CBT-T being higher intensity than GSH and lower 
intensity than standard-length CBT-ED.
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Conclusion

The results of treatment outcomes within the current review, alongside findings 
from the previous meta-analysis (Keegan et  al., 2022), indicate that CBT-T leads 
to improvements to eating disorder and co-morbid outcomes for people with non-
underweight eating disorders within ten sessions. Additionally, current review find-
ings indicate that positive improvements were found within four sessions, and gains 
were sustained at follow-up for a range of outcomes. Effects are mostly comparable 
to standard CBT-ED, but delivered across fewer sessions, addressing the research 
recommendation by NICE (2017) for evaluating briefer psychological treatments 
for eating disorders. Future research is required to strengthen the evidence base of 
initial positive findings, with higher quality studies addressing the current methodo-
logical concerns highlighted in this review. Limitations with the available data due 
to the lack of high-quality evidence means a recommendation to support the imple-
mentation of CBT-T in eating disorder services cannot be made at present, though 
preliminary findings appear promising.
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