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Abstract
Background  The current study investigates determinants of treatment evaluation by adolescent outpatients with anorexia 
nervosa (AN) and the accordance with their parents’ and psychotherapists’ evaluation.
Sampling and methods  The sample included 50 female adolescent outpatients (mean age: 16.9 ± 1.8) with AN (DSM-IV). 
They were randomly assigned to either cognitive-behavior therapy (CBT) or dialectical-behavior therapy (DBT). Before 
(T1) and after treatment (T2) diagnostic interviews as well as self-report questionnaires were administered measuring eat-
ing disorder-specific and general psychopathology. The subjective evaluation of the therapy was assessed by a self-report 
questionnaire. Data on the evaluation of treatment of 42 parents were considered as well as treatment evaluations of the 
therapists for 48 patients.
Results  Our results revealed significant correlations of treatment satisfaction between parents and therapists, whereas 
patients and therapists as well as patients and parents did not agree in their treatment evaluation. The change in body mass 
index (BMI) was a significant predictor of the patients’ treatment satisfaction.
Conclusion  Adolescent patients displaying high severity of AN at the beginning of treatment put little emphasis on the 
importance of body weight even after treatment. Satisfaction ratings of this special group of patients could be heavily dis-
torted and have to be interpreted carefully.
Level of evidence  Level I, randomized controlled trial.
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Background

Evidence-based clinical practice should rely on clinical exper-
tise, the best research evidence as well as patient values. The 
integration of these aspects into the decision process for 

patient treatment makes good clinical outcomes and increased 
quality of life more likely [1]. Patients with eating disorders 
(EDs) and their carers are important sources concerning treat-
ment perceptions, particularly the perceived efficacy and 
their satisfaction with treatment [2]. In addition to patients’ 
and parents’ perspectives on treatment of EDs, the view of 
therapists could provide recommendations to improve the 
treatment of EDs. A comparison of patients’ and therapists’ 
treatment evaluations [3] indicated that both therapists and 
patients rated as important aspects of the quality of treatment 
the focus of treatment, therapeutic alliance, and communi-
cational skills. However, they valued similar topics differ-
ently. Therapists evaluated the focus on ED symptoms and 
behavioral change higher, whereas patients rated the thera-
peutic relationship and addressing underlying problems as 
particularly important. Moreover, patient dissatisfaction with 
treatment may cause to treatment delay, failure to engage and 
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to treatment discontinuation [4, 5]. Thus, it is of particular 
importance to investigate the subjective evaluation of treat-
ment from the patients’, parents’ and therapists’ point of view 
to improve the treatment of EDs [2, 4]. However, there are 
only a few studies available analyzing treatment satisfaction 
of adolescent patients with EDs, especially with anorexia 
nervosa (AN). These studies found an overall high level of 
satisfaction from the patients’, parents’ and therapists’ per-
spective [6–8]. Schneider et al. [8] identified a relationship 
between satisfaction and treatment outcome in adolescents 
with AN or BN, their parents and therapists after inpatient 
treatment with dialectical-behavior therapy (DBT). The body 
mass index (BMI) change had a prognostic impact on the 
parents’ satisfaction. Furthermore, a relationship between 
satisfaction from the patients’ and parents’ perspective and 
the BMI at the beginning of inpatient treatment could be indi-
cated. Moreover, the results displayed no conformities of the 
parents’ and the therapists’ satisfaction ratings, but the ratings 
of patients and parents as well as of patients and therapists 
showed a meaningful accordance. A recent study [9] inves-
tigated patient and parent perspectives on the helpfulness of 
family-based therapy (FBT) and whether these evaluations are 
linked to changes in ED symptoms. Both patients and their 
parents evaluated FBT as helpful, but improvements in eating-
related psychopathology were associated with adolescents’ 
perceptions of helpfulness, while physical improvements were 
associated with mothers’ perceptions of helpfulness.

The existing research concerning the subjective evalu-
ation of psychotherapy of adolescents with AN is quite 
limited. Due to methodological limitations, such as small 
sample sizes, the use of inconsistent definitions of treatment 
satisfaction or different treatment settings, the results of pre-
sent studies are difficult to interpret.

Therefore, the aim of the present study was to examine, 
as secondary analysis of our randomized controlled trial 
comparing cognitive-behavior therapy (CBT) and DBT in 
adolescents with AN [10], the subjective evaluation of the 
two mentioned outpatient therapy approaches in AN patients 
and the accordance with their parents’ and therapists’ evalu-
ations. Furthermore, the role of treatment satisfaction as an 
indicator of objective treatment outcome should be analyzed. 
We investigated these two treatment approaches due to the 
need for effective treatments for patients and families, for 
whom FBT as the treatment approach with the strongest 
evidence base for effectiveness in adolescents with AN is 
not suitable.

We hypothesized that there are correlations between the 
treatment satisfaction ratings of (a) parents and therapists, 
(b) patients and parents, and (c) patients and therapists. 
Additionally, we supposed an association between treatment 
satisfaction and symptom change during therapy.

Sampling and methods

Participants

All patients were recruited from a CBT-based specialized 
eating disorder unit at the child and adolescent psychiat-
ric department of a major university hospital in Germany 
between 2006 and 2011. Inclusion criteria encompassed 
female adolescents with a diagnosis of AN as well as an 
indication for outpatient treatment due to AN. Exclusion 
criteria were a diagnosis of BN or EDNOS, an IQ < 85 
tested by using the CFT-20-R (Culture Fair Intelligence 
Test 20-Revised; German Version) [11] as well as addi-
tional psychotherapeutic treatment. Regarding psy-
chotropic medication, patients had not be naïve at the 
beginning of the study. The ED diagnosis according to 
DSM-IV [12] was confirmed by the Structured Inventory 
for Anorexic and Bulimic Syndromes (SIAB-EX) [13]. 
The German version of the Composite International Diag-
nostic Interview (CIDI-DIA-X) [14] was used to screen all 
patients for psychiatric comorbidities.

All participants and their parents had received detailed 
information about the study. Patients could only partici-
pate in the study if they and their parents had provided 
written informed consent. The study was approved by the 
Institutional Review Board.

The total sample of the study is a subsample of a ran-
domized controlled trail comparing CBT and DBT with 
a waiting-list condition (WLC) in adolescents with AN 
[10] consisted of 50 female outpatients with AN [AN-
R: 41 (82%)], AN binge-purging type [AN-BP: 9 (18%)]. 
The mean age of the participants was 16.9 (± 1.8) years. 
24 (48%) patients were treated with CBT and 26 (52%) 
with DBT. Before starting outpatient treatment 5 (20.8%) 
patients of the CBT group as well as 5 patients (19.2%) of 
the DBT group were assigned to a 12-week WLC. During 
the waiting period, they received supportive counselling 
every 2 weeks. Specific psychotherapeutic strategies were 
not applied. For the present study, however, only the data 
of the two time points, before (T1) and after outpatient 
treatment (T2), were considered.

Furthermore, data on the evaluation of treatment of 42 
parents were considered as well as treatment evaluations 
of the therapists for 48 patients.

Outpatient treatment

Patients were randomly assigned to 25 weeks of outpa-
tient treatment, either CBT or DBT using the procedure of 
blocked randomization. Both treatment conditions based 
on standardized treatment manuals and were provided by 
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different trained therapists. The two treatment approaches 
mentioned have been described in detail elsewhere [10]. If 
necessary, patients received additional psychotropic medi-
cation. The indications of phychopharmacological inter-
ventions were made by the senior child and adolescent 
psychiatrist based on treatment guidelines.

Cognitive‑behavior therapy

The CBT approach used in the present study based on the CBT 
programme for adults with eating disorders of Jacobi et al. [15]. 
It was adapted to children and adolescents with AN and BN, 
including 25 sessions of individual therapy and 25 sessions of 
group therapy. As an age-specific modification parents partici-
pated in 5 sessions of individual therapy as well as in 8 sessions 
of group therapy [10, 16]. Both individual sessions and family 
sessions were conducted by the same therapist.

Dialectical‑behavior therapy

The DBT programme had originally been developed by Line-
han [17] for the treatment of patients with borderline person-
ality disorders. Meanwhile, this therapy approach has been 
adapted to adolescent and adult patients with other psychiatric 
disorders [18]. In this study we conducted a modified DBT 
programme for adolescents with AN or BN (DBT-AN/BN), 
which was developed by Salbach-Andrae et al. [10].

In the present study, patients received 25 sessions of indi-
vidual therapy and 25 sessions of DBT skills training in a 
group. As in the CBT arm, parents took part in 5 sessions of 
individual therapy and in 8 sessions of group skills training. 
Individual sessions as well as family sessions were conducted 
by the same therapist.

Procedure

At two time points, before (T1) and after outpatient treatment 
(T2), the SIAB-EX [13], the Eating Disorder Inventory-2 
(EDI-2) [19] and the Symptom-Checklist-90-R of Derogatis 
(SCL-90-R) [20] were used to determine eating disorder-spe-
cific and general psychopathology. Furthermore, for each par-
ticipant body height (m) and body weight (kg) were measured 
to calculate the body mass index (BMI = kg/m2) and the BMI-
percentile. Participants were weighed wearing light clothing 
(without shoes).

Prior to outpatient treatment (T1) the CIDI-DIA-X [14] was 
used to screen for psychiatric comorbidities according to the 
DSM-IV criteria.

After treatment (T2), patients, their parents and therapists 
completed the self-report questionnaire “Questionnaire for the 
evaluation of treatment” (German version, FBB) [21] to assess 
satisfaction with outpatient treatment.

Measurements

Composite international diagnostic interview

The CIDI-DIA-X [14] is a standardized diagnostic interview 
to assess psychiatric disorders according to DSM-IV [12] 
criteria.

The test–retest reliability ranged between 0.49 and 
0.83, the interrater-reliability ranged between 0.82 and 
0.98. The construct validity of the CIDI-DIA-X is simi-
lar to other structured diagnostic interviews [14]. In the 
present study, the CIDI-DIA-X was conducted by trained 
research assistants under the supervision of the attending 
child and adolescent psychiatrist to screen for psychiatric 
comorbidities.

Structured inventory for anorectic and bulimic syndromes

The SIAB-EX [13] represents a semi-structured interview 
that measures the presence and severity of specific eating-
related psychopathology over the previous three months. It 
can be used for people aged between 16 and 65 and provides 
diagnoses of eating disorders according to DSM-IV.

The interview has a good interrater-reliability, κ = 0.81, 
and good internal consistency, Cronbach’s α ranged between 
0.53 and 0.93 [13]. In the current study, the SIAB-EX 
was also conducted by clinically experienced and trained 
research assistants under the supervision of the attending 
child and adolescent psychiatrist.

Symptom‑checklist 90‑revised

The SCL-90-R [20] is a self-report measure to quantify 
physical and psychological symptoms within the previous 
seven days. The questionnaire consists of the nine subscales 
“somatization”, “obsessive-compulsive”, “interpersonal 
sensitivity”, “depression”, “anxiety”, “hostility”, “phobic 
anxiety”, “paranoid ideation” and “psychoticism”. It has a 
good internal consistency with Cronbach’s α between 0.74 
and 0.97 [20]. In the present study the global severity index 
(GSI) that provides information about the overall psycho-
logical state of a person was considered.

Eating disorder inventory‑2

The EDI-2 [19, 22] is a self-report questionnaire to assess 
the eating disorder-specific psychopathology. In the present 
study the short version with the eight subscales “drive for 
thinness”, “bulimia”, “body dissatisfaction”, “ineffective-
ness”, “perfectionism”, “interpersonal distrust”, “interocep-
tive awareness”, and “maturity fears” was used. The EDI-2 
has a good reliability, with Cronbach’s α between 0.73 and 
0.93, and validity in eating disordered samples. The EDI-2 
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total score as an indicator of the degree of eating disorder-
specific psychopathology was applied in this study.

Questionnaire for the evaluation of treatment

The subjective evaluation of the therapy was determined 
by using the Questionnaire for the Evaluation of Treat-
ment (German version, FBB [21]). The FBB is a self-report 
questionnaire to measure aspects of outcome quality as 
well as the quality of treatment course from the patients’, 
parents’ and therapists’ perspectives. There is a special 
version of the questionnaire for each of the three groups 
mentioned. The version for patients includes the subscales 
“therapeutic outcome”, “relationship with the therapist”, 
and “general conditions of the treatment”, whereas the ver-
sion for parents encompasses the two subscales “therapeu-
tic outcome” and “course of treatment”. The version for 
therapists consists of the following subscales: “therapeutic 
outcome with regard to the patient”, “therapeutic outcome 
with regard to the family”, “cooperation with the patient”, 
“cooperation with the mother”, and “cooperation with the 
father”. The internal consistency (Cronbach’s α) of the 
subscales averages α = 0.80. The test–retest reliability of 
the three questionnaire versions ranged between r = 0.68 
and r = 0.77 [21]. In this study the total score was consid-
ered, representing the overall satisfaction with outpatient 
treatment.

Statistical analysis

All data were analyzed using SPSS for Windows version 
21.0. Values of p < 0.05 were considered statistically sig-
nificant. Pairwise comparisons of the variables BMI, EDI-2 
total score, and SCL-GSI were conducted, using t tests for 
paired samples. All assumptions were fulfilled.

To determine the conformities between the three raters, 
non-parametric correlations (Spearman rs) were applied, 
since the requirement of normal distribution was not given. 
The effect sizes were interpreted according to Cohen [23].

Furthermore, hierarchical regression analyses were used 
to identify the relationship between treatment satisfaction 
and symptom change. All requirements for this calculation 
were checked and all continuous variables were centered.

In the regression model the control variables therapy 
group (TG; CBT and DBT) and WLC were included in the 
first step. In the second step the variables marking symptom 
change (DIF (difference) EDI-2, DIF GSI und DIF BMI) 
and the existence of an eating disorder at T2 (DIAGNOSIS 
T2) were entered as predictors. In the final step EDI-2 T1, 
GSI T1 and BMI T1 were added as well as the variables 
describing the interactions of differences and symptom strain 

at T1 (DIF EDI-2*EDI-2 T1, DIF GSI*GSI T1 and DIF 
BMI*BMI T1) were appended.

All necessary assumptions (linearity, non-existence of 
multicollinearity, homoscedasticity, normality of residuals, 
free of measurement error) needed for calculating the hier-
archical regression analyses were given.

Results

Study sample

The total sample consisted of 50 female AN outpatients 
with a mean age of 16.9 years (± 1.8). CBT treatment was 
given to 24 (48%) patients and 26 (52%) patients received 
DBT treatment. Differences between the treatment groups 
(CBT and DBT) regarding sample characteristics could not 

Table 1   Total sample characteristics at baseline (T1)

Medication refers to Mirtazapin, Cipralex, Ritalin, Fluoxetin, L-Thy-
roxin or Amitriptylin. IQ was assessed with the CFT-20-R, revised 
(basic intelligence test scale 2; Weiß, 2006). Diagnoses of AN were 
assessed by the SIAB-EX and refer to DSM-IV. Psychiatric comor-
bidity was assessed by CIDI-DIA-X and refers to DSM-IV
M mean, SD standard deviation, n subsample (values vary because 
of missing data). Age in years. BMI body mass index, SDS standard 
deviation score, IQ intelligence quotient, OCD obsessive–compulsive 
disorder, SES socioeconomical status
a Inpatient stay due to an eating disorder diagnosis

Variables M (SD)

Age (in years) 16.9 (1.8)
Age of initial manifestation (in years) 15.1 (1.6)
Duration of illness (in years) 1.8 (1.4)
BMI 16.5 (1.1)
BMI-percentile 4.5 (4.8)
BMI SDS − 2.1 (0.9)
IQ 112.3 (13.7)

n (%)

At least one inpatient staya 12 (24)
AN restricting type 41 (82)
AN binge-purging type 9 (18)
Treatment with CBT 24 (48)
Treatment with DBT 26 (52)
At least one psychiatric comorbidity 31 (62)
 Affective disorders 26 (52)
 Anxiety disorders 10 (20)
 Substance abuse 4 (8)
 OCD 3 (6)

SES low 5 (10)
SES medium 20 (40)
SES high 22 (44)
Medication 10 (20)
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be detected. Further sample characteristics are presented in 
Table 1.

The symptoms improved during the course of the study 
for the total sample as well as for the treatment groups. 
In the total sample the eating disorder-specific symptoms 
measured by EDI-2 (t = 4.14; p < .001***; d = 1.28) as well 
as the general symptom strain measured by GSI (t = 4.46; 
p < .001***; d = 1.35) decreased significantly between T1 
and T2. The BMI (t = − 4.65; p < .001***; d = 1.16) on the 
contrary increased significantly.

Concerning the therapy conditions (CBT, DBT), the eating 
disorder-specific symptoms measured by EDI-2 decreased 
significantly in the CBT (t = 3.34; p = .003**; d = − 0.61) and 
the DBT group (t = 2.61; p = .016**; d = − 0.55). Addition-
ally, the general symptom strain assessed by the GSI lowered 
in the CBT group (t = 3.67; p = .001**; d = 0.78) as well as in 
the DBT group (t = 2.63; p = .015*; d = 0.47). Furthermore, 
in the CBT group (t = − 3.35; p = .003**; d = 1.04) and in 
the DBT group (t = − 3.48; p = .002**; d = 0.7) the BMI 
increased significantly.

Descriptive results of treatment satisfaction

The mean satisfaction scores concerning the patients’ 
(M = 2.9, SD = 0.6, N = 29), parents’ (M = 2.9, SD = 0.6, 
N = 26) and therapists’ evaluation (M = 2.3, SD = 0.5, N = 32) 
are presented in Fig. 1.

Conformities between the three raters

Significant correlations regarding the accordance of satis-
faction between parents and therapists (N = 23; rs = 0.67; 
p < .001***) were found. Neither patients and therapists 
(N = 26; rs = 0.30; p = .132) nor patients and parents (N = 23; 

rs = 0.37; p = .076) agreed in their satisfaction with the treat-
ment (see Table 2).

Determinants of treatment satisfaction

Patients’ treatment satisfaction (FBB‑P)

The total regression model for the dependent variable FBB-P 
explained 54% of the variance without statistical signifi-
cance (R2 = 0.540; p = .416).

The only variable showing a significant effect on satis-
faction was the difference in BMI (β = − 0.97; SE = 0.06; 
p < .039*) in regression step 3. Therefore, the effect has to 
be interpreted as a function of the interaction of the BMI 
difference and the BMI at baseline (T1). This relationship is 
illustrated in Fig. 2 and shows that the higher the BMI was at 
baseline (T1), and the smaller (more negative) the difference 
in BMI was at the end of treatment (T2), the more satisfied 
patients were with the treatment. This means the higher the 
BMI was at T1 and the more the BMI increased during treat-
ment, the more satisfied were the patients.

Furthermore, Fig.  2 depicts that the lower the BMI 
was at T1, the lesser impact the difference in BMI had on 
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0 1 2 3 4

FBB - Pat

FBB - Par

FBB - T

poor     fair good very good excellent

Fig. 1   Average treatment satisfaction from the patients’ (FBB-Pat), 
parents’ (FBB-Par) and therapists’ (FBB-T) perspective

Table 2   Correlations of the treatment satisfaction ratings from the 
patients’ (FBB-Pat), parents’ (FBB-Par) and therapists’ (FBB-T) per-
spective

Correlation coefficients refer to: rs Spearman correlation coefficient
*p < .05; **p < .01; ***p < .001

Measure 1 2 3

1. FBB-Pat – 0.076  0.132
2. FBB-Par 0.076 – < 0.001***
3. FBB-T 0.132 < 0.001*** –

BMI DIF (T1 minus T2)  

FB
B-

Pa
t

4.0

-5.0

3.5

3.0

2.5

-2.5 0 2.5

BMI at T1 

- 1 SD 

mean 

+ 1 SD 

Fig. 2   Effect of difference in body mass  index (BMI DIF; T1 base-
line, T2 end of therapy) on patient satisfaction (FBB-Pat)
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satisfaction. The change in body weight from T1 to T2 had a 
smaller effect on satisfaction for patients with a lower body 
weight at T1.

The kind of therapy (CBT or DBT) could not predict 
treatment satisfaction either.

Parents’ (FBB‑Par) and therapists’ (FBB‑T) treatment 
satisfaction

The total regression model explained for the dependent vari-
able FBB-Par 34% of the variance (R2 = 0.342; p = .819). 
For the dependent variable FBB-T the explained variance 
was 49% (R2 = 0.490; p = .172). In both models there was 
no variable showing a prognostic impact on the dependent 
variables. The therapy condition (CBT or DBT) could not 
predict treatment satisfaction either.

Discussion

The aim of the present study was to examine the subjec-
tive evaluation of two outpatient therapy approaches, either 
CBT or DBT, in adolescent outpatients with AN and the 
accordance with their parents’ and therapists’ evaluations. 
Our results revealed significant correlations regarding the 
accordance of satisfaction between parents and therapists, 
whereas neither patients and therapists nor patients and par-
ents agreed in their treatment evaluation.

In contrast to previous findings [8], we neither observed 
an agreement between patients’ and therapists’ nor between 
patients’ and parents’ treatment satisfaction. These inconsist-
ent results might rely on methodological differences. In the 
study of Schneider et al. [8] patients were treated in an inpa-
tient setting, whereas the present study included outpatients. 
An inpatient setting allows more contact between patients 
and therapists, but less contact between patients and parents 
in contrast to outpatient treatment. Furthermore, the lack of 
agreement between both patients and therapists as well as 
between patients and parents could be the result of different 
criteria used for their treatment evaluation [21].

Regarding determinates of treatment satisfaction, most 
of the studied predictors showed no prognostic impact on 
treatment satisfaction from the patients’, parents’ and thera-
pists’ perspectives. The symptom change as well as the 
kind of therapy condition (CBT or DBT) could not predict 
the treatment satisfaction from the parents’ and therapists’ 
perspectives.

The change in BMI depending on the BMI at the begin-
ning of therapy was the only meaningful predictor of patient 
satisfaction. This result indicates that the smaller the BMI 
was at the beginning of therapy, the less influence shows 
weight increase on treatment satisfaction during the course 
of treatment. A possible explanation is that patients with 

severe AN put little emphasis on the importance of body 
weight even after treatment [24]. Our results are consistent 
with studies underlining that the major challenge in treat-
ing AN patients is the ambivalent motivation for change 
[25–27]. Particularly AN patients with persistent ED symp-
toms and a chronic course are difficult to treat and have poor 
treatment outcomes [28, 29].

Another important result is that symptom change had 
no prognostic impact on treatment satisfaction from the 
patients’, parents’ and therapists’ perspectives. Thus, other 
variables appear to be relevant to predict treatment satis-
faction in patients with AN, their parents and therapists. 
In future research potential predictors describing symptom 
change, e.g., therapy process, therapeutic alliance, thera-
pists’ characteristics, expectations of therapy as well as the 
self-evaluated therapy success (in comparison to the objec-
tive measurable success in the present study), should be 
emphasized [3].

The findings of the present study must be interpreted in 
the context of several limitations. First, the ratings of drop-
outs were not assessed due to the study design of a completer 
analysis. Second, the small sample size, the non-parametric 
methods used, and the high number of predictors could have 
caused a relatively low test power of the analyses. Third, the 
satisfaction scores showed high values and low variability, 
which could be distorted by social desirability [21]. Fourth, 
our results are limited due to the lack of assessing parents 
and therapists characteristics as well as further parameters 
which could have had an impact on treatment satisfaction, 
such as therapy process variables, therapeutic relationship, 
and patients’ and parents’ expectations of therapy. The pres-
ence of comorbidities and the use of psychotropic medica-
tion in a subsample, the small number of AN-BP patients, 
and the absence of a control group limited our results as 
well. Furthermore, due to the inclusion of an exclusively 
female sample, our study results cannot be generalized. 
Thus, in future studies male samples should be considered.

In spite of these limitations, the present study is to our 
awareness the first one that compares treatment satisfaction 
with two outpatient psychotherapy approaches (CBT and 
DBT) for adolescent patients with AN. Strengths of the pre-
sent study are a differentiated assessment of satisfaction by 
a five-stepped Likert-scale of the FBB [21] in contrary to 
undifferentiated and global satisfaction-measures of previous 
studies. Additionally, the structured assessment of diagno-
ses by the SIAB-EX [13] and the manualized therapy are 
important strengths of the study. Therefore, our study deliv-
ers a crucial contribution to psychotherapy research of EDs. 
Patients with EDs and their parents are important sources 
concerning treatment perceptions, particularly the perceived 
efficacy and their satisfaction with treatment. Patient dissat-
isfaction with treatment may cause to treatment delay, failure 
to engage and to treatment discontinuation [4, 5]. Further 
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research is necessary on treatment satisfaction from the 
patients’, parents’ and therapists’ point of view to improve 
the treatment of EDs and reduce dropout rates.

The results of our study imply that treatment outcome of 
adolescent outpatients with AN does not predict the sub-
jective treatment satisfaction. Thus, treatment satisfaction 
neither should be used to evaluate the therapists’ perfor-
mance, nor should it be applied for the rating of the therapy 
success as a single measure, but always has to be comple-
mented by objective criteria of symptom change, e.g., BMI. 
Adolescent patients displaying high severity of the eating 
disorder symptoms at the beginning of treatment seem to put 
little emphasis on the importance of body weight even after 
treatment. As a result the satisfaction rating of this special 
group of patients could be heavily distorted and has to be 
interpreted carefully.
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