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Objective: To date no trial has focused
on the treatment of adolescents with bu-
limia nervosa. The aim of this study was
to compare the efficacy and cost-effec-
tiveness of family therapy and cognitive
behavior therapy (CBT) guided self-care in
adolescents with bulimia nervosa or eat-
ing disorder not otherwise specified.

Method: Eighty-five adolescents with bu-
limia nervosa or eating disorder not other-
wise specified were recruited from eating
disorder services in the United Kingdom.
Participants were randomly assigned to
family therapy for bulimia nervosa or indi-
vidual CBT guided self-care supported by a
health professional. The primary outcome
measures were abstinence from binge-

eating and vomiting, as assessed by inter-
view at end of treatment (6 months) and
again at 12 months. Secondary outcome
measures included other bulimic symp-
toms and cost of care.

Results: Of the 85 study participants, 41
were assigned to family therapy and 44 to
CBT guided self-care. At 6 months, binge-
ing had undergone a significantly greater
reduction in the guided self-care group
than in the family therapy group; how-
ever, this difference disappeared at 12
months. There were no other differences
between groups in behavioral or attitudi-
nal eating disorder symptoms. The direct
cost of treatment was lower for guided
self-care than for family therapy. The two
treatments did not differ in other cost
categories.

Conclusions: Compared with family
therapy, CBT guided self-care has the
slight advantage of offering a more rapid
reduction of bingeing, lower cost, and
greater acceptability for adolescents with
bulimia or eating disorder not otherwise
specified.

(Am J Psychiatry 2007; 164:591–598)

Some 4%–7% of young females in Western countries
suffer from full or partial bulimia nervosa (1). Typically, bu-
limia develops in adolescence, and individuals with a par-
tial syndrome are at risk of developing the full syndrome.
Without treatment, bulimia nervosa tends to persist into
adulthood. The disorder is associated with secondary
physical and mental disorders and imposes a major bur-
den on families (1).

Although numerous randomized controlled trials have
been conducted with adults with bulimia nervosa (2), none
have been conducted with adolescents. U.K. guidelines on
eating disorders (2) have identified treatment of adoles-
cent eating disorders as a research priority. The guidelines
also noted that little is known about the health service uti-
lization costs associated with these disorders.

Family-based treatment produces excellent outcomes in
adolescents with anorexia nervosa (2), and it has been
adapted for adolescents with bulimia nervosa (3). Cogni-

tive behavior therapy (CBT) is the treatment of choice for

adults with bulimia nervosa (2). Self-care formats of CBT

for bulimia nervosa can be as effective as therapist-deliv-

ered CBT if guided by a therapist (4). Guided self-care was

recommended as a first-line intervention for adults with

bulimia nervosa in the U.K. guidelines (2), and it may be a

useful early intervention for bulimia in adolescents.

The aim of this study was to compare the efficacy and

cost-effectiveness of family therapy and CBT guided self-

care in adolescents with bulimia nervosa or eating disorder

not otherwise specified. Our primary hypothesis was that in

adolescents with bulimia nervosa or eating disorder not oth-

erwise specified, family therapy would produce higher rates

of abstinence from binge-eating and vomiting, both at com-

pletion of treatment and at follow-up. Our secondary hy-

pothesis was that guided self-care would be less costly than

family therapy.
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Method

Participants

The study was carried out in four eating disorder services in
the National Health Service in the United Kingdom, which are
the main service providers for the populations in their respec-
tive areas. Patients were referred by general practitioners.

Recruitment took place between September 2000 and May
2003. Written informed consent was sought from participants
and a “close other” at assessment. For patients age 16 and
under, consent from a parent was sought. The research ethics
committees of the participating centers approved the study.

Consecutively referred patients were invited to participate if
they were 13–20 years of age, met DSM-IV criteria for bulimia
nervosa or eating disorder not otherwise specified, and had at
least one “close other” to accompany them for “family treat-
ment.” Eating disorder not otherwise specified was defined as
binge eating and/or purging (vomiting and abuse of laxatives
or diuretics) less than twice a week or for less than 3 months
or use of inappropriate compensatory behaviors without
bingeing in patients with normal body weight. “Close others”
included parents, other relatives, and partners.

We excluded patients with a body mass index below the
10th percentile for age and sex (5), patients whose knowledge of
English was insufficient to understand the treatment, and pa-
tients with learning disability, severe mental illness, or substance
dependence. We did not exclude patients taking antidepressants
provided they had been on a stable dose for at least 4 weeks.

Interventions

Family Therapy. The family therapy used in this study was
adapted from the Maudsley model of family therapy for anor-
exia nervosa (6, 7) and detailed in a manual (Eisler et al., unpub-
lished). In this model, the family is seen as a key resource in the
young person’s recovery. An attempt is made to engage family
members and show them that they are in the best position to help
the adolescent. Treatment is problem oriented, emphasizing the
role of the family in promoting restoration of normal eating and
providing education about the effects of bulimia. Families are en-
couraged to find a way to help the patient reduce bulimic behav-
iors. Finally, control over eating is handed back to the patient, and
discussions of autonomy and independence take place. Patients
were offered up to 13 sessions with close others and two individ-
ual sessions over a 6-month period.

CBT Guided Self-Care. We used a manual (8) that was previ-
ously tested with adults with bulimia nervosa (4). The Flesch-
Kincaid Grade Level test suggests that the manual can be read by
eighth graders (ages 13–14 years). Accompanying workbooks are
available for patients and close others, as well as a guide for clini-
cians (9). Patients had 10 weekly sessions, three monthly follow-
up sessions, and two optional sessions with a close other. The
therapist’s role is to motivate patients and guide them through
the workbook to fit their needs.

Initially treatment focuses on the function of bulimia in the
person’s life and builds motivation to change. Information
about how bulimic symptoms are maintained is introduced,
using self-monitoring of thoughts, feelings, and behaviors.
Problem solving with behavioral experiments and goal setting
is used to help patients alter vicious cycles of behavior. A
case formulation is developed collaboratively. After 10 ses-
sions the therapist writes a good-bye letter. The follow-up ses-
sions focus on relapse prevention. Regular homework accom-
panies the treatment. The sessions with the close other
address how the other could help the patient.

Therapists. Treatments were delivered by 23 experienced
therapists from diverse backgrounds with training in family ther-

apy and guided self-care. Therapists participated in training
workshops for both therapies prior to the study and received
weekly supervision. Most therapists had equal numbers of family
therapy and guided self-care patients, under separate supervi-
sion. Seven therapists saw only one patient because of the timing
of their transfer into or out of the service.

Treatment Fidelity. In family therapy, to ensure competent
and uniform treatment delivery, three experienced supervisors
who had previously been involved in developing or testing the
Maudsley model of family therapy for anorexia nervosa used a
one-way screen to provide regular “live” supervision. In
guided self-care, therapists received weekly supervision by
supervisors trained in motivational interviewing and CBT for
bulimia nervosa. Family sessions were videotaped, and guided
self-care sessions were audiotaped to allow analysis of the
therapeutic process (to be reported separately).

Assessments

An initial clinical interview determined patients’ eligibility
for the study. Those who consented to participate were as-
sessed by a research assistant who remained blind to the
treatment assignment throughout the study. Assessments
were made at 6 and 12 months for patients and close others.

Patient Assessments. Body mass index (BMI; kg/m2) was
measured. A lifetime eating disorder history was obtained
with the EATATE interview (unpublished 2000 manuscript of M.B.
Anderluh et al.), a semistructured weight and eating disorder his-
tory based on the Longitudinal Interval Follow-Up Evaluation
(10) that includes variables from the Eating Disorder Examination
(11). Although full validation of this instrument has not yet been
published, preliminary analyses indicate excellent interrater reli-
ability, with kappa values between 0.88 and 1.0 for first and sec-
ond eating disorder diagnosis and 0.82 for the number of lifetime
diagnoses. Spearman’s coefficients for longitudinal assessment of
symptoms are high: objective bingeing, 0.84; vomiting, 0.97; laxa-
tive or diuretic abuse, 0.89; and strict dieting, 0.85. We used this
interview at baseline to make DSM-IV diagnoses and at baseline,
6 months, and 12 months to assess eating disorder symptoms
over the previous month. We also used it at multiple time points
to assess the time course of recovery (at baseline and at 2, 4, 6, 8,
and 10 months).

We also used the Short Evaluation of Eating Disorders (12), a
brief, valid, and reliable self-report measure assessing eating dis-
order symptoms over the previous 4 weeks. We included this mea-
sure to obtain information by mail or telephone on the outcome
of patients who failed to attend the follow-up assessment.

To assess psychiatric comorbidity at baseline, we used an
adapted version of the Oxford, England, Risk Factor Interview (13)
and the EATATE. Other instruments were used to assess other fac-
tors, such as general psychopathology and family relationships,
as well as parental outcomes, including mental health and bur-
den of caring, that will be reported separately.

Health Economic Assessment. The economic component
used well-established methods of data collection, cost estima-
tion, and analysis (14, 15). The Client Service Receipt Inventory
(14, 15) documents each adolescent’s use of education, health,
and social care services, as well as additional expenses for them or
their family that are a consequence of bulimia nervosa. Unit costs
for each service were taken from nationally applicable data (16) or
estimated using an equivalent methodology. Costs per case were
calculated as the unit costs multiplied by the use made of service
over the 3 months preceding each assessment.

Randomization

The randomization sequence to family therapy or guided self-
care was generated by an independent statistician, using permu-
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tated blocks of random sizes between 4 and 10. Treatment assign-
ment codes were contained in a computerized randomization da-
tabase that concealed the sequence until interventions were
assigned. Names were entered into the database by an indepen-
dent administrator, and the treatment assignment was conveyed
to the assessing clinician, who then informed the patient.

Statistical Analysis

The power calculation underpinning the study was based on
the estimate that 30% of patients receiving guided self-care and
60% in family therapy (extrapolated from studies of anorexia and
bulimia nervosa) (17, 18) would be abstinent from bingeing and
vomiting at 6 months. A two-group chi-square test with a two-
sided significance level set at 0.05 has 80% power to detect the dif-
ference between a guided self-care group proportion of 0.3 and a
family therapy group proportion of 0.6 when each group has a
sample size of 42.

All analyses were based on the intention-to-treat principle and
were conducted in SAS, version 9.1 (SAS Institute, Cary, N.C.), or
Stata, release 9 (Stata Corp, College Station, Tex.).

Primary outcome variables were abstinence rates from binge-
ing and vomiting over the previous month, assessed at 6 and 12
months on the EATATE interview. The four secondary outcome
variables were abstinence rates from bingeing and vomiting over
the previous month, assessed at 6 and 12 months on the Short
Evaluation of Eating Disorders; longitudinal assessment of binge-

ing and vomiting by interview; other eating disorder symptoms;
and cost of care.

Primary outcomes from the EATATE interview were analyzed
using a logistic regression for ordinal variables based on the as-
sumption of proportional odds (19). Three outcome categories
were examined for bingeing and vomiting: “abstinence” (behav-
ior absent during the previous 28 days), “subclinical” (behavior
present during previous 28 days less than twice per week), and
“clinical” (behavior present during previous 28 days two or more
times per week). Abstinence rates on the Short Evaluation of Eat-
ing Disorders and other categorical data were analyzed in a simi-
lar fashion.

The longitudinal course of patients’ bingeing and vomiting was
explored using monthly symptom frequencies from the EATATE
interview over the 12-month period from baseline to follow-up.
Patients’ mean numbers of bingeing and vomiting episodes at six
time points (at baseline and at 2, 4, 6, 8, and 10 months) were used
to assess the time course of recovery in models for repeated mea-
surements (20).

Other continuous outcomes, such as BMI and EATATE vari-
ables (e.g., days of strict dieting), were also analyzed using models
for repeated measurements.

Independent-samples t tests with two-sided significance levels
were used to make cost comparisons between the two groups for
three 3-month periods: period 1 was the 3 months preceding the
baseline assessment, period 2 the 3 months preceding the 6-
month assessment, and period 3 the 3 months preceding the 12

FIGURE 1. Flowchart of Study Participants, Random Assignment, and Dropouts in a Trial of Family Therapy and Cognitive
Behavior Therapy Guided Self-Care for Adolescents With Bulimia Nervosa and Eating Disorder Not Otherwise Specified

a Includes one patient who moved away.
b Includes three patients who were not interviewed at 6 months but were interviewed at 12 months and provided 6-month data.

Excluded (N=63):
Did not meet 
inclusion criteria 
(N=9)

Did not want close 
other involved 
(N=15)

Did not have a close 
other willing/able to 
be involved (N=3)

Did not want to 

participate in 
research (N=7)

Lack of time (N=4)
Treatment factors 
(N=5)

Lack of availability 
(N=3)

Miscellaneous reasons 
(N=7)

No reason given 
(N=10)

Assessed for eligibility 
(N=148)

Included in random assignment 
(N=85)

Assigned to family therapy 
(N=41):
Did not take up treatment 
(N=6)a

Refused family therapy and 
received individual therapy 

instead (N=2)
Received 1–3 sessions of 
family therapy (N=4)

Received intervention (i.e., 
attended ≥4 sessions) (N=29)

Assigned to guided self-care 
(N=44):
Did not take up treatment 
(N=6)

Received 1–3 sessions of 

family therapy (N=7)
Received intervention (i.e., 
attended ≥4 sessions) 
(N=31)

Included in analysis (N=41)

Completed EATATE interview:
At baseline (N=41, 100%)
After 6 months (N=32, 78.0%)
After 12 months (N=29, 70.7%)

Completed Short Evaluation of 
Eating Disorders 
questionnaire:
At baseline (N=34, 82.9%)
After 6 months (N=27, 65.9%)
After 12 months (N=28, 68.3%)

Completed either measure:
After 6 months (N=34, 82.9%)b

After 12 months (N=38, 92.7%)

Completed either measure at 6 
or 12 months (N=39, 95.1%)

Included in analysis (N=44)

Completed EATATE interview:
At baseline (N=44, 100%)
After 6 months (N=31, 70.5%)
After 12 months (N=25, 56.8%)

Completed Short Evaluation of 
Eating Disorders questionnaire:
At baseline (N=38, 86.4%)
After 6 months (N=28, 63.6%)
After 12 months (N=26, 59.1%)

Completed either measure:
After 6 months (N=34, 77.3%)
After 12 months (N=34, 77.3%)

Completed either measure at 6 
or 12 months (N=37, 84.1%)
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month assessment. Where a significant difference was indicated,
the data were retested using bootstrap techniques in Stata (21).
Cost differences between period 1 and period 3 were calculated
using paired t tests.

Results

Patient Flow

Figure 1 shows the participant flow through the study.
Notably, 15 of 54 eligible patients (27.8%) chose not to par-
ticipate because they did not want their families involved.
Forty-one patients were randomized to family therapy and
44 to guided self-care. Treatment uptake was comparable
in both groups.

We defined attendance at four or more sessions of ther-
apy as a minimum adequate treatment “dose” because the
CBT literature on adults with bulimia nervosa suggests that
most change occurs within the first four sessions. Although
a treatment duration of 16 to 20 sessions is recommended
for adults with bulimia nervosa, nothing is known about the
appropriate treatment length for adolescents. The propor-
tion of patients attending four or more sessions was similar
in the two treatment groups. The median number of ses-
sions attended in guided self-care was eight (range=0 to 15),
and in the family therapy group, seven (range=0 to 17). In
both treatments, sessions lasted approximately 1 hour.

Patient Characteristics at Baseline

Patients in the two treatment groups were similar in
baseline sociodemographic and clinical characteristics
(Table 1). Only a small proportion of patients used laxa-

tives (N=11, 12.9%), diuretics (N=4, 4.7%), or other medi-
cines for weight control (N=9, 10.6%).

Primary Outcomes

Table 2 lists the proportions of patients in each group
who were rated as abstinent, subclinical, or clinical on
binge-eating or vomiting at baseline, at 6 months (end of
treatment), and at 12 months (follow-up). In the logistic re-
gression for ordinal variables, the assumptions of propor-
tional odds were justified for bingeing and vomiting at 6
and 12 months, respectively. The logistic regression
showed that a significantly higher proportion of patients in
the guided self-care group than in the family therapy group
were abstinent from bingeing at 6 months (p for likelihood
ratio test statistics=0.03, and p for the treatment effect=
0.03; proportion abstinent in the guided self-care group,
0.42, 95% confidence interval [CI]=0.26–0.59; proportion
abstinent in the family therapy group, 0.25, 95% CI=0.13–
0.42; effect size, Cohen’s d=–0.21). However, there were no
differences between the two treatments in bingeing at 12
months and in vomiting at 6 and 12 months. Moreover,
when the same outcome categories were examined for
bingeing and purging combined, there were no differences
between groups. These results did not change after adjust-
ing for antidepressant use at baseline.

Secondary Outcomes

Short Evaluation of Eating Disorders. Outcomes on
the Short Evaluation of Eating Disorders were comparable
to the interview data: a significantly higher proportion of
guided self-care patients than family therapy patients

TABLE 1. Baseline Demographic and Clinical Characteristics of Adolescents With Bulimia Nervosa and Eating Disorder Not
Otherwise Specified in a Trial of Family Therapy and Cognitive Behavior Therapy Guided Self-Care

Characteristic

Group

Family Therapy (N=41)a Guided Self-Care (N=44)a

N % N %
Current diagnosis

Bulimia nervosa 31 75.6 30 68.2
Eating disorder not otherwise specified 10 24.4 14 31.8

Comorbid disorders
Lifetime major depression 26 63 30 68.2
Current depression 18 46 17 40.5
Lifetime substance dependence/abuse 3 7.6 3 7.1

History of anorexia nervosa 8 20 7 16
Taking antidepressant medication 14 34 15 34
Female 41 100 42 95.5
Ethnicity

White 31 94 30 100
Other 2 6 0

Living at home with at least one parent 33 83 38 86
Mean SD Mean SD

Mean age 17.9 1.6 17.4 1.8
Mean age at onset of eating disorder 15.2 1.8 14.9 2.1
Mean time since onset of first eating disorder symptoms (years) 2.6 1.7 2.5 2.1
Mean age at menarche 12.6 1.7 12.3 1.3
Mean time since menarche (years) 5.2 1.7 5.0 1.9
Body mass index (kg/m2) 21.1 2.8 21.1 2.4
Number of objective binge episodes per week over previous 28 days 5.9 6.7 5.2 6.4
Number of episodes of vomiting per week over previous 28 days 9.9 17.9 9.5 11.7
Number of days of strict dieting per week over previous 28 days 4.1 3.4 4.6 3.3
a Data were not available for all participants on each measure; percentages are based on the number of patients for whom information was

available.
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were abstinent from bingeing at 6 months (p=0.03). For
bingeing at 12 months and vomiting at 6 and 12 months,
there were no significant differences between the two
groups.

Longitudinal Assessment of Bingeing and Vomiting.
Patients’ bingeing and vomiting episodes over the previ-
ous 28 days as indicated by the EATATE at baseline and at
2, 4, 6, 8, and 10 months were used to assess the course of
improvement (Figure 2). Significant improvements with
time were seen for bingeing (F=6.96, df=6, p<0.0001) and
vomiting (F=2.39, df=6, p<0.02). For bingeing, a significant
group-by-time interaction was observed, with guided self-
care (F=4.82, df=6, p<0.0001) showing earlier improve-
ment than family therapy. No significant group-by-time
interaction was observed for vomiting.

Other Eating Disorder Outcomes. No significant group-
by-time interactions were seen for outcomes on BMI, strict
dieting, fasting, and attitudinal eating disorder variables (Ta-
ble 2).

Cost Comparisons. The mean cost of treatment (includ-
ing supervision) was significantly lower for guided self-
care than for family therapy between the baseline and 6-
month assessments (£245.63 [SD=176.69] versus £409.35

[SD=288.81], p=0.003, bootstrapped 95% CI=58.49–268.95).
Table 3 lists all other support costs for the two groups for
each 3-month period. There were no significant differ-
ences between groups for any of the three periods.

Mean specialist service costs had dropped considerably
by the 6-month assessment and remained low at 12
months, with the study treatments replacing some of
these inputs. Costs for hospital services constituted the
largest proportion of total public sector costs at the 6- and
12-month assessments, largely as a result of inpatient
stays for a small number of study participants; none of
these stays were directly related to bulimia nervosa. Be-
tween months 3 and 6 (period 2), five patients had inpa-
tient stays, and between months 9 and 12 (period 3), seven
patients did. The high hospital costs during period 3 were
largely (83%) for a lengthy psychiatric inpatient stay for
one patient in the guided self-care group following a drug
overdose. With this patient excluded, the mean total pub-
lic sector cost for the guided self-care group was £437.32
(SD=725.63), which was not significantly different from
the total cost for the family therapy group.

Costs over time were compared for participants for
whom data were available for periods 1 and 3 (N=47, ex-
cluding the patient with high hospital costs during period

TABLE 2. Abstinence Rates and Other Eating Disorder Outcome Variables for Adolescents With Bulimia Nervosa and Eating
Disorder Not Otherwise Specified in a Trial of Family Therapy and Cognitive Behavior Therapy Guided Self-Care

Outcome Variable

Group and Assessment

Family Therapy Guided Self-Care

Baseline 
(N=41)

6 Months 
(N=32)

12 Months 
(N=29)

Baseline 
(N=44)

6 Months 
(N=31)

12 Months 
(N=25)

N % N % N % N % N % N %
Abstinence

Objective bingeing 8 19.5 8 25.0 16 55.0 8 18.0 13 41.9 13 52.0
Vomiting 6 14.6 9 28.0 15 51.7 9 20.5 10 32.3 14 56.0
Bingeing and purginga 

combined 
2 5.0 4 12.5 12 41.4 2 4.5 6 19.4 9 36.0

Subclinical
Objective bingeing 6 14.6 8 25 8 27.6 8 18.0 12 38.7 5 20.0
Vomiting 2 4.9 10 31.3 7 24.1 4 9.1 11 35.5 3 12.0
Bingeing and purginga 

combined
6 14.6 11 34.4 9 31.0 4 9.1 12 38.7 6 24.0

Clinical 
Objective bingeing 27 65.9 16 50.0 5 17.2 28 63.6 6 19.4 7 28.0
Vomiting 33 80.5 13 40.6 7 24.0 31 70.5 10 32.3 8 32.0
Bingeing and purginga 

combined
33 80.4 17 53.1 8 27.6 38 86.4 13 41.9 10 40.0

Mean SD Mean SD Mean SD Mean SD Mean SD Mean SD
Other outcomes

Body mass index (kg/m2) 21.1 2.8 21.8 3.6 21.7 3.5 21.1 2.4 20.7 2.0 20.5 2.0
Number of days of strict 

dieting per week
4.1 3.4 2.1 3.0 1.7 3.0 4.6 3.3 1.8 3.0 1.6 3.0

Number of days of fasting per 
week

1.0 1.6 0.9 1.8 0.8 1.6 1.1 1.8 0.8 1.7 0.4 1.5

Inappropriate weight and 
shape concernsb

4.1 1.2 4.0 1.3 3.4 1.5 4.2 1.3 3.4 1.7 3.4 1.6

Food-related fear and disgustb 3.6 1.2 2.5 1.7 1.9 1.7 3.5 1.4 2.7 2.0 1.7 1.8
Food-related preoccupationc 1.8 1.0 0.8 0.9 0.8 0.8 1.6 0.9 0.8 0.8 0.7 0.9

a Purging includes vomiting and abuse of laxatives and diuretics. A small proportion of patients on average fulfilled frequency criteria for
bingeing and purging during the 3 months prior to baseline but were abstinent from these behaviors during the month directly prior to base-
line assessment. This often arose for external reasons, such as a participant going on holiday with her family or similar changes in environ-
ment, without altering their dietary restriction or bulimic attitudes to weight and shape.

b Maximum score=5.
c Maximum score=3.
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3). Total public sector costs were lower for period 3 than
for period 1 (mean difference=£441, p=0.001), which sug-
gests that the interventions generated downstream cost
savings. The savings were not significantly different be-
tween treatments (details available from the authors). The
mean cost of families’ and patients’ out-of-pocket ex-
penses were also lower for period 3 (mean difference=£74,
p=0.032).

Discussion

Our main hypothesis, that family therapy would be su-
perior to guided self-care, was not confirmed. Our pri-
mary analysis found that guided self-care resulted in ear-
lier reduction of binge-eating than family therapy, even
after adjusting for baseline antidepressant use. The self-
report data and the analysis of the time course of recov-
ery confirmed this finding. This difference between
groups at 6 months in bingeing only is puzzling. The sup-
pression of binges in guided self-care was not offset by
increased dieting, which was reduced in both groups. It
also was not explained by group differences in antide-
pressant use. In both groups, similar proportions of pa-
tients were on antidepressants throughout treatment,
with a reduction in the proportion on antidepressants
over time (from 34% at baseline to 20.8% at 12 months).

The earlier reduction of bingeing in the guided self-care
group may be due to this treatment’s specifically ad-
dressing bingeing as a key symptom.

In both groups substantial improvement occurred be-
tween 6 months (end of the treatment) and 12 months,
with no group differences in outcome. Thus, in the ab-
sence of a waiting-list or attention placebo control group,
we cannot rule out the possibility that improvement was
simply due to passage of time or to nonspecific effects, al-
though previous trials of adults with bulimia nervosa have
found little or no change in people on waiting lists (22).

Our second hypothesis was partially supported. While
the cost of treatment was lower for guided self-care than
for family therapy, there was little differential impact on
support costs. There were no other differences between
groups on other cost categories. Notably, public sector
costs and some of the family and patient costs decreased
over time. Together, the cost and outcome findings sug-
gest a cost-effectiveness advantage to guided self-care.

Family involvement in treatment was not always ac-
ceptable to young people: 28% of eligible adolescents
who chose not to enter the study cited this as the reason
for their refusal. This proportion may not reflect clinical
practice, where initial reluctance to involve the family can
often be resolved over time. Our design allowed adoles-
cents to involve “close others” other than parents in treat-

TABLE 3. Three-Month Retrospective Support Costs (in British Pounds) for Adolescents With Bulimia Nervosa and Eating
Disorder Not Otherwise Specified at the Baseline Assessment (Period 1), the 6-Month Assessment (Period 2), and the 12-
Month Assessment (Period 3) in a Trial of Family Therapy and Cognitive Behavior Therapy Guided Self-Care

Sector and Service Costs

Period 1 Period 2

Family Therapy (N=40)a Guided Self-Care (N=43)a Family Therapy (N=29)a Guided Self-Care (N=32)a

Mean SD Mean SD Mean SD Mean SD
Public sector costs

Additional educationb 72.65 200.35 65.57 192.71 43.87 136.41 53.45 151.40
Hospital servicesc 124.15 722.48 158.26 471.28 66.28 149.66 481.19 1411.47
Primary caree 131.12 135.17 132.36 155.23 141.65 221.62 119.35 124.08
Specialist servicesf 396.47 600.17 281.26 252.86 30.86 135.29 86.71 320.40
Medicationg 31.65 45.17 34.97 46.21 20.59 38.34 38.59 60.42
Social careh 0.96 5.70 3.14 9.95 9.48 44.49 5.19 20.68
Total for patients 772.15 982.64 615.02 405.50 296.47 379.02 807.36 1512.39
Family members’ service usej 10.15 43.54 4.89 16.48 22.68 76.27 42.12 232.72

Family and patient costs
Lost employmentk 69.60 112.23 178.29 373.54 181.17 390.47 85.60 178.33
Families’ out-of-pocket expenses 242.00 642.00 99.19 187.67 96.11 234.33 110.57 244.95
Patients’ out-of-pocket expenses 178.60 356.88 97.95 186.82 123.18 187.45 50.72 79.67

a Data were not available for all participants on each measure; percentages are based on the number of patients for whom information was available.
b Includes home tuition; individual help in classes; classes in a special unit; contacts with school nurse, educational psychologist, and educa-

tional welfare officer; additional meetings with tutors; and other educational supports.
c Includes all inpatient care, accident and emergency department visits, outpatient appointments, and day hospital attendances. During pe-

riod 2, five participants had hospital admissions, none of which were directly related to bulimia nervosa (a gym accident, a termination of
pregnancy, a pregnancy-related complication, a childbirth, and an appendectomy). During period 3, seven participants had an inpatient stay
(three drug overdoses, two patients in car accidents, a case of meningitis, and a childbirth).

d This mean includes an outlier: a lengthy hospitalization for a patient in a specialist eating disorder unit accounted for £47,257, or 83% of the
total cost of hospital services for this group.

e Includes contacts with health visitor, general practitioner, dentist, and optician.
f Includes child development or guidance center, dietician, family or individual therapy, and contacts with a psychiatrist or psychologist.
g Includes all medications.
h Includes social work, after-school clubs, and other social care supports.
i When costs for the lengthy hospitalization of the patient mentioned in note d are excluded, the mean total public sector cost for the guided

self-care group is £437.32 (SD=725.63).
j Includes general practitioner, outpatient appointments, and psychiatrist or psychologist.
k Includes the costs of lost employment for the patient and, where relevant, the patient’s carer and the carer’s partner.
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ment, and one-quarter of the participants did so (23).
These patients were older, were less likely to live at home,
had more chronic symptoms and more comorbidity, and
had poorer relationships with their parents. This suggests
the need to offer at least some individual therapy to these
young people.

Our study has several strengths. First, it is the first ran-
domized controlled trial of adolescents with bulimia ner-
vosa and thus addresses a gap in our knowledge. Second, it
was conducted in a catchment-area-based setting, where
all comers were taken, which makes the findings highly
generalizable. Third, the longitudinal outcome assess-
ment, which enabled us to examine the course of change
over time, suggests that different mechanisms of change
may underpin the two treatments. Finally, the inclusion of
a health economic component in bulimia research is rare.
Indeed, a recent systematic review (2) found only two cost
studies and one economic evaluation that compared anti-
depressants, CBT, and a combination of the two for bu-
limia nervosa.

One important limitation of the study lies in its sam-
ple size, which may have been too small to allow the
detection of differences on some outcomes. A second
major limitation is the absence of a waiting list or atten-
tion placebo control group.

A number of broader points are worth noting here.
First, the outcomes in this study compare well with
those from randomized controlled trials of CBT or
guided self-care of adults with bulimia nervosa, even
though the number of sessions offered was lower than
recommended for adults (2). This suggests that these
young patients’ symptoms may be less entrenched than
those in adults, where a typical illness duration is about 10
years (2). Second, our treatment costs compare well with
those estimated for adults, where the average cost of 16 to
20 sessions of bulimia-specific CBT was £967 in 2000–2001
(2), which is more than three times the cost of guided self-
care and twice that of family therapy in this study. Third,
while the costs themselves may be specific to the United
Kingdom, the cost differences between the treatments are
likely to generalize to other countries.

Our findings suggest that in adolescents with bulimia
nervosa or eating disorder not otherwise specified,
guided self-care has a slight advantage over family
therapy in terms of acceptability, outcome, and treat-
ment cost. The clinical implication is that guided self-
care for adolescents with bulimia nervosa is of value as
an early intervention that can be delivered in nonspe-
cialist settings. Future research should address the

Period 3

Family Therapy (N=28)a Guided Self-Care (N=25)a

Mean SD Mean SD

5.69 30.10 2.21 6.10
127.29 347.76 2,109.44d 9,425

91.33 97.90 103.06 157.20
65.59 288.51 56.56 183.18
28.21 48.20 30.70 67.56
2.14 8.04 28.08 72.97

320.25 469.52 2,330.04i 9,490
51.75 253.52 0

57.77 149.75 31.44 55.14
6.67 30.55 0

112.57 214.60 92.40 228.82

FIGURE 2. Longitudinal Assessment of Binge-Eating and
Vomiting From Baseline to Month 10 in a Trial of Family
Therapy and Cognitive Behavior Therapy Guided Self-Care
for Adolescents With Bulimia Nervosa and Eating Disorder
Not Otherwise Specified
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mechanisms of change, whether different subgroups of
adolescents respond differently to these treatments,
and whether different ways of involving the family in
treatment might be more beneficial.
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