
Eating disorders can be difficult to treat but can be treated: what does the 

evidence tell us about what is effective in treating eating disorders, and how 

can we shape conversations with people living with eating disorders to reduce 

stigma? 

Introduction: 

Eating disorders occupy an unusual position in psychiatry. Few conditions attract such certainty 

about their nature and prognosis, yet are so poorly served by it. They are commonly imagined 

as a single illness, affecting young, thin, white, affluent women, driven by vanity, and either 

quickly cured or untreatable. Each element is at best partial and at worst harmful. NICE, the 

National Institute for Health and Care Excellence, defines eating disorders as conditions 

involving a persistent disturbance of eating that impairs health and psychosocial functioning.1 

Within that definition sit anorexia nervosa (AN), bulimia nervosa (BN), binge eating disorder 

(BED), avoidant/restrictive food intake disorder (ARFID), and a residual category of other 

feeding or eating disorders. Anorexia nervosa alone carries one of the highest mortality rates of 

any psychiatric disorder,2 and Beat, the UK's eating disorder charity, estimates at least 1.25 

million people in the UK are affected, around a quarter of them male.3 

This essay will consider two themes: 1) Eating disorders are difficult to treat, and 2) they can 

be treated. As this essay will explain, the two roots are not independent. It will consider why 

"difficult to treat" remains accurate regardless, and closes with how conversation itself can be 

reshaped to help treatment reach those who need it. 

Effective Treatment: 

Anorexia nervosa 

Anorexia nervosa has attracted more treatment research relative to its prevalence than any other 

eating disorder, yet remains notoriously difficult to study, partly because the illness is often 

ego-syntonic, meaning patients rarely experience symptoms as unwanted, which suppresses 
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trial recruitment and inflates dropout. For adolescents, the strongest evidence favours family-

based treatment (FBT), still known as the Maudsley approach. The original evaluation found 

family therapy outperformed individual therapy in adolescent-onset illness,4 a benefit a five-

year follow-up found was sustained.5 A later trial found substantially higher remission with 

FBT than individual therapy,6 and a UK trial found multifamily therapy produced outcomes at 

least as good as single-family therapy.7 NICE recommends family therapy as first-line treatment 

for children and young people.8 

For adults, no single therapy dominates as clearly, itself an important finding rather than an 

absence of evidence. NICE recommends a choice of broadly comparable approaches, including 

eating-disorder-focused cognitive behavioural therapy (CBT-E), the Maudsley Model of 

Anorexia Nervosa Treatment for Adults (MANTRA), and Specialist Supportive Clinical 

Management (SSCM).9 The MOSAIC trial, comparing MANTRA and SSCM, found both 

produced meaningful improvement in body mass index and psychopathology at two years.1011 

The ANTOP trial similarly found psychodynamic therapy, CBT-E and treatment as usual all 

produced improvement, with only modest differences between them.12 A 2021 network meta-

analysis found structured therapies more acceptable to patients, shown by lower dropout, 

though none proved reliably superior on outcomes.13 Medication has not shown reliable benefit 
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for AN and should not be a sole treatment.14 Ultimately, it is clear that engagement matters just 

as much as the method of therapy used to manage the condition. 

Even so, adult AN remains the diagnosis for which "difficult" is most literally true. A Cochrane 

review of "severe and enduring" anorexia nervosa, illness persisting for years despite treatment, 

found the evidence too limited to recommend one therapy over another,15 reflecting a smaller 

evidence base and a poor fit with any single cure-oriented model. There is more encouraging 

evidence that structured therapy can be integrated even into inpatient care, with one CBT-E 

model reporting shorter admissions and better outcomes at discharge.16 

Bulimia nervosa & binge eating disorder 

In contrast with AN, CBT for BN is thoroughly evaluated, and its transdiagnostic "enhanced" 

form, CBT-E, developed by Christopher Fairburn, is recommended by NICE as first-line 

treatment.1718 In the pivotal trial testing CBT-E, 56% of patients who completed treatment 

achieved full remission from binge eating and compensatory behaviours, sustained over sixty 

weeks.19 A trial comparing CBT-E with psychoanalytic psychotherapy found CBT-E produced 

faster, greater symptom reduction.20 NICE recommends guided self-help first, with individual 

CBT-E if this proves insufficient, and fluoxetine as an adjunct.21 

Binge eating disorder, the most prevalent eating disorder in adulthood, has a comparably 

encouraging evidence base. A systematic review of 81 randomised trials found moderate to 

strong evidence for CBT and CBT-based guided self-help in achieving abstinence from binge 

eating,22 a finding echoed by a further meta-analysis with modest support for interpersonal 
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psychotherapy and medication.23 Both reviews noted treatments are far more effective at 

reducing binge frequency and distress than at producing weight loss.242526 Lisdexamfetamine, 

a stimulant licensed specifically for moderate to severe BED, reduces binge frequency, though 

again should not be used alone.2728 

ARFID 

ARFID describes a heterogeneous group of presentations, including sensory sensitivity, low 

interest in food, and fear of choking, without the weight or shape concerns central to AN or 

BN.29 Because the diagnosis is recent, its evidence lags behind the other disorders, and NICE's 

2017 guideline does not cover it. The most developed intervention, CBT for ARFID, is a 

modular treatment matched to each presentation.30 A 2024 scoping review found a growing but 

still largely uncontrolled evidence base, with a clear need for randomised trials.31 ARFID also 

involves no drive for thinness, so it sits furthest from the public stereotype of an eating disorder, 

and is often dismissed as fussy eating rather than referred for assessment, an evidence gap and 

a stigma gap from the same narrow picture. 

Why are Eating Disorders ‘Difficult to Treat?” 

A key finding is that earlier treatment predicts better outcomes. A review of the "duration of 

untreated eating disorder" found longer intervals between onset and treatment linked to poorer 

prognosis,32 the rationale behind early-intervention services such as FREED, which targets 

young people early in illness and has shown reduced waiting times and better recovery in its 
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pilot evaluation.33 Disorder-focused structured therapies also outperform generic treatment as 

usual, suggesting competent delivery matters as much as the therapy chosen.3435 NHS England 

requires 95% of children and young people to start treatment within one to four weeks 

depending on urgency,36 yet rising demand has strained that standard, while emergency 

department attendance for eating disorders has roughly tripled among under-nineteens.37 This 

posits a crucial question - why are these conditions “difficult to treat”, even if there is a clear 

treatment? 

One explanation is the ego-syntonic quality of restrictive eating disorders. Anorexia nervosa 

often recruits a person's own values, control, achievement, and discipline into the illness, so 

treatment can feel like an attack on identity rather than relief from suffering. This does not make 

recovery impossible, but it does make engagement itself a clinical task, part of why MANTRA 

builds motivational work into the treatment model rather than assuming motivation as a starting 

point.38 

Another reason is that time spent waiting is not a neutral delay but an active predictor of worse 

outcomes,39 which makes strained NHS waiting times a clinical issue. A further barrier is 

diagnostic gatekeeping through body mass index, since many services have used BMI 

thresholds to decide eligibility despite NICE stating no single measure should determine access 

alone.40 Many people with severe restrictive eating disorders are not underweight, so-called 

atypical anorexia nervosa, and a systematic review found this group experiences comparable 

severity and hospital admission rates to underweight patients while being far more likely to be 

judged "not sick enough" for referral.41  
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Finally, recovery is rarely a single event. A meaningful minority of patients develop what has 

been termed a severe and enduring course, for which the evidence base remains thin and a 

purely cure-oriented model may not be the right target.42 Specialist clinicians also remain in 

short supply relative to demand across the UK, so even a well-designed pathway can be difficult 

to deliver at the speed evidence suggests matters most.  

Social Stigma: 

Public stigma around eating disorders has a distinctive content. A scoping review of 46 studies 

found people with eating disorders were consistently perceived as personally responsible for 

their condition, but the specific content differed by diagnosis. Anorexia nervosa attracted 

perceptions of vanity, bulimia nervosa attracted disgust, and binge eating disorder was 

frequently conflated with simple overeating, with weight itself treated as evidence of moral 

failing rather than a symptom.43  

Self-stigma follows a broadly established sequence, from awareness of negative public attitudes 

to application of the stereotype to oneself and harm to help-seeking.44 Someone who has 

internalised the idea that restriction reflects admirable discipline, and who also fears being seen 

as attention-seeking if they ask for help, has two independent reasons to delay seeking help. 

Research synthesising lived-experience accounts of clinician stigma, meaning dismissive or 

weight-focused responses from healthcare professionals, found this contributed directly to 

treatment disengagement and, in some accounts, to worsening of eating-disorder behaviours as 

a means of being taken seriously.45 

There is also stigma within the medical profession. Interviews with adults with AN found 

weight stigma in medical settings, including clinicians praising weight loss and disbelieving 

restriction because a patient's weight was "normal," was present across the whole illness 

trajectory and directly contributed to healthcare avoidance.46 A similar dynamic disadvantages 

other groups who depart from the stereotype of a young, thin, affluent woman. A major review 
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of eating disorders in boys and men found under-recognition by clinicians and by the men 

themselves, who often did not identify their own symptoms because the concept was so strongly 

gendered.47 Beat estimates around a quarter of people with eating disorders in the UK are 

male,48 a proportion public perception still underestimates. Stigma delays diagnosis and can 

undermine the therapeutic relationships every treatment depends on.  

Changing The Conversation: 

Because eating disorders present so variably, assuming what someone's experience must be, 

based on their appearance, is precisely how atypical presentations go unrecognised.4950 

Education that combats weight-based assumptions, alongside screening that does not rely on 

visible thinness as the trigger for concern, is a direct response to the clinician-stigma findings 

above.5152 

Another principle is to keep everyday conversation away from weight, food and appearance, 

including well-intentioned compliments. Remarks such as "you look so well" can function as 

reinforcement regardless of intent, since eating disorders often recruit external validation into 

their own maintenance. This is central to the "New Maudsley" model of carer support, which 

reframes the carer's role toward calm, curious, non-judgemental communication, stepping back 

from patterns the model terms "accommodating" and "enabling."53 NICE places the same 

emphasis on family members as active participants in treatment.54 

Conversation beyond the individual matters too. Lauren Greenfield's 2006 documentary Thin 

depicted the tedium and relapse of treatment rather than a redemptive arc. However, its cast, 

too, was largely young, female and underweight. This is an example of the difficulty for even 

sympathetic representation to escape the stereotype it complicates.55 A useful counterpoint is 
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the BBC documentary Freddie Flintoff, Living with Bulimia, in which the cricketer disclosed a 

twenty-year history of bulimia concealed throughout a hyper-masculine sporting career.56 

Disclosure by figures furthest from the stereotype is precisely the mechanism contact-based 

stigma-reduction predicts should work best, since it contradicts the stereotype rather than 

simply asserting its falsity.5758 

NICE's guidance against using BMI alone to gate access to treatment is itself institutional 

conversation-shaping, still unevenly implemented.5960 A primary-care culture that asks only 

about weight loss will, by design, keep missing binge eating disorder, ARFID and atypical 

presentations, however sensitively any clinician communicates.6162 Beat's public messaging 

that eating disorders can affect anyone, regardless of age, gender, weight or background, targets 

this public stigma directly, and current NHS efforts to train teachers, school nurses and GPs to 

spot a wider range of presentations show that message reaching institutional practice.6364 

Conclusion: 

Taken together, the evidence above and the conversational shifts described point towards the 

conclusion that eating disorders can be treated. The evidence for structured, disorder-focused 

therapies, family-based treatment for adolescent AN, a plurality of options for adult AN, CBT-

E for bulimia nervosa and binge eating disorder, and an emerging base for ARFID, is reasonably 

substantial. Eating disorders are also difficult to treat, not because the treatments fail, but 

because the illnesses are often ego-syntonic, because services stay organised around a narrow, 

stigma-inflected picture of who becomes unwell, and because a meaningful minority develop 

illness the evidence base cannot yet adequately answer. 
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Ultimately, a diagnostic and service system built, often unconsciously, around one stereotyped 

presentation will systematically under-recognise everyone who does not fit it. Reshaping 

conversation is not separate from evidence-based treatment, but is a condition of its success.  
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