COMMENTARY

IJEDO

Italian Journal of Eating Disorders and Obesity

Intensive CBT-E for Eating Disorders: Beyond the False
Dichotomy Between Structure and Autonomy

Marco Massa

Centro Terapeutico Villa del Principe, Genoa, ltaly

Key words

CBT-E

Eating disorders

Anorexia nervosa

Self-regulation

Autonomy

Therapist drift

Intensive treatment
Evidence-based treatment
Collaborative empiricism

Eating disorder psychopathology

Introduction

Abstract

Intensive forms of enhanced cognitive behavioural therapy for eating disorders (CBT-E)
are sometimes characterized within contemporary clinical discussions as rigid,
prescriptive, or incompatible with patient autonomy. Such representations, however,
appear difficult to reconcile with the theoretical foundations and clinical principles of
the model. Since its original formulation, CBT-E has been conceived as a collaborative,
formulation-based treatment explicitly designed to promote flexible self-regulation
rather than externally imposed behavioural control.

This commentary examines the conceptual confusion that can arise when structured
therapeutic support for severe eating disorders is equated with coercion, externally
driven regulation, or loss of autonomy. In patients with severe eating disorder
psychopathology, malnutrition, cognitive rigidity, and impaired self-regulatory capacity
may substantially compromise the ability to make flexible, adaptive choices. In this
context, structured interventions may serve not as a negation of autonomy but as a
temporary therapeutic scaffold aimed at restoring it.

The paper also discusses how polarized representations of evidence-based treatments
may contribute to therapist drift, fragmented implementation, and reduced confidence
in empirically supported interventions. Particular attention is given to the risk of framing
structured behavioral treatments and person-centered approaches as mutually
exclusive categories.

The contemporary challenge in eating disorder treatment is not choosing between
structure and autonomy but developing clinically sophisticated models that integrate
collaborative care, subjective experience, and evidence-based practice without
reducing them to false dichotomies.

Although CBT-E includes structured therapeutic proce-
dures, it was developed as a collaborative, formulation-ba-

In contemporary discussions on eating disorder treatment,
enhanced cognitive behavioural therapy (CBT-E) is some-
times described as a rigid, prescriptive, or heteroregulatory
intervention, particularly when implemented in intensive
settings such as residential or day-hospital programmes.
Such characterisations, however, risk oversimplifying both
the theoretical foundations and the clinical aims of the
model.

sed, and highly individualized treatment aimed at restoring
flexible self-regulation in individuals whose cognitive, emo-
tional, and behavioral functioning has been significantly
compromised by eating disorder psychopathology (Fair-
burn et al.,, 2003; Fairburn, 2008). In this context, therapeu-
tic structure is not conceived as an instrument of coercion,
but as a temporary support intended to facilitate recovery of
autonomy and adaptive self-regulatory capacities.
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Atthe same time, contemporary autonomy-oriented and
phenomenological perspectives have contributed valuable
insights into the subjective experience of eating disorders.
Problems arise, however, when structured evidence-based
treatments and person-centred approaches are presented
as inherently opposed paradigms.

The aim of this commentary is to critically examine the
recurrent characterisation of intensive CBT-E as funda-
mentally “prescriptive” or “heteroregulatory”, clarifying
the theoretical principles of the model and discussing the
distinction between therapeutic structure and authorita-
rian control in the treatment of severe eating disorders.

What Intensive CBT-E Actually Proposes

From its original formulation, CBT-E was conceived not as
a fixed protocol rigidly applied to patients, but as a colla-
borative, formulation-based treatment designed to address
the specific mechanisms that maintain the eating disorder
in the individual patient (Fairburn et al., 2003; Fairburn,
2008). The model is explicitly transdiagnostic, flexible,
and individualized, and is supported by a substantial and
growing empirical literature across eating disorder dia-
gnoses and treatment settings (Kaidesoja et al., 2023).

CBT-E is certainly a structured treatment, but its
structure serves a specific clinical function: supporting
behavioural, cognitive, and emotional change in a condi-
tion characterised by pervasive psychopathological rigidi-
ty, malnutrition-related cognitive impairment (Keys et al.,
1950; Treasure & Schmidt, 2013), and the overevaluation of
shape, weight, and control over eating.

Recent contributions from CBT-E researchers have
explicitly addressed common misconceptions regarding
the presumed rigidity and prescriptiveness of the model.
Murphy and colleagues (2025), for example, note that
“while the treatment offers a clear structure, it is funda-
mentally formulation-driven and explicitly designed to be
both individualised and flexible”. The authors also empha-
size that misconceptions and communication gaps may
lead clinicians to “alter, dilute, or avoid key aspects of the
treatment”, potentially reducing its effectiveness.

These features are not peripheral aspects of the tre-
atment, but defining characteristics of the model itself.
CBT-E is grounded in collaborative empiricism, shared
understanding, informed decision-making, and active
patient participation. Even interventions often perceived
from the outside as highly directive — such as regular ea-
ting, self-monitoring, collaborative weighing, or behavio-
ral experiments — are conceptualized as tools intended to

enhance awareness, agency, and self-regulatory capacity,
rather than as mechanisms for enforcing passive com-
pliance or submission to external authority.

This distinction becomes particularly important in
intensive forms of CBT-E. Residential and day-hospital
CBT-E were developed for patients requiring a higher le-
vel of support because of severe eating disorder psycho-
pathology, medical instability, or insufficient response to
less intensive interventions. Their effectiveness has been
documented across a range of intensive treatment formats
(Dalle Grave et al., 2020; Dalle Grave et al., 2022). Howe-
ver, the increase in therapeutic support does not imply a
shift toward an authoritarian or coercive treatment phi-
losophy. Intensive CBT-E maintains the same theoretical
architecture and collaborative clinical stance as outpatient
CBT-E, while increasing environmental support, therapeu-
tic continuity, and multidisciplinary coordination (Dalle
Grave, 2012; Dalle Grave, 2013).

The literature on intensive CBT-E also repeatedly em-
phasizes the importance of maintaining a coherent, non-e-
clectic approach across treatment settings to reduce con-
fusion and support patient engagement in the therapeutic
process (Dalle Grave, 2013, 2026). The aim is not to replace
patient autonomy with institutional control, but to facilita-
te the recovery of self-regulation in individuals whose abi-
lity to regulate themselves has been profoundly compromi-
sed by eating disorder psychopathology.

Structured Treatment Is Not Equivalent to
Heteroregulation

In severe eating disorders, patient autonomy requires par-
ticular conceptual and clinical attention. Malnutrition,
dietary restraint, body checking, emotional avoidance,
and the overevaluation of shape, weight, and control over
eating frequently impair self-regulatory processes and sub-
stantially reduce cognitive and behavioural flexibility (Tre-
asure et al., 2013). Furthermore, the progression from early
illness stages to more severe and enduring forms of eating
disorders is often associated with increasing neurocogni-
tive, interpersonal, and functional impairment (Treasure
et al,, 2015). Under these conditions, patients may appear
formally free in their choices while remaining profoundly
constrained by eating disorder psychopathology.

Within this context, the introduction of therapeutic
structure does not necessarily imply suppression of au-
tonomy. Rather, it may function as a temporary form of
support aimed at restoring capacities compromised by the
disorder itself.
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CBT-E conceptualises structured interventions preci-
sely within this framework. Procedures such as regular ea-
ting, self-monitoring, behavioural planning, collaborative
weighing, and behavioural experiments are not implemen-
ted as disciplinary techniques or mechanisms of external
control, but as transparent and collaboratively negotiated
therapeutic tools. Furthermore, the modular structure of
CBT-E (e.g. weight concern, body image, dietary restraint,
intense emotional experiences, interpersonal difficulties,
setbacks, and mindsets) allows considerable flexibility and
individualisation within a coherent treatment model.

It is also important to recognise that all evidence-ba-
sed treatments for severe anorexia nervosa involve some
degree of behavioural structure and external support. Fa-
mily-Based Treatment (FBT), Specialist Supportive Clini-
cal Management (SSCM), inpatient refeeding protocols,
and intensive multidisciplinary programmes all require
temporary external organisation of eating behaviour and
aspects of the therapeutic environment. CBT-E, however,
differs in maintaining an explicitly collaborative and in-
dividual-centred framework while avoiding the externali-
sation of the eating disorder that characterises approaches
such as FBT, in which control over eating is initially tran-
sferred to parents (Dalle Grave et al., 2019).

From a CBT-E perspective, autonomy is not defined sim-
ply by the absence of structure. Rather, it emerges through
the progressive recovery of the patient’s capacity to make
flexible, informed, and non-eating-disorder-driven choi-
ces. Within this framework, temporary external therapeutic
support is not conceived as a replacement for self-regulation,
but as a means of making self-regulation possible again.

The False Dichotomy Between
“Prescriptive” Treatments and Autonomy-
Oriented Approaches

Contemporary discussions surrounding eating disorder
treatment sometimes present a polarised contrast between
evidence-based interventions described as “prescriptive”
and approaches framed as inherently autonomy-oriented
or person-centred. Within this framework, CBT-E may
occasionally be portrayed as primarily focused on beha-
vioural control and external regulation. Such dichotomies,
however, are conceptually reductive.

CBT-E does not conceptualise recovery as passive adhe-
rence to externally imposed norms. One of its central
aims is the restoration of flexible self-regulation and the
reduction of rigid dietary rules, body checking, dietary re-
straint, and the overevaluation of shape and weight. The

model explicitly seeks to broaden domains of self-evalua-
tion beyond eating disorder psychopathology and to redu-
ce the undue influence of shape and weight on self-evalua-
tion (Fairburn et al., 2003).

Recent developments in the literature have further rein-
forced this perspective. Murphy and colleagues (2025), for
example, describe CBT-E as a weight-neutral and anti-diet
approach and emphasise the importance of addressing in-
ternalised weight stigma, diet culture, and rigid societal
narratives surrounding body shape and eating.

At the same time, idealising purely “intuitive” self-re-
gulation in severe eating disorders requires clinical cau-
tion. In patients with severe anorexia nervosa, interocep-
tive awareness, hunger and satiety recognition, emotional
processing, and decision-making capacities are frequently
compromised by undernutrition and eating disorder featu-
res (Kaye et al., 2013).

This does notimply that autonomy-oriented or phenome-
nological approaches lack clinical value. On the contrary,
attention to lived experience, embodiment (Stanghellini et
al,, 2012), and personal meaning may substantially enrich
clinical understanding and therapeutic alliance. However,
such contributions should not be framed as inherently op-
posed to structured evidence-based treatments.

Distorted Representations of Evidence-
Based Treatments

The issues discussed so far raise broader questions con-
cerning the epistemic responsibility of specialist eating
disorder services (Cooper & Bailey-Straebler, 2015) and
professional training contexts. The way evidence-based
treatments are described in conferences, training activities,
and institutional presentations inevitably shapes how clini-
cians and patients understand the nature of effective care.
This issue is particularly relevant in specialist public ser-
vices, where clinical presentations are often perceived as
reflecting institutional standards and professional exper-
tise. In such contexts, conceptual precision becomes espe-
cially important.

Murphy and colleagues (2025) highlighted the persisten-
ce of several misconceptions surrounding CBT-E, noting
that beliefs regarding the model’s rigidity, inflexibility, or
limited applicability may lead clinicians to hesitate in re-
commending or implementing the treatment appropriately.

Within this context, describing intensive CBT-E prima-
rily in terms of “prescriptiveness”, “heteroregulation”, or
behavioural control risks obscuring central features of the
model, including individualised case formulation, collabo-
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rative empiricism, flexibility within model fidelity, and the
restoration of self-regulation.

The problem is not merely terminological. Distorted
representations of evidence-based treatments may con-
tribute to inconsistent implementation, reduced clinical
confidence, and progressive modifications of therapeutic
models that are not always empirically supported.

One particularly relevant consequence is therapist dri-
ft. As Waller (2009) observed, clinicians frequently move
away from evidence-based procedures not because of evi-
dence of ineffectiveness but because of personal discomfort,
misconceptions, or poorly defined attempts at eclectic in-
tegration. In eating disorders, this may lead clinicians to
avoid directly addressing maintaining mechanisms while
leaving core eating disorder features substantially unchan-
ged. Importantly, these processes often emerge from com-
passionate intentions. Clinicians may fear that structured
interventions could be experienced as invalidating or con-
trolling. However, avoiding essential therapeutic procedu-
res because they are mistakenly perceived as coercive may
paradoxically prolong pathological processes that themsel-
ves restrict autonomy, functioning, and quality of life.

More broadly, polarised narratives risk intensifying
cultural fragmentation within the eating disorders field.
These disorders represent some of the most severe mental
health conditions, and their treatment requires both scien-
tific rigour and respect for subjective experience. These di-
mensions should not be artificially opposed.

Conclusions

Characterising intensive CBT-E as fundamentally “pre-
scriptive”, “heteroregulatory”, or incompatible with patient
autonomy does not adequately reflect either the theoretical
foundations or the contemporary evolution of the model.

CBT-E was developed as a collaborative, formulation-ba-
sed treatment aimed at restoring self-regulation in indivi-
duals whose cognitive, emotional, and behavioural flexibi-
lity has been profoundly compromised by eating disorder
features. Within this framework, therapeutic structure is
not conceptualised as the opposite of autonomy, but may
instead represent a necessary condition for its recovery.

This does not imply that CBT-E is sufficient for all pa-
tients, nor that every criticism of the model is unfounded.
Critical discussion remains essential. However, meanin-
gful critique requires conceptual accuracy and faithful re-
presentations of the clinical models being discussed.

The contemporary challenge in eating disorder treatment
is not to choose between structure and autonomy, but to de-

velop clinically sophisticated approaches capable of integra-
ting therapeutic support, subjective experience, and eviden-
ce-based rigour without reducing them to false dichotomies.
Intensive CBT-E is not defined by heteroregulation, but by
the collaborative attempt to restore self-regulatory capacity
in individuals temporarily trapped within eating disorder
psychopathology.
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