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Abstract

Objective: Anorexia nervosa (AN) commonly develops during adolescence. Existing literature 

offers some treatment guidelines, but clear clinical criteria for initial recommendations and steps 

of care are needed. The aim of the present study was to develop expert consensus for a stepped-

care algorithm for treatment of adolescents with AN.

Method: The Delphi approach was used to identify clinical parameters that guide initial treatment 

recommendations and recommendations for transitions between levels of care. The Delphi 

approach provides a useful expert consensus when empirical data are limited. Individuals with at 

least 10 years of experience in the field of adolescent AN and membership in one of three 

professional organizations were recruited. Twenty-five panelists participated in three rounds of 

iterative online questionnaires.

Results: Consensus was achieved on several features of a treatment algorithm. Hospitalization is 

recommended when medical instability, suicidality, or acute food refusal are present at any point 

in treatment. Family-based treatment (FBT) is recommended as the first-line treatment, with a few 

exceptions. Consensus was not reached on when to transition from a higher level of care to a lower 

level of care.

Discussion: Expert opinion was used to develop a consensus-based algorithm for care of 

adolescents with AN. Future research is needed to test whether these recommendations can be 

used to optimize outcomes for adolescents with AN.

Keywords

adolescent; algorithm; anorexia nervosa; Delphi; treatment

Correspondence Samantha Buchman, Weill Cornell Medicine, New York-Presbyterian Hospital, 21 Bloomingdale Road, White 
Plains, NY 10605. samantha.buchman@mssm.edu.
Present address
Samantha Buchman, Icahn School of Medicine at Mount Sinai, One Gustave I. Levy Place, Box 1230, New York, NY 10029.

Section Editor: Tracey Wade

HHS Public Access
Author manuscript
Int J Eat Disord. Author manuscript; available in PMC 2020 July 01.

Published in final edited form as:
Int J Eat Disord. 2019 July ; 52(7): 777–785. doi:10.1002/eat.23088.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



1 INTRODUCTION

Anorexia nervosa (AN) commonly begins in mid- to late-adolescence (Keel & McCormick, 

2010). Some studies suggest that for those adolescents who receive treatment, the remission 

rate is as high as 50–70% (Jagielska & Kacperska, 2017; Keel & McCormick, 2010). 

Identifying appropriate treatment for adolescents is an opportunity to improve overall illness 

outcomes, as AN in adulthood has a lower remission rate (Steinhausen, 2002), and the 

mortality rate increases with duration of illness (Sullivan, 1995). Furthermore, as treatment 

is not effective for a significant minority of young people, knowing more about effective 

treatment options and trajectories is essential in order to support this group of young people 

and their families.

Treatment recommendations for AN universally indicate that weight restoration is an 

essential first step (Association AP, 2006). Several professional bodies have issued advisory 

reports specific to the treatment of adolescents with eating disorders (National Institute for 

Health and Care Excellence (Excellence NIfHaC, 2017); Management of Really Sick 

Patients under 18 with Anorexia Nervosa [Junior MARSIPAN](Ayton, Barnnett, Beattie, et 

al., 2015); Society of Adolescent Health and Medicine [SAHM](Golden, Katzman, Sawyer, 

et al., 2015); and American Academy of Pediatrics (Rosen & American Academy of 

Pediatrics Committee on Adolescence, 2010)). These reports all emphasize the importance 

of renourishment as a treatment priority. They describe the type of expertise required for the 

management of adolescents with AN and offer guidance for clinicians in different treatment 

settings. The SAHM (Golden, Katzman, Sawyer, et al., 2015) and MARSIPAN (Ayton et al., 

2015) reports provide some guidelines about factors to consider in selecting a treatment 

setting (e.g., “consider findings from physical examination, including degree of 

underweight”), and SAHM specifies medical findings that might justify hospitalization. The 

SAHM guidelines also recommend outpatient treatment as the first-line treatment whenever 

possible. Yet, these reports do not offer guidelines for treatment setting recommendations 

based on an individual's clinical presentation. Clinical decisionmaking is largely deferred to 

the expert team.

Outlining symptoms that necessitate hospitalization is a helpful step for determining level of 

care. The SAHM and Junior MARSIPAN guidelines begin this task by detailing specific 

medical conditions that may warrant hospitalization (e.g., bradycardia and hypokalemia). 

These recommendations need to be integrated with the SAHM suggestion that family-based 

treatment (FBT) is an empirically supported treatment for adolescents with AN (Golden, 

Katzman, Sawyer, et al., 2015). The evaluating clinician is left to determine what clinical 

features support treatment with FBT, and when other options, or higher levels of care, might 

be more useful. These guidelines do not address recommendations for second and third steps 

of treatment. As these reports indicate, more data are needed to be able to determine the 

optimal treatment course for an individual adolescent. Stepped-care guidelines are needed to 

determine at what point a patient should be referred to a higher level of care, such as a 

structured day treatment program, versus a lower level of care, such as traditional outpatient 

treatment. Currently, different treatment centers and clinicians use their own parameters, 

which may vary (Maguire et al., 2008).
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Ideally, treatment recommendations are based on empirical evidence for best practices. 

Although there is little controversy about the need for timely treatment for adolescents, and 

there is agreement about the importance of renourishment, empirical support directing level-

of-care decisions and treatment sequencing is limited. As such, clinical consensus can be 

valuable. We used the Delphi approach (Linstone & Turoff, 1975) to identify clinical 

parameters that determine initial treatment recommendations, as well as transitions between 

levels of care. This method is an established technique for developing consensus by experts 

in the field. The Delphi method originated as a military forecasting tool in the 1960s to pool 

opinions among a group of experts (Fish & Busby, 1996). It has since been applied in the 

medical context to address clinical questions when empirical guidelines are lacking (Bader, 

McDonald, & Selby, 2009; Cabral et al., 2005; Eubank et al., 2016; Fish & Busby, 1996; 

Hasson, Keeney, & McKenna, 2000; Jones & Hunter, 1995).

The Delphi method is a multistage process, in which panelists respond over several iterative 

rounds with the goal of reaching consensus. Each round builds off the last: panelists are 

asked to clarify and reassess their responses as they learn the views of the group. The 

putative strengths of this method are that opinions come from individuals who have a 

relevant expertise (Dalkey, Rourke, Lewis, & Snyder, 1972), that the responses are 

anonymous and therefore cannot be unduly influenced by interpersonal factors (Fish & 

Busby, 1996), and that the forces of the group can be mobilized to move the experts toward 

consensus. The method is particularly valuable for gaining clarity and direction around a 

topic for which an accepted set of standards does not yet exist (Sumison, 1998). The aim of 

the present study was to develop consensus for an algorithm for steps of care for adolescents 

with AN.

2 METHOD

Participant selection, or sampling, in the Delphi method is purposive, rather than random. 

This method involves recruiting individuals who are experts in the area of investigation and 

the participants are then considered a panel. The strength of the study depends on the 

strength of the panel. In order to increase the rigor of this study, inclusion criteria were used 

to identify and recruit participants with highly specialized knowledge of the target issue. 

“Expertise” was defined according to the following standards: greater than 10 years of 

experience treating adolescents with AN as well as membership in the Eating Disorders 

Research Society, the Academy for Eating Disorders, or the SAHM. To identify a range of 

participants meeting these criteria with geographic and disciplinary diversity, study 

investigators first contacted 31 eating disorders professionals in relevant disciplines in both 

clinical and academic settings. These individuals were asked to nominate other professionals 

who met the established criteria of greater than 10 years of experience and membership in 

one of the identified professional organizations. Panel diversity was sought in order to 

capture a range of treatment recommendations across geographic settings and clinical 

disciplines. This method identified 55 individuals across specialties, including nurses, 

nutritionists, social workers, psychologists, psychiatrists, and adolescent medicine 

physicians. All 55 were invited to participate.
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In the initial contact, potential participants were informed that there would be three rounds 

of questions. They were also instructed that the procedure depended on their commitment to 

participating in all three rounds. Participants remained anonymous to one another throughout 

the study. At the conclusion of the study, panelists were offered the opportunity to be 

acknowledged in the publication.

2.1 Procedures

The Delphi method differs from traditional surveys in that panelists receive feedback as to 

how the panel is responding throughout the study. This encourages them to consider their 

own responses alongside those of the entire panel and clarify or amend their responses based 

on this information (Hsu & Sandford, 2007). This study involved three rounds of iterative 

questionnaires distributed online via Qualtrics. Round 1 consisted of open-ended questions 

exploring the clinical factors that form the basis of recommendations for treatment at 

differing levels of care.

The five Round 1 questions were:

1. When sitting with an adolescent with AN who is in need of weight restoration, 

how do you decide which level of care is most appropriate for treatment (after 

the diagnosis has been confirmed)?

2. What features and what severity levels lead you to recommend specific levels of 

care?

3. In your practice, when do you decide to switch from a lower level of care to a 

higher level?

4. In your practice, when do you decide to switch from a higher level of care to a 

lower level of care?

5. If you recommend outpatient level of care, which treatment approach or modality 

do you typically recommend?

In order to distinguish clinical features from systems of care or insurance-related issues, a 

sixth question was included to address nonclinical features that contribute to treatment 

recommendations:

6. Are there other external factors you consider when making any of the above 

recommendations (such as geographic location, preference for specific 

clinicians, etc.)?

Responses to Round 1 were collated and systematically analyzed to identify statements for 

Round 2, in which participants were asked to rate levels of agreement. Whenever possible, 

items were taken verbatim from the respondents. Round 2 consisted of 147 statements. 

Panelists were asked to rate their level of agreement with each item in Round 2 on a 7-point 

Likert scale ranging from “Strongly Agree” to “Strongly Disagree.” Panelists were also 

invited to leave comments alongside their responses.

Items that did not reach consensus or reached “near consensus” (e.g., 75% agreement) in 

Round 2 were repeated in the next round. Round 3 consisted of 43 statements. As 
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terminology for levels of care differs by geographic location, four levels of care were 

defined for use in Round 3: inpatient, structured outpatient, FBT, and other outpatient 

therapy. Inpatient treatment was defined as settings that provide 24 hours/7 days per week 

care; this definition encompasses residential treatment. Structured outpatient was defined as 

treatment over multiple days per week and including supervised meals but not overnight 

care. Based on consensus achieved in Round 2, medical instability was specifically defined 

in Round 3 as the presence of any of the following: bradycardia (heart rate [HR] < 40), 

hypotension, hyponatremia, hypokalemia, or prolonged QTc.

In Round 3, each statement was accompanied by an individualized display of the 

participant's rating from Round 2 and a histogram showing the distribution of responses for 

that item (Figure 1). Panelists were again provided the opportunity to leave comments.

2.2 Data analysis

Responses to Round 1 were analyzed using conventional content analysis to identify discrete 

items (Hsieh & Shannon, 2005). Items were analyzed and grouped according to common 

themes. To ensure rigor, responses were coded separately by two of the study authors (S.B. 

and J.E.S.) to identify prevalent items or themes. There was general agreement between 

coders when determining themes. Items were deemed idiosyncratic if they were only 

attributable to a single respondent. These were not included in future rounds.

For Rounds 2 and 3, consensus was defined as 85% agreement/disagreement and “near 

consensus” was defined as 75% agreement/disagreement by the panel, following the 

methods of existing Delphi studies in eating disorders (Dawson, Rhodes, & Touyz, 2015a; 

Mittnacht & Bulik, 2015; Noetel, Dawson, Hay, & Touyz, 2017; Williams & Haverkamp, 

2010). Agreement included participant responses of “somewhat agree,” “agree,” or “strongly 

agree.” Disagreement included responding “somewhat disagree,” “disagree,” or “strongly 

disagree.” Frequencies were calculated to determine the percentage of panelists responding 

in agreement or disagreement for each item.

One item in Round 3 (“I do not recommend FBT when one of the parents has an untreated 

substance use disorder or another psychiatric impairment”) was excluded from analyses due 

to a computer malfunction such that participants were not able to indicate responses.

3 RESULTS

Twenty-five individuals completed Round 1 and thereby constituted the expert panel. Study 

retention was 100%, with all 25 panelists completing Rounds 2 and 3. Participants included 

clinical psychologists (n = 11), pediatric/adolescent medicine physicians (n = 6), child/

adolescent psychiatrists (n = 5), and general psychiatrists (n = 2). Despite initial invitations 

to eligible social workers, nurses, and dietitians, none of these professionals responded to the 

survey requests and therefore none were panelists. Regions represented by panelists included 

the Northeast United States (n = 9), the Northwest United States (n = 1), the Southwest 

United States (n = 5), the Southeast United States (n = 1), the United Kingdom (n = 3), the 

Netherlands (n = 2), Germany (n = 1), Italy (n = 1), Austria (n = 1), and Australia (n = 1). 

Consensus items for initial treatment recommendations and for transitions between levels of 
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care are shown in Table 1. For each item, the table shows the mean rating (e.g., the average 

rating of the panel; range of 1–7) with SD, as well as the percent of agreement across the 25 

panelists. Some items were worded in the affirmative and others in the negative, such that 

certain items achieved “disagreement consensus,” that is, consensus on what not to do. 

These items are presented in Table 2. Table 3 shows ratings and percent agreement for the 

remaining items pertaining to initial recommendations which did not achieve consensus and 

pertaining to transitions between levels of care. Consensus was not achieved for any items 

pertaining to transitioning out of a higher level of care (i.e., criteria for stepping down from 

inpatient care).

Consensus was reached on several nonclinical factors, as well. Initial treatment 

recommendation is influenced by the expertise level of specific treatment providers (96% 

agreement, M = 6.4; SD = 0.71). Panelists would recommend traveling further for treatment 

to obtain adolescent-specific treatment (96% agreement, M = 6.08; SD = 0.57). At the near-

consensus level, panelists agreed that they recommend inpatient or structured outpatient 

programs that include some form of family-based care for their adolescents with AN (80% 

agreement, M = 5.48; SD = 1.42).

4 DISCUSSION

Twenty-five individuals with expertise in the treatment of adolescents with AN achieved 

consensus on clinical features that determine treatment recommendations using a Delphi 

panel method. The 100% panel retention rate provides a measure of confidence in the 

findings (Hasson et al., 2000). As seen in Table 1, there was consensus to a large extent for 

initial recommendations. The panel generally agreed that FBT should be considered first for 

an adolescent with AN. Inpatient treatment was recommended by the panel when the patient 

is medically unstable, suicidal, refusing food, or at high risk for refeeding syndrome. There 

was consensus about medical factors that warrant hospitalization: bradycardia (HR < 40), 

hypotension, hyponatremia, hypokalemia, or prolonged QTc. Consensus items can be used 

to begin to elaborate an algorithm for the treatment of adolescents with AN, as shown in 

Figure 2.

The panel consensus for treatment recommendations were largely consistent with the 

guidelines and goals that have been articulated in publications from professional 

organizations. The Junior MARSIPAN (Ayton et al., 2015) guidelines suggest considering 

hospitalization for medical instability and list numerous factors that might be considered. 

The Delphi panel consensus adds to this literature by including more specific parameters in 

the definition of medical instability. Furthermore, the range of expertise represented by the 

panel members adds to existing guidelines by confirming that there is broader expert 

agreement on these medical indications for hospitalization. The SAHM guidelines (Golden 

et al., 2015) emphasize the value of outpatient treatment for adolescents. The panel agreed at 

a “near-consensus” level with FBT as the first-line treatment, which is consistent with these 

guidelines, and with existing literature demonstrating efficacy of FBT for adolescent AN 

(Doyle, Le Grange, Loeb, Doyle, & Crosby, 2010; Lock, Agras, Bryson, & Kraemer, 2005; 

Lock et al., 2010). The panel also agreed that FBT should be recommended even when there 

is comorbid Obsessive-Compulsive Disorder (OCD), depression, or anxiety. The panel 
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disagreed with the recommendation for inpatient treatment when there is “excessive 

exercise” in the context of medical stability. The Junior MARSIPAN guidelines refer to 

uncontrolled exercise as an indication for inpatient care when an adolescent is malnourished 

(Ayton et al., 2015), which is consistent with this panel.

Although the recommendations from the panel consensus are useful, there are also 

noteworthy areas where consensus was not achieved. For example, there was no consensus 

around a low-weight standard that would necessitate hospitalization. Published guidelines 

for hospitalization have included specific weight criteria. The SAHM guidelines recommend 

hospitalization when an adolescent weighs less than 75% of median body mass index (BMI) 

for age and sex, whereas the Junior MARSIPAN guidelines recommend hospitalization 

when weight is less than 70% of median BMI or if recent weight loss was greater than 1 kg 

per week for 2 consecutive weeks. In the absence of consensus, we examined whether there 

was a majority opinion. The majority (68%) agreed with a statement suggesting 

hospitalization when weight was less than 70% of ideal body weight (Table 3), but a 

majority indicate “Neither agree nor disagree” to hospitalization if BMI was less than 75% 

median BMI. In the comments, many panelists (~50%) indicated that weight alone would 

not be a determinant for hospitalization. This lack of consensus around a weight criterion 

highlights that, despite the widespread use of BMI and weight cutoffs as the primary 

determinant for hospitalization, experts do not universally agree with this practice. Of note, 

some of the research on outpatient FBT for adolescents required hospitalization if the 

participant's weight fell below 75% ideal body weight (Lock et al., 2010) or enrolled 

participants after a medical hospitalization (Lock et al., 2005). As such, the data that support 

the utility of FBT may or may not apply for patients at lower weights.

Additionally, the panel did not achieve consensus regarding initial treatment 

recommendations specifically around purging behavior. Existing guidelines list the presence 

of uncontrollable purging as an indication that hospitalization may be warranted (Ayton et 

al., 2015; Golden, Katzman, Sawyer, et al., 2015). This panel had a majority (68%) 

disagreeing with recommendation of inpatient care for a medically stable adolescent who is 

purging daily, and there was no discussion on the panel about purging later in treatment.

A notable finding from this study was the challenge for the panel in identifying criteria for 

discharge from the hospital or from structured outpatient treatment. There were six separate 

items that included criteria for decreasing level of care. The statement “I recommend 

discharge from the hospital as soon as the adolescent is medically stable and non-suicidal, 

even if he/she is still substantially underweight” received only 48% agreement, with a fairly 

neutral mean rating of 4.2 (where 1 indicated strongly agree, 4 was neutral, and 7 indicated 

strongly disagree). Likewise, the panel did not agree that transition to outpatient is warranted 

when the adolescent is gaining weight consistently or discharge “as soon as regular eating is 

established” (40% agreed with the statement, with a fairly neutral mean rating of 4.2). The 

statement “transition to outpatient when the adolescents is at full or close to full weight 

restoration” also had split decisions, with a mean rating of 3.5, suggesting that panel leaned 

toward disagreement (52% concurrence). These responses potentially highlight a tension 

between the importance of clinical stability and the importance of minimizing hospital time 

for an adolescent, with individual differences in resolving this clinically. Another factor that 
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may have contributed to a lack of consensus was differences of opinion about what type of 

treatment is recommended after inpatient care (i.e., structured outpatient versus other 

outpatient). The challenge in finding consensus for this important question underscores the 

need for more longitudinal outcome data. There is some evidence to suggest that 

transitioning adolescents to outpatient FBT as soon as possible after medical stabilization is 

cost effective (Madden, Hay, & Touyz, 2015) and important for long-term success (Hay et 

al., 2014). There are also some data that might influence treatment decisions that did not 

come up in this panel discussion. For example, early weight gain in outpatient treatment has 

been shown to have prognostic significance (Doyle et al., 2010), and there are early data 

indicating utility of an adaptive protocol that can intensify FBT for initial nonresponders 

(Lock, Le Grange, Agras, et al., 2015). Figure 2 includes proposed criteria for decreases in 

levels of care, based on panelists’ responses. More outcomes research is needed to determine 

the optimal time for transitioning an adolescent to lower levels of care and if/when to 

recommend discharge to structured day treatment.

As noted, panelists agreed that FBT should be recommended as the first-line treatment even 

in the context of comorbid OCD, depression, or anxiety. Along the same lines, the panel 

unanimously disagreed (96%) that inpatient treatment should be recommended as the first-

line treatment when the adolescent displays high anxiety, suggesting that clinicians feel 

strongly that an adolescent is best treated as an outpatient in all but a few specific 

circumstances. The panel failed to reach consensus on whether to recommend inpatient 

treatment when the adolescent has comorbid substance use. Some comments indicated that 

programs are not always suited to dual diagnosis care, and that parents may be able to 

incorporate treatment of both conditions in a behavior plan. Finally, the panel did not 

achieve consensus on treatment recommendations in the presence of nonsuicidal self-injury, 

although the majority (72%) indicated agreement with recommending inpatient care. Several 

explained that hospitalization may not be needed as symptoms can be managed successfully 

by a skilled outpatient provider, and one individual raised the concern that hospitalization 

can be contraindicated in some cases. Overall, the panel's recommendations regarding 

comorbidity point to a general preference for outpatient FBT and treating co-occurring 

conditions in the context of the eating disorder treatment.

Panelists reported several nonclinical factors that influence treatment recommendations, 

including the level of expertise of providers and degree of family engagement. There was 

also consensus that providers will only recommend inpatient or structured outpatient 

facilities that include some form of family-based care. Panelists agreed that if there is a 

waitlist for outpatient care, they would recommend inpatient treatment, suggesting that 

clinicians feel strongly about the urgency of treatment for adolescents with AN. Taken 

together, these results suggest that current treatment recommendations can be influenced by 

nonclinical factors, which may confound efforts to evaluate outcomes.

The strengths of the current study come from the strengths of the panel. The panelists were 

selected by purposive sampling wherein experts were identified by their peers, which 

mitigated sampling bias. The final list of experts included individuals from a range of 

disciplines and both clinical and academic settings. Additionally, we achieved 100% 

retention for all rounds and all items from the 25 panelists.
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This study also had several limitations. The panel is missing the perspective and expertise of 

nurses, social workers, and dietitians, and is geographically limited to the United States, 

Western Europe, and Australia. As is inherent in the approach, the results are limited by the 

questions initially proposed in Round 1. This means that there may be issues related to 

treatment recommendations that were not captured in this study. For example, the panel did 

not address any treatment recommendations that may be specifically related to the presence 

of compensatory behaviors. Additionally, some items recommended changes in treatment 

when one modality was unsuccessful, but the specific clinical parameters were not defined. 

That is, the panel achieved consensus that inpatient treatment was recommended when 

structured outpatient treatment was unsuccessful, yet it is possible that panelists had 

different clinical criteria in mind. This is similar to challenges in the field in defining 

remission and recovery (Dawson, Rhodes, & Touyz, 2015a). In our algorithm in Figure 2, 

we have broadly defined failure to respond to treatment as referring to weight, medical, or 

other psychiatric symptoms. Due to a computer error, we do not have Round 3 results 

regarding recommendations in the setting of parental psychiatric impairment. Results from 

Round 2 show that the majority of the panel (19/25 respondents) agreed with this statement. 

This is a near-consensus level (76%) agreement. The only other item that addressed parental 

impairment was about parental abuse, and there was consensus that FBT was not indicated 

in that setting. It is reasonable to consider that the presence of psychiatric impairment in the 

parent might have been a consensus indication for an outpatient treatment other than FBT.

Most importantly, the Delphi method yields expert consensus but does not yield empirical 

evidence. More research is needed to test these recommendations and to address missing 

steps in the algorithm. Most glaringly, it remains unknown at what point discharge from the 

hospital is recommended, under what conditions structured day treatment might be 

beneficial, and what type of outpatient treatment is most useful when FBT is not. The lack of 

agreement on treatment recommendations may stem from reliance on clinical experiences, 

because outcome data do not yet exist. Panel responses suggest that a study that examines 

clinical outcomes associated with treating to various clinical targets (e.g., different BMI or 

BMI percentiles) would be useful.

In summary, the current study offers a consensus-based algorithm for care of adolescents 

with AN. There is expert consensus that treatment of adolescents with AN should begin with 

FBT if possible and that increased supervision in a structured setting (including inpatient) is 

warranted when medical severity or suicidality is present. There are majority opinions that 

inform suggestions for transitions to higher levels of care when renourishment goals are not 

met. There is, however, surprisingly little convergence around transitions from higher levels 

of care to lower levels of care. Empirical data are needed to test whether these 

recommendations can be used to optimize outcomes for adolescents with AN.
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FIGURE 1. 
Sample of Round 3 question, which shows the individual's response in Round 2 as well as 

comparison with the group responses from Round 2
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FIGURE 2. 
Algorithm of care for adolescents with anorexia nervosa (AN). The Delphi panel 

recommends FBT as the initial treatment for an adolescent with AN unless the patient is 

medically unstable, suicidal, refusing food, or at high risk for refeeding syndrome (FBT is 

also not recommended if there is parental abuse). Adolescents should be moved to inpatient 

treatment if any of these clinical features emerge during treatment in either FBT or a 

structured outpatient setting. Panel responses also suggest that other outpatient treatments 

may be added to FBT or recommended instead of FBT, if response to treatment is 

inadequate. Decrease in level of care from inpatient to FBT is suggested when the indication 

for hospitalization has resolved, and eating has improved. Decrease from inpatient to 

structured outpatient might be recommended if food intake is inadequate, or compensatory 

behaviors are not controlled. Empirical research is needed to determine specific weight 

criteria that warrant hospitalization and to determine clinical parameters (weight gain, eating 

improvement, medical, and psychiatric improvement) that indicate decreases in levels of 

care. For this algorithm, “inpatient” was defined as settings that provide 24 hours/7 days per 

week care (which may include residential) and “structured outpatient” was defined as 

treatment over multiple days per week and including supervised meals but not overnight care
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