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The authors report on the development of a manual for
treating adolescents with anorexia nervosa modeled on
a family-based intervention originating at the
Maudsley Hospital in London. The manual provides
the first detailed account of a clinical approach shown
to be consistently efficacious in randomized clinical
trials for this disorder. Manualized family therapy
appears to be acceptable to therapists, patients, and
families. Preliminary outcomes are comparable to what
would be expected in clinically supervised sessions.
These results suggest that through the use of this
manual a valuable treatment approach can now be
tested more broadly in controlled and uncontrolled
settings.

(The Journal of Psychotherapy Practice and
Research 2001; 10:253–261)

Anorexia Nervosa (AN) is a relatively uncommon
disorder with an age-adjusted incidence rate of

14.6 per 100,000 for females 15 through 24 years of
age.1 Nonetheless, it is the third most common chronic
condition of adolescent females.2 Moreover, chronic
AN is associated with a host of acute and chronic medi-
cal problems, including bradycardia, orthostatic hypo-
tension, growth retardation, osteoporosis, and
infertility.2 In addition to these, depression and anxiety
disorders are often associated conditions.3 Mortality
rates for AN are exceptionally high for a psychiatric
illness, with reports varying from 6% to 10% in adoles-
cent cases.4–7

Unfortunately, our understanding of how best to
treat AN has lagged behind our knowledge of the medi-
cal and epidemiological features of the illness. To date,
there are only nine randomized clinical treatment trials
published in the literature.8–16 The total number of pa-
tients investigated in all these studies combined is less
than 400. The range of treatments studied includes nu-
tritional counseling, cognitive-behavioral therapy, be-
havioral therapy, family therapy, and individual
supportive and analytic therapy. Of these treatments,
there is the most evidence supporting a particular type
of family-based treatment for adolescents with AN.8–10
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This form of treatment was developed at the Maudsley
Hospital by Christopher Dare and Ivan Eisler and has
been used in a series of controlled treatment studies
since 1987. Their approach has consistently demon-
strated efficacy in approximately two-thirds of the ad-
olescent AN patients treated. Further, at 5-year
follow-up these patients continued to do better than
comparison patients.17

The present report summarizes our experiences to
date with developing a manual for the type of family-
based treatment of AN originating at the Maudsley
Hospital in London. The process of developing a man-
ual will be described, and its implementation as a train-
ing vehicle for therapists employed in a treatment trial
will be reported, along with preliminary information
about how patients are faring.

FAMILY TREATMENT OF ANOREXIA NERVOSA

The role of the family in treating AN has been debated
since the illness was first described in the late 19th cen-
tury. The two physicians who first reported the illness
were at odds on the issue. William Gull (1874)18 sug-
gested that families were the “worst attendants” for their
children. On the other hand, Charles Lasegue (1873)19

held that the family was essential when treating the per-
son with AN and that he considered the “morbid state
of the hysterical patient side by side with the preoccu-
pations of her relatives.” Alternatively, Hilde Bruch
(1973),20 using an individual psychodynamic approach,
suggested that the person with AN suffers from an in-
adequate self; therefore treatment should be individu-
ally based and aimed at developing this deficient self.
Such treatments focus on a one-to-one relationship with
a caring and supportive therapist. Often, families are
viewed as unnecessary or, worse, as obstructing this
process. Family therapy for AN was pioneered by Sal-
vador Minuchin21and Mara Selvini Palazzoli in the
1970s.22 These clinicians and their adherents believe
that the family’s structure or style of management of
problems need to be corrected in order for patients to
recover from AN.

In line with those who found families essential in
the treatment of AN, Christopher Dare and colleagues
at the Maudsley Hospital devised a treatment that in-
volves families, but that opposes the tradition of finding
families pathological and blaming them for the devel-
opment of AN.23 Instead, Dare takes an “agnostic” view
of the cause of AN consistent with the theoretical work

of Jay Haley and Milton Erickson24 and suggests that
the family is the most important resource at the thera-
pist’s disposal to ensure recovery. The Maudsley ap-
proach incorporates elements of a variety of treatment
methods developed by other clinicians as well, includ-
ing the use of family meals; specific techniques for fam-
ily empowerment; a non-authoritarian therapeutic
stance; and externalizing the illness from the patient
and family. Family meals were used by Minuchin in his
structural family therapy,21 and family empowerment is
based in the non- authoritarian stance of strategic sys-
tems therapy as well as feminist theory.25,26 The em-
phasis on separating the patient from the illness is based
on narrative therapy techniques.27

Family-based treatment modeled on the Maudsley
approach to adolescent AN proceeds through three
clearly defined phases. In the first phase, the therapist
focuses on the dangers of severe malnutrition associated
with AN and emphasizes the need for parents to take
immediate action to reverse this. The therapist supports
the development of a parental alliance around re-feed-
ing, while also aligning the patient with the sibling sub-
system. During this phase, a family meal is conducted
that allows the therapist to observe familial interaction
patterns around eating. Once the patient accepts the
demands of the parents and steady weight gain is evi-
dent, phase two begins. Here the treatment focuses on
encouraging the parents to help their child to take more
control over eating on her own. When the patient is
maintaining a stable weight near 95% of her ideal
weight on her own, therapy focuses on the impact AN
has had on the establishing of a healthy adolescent iden-
tity. This entails a review of central issues of adolescence
and includes supporting increased personal autonomy
for the adolescent and the development of appropriate
parental boundaries.

MANUAL DEVELOPMENT

Many clinicians have expressed considerable distaste
for treatment manuals. They have characterized them
as being “recipes” rather than treatment. They report
that manuals are overly general and do not provide
enough specificity to be of use with real patients. Most
important, manuals are perceived as interfering with the
therapist–patient relationship and the building of ther-
apeutic rapport, and as extinguishing the intuitive qual-
ities of therapeutic work. On the other hand, manuals
provide a focus for the treatment process and help the
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therapist to set appropriate treatment goals, time inter-
ventions, codify effective treatments and experience,
and provide an overall structure for the treatment pro-
cess.

In addition, manuals are necessary to conduct sys-
tematic research. For instance, manuals of cognitive-be-
havioral treatment are used in treatment studies of other
eating disorders, specifically bulimia nervosa and binge
eating disorder.28–30 One of the limitations of the Maud-
sley Hospital research studies is that the treatment used
did not employ a manual. Manualized versions of psy-
chotherapeutic interventions are standard for con-
trolled treatment studies in the United States. Manuals
allow for consistent application of interventions across
patients and over time, are less dependent on individual
characteristics of the therapist for efficacy, and provide
a clear description of the course of treatment. In addi-
tion, without a treatment manual it is impossible to rep-
licate treatments at other sites. Hence, there have been
no replications of the Maudsley approach to AN in ad-
olescents outside their own center.

The Process for Creating a Manual

The decision to manualize was based on the need
to replicate the Maudsley approach in other settings and
to conduct additional therapeutic trials of this method.
The process for creating a manual involved several
stages: 1) reviewing existing descriptions of the treat-
ment, 2) consulting with clinicians trained in the tech-
niques, 3) developing a narrative structure that fit the
model of treatment, 4) piloting the treatment manual,
and 5) training others in the use of the manual.

Reviewing existing descriptions of the treatment: Various
descriptions exist of the main interventions and strate-
gies employed in the family-based approach to AN at
the Maudsley Hospital.8,9,23,31–34 Through the process
of reviewing these treatment descriptions, the main ele-
ments of the therapy were identified. In addition, the
theoretical underpinnings of these interventions were
described. An outline of the major phases of treatment
as well as the key interventions for each of these phases
was developed.

Consulting with clinicians trained in the Maudsley ap-
proach: Consultation with Dr. Daniel le Grange, a psy-
chologist trained at the Maudsley Hospital in family
treatment for AN, began with a review of the findings
in the research literature. Further consultation included

a review of draft elements of the manual and supervi-
sion of piloted cases. Additional consultation with
Christopher Dare at the Maudsley Hospital followed
the preparation of a complete draft text. Consultative
comments and criticisms were incorporated through-
out. This consultation helped to ensure that the manual,
model, and treatment were consistent with that used in
the clinical trials which provided evidence that the treat-
ment was efficacious.

Developing a narrative structure to fit the model: An im-
portant and creative aspect of manual development is
the consideration of the form of the text. In this case,
the goals were to create a useable text as well as provide
a meaningful training document and reference for cli-
nicians. This meant that the structure should be at once
accessible and detailed. After several attempts, a model
that allowed for easy reference while making other in-
formation readily available was decided upon. On the
largest structural level, it consists of the three phases of
treatment already described by Dare and colleagues.
However, specific goals for each phase and for sessions
within each phase were developed to specify and delin-
eate treatment over time. In addition, within each ses-
sion, a specific set of therapeutic interventions was
outlined and sequenced. Finally, a three-pronged de-
scription of each intervention was developed. This con-
sists of a “what, how, why” formulation for each major
intervention or therapeutic strategy. The “what” is a
short statement of the intervention (e.g., weigh the pa-
tient). The “how” provides a narrative description of the
manner in which the intervention should be undertaken
and includes short examples (e.g., take the patient into
a room and ask her to step on the scale). The “why”
section provides the therapists with a theoretical ori-
entation to the task and may often be conjectural rather
than proven (e.g., in order to track a family’s progress,
it is important that family members receive regular
feedback on their efforts to re-feed their child). Next, in
order to provide clinicians with additional assistance, a
“common difficulties” section was added for each inter-
vention (e.g., what to do if the patient refuses to be
weighed). These sections allow for a discussion of issues
therapists will often face in trying to implement a par-
ticular intervention. Finally, to enable therapists to get
a sense of how the interventions worked together in
vivo, transcriptions of key sessions are provided as ther-
apy “in action.”

Piloting the treatment: After an initial draft of the
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manual had been developed, refined, and revised
through the work of the principal authors and consul-
tants, the manualized version was ready to be piloted.
Adolescent patients were identified through referral
processes and offered treatment using the manual. Two
families agreed to treatment. Each session was video-
taped, transcribed, and then reviewed by both the prin-
cipal authors and consultants. Patients were treated for
approximately 12 months. Both patients recovered
from AN, and a trained consultant review of videotaped
sessions confirmed that the treatment replicated the
Maudsley approach.

Training therapists in use of the manual: In order to
test the effectiveness of the manual as an instrument to
communicate the family-based approach, five therapists
have been trained. Training consisted of reading the
manual, reviewing videotapes of key sessions based on
the manual, and in some cases observing in vivo treat-
ment sessions. After training, therapists videotaped
their sessions with patients and these were reviewed by
the principal authors of the manual to ensure compli-
ance with the manual’s structure and content. All ther-
apists trained were able to replicate treatment according
to the manual.

The manual was recently published as an effort to
make the clinical approach more available to clinicians
practicing outside research centers.35

CURRENT RESEARCH

The manualized version of family-based therapy de-
scribed above is currently being used in an NIMH clini-
cal trial (K08 01457) comparing two levels of intensity
and duration of this treatment for adolescents with AN.
The overall question the study hopes to answer is: How
much family-based treatment is needed to help adoles-
cents with AN? The intention is to compare the effec-
tiveness of family treatment at two different levels of
intensity and time course to reduce the number of hos-
pital days and overall costs of care during a 12-month
experimental period and to explore clinical factors pre-
dicting outcome. Data collected from a variety of base-
line and follow-up measures should help to predict if
there are patient characteristics that may influence out-
comes. To date, 43 families have been recruited into the
study. Of these, 19 have completed 6 months of treat-
ment and 13 have completed 12 months of treatment.
Below we present data from the first 19 cases.

RESULTS

Demographics

The mean age of patients in the study is 14.97 years
(range 12.69–17.84). Ninety-two percent of patients are
female. The mean duration of illness is 10.9 months
(range 3–36). The majority of patients (68%) are white,
5% are Asian, and 26% identified themselves as “other.”
For the most part the families are middle to upper mid-
dle class, with incomes greater than $80K per annum
in 85% of families. In addition, the families are highly
educated, with 95% of fathers having some college and
36% with graduate education. Demographic data are
shown in Table 1.

Weight Change

In order to enter treatment, patients had to meet
weight loss criteria for AN. Mean qualifying weight for
patients was 81% of ideal body weight (IBW). At the
beginning of treatment patients had a mean weight of
88% IBW. This initial weight gain was due for the most
part to a large subset of patients who required medical
hospitalization for complications of severe malnutrition
prior to beginning outpatient treatment. At 6 months,
the mean weight for 19 subjects was 92% IBW. Body
mass index (BMI) at baseline was 17.18 (SD�1.37). It
rose to 18.8 at 6 months after treatment began
(P�0.0001, effect size�–1.22). By 6 months, 89% of
patients no longer met BMI criteria for AN.

Binge/Purge Characteristics

At baseline 26% (5) of the patients exhibited binge
eating or purging characteristics in conjunction with
AN. At 6-month follow-up, 60% (3) of these patients
were abstinent, and symptoms were dramatically re-
duced from baseline in the remaining 2 patients (53%
and 88%, respectively). One patient without prior purg-
ing began using laxatives during this period (3 episodes
of laxative use).

Psychological Change

The standard measure of psychological change for
eating disorders is the Eating Disorder Examination.36

The EDE has been used in several large treatment stud-
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TABLE 1. Patient and family demographics

Characteristic Mean (N�19)

Age, years 14.97
(range) (12.69–17.84)

Ethnicity
Black 0
Hispanic 0
Caucasian 13 (68%)
Asian 1 (5%)
Other (multiracial) 5 (26%)

Gender
Male 1 (5%)
Female 18 (95%)

Family income, $/year
�50K 0
50–80K 3 (16%)
80–100K 2 (11%)
100–150K 11 (58%)
�150K 3 (16%)

Father’s education
Grade 6 or less 0
Grade 7–12 0
HS diploma 1 (5%)
Part college 2 (11%)
2-year degree 2 (11%)
4-year degree 7 (37%)
Graduate school 1 (5%)
Graduate degree 6 (31%)

Mother’s education
Grade 6 or less 0
Grade 7–12 0
HS diploma 1 (5%)
Part college 4 (21%)
2-year degree 3 (16%)
4-year degree 5 (26%)
Graduate school 1 (5%)
Graduate degree 5 (26%)

ies for eating disorders.37,38 For patients in our study,
the baseline mean scores on the four EDE subscales
were consistent with those expected for patients with a
diagnosis of AN: Eating Concerns�1.27 (SD�1.35),
Restraint�3.28 (SD�1.87), Shape Concerns�3.02
(SD�1.81), and Weight Concerns�2.58 (SD�1.68).
All measures declined during the 6-month treatment
period; however, only Restraint and Shape Concerns
showed statistically significant changes. The largest
change was in the Restraint subscale of the EDE (effect
size�0.83). Data are shown in Table 2.

DISCUSSION

In this preliminary report, we found that a manualized
version of family therapy for AN can be devised that
provides consistent, focused, and directed interven-
tions. Further, therapists can be trained to use the man-

ual and find its clinical use acceptable. In addition,
many families and patients appear to have few difficul-
ties with using this approach.

On the basis of this case series, we find that the
manualized version of family therapy appears to be ef-
fective in reversing self-starvation and in improving
some key psychological measures related to the disor-
dered thinking associated with AN in a relatively short
time period. Compared with earlier treatment studies
using a non-manualized version, our results are com-
parable in terms of weight restoration. For example, in
the original study by Russell et al.,8 patients were
weight-restored to 90% of IBW in the hospital prior to
starting treatment, but at 6 months the patients’ mean
weights had dropped to 83% IBW compared with 92%
IBW in our group. At 12 months, Russell et al. and our
group reached similar percentages of IBW, approach-
ing 95% in both. Our 6-month outcomes were similar
to those found by Le Grange et al.9 in their pilot treat-
ment study. In the recent study by Eisler et al.,10 only
12-month outcomes are published. In that sample,
where patients did not receive any baseline hospitali-
zation, outcomes at 12 months were lower (87% IBW)
than in the Russell study or in our group to date (Figure
1).

In respect to some of the possible predictors and
moderators of response, our data are too limited to draw
conclusions, but our clinical observations about some
key variables may be pertinent, including age, duration
of illness, binge eating and purging characteristics, and
treatment adherence.

The literature on the impact of age on outcome of
AN remains controversial. Early onset and very early
onset have been associated with better,39–41 no differ-
ent,42,43 and worse outcomes.44,45 Age was specifically
assessed as a predictor of treatment response in the
original Maudsley trial8 comparing individual to family
therapy. The authors concluded that age was an impor-
tant determinant of treatment response to their therapy.
They found that for patients whose illness began before
age 19, family therapy was superior, whereas for pa-
tients over age 19, individual therapy was superior. Al-
though the current case series has insufficient numbers
to allow us to assess the effect of age, clinicians have not
detected a pattern of older patients refusing family-
based help or younger patients being unable to use it.
However, it should be noted that age might at times
affect how therapy is conducted. For example, with
younger patients, the therapist might have greater dif-
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TABLE 2. Eating Disorder Examination (EDE) and Body Mass Index (BMI) scores at baseline and 6 months in treatment

Mean�SD
Variable Baseline 6 Months Significance Effect Size

EDE
Eating concerns 1.27�1.35 0.81�1.14 t�1.18, df�18, P�0.25 0.37
Restraint 3.28�1.87 1.82�1.63 t�3.1, df�18, P�0.006 0.83
Shape concerns 3.02�1.81 2.24�1.72 t�2.06, df�18, P�0.05 0.44
Weight concerns 2.58�1.68 2.18�1.68 t�1.06, df�18, P�0.30 0.24

BMI 17.18�1.37 18.8�1.29 t�6.9, df�17, P�0.0001 �1.22

FIGURE 1. Outcomes of family-based treatment studies of
adolescents with anorexia nervosa: Lock & Le
Grange (present study), Russell et al.,39 Le Grange
et al.,9 Eisler et al.10

% IBW

✒ IBW�ideal body weight.

ficulty entering into a treatment alliance because
younger patients appear to deny their illness more and
feel treatment is not necessary.46

A variety of studies suggest that chronic illness
makes it less likely that a patient will respond to a spe-
cific treatment In Russell et al.,8 duration of illness was
reported as having a negative effect. Specifically, pa-
tients with illness of greater than 3 years’ duration did
less well than those with illness lasting less than this.
More recently, Eisler et al.10 found that those with poor
or intermediate outcomes were ill for a significantly
longer period than those with good outcomes (short ill-
ness: �5.7 months). In our present study, the mean du-
ration of illness at this point in time is a little less than
11 months. Overall, this would suggest a positive prog-
nosis. However, it is interesting that no dropouts were
from the longer duration of illness group, and only 1 of
the 6 patients with longer duration of illness appeared

not to respond well to treatment up to this point. At the
same time, clinically it must be noted that therapy with
families that have been dealing with AN for a longer
period of time presented different challenges. These in-
cluded initially greater resistance by the patient to pa-
rental re-feeding and greater difficulty for the therapist
in activating the parents to take action against the illness
(presumably because the parents had adopted a sus-
tained passive stance). On the other hand, among the
few cases that fell into this category, there was a pal-
pable relief when parents recognized there might be a
way out of the illness. For the patient, there was often
greater understanding of the cost of AN to her life as
she had experienced repeated hospitalization and treat-
ment failures, allowing the therapist more easily to put
a wedge between her pre- and post-anorexia self.

Previous treatment for AN has been suggested to
be a poor prognosticator for response to a new treat-
ment. This seems reasonable on general grounds, in the
sense that the illness is likely to be more entrenched
and that feelings of hopelessness and pessimism are
now based on the grim reality of previous failure. Eisler
et al.10 suggest patients who had no previous therapy
did better, with only 3 of 16 having a poor outcome. To
date in our study in progress, 36% (7) had previous
treatment, and most did well in terms of weight gain.
On the other hand, it is noteworthy that one of the few
treatment dropouts was from this small subset, perhaps
suggesting that patients with previous treatment are less
likely to respond to this form of treatment as well.

The relationship of binge eating and purging to re-
covery from AN is unclear. Some authors have sug-
gested that the presence of these characteristics appears
to improve short-term recovery rates,47 presumably be-
cause these patients are more likely to become weight-
recovered. Others have suggested that the presence of
these symptoms complicates treatment and makes a
good response less likely. For example, in the initial
Maudsley study, the presence of bulimic symptoms ap-
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peared to worsen outcomes and reduce the effectiveness
of family therapy.8 This trend continued to be present
at 5 years post treatment.17 In the present study cohort,
26% (5) had binge/purge characteristics. As noted, 60%
(3) of these patients had ceased bulimic behaviors by 6
months, and others had significantly decreased these
behaviors. Only 1 patient had initiated purging, and this
was at a low level. Clinically, the presence of these
symptoms made the work of the parents harder because
they had to monitor both food intake and purging be-
havior. However, it also suggests that parental monitor-
ing of binge eating or purging may be an important
strategy in working with adolescents who binge eat and/
or purge, as suggested by the earlier work of Dodge et
al.48 We are currently undertaking another NIMH-
sponsored investigation of family-based treatment for
adolescents with bulimia nervosa to better understand
the efficacy of this treatment with this population.

Treatment adherence is a well-known problem with
AN treatment.8,15,49 It is noteworthy that in the original
Maudsley study, the recommended course of treatment
was 12 months without a specified number of treatment
sessions.8 More recently, Eisler et al.10 reported that
10% of patients dropped out treatment and most pa-
tients completed about 95% of planned sessions, al-
though about one-third completed only about half the
sessions. In our present cohort, 15% (3) dropped out of
treatment, but all kept scheduled appointments up to
that point. In addition, in all cases except one, families
completed at least 50% of their allotted sessions. This
suggests that treatment adherence has been remarkably
high so far. In part, we believe this is true because the
protocol is well understood from the start of treatment
and future sessions are scheduled out in approximately
2-month blocks.

There are significant limitations to our data that
should be considered when interpreting our findings.
The present data are from an uncontrolled case series
rather than a comparison of controlled treatment. In

addition, the data are based on only 19 subjects treated
for only 6 months. Patients had been ill for a relatively
short period of time; as a whole they had moderately
well-off and well-educated parents; and many had been
treated in a hospital prior to the onset of treatment. Each
of these factors may have an impact on the generaliza-
bility our findings. However, the primary purpose of
this preliminary report is to introduce the treatment ap-
proach used at the Maudsley Hospital through a manual
and to report on its effectiveness in this format. The full
treatment trial under way will help to address many of
the above limitations.

CONCLUSIONS

The most important conclusion from this preliminary
report is that a treatment manual that systematically de-
scribes the interventions used at the Maudsley hospital
in its treatment studies of family-based treatment for AN
adolescents can be developed. Further, manualized
family therapy appears to be acceptable to therapists
and to patients and families. In addition, preliminary
findings are comparable to those that would have been
expected in the supervised sessions conducted at the
Maudsley Hospital. These results are important because
they suggest that a valuable treatment approach can
now be tested more broadly in controlled and uncon-
trolled settings. Therapists now have a tool at their dis-
posal to add to their strategies to combat AN. In
addition, researchers who have received training in the
use of the manual in research can systematically ex-
amine the treatment more closely to better explore its
effectiveness, as well as the predictors and moderators
of response to treatment.

Dr. Lock’s work on this article was supported by a Career
Development Award from the National Institute of Mental
Health (K08-01457).
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