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The aim of this article is to describe the key theoretical differences between CBT-

Anorexia nervosa AN-20 and enhanced cognitive behaviour therapy (CBT-E), to compare briefly the

gSEéN—QO findings from CBT-AN-20 with those of the principal outpatient CBT-E studies in adults
CBTT with anorexia nervosa, and to examine the conceptual and clinical implications of the

two approaches.

The treatments differ in their theoretical foundations and strategies. CBT-AN-20,
based on an anxiety model, promotes rapid behavioural change, exposure to feared
foods, weight gain, and early assessment of engagement, with early progress viewed
as a means of promoting inhibitory learning. Conversely, CBT-E is a transdiagnostic,
formulation-driven treatment targeting over-evaluation of shape, weight, and control,
along with other maintaining mechanisms. It emphasises collaborative engagement
and the patient’s active decision to change, with planned, collaborative, and predictable
steps that keep patients active and in control during treatment.

Cross-study comparisons indicated that the short-term intention-to-treat increase in
BMI observed with CBT-AN-20 was broadly comparable with that reported in longer
CBT-E studies. However, CBT-AN-20 has so far been evaluated only in one sample with
mild underweight, whose mean baseline BMI was 17.59 kg/m?. Treatment completion
was generally lower than in CBT-E studies, weight regain was less extensive than
that achieved in more severely underweight CBT-E cohorts, normalisation of eating-
disorder psychopathology appeared less frequent than in some studies, and evidence
regarding the maintenance of change remains limited.

In conclusion, if replicated in larger, well-designed studies with longer follow-up
periods, the available findings suggest that CBT-AN-20 may represent a promising
brief intervention for selected adults with mild underweight who are willing and able
to engage rapidly in increased eating, weight regain, open weighing and dietary
monitoring. However, the current evidence does not establish its equivalence to CBT-E.

Cognitive behaviour therapy
Outpatient treatment
Weight regain

Introduction mon, and full remission is achieved by only a minority of
patients in many studies.
The search for effective, acceptable and scalable outpatient A recent study provided a preliminary evaluation of

treatments for adults with anorexia nervosa remains a ~ CBT-AN-20 (Duggan et al.,, 2026), a 20-session cogniti-
major clinical and service priority. Existing psychological ~ ve-behavioural treatment for medically stable adult outpa-
treatments are relatively lengthy, non-completion is com-  tients with anorexia nervosa (Waller et al., 2025). The
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intervention was developed from the logic underlying
CBT-T, a brief treatment originally designed for non-un-
derweight eating disorders (Waller et al., 2019). CBT-
AN-20 aims to retain key cognitive-behavioural procedu-
res while accelerating behavioural change and reducing
treatment duration.

The current study addresses an important question: can
adults with anorexia nervosa obtain clinically meaningful
change in about half the number of sessions generally re-
commended in enhanced cognitive behaviour therapy
(CBT-E) for underweight patients (Fairburn, 2008)? The
answer cannot be derived from raw outcome similarity
alone because the available studies differ in baseline seve-
rity, design, treatment setting, outcome definitions, stati-
stical methods and follow-up.

This article therefore aims to: (1) clarify the conceptual
differences between CBT-AN-20, CBT-T and CBT-E; (2)
compare CBT-AN-20 outcomes with the main adult outpa-
tient CBT-E studies; and (3) identify clinical and research
implications.

CBT-AN-20: main clinical features

CBT-AN-20 is a 20-session outpatient treatment for adults
with anorexia nervosa who are medically stable and have a
BMI over 15 (Waller et al., 2025). It places strong emphasis
on behavioural change from the beginning of treatment.
Patients are expected to increase their food intake, regain
weight, accept open weighing and monitor eating.

Progress is formally reviewed around Sessions 6-8. Tre-
atment may be discontinued when patients are unwilling
or unable to engage in central procedures. Later sessions
include behavioural experiments, exposure to feared foods
and weight-related situations, body-image work, work on
emotional triggers and relapse prevention.

Conceptual differences between
CBT-AN-20 and CBT-E

CBT-AN-20 and CBT-E differ in their conceptualisation of
the core psychopathology of anorexia nervosa, which leads
to differences in treatment duration and methods. CBT-
AN-20 emphasises anxiety, avoidance, and fear-driven
learning, viewing dietary restriction, avoidance of feared
foods, and resistance to weight gain as strategies to limit
exposure to feared outcomes such as weight gain, fatness,
or loss of control. The treatment prioritises rapid reversal
of avoidance through increased eating, weight restoration,
open weighing, and exposure to food-, weight-, and bo-

dy-related fears. Early behavioural change is considered
essential for the development of new inhibitory learning.

CBT-E does not identify anxiety as the core psychopa-
thology of anorexia nervosa. From this perspective, anxiety
alone does not sufficiently account for the full phenomeno-
logy of the disorder. In contrast to simple phobic disorders,
where the feared stimulus is experienced as aversive and
avoidance reduces distress, individuals with anorexia ner-
vosa may experience control over eating, shape, and weight
as sources of achievement, mastery, superiority, pride, and
self-control. Weight loss and dietary restraint can be posi-
tively valued, not solely as mechanisms to escape anxiety.
Patients may interpret hunger, rigid control, and low wei-
ght as evidence of personal strength, and related preoccu-
pations may be perceived as useful for maintaining con-
trol. These egosyntonic features are challenging to explain
if anorexia nervosa is conceptualised primarily as a fe-
ar-based or avoidance disorder (Dalle Grave et al., 2019).

The transdiagnostic cognitive-behavioural theory un-
derlying CBT-E posits that the core psychopathology is the
over-evaluation of shape, weight, and control over eating.
Individuals with anorexia nervosa judge their self-worth
predominantly, and at times almost exclusively, on these
factors. Behaviours such as strict dieting, excessive exerci-
se, body checking, body avoidance, and other weight-con-
trol practices are understood within this framework, as
successful control provides a significant foundation for
self-evaluation. While anxiety about food and weight gain
is clinically relevant, it is viewed as a secondary manifesta-
tion of this broader psychopathology rather than its pri-
mary cause. Fear intensifies because weight gain threatens
an area on which personal value is excessively dependent.

This conceptual distinction has significant implications
for treatment. In CBT-AN-20, exposure is a central com-
ponent. Patients are encouraged to confront feared foods,
increase food intake, gain weight, and engage in body-rela-
ted situations while tolerating substantial anxiety, with the
aim of reducing avoidance and facilitating new learning.
The model assumes that reducing fear or increasing tole-
rance of fear is a primary pathway to recovery.

CBT-E also targets avoided foods, feared weight gain,
and body-related situations, but does not structure tre-
atment primarily around anxiety reduction. Behavioural
interventions are selected based on an individualised for-
mulation and are intended to modify the processes that
maintain the eating disorder. Patients may gradually rein-
troduce avoided foods, decrease body checking, or regain
weight; however, these changes are conceptualized as a
strategy to test predictions, challenge rigid rules, reduce
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the preoccupations with shape, weight, and eating control,
and diminish the dominance of shape, weight, and eating
control in self-evaluation. The principal therapeutic goal is
not merely to demonstrate anxiety tolerance, but to assist
the patient in developing a more nuanced and adaptive sy-
stem of self-evaluation.

The two treatments differ in their pace and approach
to weight restoration. CBT-AN-20 consists of 20 sessions
and aims to rapidly initiate nutritional and behavioural
changes, with early emphasis on increased food intake and
weight regain. Early progress is considered essential for
corrective learning within this brief intervention. In con-
trast, CBT-E for underweight patients typically involves
approximately 40 sessions over 40 weeks, providing more
time to engage the patient, develop an individualised plan,
assess the risks of remaining underweight, and collabora-
tively decide on weight restoration. Nutritional rehabili-
tation is integrated with the treatment of eating disorder
psychopathology, followed by consolidation.

The role of patient control differs between the two ap-
proaches. Exposure-based methods such as CBT-AN-20
encourage patients to confront high levels of anxiety to
maximise inhibitory learning (Craske et al., 2014). In con-
trast, CBT-E emphasises predictable, collaborative beha-
vioural change that aligns with the patient's individuali-
sed formulation. For example, planning food intake and
weight restoration enables patients to observe the relation-
ship between eating and weight, maintaining their active
involvement and sense of control throughout the process.
This approach promotes cognitive change without external
conflicts over food and weight.

Nevertheless, the contrast between the two models
should not be overstated. CBT-E recognises that anxiety,
avoidance and safety behaviours may contribute substan-
tially to the maintenance of anorexia nervosa. Conversely,
CBT-AN-20 includes cognitive restructuring, behavioural
experiments and body-image interventions that extend
beyond exposure alone. Both treatments address restricti-
ve eating, low weight, feared foods, weighing, body-image
difficulties and relapse prevention.

The principal difference concerns the mechanism con-
sidered to organise the disorder. CBT-AN-20 places fear,
avoidance and inhibitory learning at the centre of treat-
ment and seeks to produce rapid corrective learning throu-
gh early behavioural change. CBT-E locates these pheno-
mena within a broader and often egosyntonic system in
which shape, weight, eating and their control have become
central to personal value.

Comparison of CBT-AN-20 study with
CBT-E studies

Although the study of Duggan and colleagues is the only
effectiveness study of CBT-AN-20 and included a compa-
rison with CBT-E, we consider any conclusions about the
relative outcomes of the two treatments to be premature.
CBT-AN-20 has so far been evaluated in this single pre-
liminary effectiveness study involving adult outpatients
(Duggan et al., 2026), whereas CBT-E has been examined
in the same population in a randomised controlled trial
(Byrne et al., 2017) and several cohort studies. Neverthe-
less, for completeness, Table 1 summarises the findings of
all available outpatient studies of CBT-AN-20 and CBT-E
in adults with anorexia nervosa.

CBT-AN-20 did not show a clear advantage over CBT-E
in treatment completion, suggesting that a shorter inter-
vention does not necessarily reduce dropout. Its short-term
BMI increase was comparable with that observed in some
CBT-E studies, indicating potential efficiency in patien-
ts with relatively higher baseline BMI. However, CBT-E
produced greater weight restoration in more severely un-
derweight samples and higher rates of clinically significant
improvement in some cohorts. Most importantly, the limi-
ted and inconsistent follow-up data for CBT-AN-20 do not
yet establish whether its short-term benefits are maintai-
ned over time.

Clinical and service implications

CBT-AN-20 addresses an important clinical and service
need. A treatment delivered in 20 sessions could increa-
se service capacity, reduce waiting times, and allow more
patients to receive specialist outpatient care. Its prelimi-
nary findings, if confirmed in subsequent studies, suggest
that clinically meaningful weight gain and substantial
reductions in eating-disorder psychopathology can oc-
cur over a relatively short period in some medically stable
adults with anorexia nervosa. However, the population in
which CBT-AN-20 has been evaluated must be clearly de-
fined. Although the study of Duggan et al. (2026) admitted
patients with a BMI between 15 and 19, the mean baseli-
ne BMI was 17.59, indicating that the treatment was tested
predominantly in patients with mild rather than moderate,
severe, or extreme underweight, according to the DSM-5
severity specifier classification (American Psychiatric As-
sociation, 2013).

This distinction is clinically important. The findings
cannot presently be generalised to many patients with ano-
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Table 1. Comparison of CBT-AN-20 and CBT-E Studies in Adults with Anorexia Nervosa

Study Design and Treatment Completion | BMI outcome Psychopathology / Follow-up
adult sample categorical outcome
CBT-AN-20
Duggan et Naturalistic 20 sessions 35/61 (567.4%); | ITT 17.59 to EDE-QITT 3.40 to 1.30; | Non-uniform 1-,
al. (2026), outpatient 28/51 (54.9%) | 19.45 (+1.86); completers 3.30 to 1.05. | 3- or 6-month
CBT-AN-20 | case series; 61 among those | completers Among completers follow-up;
adults; baseline starting below | 17.67 to 19.62 starting below BMI 18.5, | substantial
[TT BMI 17.59 BMI 18.5 (about +1.95) 64.3% reached BMI missing data
>=18.5. EDE-Q <2.77:
56.5% among those
initially clinical; 65.7%
across all completers
CBT-E
Fairburn et Prospective Focused 63/99 (63.6%) | ITT 16.1 to Completer EDE-Q 3.19 | Closed 60-week
al. (2013), two-site cohort; | CBT-E; 40 17.9 (+1.8); to 1.30; 61.9% reached | follow-up
total UK-ltaly | 99 adults; sessions over completers 16.0 | BMI >=18.5; 88.7% had
baseline BMI 40 weeks t0 18.8 (+2.77) EDE-Q <2.77
16.1
Fairburn et 49 adults; Focused 32/49 (65.3%) | ITT 15.7 to Completer EDE-Q 2.74 | At 60 weeks:
al. (2013), markedly CBT-E; 40 17.7 (+2.0); to 1.15; 53.1% reached | BMI 18.3; 40.7%
ltalian underweight; sessions over completers 15.5 | BMI >=18.5; 87.1% had | BMI >=18.5;
sample baseline BMI 40 weeks to 18.6 (about EDE-Q <2.77 80.8% EDE-Q
15.7 ITT and +3.1) <277
15.5 among
completers
Byrne et al. | Multicentre CBT-E; 25-40 | 26/39 (66.7%) | Estimated ITT Global EDE 3.52 t0 213 | 6- and
(2017) CBT-E | RCT; 39 adults; | sessions over increase +2.10 post-treatment and 1.93 | 12-month
arm baseline BMI 10 months post-treatment | at 12 months; 59.0% follow-up;
16.59 and +2.35 at 12 | BMI >18.5, 48.7% boosters and
months Global EDE «1.81, and additional
30.8% strict remission treatment
at 12 months permitted
Dalle Grave | 128 adult Outpatient 93/128 BMI improved No significant 6- and
et al. (2018), | women: 64 or intensive (72.7%) overall | across all differences among 12-month
DSM-5 outpatient and CBT-E severity mild, moderate, severe | follow-up;
severity 64 intensive selected categories; and extreme groups in | categorical
study CBT-E; mean according to severe and weight recovery or good | outcomes
BMI 15.5; 38.3% | clinical need extreme groups | outcome combine
extreme AN initially showed settings
faster BMI
change
Calugi et Naturalistic Outpatient 20/30 (66.7%) | Completers 15.1 | EDE-Q global 3.5 to 20- and 60-
al. (2021), outpatient CBT-E; 40 to 18.8 (+3.7); 1.0; 55% full response week follow-
severe and case series; 30 | sessions over BMI 19.0 at both | (BMI >=18.5 and EDE-Q | ups; changes
extreme AN | patients aged 40 weeks follow-ups <2.77) maintained
17-48; BMI <16;
mean BMI 15.1;
63.3% extreme
AN
Dalle Grave | Adult subgroup | Outpatient 28/54 (51.9%) | ITT 16.1 to 19.3 | EDE-Q global 3.1 to 20-week follow-
et al. (2023) | n=54; mean age | CBT-E; 40 at EOT and 0.9 at EOT and 1.0 at up
adults aged | 20.5; baseline sessions over 19.6 at 20-week | follow-up. Completer full
18-25 BMI 16.1 40 weeks follow-up response 53.6% at EOT
and 52.6% at follow-up;
adult ITT full response
541% and 54.4%
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rexia nervosa and lower BMI. By comparison, outpatient
CBT-E has also been evaluated in substantially more un-
derweight samples, including patients with a mean baseli-
ne BMI of 15.1 and a high proportion meeting criteria for
extreme anorexia nervosa. These patients achieved greater
absolute increases in BMI during the 40-session treatment,
with improvements maintained at 20- and 60-week fol-
low-ups.

CBT-AN-20 may therefore prove most suitable for a se-
lected subgroup of medically stable adults with mild un-
derweight who are able and willing to engage rapidly in
increased eating, weight regain, open weighing and dietary
monitoring. Its strong emphasis on immediate behavioural
change may be advantageous for patients who are ready to
act and who respond positively to a focused, exposure-o-
riented intervention. Conversely, it may be less acceptable
to patients who require more time to develop engagement,
understand the personal functions of the eating disorder
or make an autonomous decision to regain weight. Inde-
ed, the early behavioural demands of CBT-AN-20 may ac-
celerate change among those who remain engaged while
contributing to withdrawal among patients who are not yet
prepared to undertake these changes.

Clinical efficiency should therefore not be equated sim-
ply with brevity. A shorter intervention is genuinely efhi-
cient only if it produces comparable rates of treatment
completion, adequate weight restoration, minimal resi-
dual eating-disorder psychopathology, functional recovery
and sustained remission without increasing relapse or the
subsequent use of additional treatment. The relevant ser-
vice-level outcome is not the cost per session or per treat-
ment episode, but the cost per patient who achieves and
maintains a clinically meaningful recovery. A brief inter-
vention that requires frequent extension, renewed treat-
ment or later intensive care may not reduce costs across the
full care pathway.

Our clinical experience in a service that routinely de-
livers CBT-E while allowing flexibility in treatment dura-
tion also suggests that a fixed number of sessions may not
be optimal for every patient. Some patients progress more
rapidly than anticipated and may achieve a full response
in approximately 20-25 sessions, whereas others change
more gradually and may require as many as 60 sessions
to reach a comparable outcome. These differences appear
to be influenced by several factors, including the patient’s
awareness of the disorder and its consequences, readiness
to engage actively in change, degree of low weight, severi-
ty and complexity of the eating-disorder psychopathology,
and the extent of the difficulties encountered in restoring

weight. Extending treatment beyond 40 sessions should
not, however, become an open-ended response to a lack of
progress. In our view, an extension is justified only when
the patient remains actively engaged, and there is conti-
nuing evidence of meaningful improvement in weight,
eating-disorder psychopathology, or both. The most clini-
cally appropriate implementation strategy may therefore
be neither to prescribe an identical fixed duration for all
patients nor to regard the shortest possible treatment as
inherently superior, but to individualise treatment length
according to the patient’s presentation, rate of change and
ongoing response.

The conceptual differences between CBT-AN-20 and
CBT-E may eventually have implications for treatment se-
lection. CBT-AN-20 may be particularly appropriate when
food-, weight- and body-related fears and avoidance appe-
ar prominent and when the patient is prepared to confront
them from the outset. CBT-E may be preferable when am-
bivalence is pronounced, when weight control is strongly
egosyntonic, or when the clinical picture requires a more
extensive, formulation-driven intervention addressing the
over-evaluation of shape, weight and control over eating
together with other maintaining mechanisms. At present,
however, these possible indications are hypotheses rather
than empirically established treatment-matching criteria

Research priorities

Future research on CBT-AN-20 should investigate clinical
outcomes in cohort studies, with longer follow-up asses-
sment and with patients with moderate or severe underwei-
ght. If the results are confirmed, the next step should be
a sufficiently powered randomised comparison of CBT-
AN-20 and CBT-E, potentially using a non-inferiority desi-
gn. Equivalence should not be judged from short-term BMI
change alone but from predefined outcomes combining
weight recovery and eating-disorder psychopathology.

The trial should use identical eligibility criteria, stratify
participants by baseline BMI and illness duration, and pro-
vide comparable therapist training, supervision, and inde-
pendent assessment of competence and fidelity.

Outcome definitions should be standardised and inclu-
de completion, full response, remission, relapse, adverse
events, clinical impairment, quality of life, functioning, ac-
ceptability, medical status, and use of additional treatment.
Assessment should include both the EDE and EDE-Q, with
follow-up at 6, 12, and preferably 24 months.

Health-economic analyses should establish whether
fewer sessions produce genuine savings across the full

onlineijedo.positivepress.net

IJEDO 2026;8:58-63



Calugi Simona et al.
doi: 10.32044/ijied0.2026.10

IJEDO

Italian Journal of Eating Disorders and Obesity

care pathway. Mechanism and qualitative studies should
also examine how early weight change, anxiety, avoidan-
ce, engagement, and over-evaluation of shape and weight
influence outcome, why some patients respond well to the
immediate behavioural demands of CBT-AN-20 while
others disengage, and whether these factors can guide tre-
atment matching.

Conclusion

CBT-AN-20 is a promising brief intervention. Its prelimi-
nary findings indicate that clinically meaningful weight
gain and substantial reductions in eating-disorder psycho-
pathology can occur within 20 sessions in a subgroup of
medically stable adults with anorexia nervosa and pre-
dominantly mild underweight. The short-term inten-
tion-to-treat increase in BMI is broadly comparable with
that reported in some longer studies of CBT-E.

The available evidence does not, however, establish
equivalence between CBT-AN-20 and CBT-E. CBT-AN-20
needs more robust effectiveness studies and efficacy stu-
dies before a comprehensive comparison can be made.

Conceptually, CBT-AN-20 appears closer to CBT-T than
to a shortened version of CBT-E. It prioritises brevity, rapid
behavioural change, exposure to feared situations and ear-
ly evaluation of engagement. CBT-E, by contrast, is a tran-
sdiagnostic, formulation-driven treatment that places gre-
ater emphasis on collaborative engagement, the patient’s
active decision to change, modification of the individual
mechanisms maintaining the eating disorder, and the con-
solidation of progress over time.

The findings also raise a broader question about how tre-
atment duration should be determined. Clinical efficiency
should not be equated with delivering the fewest possible
sessions. Some patients may respond fully to a relatively
brief intervention, whereas others may require substantial-
ly more time because of limited awareness of the disorder,
greater ambivalence about change, more severe or com-
plex psychopathology, or difficulties with weight regain.
Treatment duration may therefore be better guided by the
patient’s clinical characteristics, rate of progress and con-
tinuing active engagement than by a predetermined ma-
ximum number of sessions. Extending treatment beyond
the standard duration is most defensible when meaningful
improvements in weight, eating-disorder psychopathology
or both are still occurring.

The two approaches may eventually prove useful for
different patients, or brief treatment may become an ini-
tial option within a more flexible stepped-care pathway.

At present, however, CBT-AN-20 should be regarded as
an intervention requiring adequately powered controlled
evaluation, clearer identification of the patients for whom
it is suitable, and longer-term follow-up. CBT-E remains
supported by a broader evidence base across different ea-
ting-disorder presentations, levels of underweight and
follow-up periods. Future research should therefore move
beyond asking which treatment is shorter and determine
which intervention, delivered for what duration, produces
a full and sustained response for which patients.
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