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Summary 
Authors: Nina von Krogh Monclair & Malin Antonsen Wuttudal 

Title: Self-Compassion – an Antidote to the Pathological Mechanisms in Eating Disorders? 

Supervisors: Helene Amundsen Nissen-Lie and KariAnne Vrabel (co-supervisor) 

 

Background: At present, Cognitive Behavioural Therapy (CBT) is viewed as the most 

effective evidence-based treatment for patients with eating disorders (ED). However, up to 

half of patients with EDs do not respond to CBT, illuminating a knowledge gap concerning 

the mechanisms involved in change for this group. Patients with a combination of 

longstanding EDs and childhood trauma have been identified as in need of intensified 

treatment (Vrabel, 2009). Compassion Focused Therapy (CFT) is a transdiagnostic treatment 

approach, proposing Self-Compassion (SC) as a mechanism of change in psychopathology. 

Fostering SC in patients can alleviate extensive shame and self-criticism, postulated to 

underlie symptoms of both EDs and trauma. 

 

Objective: This thesis followed the outcome and treatment processes of 37 patients with 

longstanding EDs and childhood trauma, receiving CFT in an inpatient ED unit. We 

investigated whether there was a relationship between SC in patients and relief in symptoms 

of EDs, trauma and general distress. Outcome was defined as overall changes in symptoms 

from pre to post treatment, and one-year follow-up. Treatment process was assessed by 

weekly measures of symptoms and SC. Validated instruments measuring ED, trauma, general 

distress, and SC were used. The data was analysed using multilevel growth curve analyses, 

supplemented by calculations of clinically significant change and effect sizes. Data for the 

thesis was obtained from the research group Hoffart/Wampold at Modum Bad, Research 

Institute. 

 

Results and conclusion: Results from growth curve analyses conveyed no significant change 

in symptoms of trauma and general distress at one-year follow-up, but showed a tendency 

towards significant change in symptoms of EDs (p = 0.09). SC was found to be a significant 

predictor of change in all symptom measures, indicating that SC might be an important 

mechanism of change, as suggested in CFT. Possible explanations for the findings, as well as 

clinical implications, methodological strengths and limitations and future directions are 

discussed.  
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1 INTRODUCTION 

1.1 Introducing eating disorders 

Eating disorders (EDs) are regarded as one of the most prevailing health problems in public 

mental care (Rothschild, Lacoua, Eshel, & Stein, 2008; Vrabel, 2009). EDs refer to persistent 

disturbances in eating habits, resulting in impaired health and functioning, and serious 

distress for the individuals and their loved ones. EDs have severe consequences for mental 

and physical health, quality of life, social functioning, and, for adolescents, the opportunity 

for an adequate development, and cognitive and social learning (Skårderud, 2013; Torgersen, 

2016). Moreover, Anorexia Nervosa (AN) has one of the highest mortality rates among 

psychiatric disorders (Hoek, 2006; Steinhausen, 2002). Bulimia Nervosa (BN) and 

unspecified eating disorders (ED-U) are also associated with significantly elevated mortality 

rates (Arcelus, Mitchell, Wales, & Nielsen, 2011). Implied lies an association between EDs 

and economic burdens for the society, as it is linked to greater health care costs and lower 

rates of employment and income among patients (Samnalieb, Noh, Sonneville, & Austin, 

2015). At present, cognitive behavioural therapy (CBT) is viewed as the most effective 

evidence-based treatment for patients with EDs, hence considered to be the primary treatment 

choice (Hay, Touyz, & Sud, 2012; Spielmans, 2014). However, up to 50% of ED patients do 

not respond satisfyingly to CBT (Wilson, Grilo, & Vitousek, 2007), and in the Norwegian 

national clinical guidelines for treatment of ED presently out for consultation, CBT has a 

weak recommendation. One still knows too little about the processes involved in change for 

these patients. Research regarding effective treatments for individuals with EDs is thus of 

utmost importance, for the individuals, their loved ones, and for the society in general.  

 

Longstanding EDs are often presented as harder to treat, showing generally poorer outcomes 

than shorter lasting ED symptoms (Vrabel, 2009). Some patients, namely the ones suffering 

from both EDs and childhood trauma seem even more resistant to change (Rodriguez, Perez, 

& Garcia, 2005; Vrabel, 2009). Thus, patients with EDs and childhood trauma have been 

identified as needing intensified treatment efforts (Vrabel, 2009). So far, there is a lack of 

treatment studies, including longer follow-up studies, for this patient population. Regarding 

promising treatment approaches, Compassion Focused Therapy (CFT) (Gilbert, 2010; Goss 

& Allan, 2010) seems to represent a new possibility for patients with longstanding EDs and 

traumas. CFT presents with a potentially advantageous mechanism of change: An increase in 

Self-Compassion (SC) functioning as an antidote to shame and self-criticism, thought to 
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underlie a broad range of symptoms of psychological distress. Empirically, increased SC and 

decreased shame and self-criticism have been found beneficial in reducing psychological 

distress, as well as enhancing well-being in various clinical and non-clinical groups (Gilbert 

& Procter, 2006; Hoffart, Øktedalen, & Langkaas, 2015; Johnson & O’Brien, 2013; Lutz, 

Greischar, Rawlings, Ricard, & Davidson, 2004). As there are gaps in knowledge concerning 

treatment of choice for the particular comorbidity of EDs and trauma, CFT stands out as a 

potentially valuable treatment approach important to assess.  

 

In the current thesis, we explore the possible contribution of CFT as a transdiagnostic 

treatment model for patients with various ED diagnoses and childhood trauma, who have 

suffered earlier treatment failures, framed within a longitudinal prospective study. Our thesis 

is based upon data from a pilot study of the implementation of CFT for this patient group, 

conducted at the research institute at Modum Bad, a psychiatric hospital in Southern-Norway. 

The focus of our thesis is to widen the understanding of the possible relationship between 

CFT, SC, and symptom change, as a step towards evaluating individually tailored 

interventions for this group of patients. The study is part of a larger, randomised controlled 

study, intended to compare CBT and CFT, to establish a treatment of choice for patients with 

EDs and childhood trauma, as well as for learning more about mechanisms involved in 

change for this patient group (Vrabel, 2012).  

 

Excessive shame has been recognised as a central element in the development and 

maintenance of ED pathology (Goss & Allan, 2014; Kelly & Carter, 2013), and is also vastly 

prominent among individuals suffering the aftermath of childhood trauma (Bækkelund & 

Berg, 2014, p. 83). Shame is a central target in CFT, as SC seeks to counteract excessive 

amounts of shame and self-criticism. Accordingly, shame will be our focal point of 

discussion in this thesis. The choice of focusing on shame is made with the acknowledgement 

of other existing perspectives on the etiology and maintenance of symptoms of ED and 

childhood trauma. 

 

1.2 Approaching eating disorders 

1.2.1 Diagnostic assessment of eating disorders 

There is an ongoing debate regarding the diagnostic process for EDs concerning different 

criteria, the process of making subdiagnoses, cultural representations of various EDs 
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(Andersen, Bowers, & Watson, 2001; Crow, Stewart, Halmi, Mitchell, & Kraemer, 2002; 

Garfinkel et al., 1996; Kendler et al., 1991; Pratt, Niego, & Agras, 1998; Wonderlich, Joiner, 

Keel, Williamson, & Crosby, 2007), as well as the common found “migration” between the 

various diagnoses (Keel, Dorer, Franko, Jackson, & Herzog, 2005; Keel & Mitchell, 1997; 

Tozzi et al., 2005). According to the International Classification of Diseases 10th revision 

(ICD-10; World Health Organization [WHO], 1993; 1998), EDs can be divided into two 

main diagnoses: Anorexia Nervosa (AN) and Bulimia Nervosa (BN). When the criteria for 

AN or BN are not completely filled as required for a clinical diagnosis, but the patient still 

reports a number of symptoms, “atypical anorexia”, “atypical bulimia” or “eating disorder 

unspecified” (ED-U), are used to indicate a subclinical diagnosis. A lot of the research on 

EDs follow the classification of Diagnostic and Statistical Manual of Mental Disorders (5th 

ed.; DSM-5; American Psychological Association [APA], 2013). EDs are mainly classified 

accordingly in the ICD-10 and DSM-5. However, DSM-5 includes a Binge Eating Disorder 

(BED), which in ICD-10 is classified as ED-U. Our thesis follows the classification outlined 

in ICD-10 (WHO, 1998). See table 1 for an overview of the diagnostic criteria for AN and 

BN. 

 

Table 1: The diagnostic criteria for Anorexia Nervosa and Bulimia Nervosa according to 

ICD- 10. 

The diagnostic criteria for Anorexia Nervosa (F.50.0) according to ICD-10 are: 

a.    body weight is maintained at least 15% below that expected weight (either 

lost or never achieved), or BMI is 17.5 or less 

b.    the weight loss is self-induced by avoidance of “fattening foods” and one or 

more of the following: self-induced vomiting; self-induced purging; excessive 

exercise; use of appetite suppressants medication and/or diuretics 

c.   body-image distortion in the form of a specific psychopathology whereby a 

dread of fatness persists as an intrusive, overvalued idea and the patient 

imposes a low weight threshold on himself or herself 

d.    endocrine disorder, manifesting in women as loss of periods (amenorrhea) 

and in men as a loss of sexual interest and potency 

e.    if onset is prepubertal, the sequence of pubertal events is delayed or even 

arrested (growth ceases; in girls, the breasts do not develop and the onset of 

periods is delayed; in boys, the genitals remain juvenile). With recovery, 

puberty is often completed normally, but the menarche is late             



 4

The diagnostic criteria for Bulimia Nervosa (F.50.2) according to ICD-10 are: 

a.    persistent preoccupation with eating, and an irresistible craving for food; the 

patient succumbs to episodes of overeating in which large amounts of food are 

consumed in short periods of time 

b.    attempts to counteract the ‘fattening’ effects of food by purging, starving and 

other strategies 

c.     Psychopathology consists of a morbid dread of fatness and the patient sets 

herself or himself a sharply defined weight threshold, well below the weight 

that constitutes the optimum or healthy weight in the opinion of the physician. 

There is often, but not always, a history of an earlier episode of anorexia 

nervosa, the interval between the two disorders ranging from a few months to 

several years 

For atypical cases of anorexia or bulimia, researchers are recommended to make their own 

decisions about the number and type of criteria to be fulfilled (WHO, 1993). 

 

1.2.2 Prevalence and incidence 

According to Bang (2016), there are no reliable, up-to-date prevalence estimates of EDs in 

Norway. However, there have been attempts at estimation. Recent national reviews indicate 

that approximately 50.000 Norwegian women within the age of 15-44 years will have a 

severe ED and be in need of treatment at any given time. The point prevalence of the various 

EDs in this age group is found to be about 0.3 % for AN, 2.0 % for BN and 3.0 % for BED 

(Rosenvinge & Götestam, 2002). The incidence of AN is assumed to have been stable for the 

last 25 years, while there seems to be a small increase in the incidence of BN (Rosenvinge & 

Götestam, 2002). 

 

1.2.3 Treatment 

All current treatments for EDs are advised to involve a combination of stabilisation of 

somatic and psychological complications, normalising eating patterns, maintaining a normal 

variation in weight, and psychotherapy (Bang, 2016; the Norwegian Board of Health 

Supervision, 2000). Bruch and Palazzoli are by many considered to be the modern pioneers 

in treating EDs in the 20th century, understanding EDs from a psychodynamic perspective as 

a “helplessness of the ego”. Later, Fairburn and colleagues developed CBT and Interpersonal 

Psychotherapy (IPT) for this patient group, regarding EDs to be strongly associated with 
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what they called a “negative self-evaluation” (Skårderud, 2007a). CBT-Enhanced (CBT-E) 

was subsequently developed, as the researchers Fairburn, Cooper and Shafran (2003) 

regarded the various forms of EDs to share common psychological mechanisms. Another 

treatment approach is CFT, a transdiagnostic model developed in 2005 as an attempt to help 

patients not benefitting sufficiently from treatment with CBT. These patients were commonly 

found to struggle with high levels of shame and self-criticism (Gilbert, 2009). CFT was later 

modified for treating EDs (Goss & Allan 2010; Goss & Allan 2014). 

As a considerable number of patients with EDs and trauma, as mentioned, show poor 

treatment responses, they are in need of a broader treatment focus than e.g. merely a 

behavioural symptom reduction and the altering of cognitive distortions (the Norwegian 

Board of Health Supervision, 2000; Vrabel 2009). Both in the literature and clinical practice 

there seems to be an increasing emphasis on common psychopathological features in the 

various psychological disorders, pointing to the relevance of transdiagnostic treatment 

models, such as CFT (Vrabel, Rosenvinge, Hoffart, Martinsen & Rø, 2008). As EDs in 

themselves, let alone comorbid with childhood trauma, are potentially fatal and difficult to 

treat, there is a constant need for an evaluation of current, as well as for developing new, 

effective treatment methods. CFT stands as a promising contribution, targeting the patients’ 

dysfunctional core-beliefs and excessive feelings of shame. 

 

1.3 The combination of eating disorders and childhood trauma 

1.3.1 Definitions of childhood trauma 

Childhood trauma - sexual, emotional and physical abuse - is generally reported by a 

substantial proportion of individuals suffering from EDs (Caslini et al., 2016; Jacobi, 

Hayward, de Zwaan, Kraemer, & Agras, 2004). According to Caslini et al.’s meta-analysis 

(2016), when EDs and childhood trauma co-occur, it is often associated with dysregulation 

and constriction of affect, avoidance, greater dropout rates from treatment and higher relapse 

rates (Caslini et al., 2016; Rorty & Yager, 1996). Childhood sexual abuse (CSA) can be 

defined as at least one of the following in an individual under the age of 18: “the occurrence 

of a sexual relationship including physical contact with a family member, unwanted or forced 

sexual relationships with physical contact with a nonfamily adult, or a sexual relationship 

with a person at least five years older” (Caslini et al., 2016, p. 80). Emotional abuse during 

childhood (CEA) can be conceptualised as experiencing family conflict, hostility, belittling, 

neglect, attacking and blaming (Rorty, Yager, and Rossotto, 1994), from caretakers or 
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significant others who have differential power, damaging the child's behavioural, affective, 

cognitive and/or physiological functioning (Caslini et al., 2016, p. 80). Childhood physical 

abuse (CPA) is defined, according to Caslini et al. (2016), as “a continuous physical assault 

by a person older than 18 which leads to identifiable pain in a subject under the age of 18” (p. 

80). 

 

1.3.2 Complex trauma and eating disorders 

A diagnosis of Post-Traumatic Stress Disorder (PTSD) does not account for all the reactions 

in victims of CSA, CPA or CEA, because of the interpersonal and repeated nature of the 

traumas, as well as the extended duration of the traumatic exposure (Luxenberg, Spinazzola 

& van der Kolk, 2001). PTSD covaries with complex PTSD/Disorders of Extreme Stress Not 

Otherwise Specified (DESNOS), which is covered by 7 different areas of dysfunction: 1) 

changes in affect regulation, including problems with anger and self-destruction, 2) changes 

in awareness and consciousness, including memory loss and dissociative episodes as well as 

depersonalization, 3) changes in self-perception, e.g. a chronic experience of responsibility 

and being of fault, and a constant feeling of intense shame, 4) changes in perception of the 

abuser(s), including the internalisation of the abusers’ meaning system, 5) changes in 

interpersonal relational abilities, e.g. problems with trust or feeling close to others, 6) 

somatisation or medical problems, either as a direct consequence of the abuse, or as diffuse 

symptoms, and 7) changes in cognitive schemata, where the individual can feel hopelessness 

with regards to finding someone that will understand their suffering, as well as hopelessness 

about the notion of getting better (Courtois, 2004). When it comes to dissociation following 

trauma, there are different emphasis in definitions, including the description of dissociation 

as a disruption of integrated functions of memory, consciousness and identity, the 

compartmentalisation of information, and the ability to “forget” to ensure survival (APA, 

1994; Meichenbaum, 1994). Children are more prone to dissociation than adults, because of 

their lack of coping mechanisms to independently handle fearful or stressful situations 

(Courtois, 2004; Waters, 2005). 

In families where children are abused sexually or physically, it is probable that they will also 

experience CEA. Studies show that CPA contributes to an increased risk of EDs in women 

(Gentile, Raghavan, Rajah, & Gates, 2007), while CEA is not equally well studied (Burns, 

Fischer, Jackson, & Harding, 2012; Wright, 2007). The prior exclusion of CEA from research 

on EDs is most likely a result of research traditionally being done on CPA and CSA, as well 
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as the fact that defining and identifying CEA can be complicated (Wright, 2007). 

Furthermore, according to Engeland (2009), earlier research has implied CEA as not being as 

harmful for a child as CSA and CPA. Now, however, one finds that CEA is clearly associated 

with negative outcomes in the child’s early development, as well as having lasting 

consequences for psychopathology in adulthood (Engeland, 2009). Researchers who have 

considered all forms of abuse in childhood have seen a positive association between CEA and 

EDs (Caslini et al., 2016; Rorty & Yager, 1996).  

 

CSA is associated with psychopathology in general, including ED pathology (Jacobi et al., 

2004; Smyth, Heron, Wonderlich, Crosby, & Thompson, 2008; Thompson & Wonderlich, 

2004; Wonderlich et al., 2001). Several systematic reviews have summarised data from 

studies, attempting to investigate and define the nature of the association between CSA and 

psychiatric symptoms, but possible inferences from the results have been limited due to 

inclusion of cross-sectional studies, and limited subgroup analyses (Chen et al., 2010). 

Evaluating available research (articles from 1980 to 2008) Chen et al. (2010) found a 

significant association between a history of sexual abuse (both in child- and adulthood) and a 

lifetime diagnosis of depression, various anxiety disorders, EDs, sleep disorders, PTSD and 

suicide attempts. According to Smolak & Murnen’s meta-analysis from 2002, it has been 

difficult to establish a link between CSA and EDs, because several writers concider CSA to 

be a risk factor for psychopathology in general, and not for EDs in particular. Smolak and 

Murnen (2002) postulate that the demand for specificity seems unproportionately linked to 

CSA more than to other potential risk factors, and further, that EDs are caused by several risk 

factors combined, CSA possibly being one of them. The writers consider it impossible to 

establish the required temporal relationship between CSA and the later development of ED 

(Smolak & Murnen, 2002). Thus, calling CSA a risk factor seems secondary to that of relying 

on consistency of findings across studies, as well as the strength of these relationships 

(Smolak & Murnen, 2002). Their meta-analysis demonstrates a reliable association between 

EDs and CSA, in the way that CSA is associated with the increased likelihood of developing 

symptoms of EDs (Smolak & Murnen, 2002). Currently, there does not exist a well-validated 

theory that accounts for the association between CSA and psychiatric diagnoses, but growing 

evidence suggests a gene-environment interaction in the individual’s stress-response (Chen et 

al., 2010). 
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1.4 Shame as a central affect in eating disorders and childhood trauma 

An extensive feeling of shame has been associated with several psychological problems. It 

has also been recognised as a central factor in the development and maintenance of 

symptoms in EDs (Gilbert, 2009; Goss & Allan, 2009; Kelly & Tasca, 2016; Skårderud, 

2007b; Skårderud, 2013), and is almost always present in a complex trauma disorder 

(Bækkelund & Berg, 2014, p. 83). Anstorp (2014, p. 202) writes specifically that it is the 

dysfunctional thoughts and self-instructions involved in the feeling of shame that maintains 

the distress in trauma disorders.  

 

Shame is described as a feeling of “being undressed”, to lose one’s dignity and suffer a social 

defeat (Tomkins, 1963). Gilbert (1998) considers shame from an evolutionary perspective, 

claiming that shame is a signal that others may evaluate the individual in a negative way, and 

that the individual is at risk of rejection or attack. The function of shame thus becomes that of 

protecting the individual from these threats by, e.g., a heightened self-awareness (Gilbert, 

1998). Shame involves the self in an unusual way: cognitively, there is an extremely 

heightened consciousness of a particular aspect of the self, which makes the self the focus of 

evaluation (Izard, 1991). In addition, the individual’s consciousness becomes constricted, 

giving rise to more primitive and wordless reactions than other affects. Physically, shame 

implies a greater awareness of the body than other affects (Izard, 1991). Shame is generally 

induced by the actual or imaginary words or actions of others, making the individual feel 

vulnerable (Izard, 1991), and devaluing thoughts centered around being “wrong”, abnormal 

or inadequate are typical (Stiegler, 2015). From this perspective, shame is also relevant in the 

understanding of self-criticism and self-loathing. One positive aspect of a heightened self-

awareness is that it can inspire the individual to take care of him- or herself to enhance 

sociability (Izard, 1991), and adapt to the social world (Gilbert, 1998; Skårderud, 2007b). 

However, a too extensive and quickly activated feeling of shame can cause a dysregulation of 

self-esteem, in worst case leading to self-destructiveness such as self-harm, restrictive eating, 

binge eating, or excessive exercise as ways to punish oneself or become distracted 

(Skårderud, 2007b). Supporting this notion, patients with EDs who report being highly self-

critical seem to have a more severe degree of psychopathology, due to their elevated feelings 

of shame (Kelly & Carter, 2013). According to Skårderud, “the shameful may withdraw, hide 

or be silent in such a way that he or she excludes him-/herself from nurturing and healing 

relationships” (2007b, p.82). Shame also hinders the individual in dealing with difficult 
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experiences in other ways than blaming the self (Anstorp, 2014, p. 201). In addition, shame 

functions as a way of ensuring a continuous relationship with significant others, as especially 

children depend on them for survival. When the responsibility for painful things that happen 

cannot be placed on the abuser, the child will try to solve this dissonance by blaming itself 

(Anstorp, 2014, p. 203), in turn leading to an extensive feeling of shame.  

 

From this perspective, originally adaptive affective responses could, for individuals suffering 

from EDs and childhood trauma, become maladaptive in an intellectual, emotional and 

interpersonal way. CFT seeks to target these now maladaptive affective responses, through 

increasing the individual's SC. 

 

1.5 Compassion Focused Therapy 

1.5.1 Compassion Focused Therapy as a possible antidote to shame and self-criticism in 

eating disorders 

The development of CFT was inspired by evolutionary theory, neurophysiology and 

cognitive behaviour therapy, as well as by Buddhism (Gilbert, 2009). CFT is an integrative, 

transdiagnostic treatment approach for affect regulation, meant to be incorporated into more 

traditional CBT (Gumley, Braehler, Laithwaite, MacBeth, & Gilbert, 2010; Kelly, Carter, & 

Borairi, 2014). However, according to Leaviss and Uttley (2015), “CFT is proposed as a 

multimodal therapy, based on a scientist-practitioner model, rather than belonging to a single 

“school of therapy”” (p.929). The underlying assumption in CFT is that shame and self-

criticism contribute to the development and maintenance of distress and psychopathology, 

while SC is thought as an antidote to shame and self-critisism, thus representing a mechanism 

through which symptom relief can be achieved.  

The development of CFT followed from observations that some individuals enrolled in 

therapies based on engagement in cognitive and behavioural tasks, still suffered from high 

levels of symptoms and distress at treatment termination (Gilbert, 2009). These individuals 

often became proficient at creating alternatives to existing maladaptive thoughts and 

assumptions, but not in a way that enabled symptom relief and a more fulfilling life. Some 

patients were likely to say, “I understand the logic of my alternative thinking, but it doesn’t 

really help me feel much better” or “I know I’m not to blame . . . , but I still feel that I am” 

(Gilbert, 2009, p. 199). It was assumed that these therapeutic interventions would not 

satisfactorily abate psychopathology and distress, if the individual was unable to feel these as 
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helpful and supportive. This may hold true especially for patients with high levels of shame 

and self-criticism, as they often find it difficult to feel reassured and satisfied (Gilbert, 

Clarke, Hempel, Miles, & Irons, 2004; Gilbert & Procter, 2006; Rector, Bagby, Segal, Joffe, 

& Levitt, 2000). Negative self-talk, shame, and self-criticism might serve as a form of “inner 

harassment”, activating the body’s stress response (Gilbert, 2005). Thus, for individuals with 

high levels of shame and self-criticism, a treatment focused on decreasing excessive shame 

and fostering a compassionate attitude towards oneself, is especially important (Dundas, 

Svendsen, Wiker, Granli, & Schanche, 2016). 

 

1.5.2 Compassion Focused Therapy and the regulation of affect 

CFT postulates a certain model of affect regulation (Gilbert, 2009). Affect regulation 

influences which affect the individual experiences, how intensely the affect is felt and how it 

is expressed (Gross & Munos, 1995). Gratz and Roemer (2004) suggest theoretically derived 

and empirically validated factors in their conceptualisation of affect regulation. These factors 

include the tolerance of affect, the individual's ability to give the affect a correct name, and 

starting a goal-directed and adaptive behaviour while experiencing affect. Drawing on 

neuroscience, Gilbert (2009) suggests that all humans possess an evolved and specialised 

system for affect regulation. The system is responsive to both internal (e.g. thoughts and 

memories) and external signals, and substantiates various feelings and ways of social relating 

(Gilbert & Irons, 2005). It is postulated that the system consists of three different subsystems 

with neurophysiological substrates, evolved for different purposes and with distinctive 

characteristics (Gilbert, 2009). These subsystems are further closely linked to, and developed 

by, experiences with attachment and affectionate input from caregivers (Gilbert & Procter, 

2006). It is important to emphasise that the model is a simplification of a complex process, 

and not the only plausible conception of affect regulation. Still, the model provides a useful 

heuristic in clinical matters, contributing to an understanding of the patient and symptoms 

(Gilbert, 2009). 

 

The first subsystem is called the threat and protection system, further referred to as the threat 

system. This system detects threats, and enables the engagement of survival mechanisms. The 

threat system is closely linked to activation of negative affects such as shame, anxiety and 

anger, and associated defence behaviours; fight, freeze, flight or submission (McBeth & 

Gumley, 2012). Dysfunctional interpretations of negative events and self-criticism are also 

thought to activate the threat system (Johnsen & O’Brien, 2013). The second system is called 
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the drive and achievement system, further on referred to as the drive system. It is related to 

expected pleasures and rewards, arousal and feeling energised, and the activation of 

behaviours such as approaching, action and involvement (Gilbert, 2009). The third system is 

called the contentment and soothing system, further on referred to as the soothing system. 

This system is linked to attachment and feelings of contentment, belonging and compassion. 

It is thought that the soothing system evolved as the primary threat-regulator (Kirsch et al., 

2005). This system enables the individual to feel safe, affiliated and reassured, and is 

neurophysiologically linked to pathways of endorphines and oxytocin (Gilbert, McEwan, 

Matos, & Rivis, 2011; Kirsch et al., 2005). The capability to be self-compassionate is a 

function of the soothing-system. 

 

People who suffer from elevated levels of shame and self-criticism find it hard to activate the 

soothing system, thus compromising the use of associated compassionate and self-soothing 

affect regulation strategies. They have a heightened sensitivity and activity of the threat and 

drive systems, causing an extensive use of these two systems for affect regulation (Gilbert, 

2009). In addition, ongoing self-criticism and hostility stimulate the threat system (Kelly et 

al., 2014; Johnson & O´Brien, 2013). It follows that the individual is left with an extensive 

use of behaviours associated with perceived rewards, or fight, flight, freeze or submission. 

These are regarded as mainly self-protective and adaptive behaviours, but become 

maladaptive and self-destructive if overused or malignantly turned towards the self. It is 

postulated that symptoms commonly seen in EDs (e.g. pursuing thinness, dieting, purging, 

body checking, binge eating) have a functional purpose, in the regulation of intense and 

threatening affect (e.g. shame) through the drive system (Goss & Allan, 2014).  

 

1.5.3 Treating eating disorders through the lens of Compassion Focused Therapy 

ED behaviours may lead to a temporary reduction of unpleasant feelings of shame, and 

perceived threat and guilt for the individual. However, the self-destructive nature of these 

behaviours is likely to intensify and prolong feelings of shame and self-hatred, leading the 

individual into a vicious cycle (Goss & Gilbert, 2002; Kelly et. al, 2014). Coping 

successfully with shame and self-criticism would benefit the individual in the process of 

becoming more autonomous, as well as in the development of his or her personal identity 

(Izard, 1991). To do this, one must consider not only how to reduce a sense of threat, but also 

how to activate the soothing system, teaching the individual to develop a more compassionate 

self-relationship to substitute self-criticism, shame and hostility (Gumley et al., 2010).  
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1.5.4 Self-Compassion as a mechanism of change 

The concept of SC has existed for decades in Eastern philosophy (Gilbert, 2005; Neff, 

2003b), but is a relatively new concept in Western psychology. During the last decade, there 

has been an increase in research on the nature and functions of SC (Gilbert et al., 2011), and 

there is now growing consensus that SC is an independent construct with important 

implications for health, both physical and psychological (Hoffart et al., 2015; MacBeth & 

Gumley, 2012; Svendsen et al., 2016; Thompson & Waltz, 2008). SC can be viewed as an 

attitude of kindness and acceptance toward one’s personal distress and disappointments 

(Neff, 2003b). According to Neff, SC is defined as:   

being touched by and open to one’s own suffering, not avoiding or disconnecting 

from it, generating the desire to alleviate one’s suffering and to heal oneself with 

kindness. SC also involves offering non-judgemental understanding to one’s pain, 

inadequacies and failures, so that one’s experience is seen as part of the larger human 

experience (2003b, p. 87). 

According to Neff (2003b), SC consists of three interacting components. Each of the 

components consists of two opposite factors, addressed as 1) “self-kindness” versus “self-

judgment”, 2) “common humanity” versus “isolation”, and 3) “mindfulness” versus “over-

identification”. Although other conceptualisations of the construct exist, our discussion of SC 

is based on Neff and Gilbert's research.  

    

SC stands as a promising aid for getting out of the vicious cycle of shame, symptoms and 

distress, through being a counter-affective response (Gilbert et al., 2004). Inner caring and 

supportive self-talk can be viewed as a functional strategy for affect regulation, making the 

individual more accepting and less judgmental towards intrinsic and extrinsic stressors 

(Gilbert, 2009; Gilbert & Irons, 2005; Svendsen et al., 2016). As such, promoting SC might 

contribute to a relief in ED symptoms, by reducing the over-reliance on the drive system (e.g. 

restriction of food intake, binge eating, excessive training). Growing empirical evidence has 

demonstrated that increased SC is linked to lower engagement in disordered eating patterns 

among patients (Ferreira, Pinto-Gouveia, & Duarte, 2013; Kelly et al., 2014). Furthermore, 

Kelly et al. (2014) found that an increase in SC during the first weeks of treatment for EDs 

was associated with a more rapid decrease in shame during treatment overall. Early decrease 

in shame was further associated with a more rapid decrease of ED symptoms (Kelly et al., 

2014). This indicates that excessive shame contributes to maintenance of ED pathology as 

previously mentioned, and that SC could help relieve shame and ED symptoms. This is 
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further supported by findings showing that SC mediates an association between shame, body 

dissatisfaction and increased drive for thinness in a sample of patients with EDs (Ferreira et 

al., 2013). Preliminary research suggests that people with a disordered eating pattern 

gradually can learn to feel more compassionate. In a non-clinical population, a stimulation of 

SC through a short conversation about binge eating reduced distress and a further tendency to 

overeat (Adams & Leary, 2007). Combined, these findings support the assumption of SC as 

an “antidote for feelings of worthlessness and shame” (Adams & Leary, 2007, p. 3). 

Furthermore, it points to the theoretical and clinical relevance of CFT in the treatment of EDs 

(Kelly et al., 2014). 

 

1.6 Aims of the current study and research questions 

Based on the notion that shame and self-criticism drive pathology in both childhood trauma 

and EDs, it seems reasonable that CFT, focusing on increasing SC, could contribute to the 

alleviation of symptoms of trauma and EDs. The aim of our thesis was to assess the potential 

effectiveness of CFT for patients with longstanding EDs and childhood trauma. We examined 

this by following the treatment process and outcome for patients with EDs and chilhood 

trauma with previously treatment failures, admitted to an inpatient CFT program. 

Additionally, we wanted to examine the possible association between SC and symptom relief 

in EDs, trauma, and general distress (measured by levels of depression and anxiety, i. e. 

Becks Depression Inventory (BDI-II) and Hopkins Symptom Check List (SCL-5)). This to 

assess the extent of which SC is a relevant mechanism of change, as CFT proposes. We 

investigated this through four research questions. The first research question aimed to address 

the overall change in symptoms of EDs, trauma and general distress from before to after 

treatment. The patients’ outcomes were assessed in terms of whether change was statistically 

significant, the size of change using the effect size methodology, and whether any changes 

reached the standards of clinical significance. The second research question addressed 

whether SC could be conceived of as a potential predictor for symptom change. The two last 

research questions addressed the direction of the potential relationships between SC and 

symptoms of ED, trauma and general distress. Together, these were our four research 

questions: 

 

1. Do patients with longstanding EDs and trauma receiving inpatient CFT, change in 

symptoms over time? 
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2.  Is SC a mechanism of change in symptoms of ED, trauma, and general distress, in 

terms of being a statistically significant predictor for change? 

3.  Are patients’ initial level of SC and/or time specific changes in SC associated with 

subsequent changes in symptoms of ED, trauma and general distress? 

4.  Are patients’ initial degree of ED symptoms and/or time specific changes in ED, 

associated with subsequent change in SC?  

 

2 METHOD 

2.1 Design and Treatment 

2.1.1 Design 

The current study was a naturalistic psychotherapy study following the outcome and process 

of patients with EDs and childhood trauma receiving CFT in an inpatient setting. The study is 

a pilot for a larger-scale randomised controlled study comparing CFT with CBT for EDs with 

or without childhood trauma (Vrabel, 2012). 

 

2.1.2 Treatment 

Patients were allocated to a specialised inpatient treatment for EDs. The treatment lasted for 

14 weeks, and followed a manualised CFT, developed by the research group at Modum Bad. 

The manual is based on Gilbert and Goss’ CFT for EDs (Gale, Gilbert, Read, & Goss, 2014; 

Gilbert, 2010; Goss & Allan, 2010). In the following we present an overview of the treatment 

components. 

 

The treatment was a multicomponent program, including a combination of milieu therapy, 

individual treatment, and group therapy. The therapy groups consisted of six patients and two 

group leaders per group. Patients participated in group therapy four times per week, with 

each session lasting 1.5 hours. One focus in the group therapy was for patients to give 

compassionate support to co-patients, and concurrently working on experiencing, tolerating 

and acting on compassion from others. The groups also involved Compassionate Mind 

Training (Gilbert, 2009; 2010; Gilbert & Irons, 2005; Gilbert & Proctor, 2006), i.e. practical 

exercises and imagery tasks directed at activating the patient’s soothing system (Gilbert, 

2009). Exercises and imagery tasks included imaging one's own ideal of caring, defined as 

the best care for oneself (Gilbert & Proctor, 2006). This included visualising oneself as a 
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compassionate person, offering and receiving compassion, as well as being self-

compassionate. Such exercises were further used to help patients address the challenges 

associated with recovery. In addition, the group therapy focused on helping the patients reach 

out to their social networks for support. The patients received two to three individual sessions 

a week; one or two sessions with their responsible therapist, and one with a milieu therapist. 

The patients also attended other group activities three times a week, two hours involving 

customised physical activity, and one being a fellow patient meeting. Additionally, the 

treatment involved scheduled meals four times a day, to which the patients had committed. 

See table 2 for a full overview of sessions. Between therapy sessions, milieu therapists were 

available to assist the patients and provide support throughout the day. Therapists were 

encouraged to take a compassionate stance towards the patients’ fear and distress, viewing 

them as understandable reactions in the context of the patient's history (Gilbert & Procter, 

2006). This was thought to benefit the patients in forming new, more accepting and 

understanding relationships with themselves, exerting an impact on their distress and life. 

 

The inpatient treatment program was organised as follows: six weeks of hospital admission, 

approximately two weeks of home-stay, and another six weeks of admission. During the 

hospital admissions, the patients were encouraged to return home for weekend stays. This to 

practice the implementation of the treatment elements in their home environment. One year 

after treatment, the patients returned to the unit for a one-week consolidating admission with 

follow-up measures. 
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Table 2: Overview of treatment organisation. Treatment sessions refer to sessions specific for 

CFT, while common sessions are shared with the rest of the patients at the ED-unit.  

Sessions 
Treatment sessions 

 (hours) 
Common sessions 

(hours) 

Group Therapy 6 per week, 72 in total  

Individual Therapy 2 per week, approx. 24 in total  

With milieu therapist 1 per week, 12 in total  

 
Physical Activity 
 

 2 per week, 24 in total 

Fellow patient meeting  1 per week, 12 in total 

Fellow meals 4 per day, 336 in total  

Meeting after meals 10 per week, 120 in total  

Total (not including meals) 19 per week, 228 in total 3 per week, 36 in total 

 

 

2.2 Participants 

Participants were recruited from patients voluntarily admitted to a specialised unit for EDs at 

Modum Bad, in the period from November 2011 to March 2014. Patients were assessed for 

eligibility by therapists upon admission. Study eligibility was identical to treatment 

eligibility. Inclusion criteria were: 1) Symptoms of AN, BN or ED-U that impaired daily life 

functioning, 2) a history of childhood trauma (physical, emotional and/or sexual abuse) from 

their parent(s) or other adult(s), and 3) inadequate responses to previous treatments. See 

section regarding screening variables for a more detailed account of the diagnostic process of 

EDs and childhood trauma. Exclusion criteria were: 1) elevated suicide risk, 2) acute, current 

psychosis, 3) ongoing substance abuse and 4) ongoing trauma (e.g. current involvement in an 

abusive relationship). Patients under the age of 18 and/or patients with severe medical 

complications were also excluded. 

 

A total of 41 patients were admitted in the pilot study. Four of the patients dropped out of 

treatment within the first weeks due to loss of eligibility: one of the patients was transferred 
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to another hospital due to serious dissociative symptoms, two of the patients decided they did 

not want treatment upon arrival, and the fourth patient became acutely suicidal and was 

transferred to another treatment facility. The final sample thus consisted of 37 women. 

Participants were assessed for overall changes at three time points: 1) admission, 2) 

discharge, and 3) one year after admission. A total of 30 patients (81 %) were available for 

the one-year follow-up admission. See Figure 1 for a depiction of participation rate. 

 

 
 
 

 

 

 

 

 

 

 

 

 

 

Figure 1: Flow chart illustrating the participation rate. 

 

2.3 Therapists and Research Unit 

2.3.1 Therapists 

Treatment was conducted by psychologists/PhDs, therapists with Master’s degrees and 

psychiatric nurses. The whole treatment team received an intensive four-day workshop in 

CFT from Ken Goss at the beginning of treatment implementation. Therapists were 

supervised with weekly peer-supervision to enhance competence. These sessions included 

reviews of litterature relevant to the treatment model, discussions regarding the manual, and 

Time 1 
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N = 4 
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an assessment of the ongoing implementation. The psychologists received supervision from 

another psychologist once a week. 

 

2.3.2 Research Unit 

The pilot study was initiated by the research group Hoffart/Wampold at Modum Bad, 

research institute. Except from us, who are Master’s students at the University of Oslo, there 

were a total of four researchers involved in this project. The researchers had various levels of 

research experience, methodological strengths and theoretical orientations spanning CBT, 

metacognitive therapy, CFT and psychodynamic psychotherapy. 

 

2.4 Measures 

The measures used in this study consisted of self-report questionnaires completed by the 

participants, as well as a clinical and a diagnostic interview to assess inclusion and exclusion 

criteria for treatment. We used four different self-report questionnaires assessing symptoms 

of EDs, childhood trauma and general distress, and one questionnaire for assessing SC, the 

hypothesised mechanism of change. See appendix B-F for the questionnaires. Below follows 

a detailed descripton of the measures.   

 

2.4.1 Primary outcome variables 

2.4.1.1 Eating disorder pathology 

The Eating Disorder Examination Questionnaire 6.0 (EDE-Q) (Fairburn & Beglin, 2008) 

was used to assess ED psychopathology. The EDE-Q is a self-report questionnaire based on 

The Eating Disorder Examination interview (EDE) (Fairburn & Beglin, 1994). We used a 

validated Norwegian translation, translated by Rø and Reas at the Regional Department for 

Eating Disorders at Oslo University Hospital. EDE-Q consists of 28 questions regarding the 

past 28 days, focusing on behavioural and psychological aspects of EDs, i.e. thoughts, 

behaviours and feelings. For the EDE-Q used for weekly assessments, the time span was 

changed from the past 28 days to the past seven days. The items are scored on a 7-point scale 

(from no days/not at all, to all days/a lot). The scale generated two types of data: 1) 

Frequencies of symptoms, including items such as “Over the past four weeks how many 

times have you made yourself sick (vomit) as a means of controlling your shape or weight?”, 

and 2) scores reflecting severity of psychopathology, including items as “Has your weight 

influenced how you think about yourself as a person?” and “How dissatisfied have you been 



 19

with your weight?”. Severity scores are generated on four subscales, as well as an overall 

mean (i.e. global score). The four subscales are “restraint”, which measures the attempts and 

wishes to restrict food intake; “concerns about shape”; “concerns about weight”; and 

“concerns about eating”, designed to measure the patient’s thoughts and concerns regarding 

body shape, weight, and food intake. In the current study, the global score was used as a 

measure of the patient’s severity of ED symptoms, ranging from 0 to 6 with a high score 

reflecting more severe symptoms. Using the global EDE-Q score as an indicator of overall 

ED pathology has been supported by several studies (Becker et al., 2010; Fairburn et al., 

2009; Friborg, Reas, Rosenvinge, & Rø, 2013). EDE-Q has been investigated in various 

populations, and has shown good concurrent and discriminant validity, in addition to 

acceptable criterion validity (Fairburn & Beglin, 1994; Wilfley, Schwartz, Spurrell, & 

Fairburn, 1997). It has shown good internal consistency and test-retest reliability with adults 

(Luce & Crowther, 1999), in addition to satisfying sensitivity to change (Rosen, Vara, Wendt 

& Leitenberg, 1990; Sysko, Walsh & Fairburn, 2005). Satisfying psychometric properties 

holds true also for the Norwegian translation of the EDE-Q (Rø, Reas, & Lask, 2010). In a 

sample of Norwegian adults, EDE-Q has demonstrated excellent internal consistency, both in 

a patient and a community sample (Rø, Reas & Stedal, 2015). The EDE-Q is significantly 

correlated with the EDE, but EDE-Q seems to generate significantly higher scores across 

diagnostic groups than those obtained by the interview (Berg, Peterson, Frazier, & Crow, 

2011; Mond, Hay, Rodgers, Owen, & Beumont, 2004). 

 

2.4.1.2 Trauma 

The PTSD Symptom Scale Self-Report (PSS-SR) (Foa, Riggs, Dancu, & Rothbaum, 1993) is a 

self-report questionnaire assessing severity of trauma symptoms. The items correspond to the 

PTSD symptoms of DSM-IV (Hoffart et al., 2015). PSS-SR consists of 17 questions focusing 

on the past 7 days. Items are scored on a 4-point scale, from 0 (“Not at all or only once”) to 3 

(“Very much” or “Five times or more”). PSS-SR yields a total score reflecting the severity of 

reported symptoms, as well as scores on three subscales: 1) Reexperiencing, including items 

such as “Have you been having bad dreams or nightmares about the trauma?”, 2) avoidance, 

including items such as “Have you been making efforts to avoid activities, situations, or 

places that remind you of the trauma?”, and 3) arousal, including items such as “Have you 

been more irritable or having outbursts of anger?”.  We used the total score in the analyses, as 

an overall measure of trauma symptom severity. The highest possible score is 51, and the 

minimum score is 0. Foa et al. (1993) have suggested a cut-off score of 23.3 and a minimum 
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of 7.8 point change from one time to another as reflecting a reliable change. PSS-SR has 

demonstrated satisfactory internal consistency, high test-retest reliability and satisfying 

concurrent and convergent validity (Foa et al., 1993). This study employed the Norwegian 

version of the scale (Hoffart et al., 2015), translated to Norwegian by researchers at Modum 

Bad and Department of Psychology at the University in Oslo. The translation was back-

translated to English by a native English speaking professional also competent in Norwegian, 

until formulations were found satisfying. The Norwegian version of the questionnaire has 

demonstrated acceptable internal consistency in a sample of Norwegian patients (Hoffart et 

al., 2015).   

 

2.4.1.3 General Distress 

Becks Depression Inventory II (BDI-II) (Beck, Steer, & Brown, 1996) is a pan-theoretical 

instrument designed to measure depression. BDI-II measures the manifestations of depressive 

episodes lasting for at least 2 weeks, tapping both somatic and psychological symptoms. The 

BDI-II consists of 21 items, with answers forming a Likert scale from 0 (“I don’t feel like a 

failed human being”) to 3 (“I feel that I have failed completely as a human being”). A sum 

score between 0 and 9 corresponds to a “normal mood”, a score between 10 and 14 is 

regarded as “mild depression”, a score between 15 and 24 is considered moderate depression, 

and the cut-off for severe depression is a sum score of 25 or above. The maximum sum score 

is 64. According to Wang and Gorenstein’s review article (2013), BDI-II has demonstrated 

relative temporal stability with good test-retest reliability scores, with a mean reapplication 

interval of 2 weeks. With regards to internal consistency, Beck et al. (1996) reported a 

median item total-scale correlation of 0.59 for the BDI-II in a non-clinical sample, and 

acceptable item-total scale correlations were described for 17 out of 21 items. Regarding 

concurrent validity, BDI-II has shown overlap with other widely used depression and anxiety 

scales (e.g. HAM-D and MADRS, HAM-A and STAI). Overlap between BDI-II and scales 

that assess general psychopathology (K10 and SEQ) were good to excellent, making BDI-II 

applicable as a measure of general distress. Further, as depression is one of the broadest 

indicators of mental health, a high score should not necessarily be viewed only as a specific 

indicator of a depressive disorder. Regarding discriminant validity, studies have indicated 

low correlations with instruments assessing alcohol and drug use and chronic pain. Regarding 

content validity, the BDI-II appears to be adequate, but perhaps more specific and hence less 

sensitive to detection of a broader concept of depression than BDI-I when using DSM (Wang 

& Gorenstein, 2013). In a clinical group the mean value is 26.57, with a standard deviation of 
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12.15 (Beck et al, 1996). The Norwegian translation was done through a back-translation 

procedure as described by Geisinger (1994), and the current version has demonstrated good 

psychometric qualities (Aasen, 2001). BDI-II has been found to be sensitive to change in 

cross-cultural studies (Smarr & Keefer, 2011). 

 

Hopkins Symptom Checklist 5 (SCL-5) is a short version of the Hopkins Symptom Checklist 

(HSCL). HSCL was originally designed by Parloff, Kelman and Frank (1954) at Johns 

Hopkins University, and then improved by Derogatis, Lipman, Rickels, Uhlenhuth and Covi 

(1974). HSCL is a well-known and widely used screening instrument intended to measure 

symptoms of anxiety and depression (Derogatis et al., 1974). The HSCL scale comes in 

differing lengths (5–90 items), and the five-item version of the HSCL has been used in 

Norwegian surveys (Strand, Dalgard, Tams, & Rognerud, 2003). In general, the reliability 

and validity of the HSCL measures have been well supported (Syed, Zachrisson, Dalgard, 

Dalen, & Ahlberg, 2008). The SCL-5 is a self-administered instrument consisting of 5 items, 

each with four response options on a Likert scale, ranging from 1 (“not at all”) to 4 (“very 

much”) (Syed et al., 2008). Examples of items included are the degree to which respondents 

have been experiencing, during the past week, “Nervousness or shakiness inside”, or “Feeling 

hopeless about the future”. The index score is calculated as the mean of the item scores. 

Higher scores indicate higher levels of mental distress (Ljoså, Tyssen, & Lau, 2011). Strand 

et al. (2003) have suggested a gender-neutral cut-off of 2.0 for SCL-5 (Strand et al., 2003). 

SCL-5 has demonstrated a Cronbach’s alpha between 0.87 and 0.91, making reliability values 

for the short versions acceptable (Rø, 2010; Strand et al., 2003). The correlation between 

different SCL-instruments has been reported to range from 0.91 to 0.97 (Strand et al., 2003). 

Shorter versions have shown a sensitivity to change, with only slightly lower standardised 

effect sizes compared to the 90-item version (Kuhl et al., 2010). As shorter instruments to 

measure mental distress seem equally good, it is advisable to use the shortest versions of 

HSCL for practical reasons, given the high correlation between different SCL-versions 

(Strand et al., 2003). 

 

2.4.2 Process variables 

2.4.2.1 Self-Compassion  

Self-Compassion Scale (SCS) (Neff, 2003a) is a self-report questionnaire designed to assess 

the individual level of SC, measured by assumptions and attitudes towards SC (MacBeth & 

Gumley, 2012; Neff, 2003a; 2016). The self-report questionnaire consists of 26 items 
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concerning the person's thoughts and behaviours in times of personal suffering and feelings 

of inadequacy. The items are scored on a 5 point-scale ranging from 1 (almost never) to 5 

(always). Examples of included items are “I am kind to myself when I am experiencing 

suffering” and “When I see aspects of myself that I don´t like, I get down on myself”. The 

items are grouped into six subscales according to Neff’s (2003b) definition of SC, with three 

positive and three negative subscales: 1) self-kindness, 2) common humanity, 3) mindfulness, 

4) self-judgment, 5) isolation, and 6) over-identification with negative thoughts and 

emotions. The SCS generates a mean for each subscale, as well as a grand mean representing 

an overall level of SC. The items on the positive scales are scored such that high scores 

reflect a higher degree of SC, while the items on the three negative scales are scored such that 

high scores reflect a lower degree of SC. The total score is calculated by reversing the scores 

on the negative scales and then summing the means of all subscales, before dividing by 

number of subscales. Possible scores range from 1 to 5, with higher scores reflecting a higher 

level of SC. For the analyses in this study, we used the total score as an overall measure of 

the patients’ SC, as supported by Neff and colleagues (Neff, 2016; Neff, Whittaker, & Karl, 

2017). The SCS was translated into Norwegian by the same back-translation procedure as 

PSS-SR (see Hoffart et al., 2015). Both the original version and the Norwegian version of 

SCS have demonstrated satisfactory psychometric qualities. The original version has shown 

satisfying internal consistency across a wide variety of populations (Neff, 2003b; Werner et 

al., 2012) and satisfying test-retest reliability (Neff, 2003b; Neff, Rude, & Kirkpatrick, 2007). 

The Norwegian version of SCS has demonstrated acceptable reliability (Hoffart et al., 2015). 

Furthermore, the original version of SCS has demonstrated satisfactory convergent and 

discriminant validity (Neff, 2003a; 2016). Some criticism has been raised against the SCS, 

especially regarding the content validity, and its proposed six-factor structure of SC (López, 

et al., 2015; Williams, Dalgleish, Karl, & Kuyken, 2014). It has been proposed that SC is 

better explained by two factors, formed by the positively and negatively formulated items 

respectively (López et al., 2015). The scale's content validity and factor structure is thus 

currently disputed (Dundas et al., 2016; Neff, 2016) and further studies are underway. 

However, for the time being, SCS is the most frequently used scale for SC in psychotherapy 

research (Dundas et al., 2016; López et al., 2015; Neff, 2016; Strauss et al., 2016). 

 

2.4.3 Screening variables 

Diagnostic assessments of the patients were made during a pre-treatment stay, according to a 

clinical interview, and The Mini International Neuropsychiatric Interview 6.0 (Sheehan et al., 
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1998). Additionally, the patients’ answers on the EDE-Q were included in the assessment of 

EDs. Childhood traumas were assessed using Childhood Trauma Questionnaire (CTQ), 

chosen by the research group due to a growing recognition that the diagnostic criteria for 

PTSD might be too strict for trauma assessments (Brewerton, 2007). Studies point towards 

the clinical importance of “sub-threshold” PTSD and Complex PTSD/DESNOS in treatment 

(Grubaugh et al., 2005; Zlotnick, Franklin, & Zimmerman, 2002). A clinical impression 

among therapists at Modum Bad is that patients often do not recall one isolated traumatic 

episode, nor do they manage to label feelings of, for instance, intense fear, as required for the 

PTSD diagnosis according to ICD-10 (WHO, 1993). However, during the clinical interview, 

the patient will often reveal repetitious experiences that according to CTQ can be termed 

traumatic and of clinical relevance. The diagnostics regarding trauma were made by a 

consensus assessment in the treatment team.  

 

2.5 Procedure 

Recruitment to this pilot study was done via referrals to the ED treatment program. Upon 

arrival, the patients received information about the treatment. Consent to be included in the 

pilot study, as well as consent for filling out questionnaires during treatment was obtained 

from each patient. Data on ED symptoms, trauma symptoms, general distress and SC were 

collected at the start of treatment, at treatment termination, and at follow-up admission. Data 

was collected using an electronic solution. Additionally, data of weekly process was collected 

each Monday during treatment, in a paper-and-pencil format. One of the therapists in the 

treatment team was dedicated to and responsible for collecting the data from the patients. The 

described collection of measurements is a part of the standard treatment procedure at the ED 

Unit. 

 

2.6 Analyses 

One of the main purposes of our study was to examine the effectiveness of CFT, assessed by 

changes in symptoms of EDs, trauma and general distress. Further, one aim was to explore 

whether SC could predict changes in symptoms overall, as well as weekly symptom changes. 

We sought to examine how SC and change in symptoms were related, to help establish the 

direction of the potential relationships between SC, ED, trauma symptoms and general 

distress. 
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2.6.1 Descriptive analyses 

The characteristics of our sample were analysed using descriptive analyses in the Statistical 

Package for Social Science (SPSS, version 24.0, 2016). To give an overview of reported 

symptoms of EDs, trauma and general distress in the group, descriptive analyses of the scores 

at pre, post, and follow-up admission were conducted, also using SPSS (version 24.0, 2016). 

This provided a quick comparison of reported symptoms from pre treatment to treatment 

termination, and one-year follow-up. 

 

2.6.1.1 Effect size calculations 

Effect sizes were calculated for the changes in symptoms of EDs, trauma and general 

distress, from pre to post treatment. These were calculated using standard Cohen’s d (Cohen, 

1988), but correcting for the dependence (i.e. correlation) between means at pre and post 

assessment, due to this being a within-subject design with repeated measures, rather than a 

between-subjects design (see Wiseheart, 2013, 

http://www.cognitiveflexibility.org/effectsize/). The calculations are based on the equation 

for effect sizes with repeated measures, from Morris & DeShon (2002, p. 109), where the 

mean difference between scores at pre and post treatment is divided by the standard deviation 

of the change score. The obtained effect sizes were interpreted according to Cohen (1988), 

where d = 0.2 is defined as a small effect size, d = 0.5 is defined as a medium effect size and 

d = 0.8 and above is defined as a large effect size. 

 

2.6.1.2 Clinically significant change 

Clinically significant change (CSC) is proposed as a complementary method for measuring 

effects of treatment, aiding interpretation of statistical significance (Beutler & Molero, 2001). 

Estimating CSC contributes to the evaluation of clinically meaningful changes for patients, 

that is, whether treatment has had a genuine noticeable effect on an individual’s daily life 

(Kazdin, 1999). To define the value of a treatment solely based on statistical significance 

would fail to identify the power of the intervention and clinical relevance, since statistical 

significance not necessarily gives an estimate of how clinically useful or meaningful the 

results are. To calculate CSC, formulas from Jacobson-Truax (1991) were used. The 

Jacobson-Truax formula involves calculating a Reliable Change Index (RCI) (Jacobson & 

Truax, 1991). RCI expresses the amount of change that has taken place following treatment, 

in standard error units, as an effect size (Beutler & Molero, 2001). Based on RCI the patients 

are placed into one of four categories following treatment: recovered, improved, no reliable 
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change, or deteriorated. This could be evaluated by 1) moving at least 2 standard deviations 

(SD) away from the mean in the dysfunctional group, 2) moving into a normal range, i.e. 

within 2 SD of the mean in the population, or 3) moving closer to the functional than to the 

dysfunctional segment of the general population (Vrabel, 2009; Jacobson & Truax, 1991). 

This study evaluated CSC as described in 1) above. Normative data for EDE-Q were based 

on Fairburn and Beglin (1994), norms for PSS-SR were based on Foa et al. (1993) and norms 

for BDI-II were based on Beck et al. (1996). 

 

2.6.2 Multilevel growth curve analyses 

To test for a statistically significant change in symptoms over time, a significant relationship 

between SC and outcome, as well as following the treatment process, multilevel growth curve 

analyses were applied. This was conducted using Linear Mixed Models (LMM) in SPSS. 

Multilevel modelling (MLM) is the recommended procedure when repeated measures are 

nested within patients (Singer & Willett, 2003). The study constituted a longitudinal design 

with two levels, wherein time-varying assessments (repeated measurements) made up the 

first level with pre, post, and one-year follow-up assessments, as well as weekly 

measurements. The second level represented the patient level. Standard statistical procedures 

(for example ANOVA) imply an assumption of independent observations, which is violated 

by this design. By applying MLM, the dependency of residuals due to covariance between 

the levels in the data are accounted for (French, Shryane, Bentall, Lewis, & Morrison, 2007; 

Tasca, Illing, Joyce, & Ogrodniczuk, 2009), thus controlling for the increased risk of making 

a Type I error, i.e. the error of rejecting the 0 hypothesis when it is true (de Leeuw & Kreft, 

1995; Tasca et al., 2009). Another advantage with MLM is the modelling of both fixed and 

random effects, which enables the modelling of both group- and individual differences in 

change over time. MLM is also robust in allowing for missing observations, which is a 

typical problem in longitudinal psychotherapy research, particularly in a naturalistic setting 

such as this (French et al., 2007, Hox, 2002, Tasca et al., 2009). MLM calculates data from 

participants for whom observations are missing, if these are missing at random (see Tasca & 

Gallop, 2009). In our study, for the main outcome variables, missing data was 12.6% for 

EDE, 13.5% for PSS-SR, 6.3% for BDI-II and 10.8% for SCS. For the weekly measures, 

missing data was 14.8 % for EDE-Q, 40.7 % for PSS-SR, 13% for SCL-5 and 38.8 % for 

SCS. The high missing rate for the weekly PSS-SR and SCS measurements was due to 

implementation of these measurements at a later point in time during the pilot period, thus we 

would argue that these are missing at random. 
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Assumptions underlying MLM growth curve analyses for change, such as normally 

distributed residuals and homogeneity of variance, were assessed, and found to be met (see 

Singer & Willett, 2003). For each of the models in the analyses, a “null model” was tested, 

estimating sources of variance for each of the dependent variables at the participant level 

(between patients) and at the occasion level (within patients). The “null model” served as a 

baseline model for assessing which matrix and estimation method would yield the best model 

fit, and for analyses of weekly processes; whether the model fit improved when additional 

fixed effects were entered into the model. The model fit was compared using the likelihood 

ratio test, i.e. -2 log likelihood (Fitzmaurice, Laird, & Ware, 2004). This provides a relative 

index of lack of model fit, where decreasing values compared to the baseline or previous 

model imply a better fit to the data (Bickel, 2007).  

 

A series of growth curve analyses were conducted. The first analyses concerned the change in 

disorder specific symptoms over time, using three different time points corresponding to pre, 

post and one-year follow-up. This was explored using time as an independent variable, and 

outcome measurements as dependent variables in three different models. Since patients 

showed the highest rate of improvement during the first weeks of therapy and improvement 

diminished over time, the time variable was transformed to a natural logarithm. This yielded 

a better fit to the nonlinear growth curves, assessed with fit indices. Such log transformation 

of time is common in psychotherapy research where the rate of improvement typically is 

steeper at the beginning, from pre to post treatment, and then flattens after treatment (French 

et al., 2007; Tasca & Gallop, 2009). Log transformation means that time 1 (pre treatment) 

was given the value of 0, serving as the intercept in all models. Time 2 (post treatment) was 

given the value 0.30, and time 3 (one-year follow-up) was given the value 0.48. To reduce 

multicollinearity and aid the interpretation of the results, the log transformed time variable 

(Logtime) and subsequent predictors were grand mean centered in all analyses, as 

recommended in the literature (Hox, 2002). “Intercept” (i.e. subjects) was treated as a random 

effect, meaning that randomly distributed intercepts were estimated for each patient. Time 

was treated as both a fixed and random effect. A variance components (VC) covariance 

matrix was used in all analyses of outcome measures, as this yielded the best model fit. All 

models were estimated using the maximum likelihood (ML) method.  

 

To examine the possibility of SC being a predictor of change in outcome measures, several 

new growth curve analyses were conducted. In these analyses, SC served as an independent 
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variable, while the outcome measures (EDE-Q, PSS-SR and BDI-II) served as dependent 

variables in three different models. SC was grand mean centered, to reduce multicollineearity 

(Hox, 2002). In each analysis, “intercept” was treated as a random effect, time as both a fixed 

and a random effect, and SC as a fixed effect (independent variable predictor). The models 

were estimated using the ML-method, and a VC covariance matrix was used, as this yielded 

the best model fit.  

 

To examine the treatment process, analyses were conducted using weekly measures of 

symptoms (EDE-Q, PSS-SR and SCL-5) as dependent variables in three different models. SC 

served as the predictor variable in all three models. In addition, one analysis was conducted 

using SC as a dependent variable, while ED symptoms (EDE-Q) served as a predictor 

variable. This to further examine the potential relationship between SC and symptoms of ED. 

All the models yielded a better fit with an unstructured (UN) covariance matrix. Models were 

estimated using the restricted maximum likelihood (REML), as recommended in analyses 

involving a low sample size (Hox, 2002). In the three first analyses regarding changes in SC 

as a possible predictor for subsequent change in symptoms the following week, the patients’ 

weekly scores of SC (i.e. within-person SC scores) were lagged to establish a temporal 

sequence between SC and symptoms. This allowed for an investigation of whether a change 

from the predicted score in SC one Monday was related to a change in scores on the symptom 

measures the following Monday. The within-person scores for SC were called “SC within” 

(SCw). Patients’ initial scores of SC were also analysed as a possible predictor for subsequent 

changes in disorder specific measures. This variable was called “SC between” (SCb). 

Additionally, a potential interaction effect between SCw and SCb on subsequent changes of 

symptoms was tested for. This variable was called SCbxSCw. In the analyses, “intercept” 

was treated as a random effect, time was treated as both random and fixed effects, and SC 

(both between, within and the interaction between the two) was treated as a fixed effect.  

In the last analysis, exploring change in ED symptoms as a possible predictor for subsequent 

change in SC, the within-person scores on ED symptoms were lagged accordingly to the 

procedure for the SC-within variable. The analysis included the effect of within-person scores 

for ED, called ED within (EDw), initial scores of ED symptoms, called ED between (EDb), 

and an interaction effect between the two (EDbXEDw) on subsequent change in SC. 

“Intercept” was treated as a random effect, time was treated as both a fixed and random 
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effect, while ED symptoms (both between, within and the interaction between the two) were 

treated as fixed effects. 

For all analyses, p-values of <0.05 were regarded as statistically significant. A p-value 

between 0.05 and 0.1 was considered a trend towards statistical significance. 

 

2.7 Ethical Considerations 

The study did not involve any ‘harmful procedures or interventions’. The Regional 

Committee for Medical and Health Ethics in Southern Norway (REK) considered the study to 

not need approval from REK, as it involved evaluating an already established treatment 

approach, i.e. assuring quality, and not as an independent research project (see appendix A 

for the letter of decision from REK). Patients’ anonymity was secured by generating ID-

numbers for data storage purposes.  

 

3 RESULTS 

3.1 Descriptive Statistics 

3.1.1 Patient characteristics 
Descriptive analyses of patient characteristics showed that the mean age in the sample was 

32.27 (SD = 9.17). The mean value of Body Mass Index (BMI) in the sample at admission 

was 22.81 (SD = 6.51), ranging from 14.33 to 39.26. Mean number of earlier treatment 

admissions was 5.54 (SD = 9.33), and mean months in previous treatment were 95.49 (SD = 

72.98). See Table 3 for a full demographic description of the sample. The diagnostic 

breakdown of the sample was as follows: 8 (21.6%) of the patients were diagnosed with AN, 

and 9 with atypical anorexia (24.3 %), 16 (43.2%) with BN and 1 (2.7%) with atypical 

bulimia. 3 patients (8.1%) were diagnosed with ED-U. See Table 4 for an overview. Most 

patients (86.5%) were diagnosed with one or more symptom disorders in addition, such as 

depression, ADHD, PTSD, bipolar disorder, alcohol- or drug dependence and anxiety 

disorders. Seven patients (18.9%) in the sample were previously diagnosed, i.e. before 

referral to Modum Bad, with a personality disorder (borderline, avoidant or compulsive PD). 

 

3.1.2 Descriptive analyses of patients’ symptom scores at pre, post, and follow-up 

Descriptive analyses regarding symptoms of ED, trauma and general distress in the sample at 

the three time points, showed a decrease in mean symptoms of ED from pre to post admission 
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(sample mean at time 1 = 4.20, sample mean at time 2 = 3.53). The mean symptom score for 

ED in the sample was found to be relativily stable at on one-year follow-up admission (mean 

score at time 3 = 3.75). The descriptive analyses of scores for trauma symptoms and general 

distress, showed a relative stability in mean scores from pre, post to follow-up admission. 

Table 5 gives an overview of mean symptom scores at pre, post, and follow-up. 

 

Table 3: Demographic description of the sample. 

Descriptive 
Statistics 

Mean Min. Max. SD 

 
Age 

32.27 20.00 53.00 9.17 

Age of onset of ED 15.50 5.00 47.00 8.22 

Duration of disorder 
(years) 

16.80 4.00 39.00 9.31 

Number of treatment 
admissions 

5.54 0.00 50.00 9.33 

Months in treatment 95.49 6.00 264.00 72.98 

BMI 22.81 14.33 39.26 6.51 

 

Note: N = 37, min. = minimum value in sample, max. = maximum value in sample, SD = 
standard deviation 
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Table 4: Diagnostic breakdown 

Diagnoses  Frequency (N) Percent (%) 

F.50.0 Anorexia Nervosa 8 21.6 % 

F.50.2 Bulimia Nervosa 16 43.2 % 

F.50.9 ED, Unspecified 3 8.1 % 

F.50.1 Atypical Anorexia Nervosa 9 24.3 % 

F.50.3 Atypical Bulimia Nervosa 1 2.7 % 

Total 37 100.0 

Note: N=37, ED, Unspecified = Eating disorder, Unspecified. 

 

Table 5: results of descriptive analyses of symptom scores at pre, post, and follow-up 

admission. 

Measures Time N Mean Min. Max. SD 

EDE-Q 1 37 4.20 1.18 5.59 1.14 

2 35 3.53 0.18 5.77 1.52 

 
3 26 3.75 0.00 5.55 1.63 

PSS-SR 1 37 24.51 0.00 44.00 11.15 

2 35 23.31 0.00 41.00 12.24 

3 24 24.96 1.00 41.00 9.78 

BDI-II 1 37 29.08 2.00 52.00 1.14 

2 37 26.57 0.00 55.00 1.52 

3 30 26.13 1.00 60.00 1.63 

 
Note: N= patients in the sample, 1 = pre admission, 2 = post admission, 3 = follow-up 
admission, min = minimum score in the sample, max = maximum score in the sample, SD = 
standard deviations, EDE-Q = Eating Disorder Examination Questionnaire; PSS-SR = The 
PTSD Symptom Scale-Self-Report version, BDI-II = Beck’s Depression Inventory II.  
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3.1.3 Effect size calculations 

ED symptoms: the effect size of the change from pre treatment to treatment termination was d 

= 0.56, indicating a moderate effect size. 

Trauma symptoms: the effect size of the change from pre treatment to treatment termination 

was d = 0.14, indicating a small effect size. 

General distress: the effect size of the change from pre treatment to treatment termination 

was d = 0.30, indicating a small effect size (see Cohen, 1988). 

 

3.1.4 Clinically Significant Change 

ED Symptoms: 29.7 % (11 patients) showed reliable improvement in symptoms or recovery 

after three months in therapy, 2.7 % (1 patient) showed deterioration, and 62.2 % (23 

patients) showed no reliable change. 2 patients (5.4%) refrained from answering the 

questionnaire, and were thus not included in the analysis. 

 

 

Figure 3: Estimated clinically significant change in symptoms of eating disorders. 

 

Trauma symptoms: 13.5 % (5 patients) showed improvement in symptoms or recovery after 

three months in therapy, 10.8 % (4 patients) showed deterioration, and 70.3 % (26 patients) 

showed no reliable change. 5.4% (2 patients) refrained from answering the questionnaire, and 

were thus not included in the analysis. 

2,7%

62,2 %

16,2%

13,5%

Eating Disorder Symptoms
-Percentage of clinically significant change in the patient sample

Deterioriation No reliable change Improvement Recovery
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Figure 4: Estimated clinically significant change in trauma symptoms. 

 

General distress: 13.5 % (5 patients) showed improvement in symptoms after three months 

in therapy, 10.8 % (4 patients) showed deterioration, and 75.7% (28 patients) showed no 

reliable change. 

 

Figure 5: Estimated clinically significant change in general distress (BDI-II).  

 

3.2 Inferential Statistics 

3.2.1 Analyses of overall change on outcome measures  

To test whether there was a significant change in disorder-specific symptoms, growth curve 

analyses were conducted, estimating intercept, slope and covariates. 
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ED symptoms (EDE-Q): the fixed slope showed a trend toward significance (i.e. with p< 

0.10), indicating a decrease in symptoms over time (coefficient = - 0.93, p = 0.09), but which 

was not significant at the conventional p <0.05 level. 

Trauma Symptoms (PSS-SR): no significant effect of the fixed slope was found (coefficient = 

- 3.90, p = 0.29), indicating that the patients’ symptoms of trauma had not changed 

significantly during treatment and follow-up. 

General Distress (BDI-II): no significant effect of the growth coefficient of the fixed slope 

was found (coefficient = - 6.06, p = 0.11), indicating that the group had not changed 

significantly on symptoms of general distress during treatment and follow-up.  

 

To test whether SC was a possible mechanism of change, growth curve analyses were 

conducted, estimating intercept, slope and covariates. 

ED symptoms (EDE-Q): A change in SC was found to be a significant predictor of change in 

symptoms over time (coefficient = - 0.82, p = 0.00). 

Trauma Symptoms (PSS-SR): A change in SC was found to be a significant predictor of 

change in trauma symptoms over time (coefficient = - 5.51, p = 0.00). 

General Distress (BDI-II): A change in SC was found to be a significant predictor of change 

in general distress over time (coefficient = - 11.05, p = 0.00). 

 

See table 6 and figure 6-8 for an overview of results. 

 

3.2.2 Analyses of weekly processes 

To test whether time-specific change in SC was significantly related to subsequent change in 

disorder specific symptoms, growth curve analyses were conducted where Beta, slope and 

level of significance were estimated. 

 

ED symptoms (EDE-Q): patients’ SC scores at admission, “SC between” (SCb) was found to 

be a significant predictor of change in symptoms over time (Coefficient = -1.07, p = 0.00), 

indicating that higher scores on SC at admission predicted a greater decrease in ED 

symptoms over time. However, no significant effect of the patients’ weekly change from 

predicted SC scores, “SC within” (SCw), was found (coefficient = -0.44, p = 0.40), indicating 

that a change in SC from one week to the next did not predict a subsequent change of ED 
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symptoms the following week. Furthermore, no significant interaction effect was found 

between SCb and SCw on symptoms (coefficient = 0.19, p = 0.37). 

 

Trauma Symptoms (PSS-SR): patients’ SC score at admission, SCb, was found to be a 

borderline significant predictor of change in trauma symptoms over time (coefficient = - 5.80 

p = 0.08), indicating that lower scores on SC at admission predicted a greater increase in 

trauma symptoms over time. No significant within effect of SC (SCw) was found (coefficient 

= - 4.90, p = 0.34) on trauma symptoms, indicating that a change from predicted scores in SC 

during one week did not predict a subsequent change from predicted scores on symptoms the 

following week. Furthermore, no significant interaction effect between SCb and SCw on 

symptoms was found (coefficient = 1.14, p = 0.59).   

 

General Distress (SCL-5): patients’ SC score at admission, SCb, was found to be a 

significant predictor of change in general distress over time (coefficient = - 0.75, p = 0.01), 

indicating that high SC-scores at admission predicted greater decrease in general distress over 

time. However, no significant within effect of SC (SCw) was found (coefficient = - 0.55, p = 

0.34), indicating that a difference from the predicted score on SC one week did not predict a 

subsequent change from the predicted score on general distress symptoms the following 

week. Furthermore, no significant interaction effect between SCb and SCw on general 

distress was found (coefficient = 0.18, p = 0.43). 

 

To test whether time-specific change in ED symptoms was significantly related to subsequent 

change in SC, growth curve analyses were conducted, estimating intercept, slope and 

covariates. 

 

ED Symptoms (EDE-Q): The patients’ degree of ED symptoms at admission (EDEb) was 

found to be a significant predictor of change in SC over time (coefficient = - 0.35, p = 0.01), 

indicating that a lower degree of symptoms on admission predicted a greater increase in SC 

over time. No significant within-effect of ED symptoms (EDEw) on SC was found 

(coefficient = - 0.18, p = 0.31), nor a significant interaction effect between EDEb and EDEw 

on SC (coefficient = 0.05, p = 0.23). 

 
See Table 7 for an overiew of the results of the growth curve analyses. 
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Table 6: Results of multilevel growth curve analyses of overall outcome measures: Fixed 
effects model 
 

Models 
Fixed Effects EDE-Q PSS-SR BDI-II 

Coefficient (SE) Coefficient (SE) Coefficient (SE) 

Model 1: Time 

Intercept  4.11 (0.20)** 24.62 (1.75)** 28.90 (2.07)**

LogTime      -0.93 (0.53) -3.90 (3.66) -6.06 (3.66)

2LL 308.77 684.40 770.36

Cohen’s d 0.56 0.08 0.30

 
Model 2: SC as a predictor 

Intercept  6.07 (0.45)** 37.57 (3.52)** 55.02 (3.18)**

Logtime    -0.82 (0.53) -0.64 (3.56) -0.95 (3.13) 

SC -0.82 (0.17)** -5.51 (1.34)** -11.05 (1.21)**

2LL 280.87 663.01 676.37

 
Note: N = 37, *p < .05, **p < .001. All models were compared with the unconditional (null) 
model. Estimation method was the maximum likelihood (ML) method. SC= Self-
Compassion, EDE-Q = Eating Disorder Examination questionnaire, PSS-SR = PTSD 
Symptom Scale - Self-Report Version, BDI-II = Becks Depression Inventory II, Estimate = 
coefficient estimate, SE = Standard Error, LogTime = logtransformed time variable, 2LL = 
Log Likelihood. 
 
 
Figures 6-8 depict the estimated growth curve of change in disorder specific symptoms 

between pre, post and follow-up admission. 
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Figure 6: Estimated growth curve for change in eating disorder symptoms, with scores for 
each patient (= id) and predicted mean slope (= fit line for total) 
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Figure 7: Estimated growth curve for change in trauma symptom, with scores for each patient 
(= id) and predicted mean slope (= fit line for total). 
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Figure 8: Estimated growth curve for change in general distress, with scores for each patient 
(= id) and predicted mean slope (= fit line for total). 
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Table 7: Results of multilevel growth curve analyses of weekly process measures 

Models 
Fixed Effects EDE-Q PSS-SR SCL-5 SCS 

Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) 

Model 3: Time 
specific change 
in SC as a 
predictor 

 

Intercept  5.80** (0.77) 35.48** (7.68) 4.13** (0.63) 

Time      -0.01 (0.23) 0.31* (0.15) -0.01 (0.02)  

SCb -1.07* (0.31) -5.80 (3.18) -0.75* (0.26) 

SCw -0.44 (0.53) -4.90 (5.12) -0.55 (0.57) 

SCb*SCw 0.19 (0.22) -1.14 (2.10) 0.18 (0.23) 

2LL 507.88 1595.92 532.91 

 
Model 4: Time 
specific change 
in ED as a 
predictor 

 

Intercept   3.90** (0.53)

Time  0.01 (0.01)

EDEb   -0.35* (0.12)

EDEw  -0.18 (0.18)

EDEb*EDEq  0.05 (0.04)

2LL  226.92

 

Note: N = 37. *p < .05, **p < .001. All models were compared with the unconditional (null) 
model. Estimation method was the restricted maximum likelihood (REML) method. EDE-Q = 
Eating Disorder Examination questionnaire, PSS-SR = PTSD Symptom Scale – Self-Report 
version, SCL-5 = Hopkins Symptom Checklist, SCS = Self-Compassion Scale, Coefficent = 
coefficient estimate, SE = Standard Error, 2LL = Log Likelihood, SCb = Self-Compassion 
between-patients effect, SCw = Self-Compassion within-patients effect.  
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4 DISCUSSION 

The overall aim of our study was to examine the outcome of patients with ED and childhood 

trauma receiving CFT in a naturalistic setting. Further, the aim was to examine the 

associations between SC and symptoms of ED, trauma and general distress. In the following 

we will discuss findings from our study, as well as clinical implications, the study’s strengths 

and limitations, and future directions.  

         

4.1 Overall change in symptoms of eating disorders, trauma, and general 

distress 

Overall findings from statistical analyses showed that there was no significant change in 

symptoms over time in this patient group. In terms of clinically significant change (CSC), 

however, a relevant change in symptoms of ED, trauma, and general distress was found for 

several patients. Concerning effect sizes of the main outcome, calculations revealed a 

moderate effect linked to a reduction in symptoms of ED, a small effect related to symptoms 

of general distress, and a non-substantial effect for trauma symptoms.  

 

There could be several reasons for the lack of statistically significant change in the disorder 

specific symptoms in our sample. It could be associated with a lack of power in the sample to 

detect actual effects, characteristics of the particular patient sample, the limited duration of 

treatment for patients with severe pathology, or a combination of these, as well as yet other 

factors. The sample in this study was a heterogeneous one, consisting of patients with 

diagnoses of AN, BN, atypical EDs and ED-U, thus pointing towards a broad range of ED 

pathologies. The participants had a mean age of 30 years, a longstanding ED, and previous 

treatment failures. This implicates older patients with longer lasting distress than patients in 

other outcome studies. Existing empirical evidence points to poorer prognosis in samples like 

these (Vrabel, 2009). Further, patients with a comorbidity of ED and childhood trauma 

represent a subgroup that seems particularly resistant to change (Vrabel, 2009). The 

characteristics of the patients in the current sample points to a reasonable assumption that, on 

a group level, it might take more than three months in treatment for the patients to achieve 

more substantial changes. The internalisation of elements from the treatment manual is likely 

to take time, and the importance of long term follow up is well acknowledged for individuals 

with long lasting distress (the Norwegian Board of Health Supervision, 2000; Vrabel, 2009). 
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Further, the definition of outcome in terms of an aggregated mean group score might mask 

possible heterogeneity in course and outcome, as subgroups of patients may show different 

courses regarding rate and stability of change (Vrabel, 2009).  

 

Calculations of treatment effectiveness in terms of effect sizes and the criteria of CSC paints 

a broader picture regarding change in symptoms. According to CSC, a considerable part of 

the patients accomplished a change that is clinically meaningful, impacting their quality of 

life. One third of the patients showed reliable improvement or recovery on ED symptoms, 

and several patients had a clinically significant improvement on trauma symptoms (13.5%) 

and general distress (13.5%). A clinically meaningful change in ED symptoms is further 

supported by the aforementioned medium effect size on symptoms of ED from pre to post 

admission. The descriptive analyses showed an overall reduction in mean ED symptoms from 

pre to post admission, indicating that several of the patients reported less severe symptoms at 

treatment termination. However, there was not found a similar reduction in symptoms of 

trauma in the descriptive analyses. In this case, it seems important to point out that the 

assessment of change in trauma symptoms with PSS-SR might not be ideal for this sample. 

Their trauma symptoms might be expressed more in terms of personal functioning and 

relating to others, typical for early relational trauma, rather than as flashbacks, hypervigilance 

and avoidance, typical symptoms following episodic traumas. This will be further elaborated 

in a section below. Additionally, it has been postulated that symptoms of ED could be a way 

of handling reactions and affects associated with traumatic experiences (Fischer, Stojek, & 

Hartzell, 2010; Goss & Allan, 2014). ED symptoms may function to alleviate aversive 

feelings associated with trauma, and be aimed at reducing inner tension generally arising 

when the individual’s capacities to adaptively regulate affect are overwhelmed. ED 

symptoms may consequently be used to distract or numb oneself (Vrabel, 2009). If indeed 

EDs are a way of coping with trauma-related distress, one could understand the insignificant 

reduction of trauma symptoms found in this study as an implication of trauma symptoms 

being more resistant to change than ED symptoms. 

 

The overall reduction in mean ED symptoms was found to be relatively stable at one-year 

follow up. This is noteworthy, as high amounts of comorbidity, especially involving 

problems with intra- and interpersonal functioning, have been associated with lower 

maintenance of treatment effects (Baker & Sansone, 1997; Svanborg, Wistedt, & Svanborg, 

2008; Vrabel, 2009). Regression towards the mean could be a confounding factor. However, 
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although there was no control group in this study, there is reason to suggest that the observed 

changes would not have been as substantial by the progression of time alone, given the long 

duration of the patients’ disorder, as well as their earlier, failed treatment attempts. Entailed 

lies the assumption that the patients, without any intervention, would remain stable in 

symptoms. The change in symptoms as found by calculations of CSC and descriptive 

analyses are perhaps too great and consistent to be attributable solely to this statistical 

phenomenon. The fact that the symptoms showed a decreasing trend on a group level could 

point towards the treatment being efficient, or that the treatment enables other interventions 

to be fruitful or effective. Taken together, the findings indicate that CFT might be a 

promising contribution to the spectrum of treatment approaches for EDs comorbid with 

childhood trauma. 

     

4.2 Self-Compassion as a mechanism of change 

The assumption of SC being an important mechanism of change for symptoms of EDs, 

trauma and general distress was supported by the analyses. Although there was no 

statistically significant reduction in symptoms, SC seemed to predict changes that did occur 

in the sample. A possible assumption following this finding could be that an increase in SC 

leads to more adaptive affect regulation strategies, enabling the individual to regulate 

perceived internal and external threat through the soothing system as proposed in CFT 

(Gilbert, 2010; Goss & Allan, 2010). We will discuss the proposed mechanisms in this 

process below.  

 

According to Dundas et al. (2016), it seems unrealistic to expect individuals low in SC to 

inhabit helpful and self-compassionate reactions, given their tendency to condemn 

themselves in times of distress. Through treatment, the individual might acquire an 

understanding, and an incipient acceptance, for his or her own symptoms, reactions and 

feelings, in turn fostering a greater motivation to be caring and compassionate towards him- 

or herself. This motivation might enable sensitivity towards one’s self-relationship, feelings 

and needs, making it possible to sooth oneself, seek social support or engage in other 

adaptive behaviours to reduce perceived threat. The ability to self-sooth indicates a more 

balanced use of the three subsystems, i.e. threat, drive and soothing system, for affect 

regulation, as pointed out as one of the main goals in CFT (Gilbert, 2010; Goss & Allan, 

2010). A more balanced affect regulation would imply a lower dependency of the drive and 
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threat system, thus reducing self-destructive and self-harming behaviours and thoughts 

associated with EDs and childhood trauma. The process of acquiring SC is potentially 

reinforced by meeting a compassionate stance from therapists, as their attitude can be 

internalised by the patients and act as a model for self-soothing (Gilbert & Procter, 2005). In 

addition, SC might enhance the feeling of calmness and contentment, in turn enabling the 

ability to think more clearly and better understand oneself and others (i.e. mentalisation). A 

higher mentalisation capacity could empower the individual to rely less on self-harm and 

self-destructive behaviours in moments of distress (Fonagy, Bateman, & Bateman, 2011). 

Together, SC thus offers a different strategy of regulating difficult feeling states, possibly 

lessening the need for behaviours associated with EDs and trauma. 

 

An increase in SC might also lead to a reduction in symptoms of EDs, childhood trauma and 

general distress through a reduction of shame, as shame is postulated to maintain these 

symptoms (Anstorp, 2014; Bækkelund & Berg, 2014; Gilbert, 2009; Goss & Allan, 2009; 

Kelly & Tasca, 2016; Skårderud, 2007b). A pervasive feeling of shame and self-criticism 

causes a threat reaction in the individual, often making the individual feel overwhelmed, 

easily fragmented and driven to reduce the intense affect. A more compassionate and 

accepting stand towards oneself could reduce the feeling of excessive shame and self-

judgement, making the threat system less intensely and consistently activated. This provides 

a life with less ongoing perceived threat for the individual, ultimately contributing to a 

reduction in ED behaviours and symptoms following traumas. 

 

The support for SC as a mechanism of change in the current sample gives reason to 

understand SC as a potentially beneficial focus for patients with longstanding EDs and 

childhood trauma, who lack a sense of inner nurturance and the ability to be self-soothing 

(Gilbert & Procter, 2006). We would, however, like to point out that there could be other 

explanations for the observed association between SC and disorder specific symptoms. 

Especially, that stabilising ED symptoms through treatment elements such as weight and 

nutrition stabilisation enables a higher mentalisation capacity for the individual. A higher 

mentalisation capacity could in turn facilitate the compassionate mind training and a 

cultivation of SC. Thus, several pathways could work together in producing the positive 

changes in symptoms observed in this study. 
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4.3 The association between Self-Compassion and subsequent change in 

symptoms 

A proposed association between time specific change in the level of SC and subsequent 

disorder specific symptoms was not supported by the analyses. However, the patients’ levels 

of SC at the start of treatment seemed to be an important variable for the observed change in 

symptoms in ED and level of general distress over the course of treatment, meaning that 

patients with higher initial levels of SC showed a greater change in symptoms throughout the 

treatment course. This implies a greater decrease in symptoms of EDs, as well as a significant 

improvement in general distress, while the significance of initial SC for trauma symptoms are 

somewhat more unclear and will be discussed in an own section below.  

 

The association between patients’ initial SC and change in symptoms of EDs and general 

distress supports the assumption of SC as an important variable for a patient’s change. A 

possible interpretation of this finding is that patients with a lower degree of shame will 

benefit more from treatment, given their higher initial level of SC compared to patients with 

lower initial levels of SC. Additionally, with a higher starting point of SC, one could assume 

that an accumulated SC over the lifespan will be somewhat more solid than that of a patient 

learning to be self-compassionate for the first time. Previous research has also shown that 

patients with EDs who inhabited higher trait SC reported less severe ED pathology (Ferreira, 

Pinto-Gouveia, & Duarte, 2013). A possible inference based upon this finding could be that 

the lower degree of SC the patient reports initially, the longer the patient seems to be in need 

of treatment in order to achieve the adequate changes. Patients low in SC will most likely be 

suffering from more self-critical thinking, self-judgment and self-devaluation. Consequently, 

an increase in SC could contribute in protecting against, and the alleviation of, ED symptoms 

(Kelly, et al., 2014). The fact that this finding emerged in a mixed sample of ED (comprised 

of patients with AN, BN, and ED-U) supports the potential relevance of SC as a possible 

antidote to shame and psychopathology in all types of EDs. 

 

4.3.1 The association between Self-Compassion and subsequent change in trauma 

symptoms 

In the following section, we discuss the finding that initial level of SC did not seem to predict 

change in trauma symptoms over the course of treatment and one-year follow-up. As the 

patients in the sample were regarded as suffering from more complex traumas taking place 
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during their formative years, one could argue that this is a more chronic disorder than 

“simple” PTSD. Consequently, the pathology could be harder to relieve. It is possible that the 

patients’ traumatic experiences are embodied in their personal functioning and their relating 

to others, as postulated in the model of complex PTSD/DESNOS (Luxenberg et al., 2001). 

With this condition, the patients are likely to suffer from more severe disturbances in affect 

regulation and dissociation, as well as holding highly negative views of themselves as being 

for example “damaged” and “helpless”. This is thought of as a reflection of the 

preoperational thinking young children exhibit, where they will blame themselves for the 

maltreatment they suffer in the hands of significant others, to preserve attachment 

(Luxenberg et al., 2001). Another possible interpretation could be that since all the patients in 

the sample had experienced childhood trauma, but not all the patients were diagnosed with 

PTSD, the questionnaire used to measure the trauma symptoms (PSS-SR) in this sample 

might not have been the optimal measure to tap changes occurring during treatment. In 

addition, filling in the questionnaire about trauma could be triggering for patients, perhaps 

leading to dissociation in the process. As complex traumas are strongly linked to problems 

with the processing of information (e.g. mentalisation) (Luxenberg et al., 2001), one could 

speculate about the role of ED pathology as a possible moderator in the triangle of trauma 

and SC, e.g. the lower levels of ED symptoms representing a loophole for the integration of 

new skills. This will subsequently be discussed below.  

 

4.4 The association between symptoms of eating disorder and subsequent 

change in Self-Compassion 

Initial levels of ED psychopathology were significantly associated with greater change in SC 

over the course of therapy, that is, the patients with a lower level of ED showed a greater 

increase in SC over the course of treatment. This finding could indicate that lower levels of 

ED symptoms at the beginning of treatment make the individual more receptive to integrating 

treatment elements, such as SC. One assumption is that patients with a lower level of 

symptom severity have a greater integrative capacity in terms of not being too immersed in 

their disorder, and thus being able to work on new skills while in treatment. One could 

speculate that the patients with a lower level of symptoms at the start of treatment more 

easily acquire the ability to be compassionate towards themselves, and may have a better 

effect of the treatment in terms of symptom change and subsequent relief. In addition, the 

finding points toward a predictive value of the initial levels of ED symptoms on SC, also 
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when the patient has experienced childhood trauma. Thus, the finding points toward an 

assumption that lower ED pathology is an important variable for the internalisation of SC. As 

mentioned, Goss and Gilbert (2002) postulate that ED symptoms can be conceptualised as an 

attempt to regulate feelings of shame, thus serving a self-protective function. The symptoms 

are effective for a short time, making the feeling of shame less intense, yet in the long run 

they will contribute to the maintenance and an intensified feeling of shame. One implication 

of this postulation for our findings could be that patients who start out with a lower degree of 

ED will experience less shame. Thus, it could be easier to incorporate the elements in SC as 

they are less prone to shame and self-critical thinking. 

  

4.5 Methodological strengths and limitations 

4.5.1 Strengths 

Strengths in this pilot study are, amongst others, that the study was conducted in a 

naturalistic, clinical setting, with a group of patients with longstanding distress and in need of 

intensified treatment efforts. The staff were further highly qualified in treating this group of 

patients. Data was analysed using sophisticated statistical analyses, ensuring that issues 

concerning dependency in the data were accounted for. 

 

Regarding statistical conclusion validity, the current sample size of 37 means there is in fact 

little risk of making a type I error, implying that significant findings in the study are likely to 

be replicated. A larger sample could possibly add to significant findings, as this study found 

trends towards significance. The current sample size could on the other hand contribute to a 

lack of adequate power for many statistical tests. However, we sought to ensure that powerful 

statistical analyses were used, creating advanced models of integration among variables 

(Vrabel, 2009). Additionally, the measures in our study all showed satisfying psychometric 

properties, and the measure used to assess ED is regarded as the “gold standard” measure. To 

increase validity in the diagnostic assessments, the diagnostics were not only based on 

questionnaires, but also on an extensive interview with each patient. For childhood trauma, 

the diagnostic assessment was further strengthened by a consensus assessment made by the 

treatment team. 

 

Since the patients in our study can be considered to represent a similar distribution of various 

forms of ED commonly found in clinical practice, this strengthens the external validity. The 
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combination of ED and childhood trauma are also frequently found in common clinical 

practice (Vrabel, 2009), supporting the external validity, as well as pointing towards the 

clinical importance of the present study. 

 

4.5.2 Limitations 

Regarding the measures that were used, there are some points in need of elaboration. 

Concerning EDE-Q, it should be mentioned that some consider the questionnaire to under-

represent the construct of ED, as for example the subjective experience of having an ED not 

being tapped by the instrument (Vrabel, 2009). This could have hampered the caption of 

relevant change for the individual. Questions regarding the aptitude of the trauma measure 

are also relevant. As previously mentioned, not all patients were diagnosed with PTSD, thus 

PSS-SR might not be the optimal measure for this sample, potentially failing to tap relevant 

changes the patients might experience, as symptoms of childhood trauma could manifest 

differently from PTSD. SCS has received criticism regarding its construct validity, and its 

proposed six-factor structure, pointing towards a possible limitation inherent in the measure. 

However, in the current study, SCS seemed to capture a relevant construct, associated with 

change in symptoms. As further research into the psychometrics of SCS, and how to measure 

SC optimally awaits, those who wish to assess SC in future studies are encouraged to stay 

updated on the latest research regarding the operationalisation of SC.  

 

Concerning external validity, the data was gathered in a real life setting in a specialised 

treatment facility, but are not a part of a randomised controlled study. Thus, one cannot 

reaffirm that the same study would yield the same results in any given setting, due to the lack 

of control for extraneous influence. The therapists involved were trained in the treatment 

method, however, as this was a pilot study and a period of implementation of CFT in the 

clinic, this could have hampered the therapy adherence and competence of the therapists. 

Caution must be taken about generalising the conclusions from this study to all patients with 

ED and childhood trauma as the sample only included female patients, thus limiting 

generalisation to a female population. External validity might also be hampered by the fact 

that the sample consisted of patients with earlier treatment failures, implying that the patient 

group could represent a more severe subset of patients with ED and childhood trauma, given 

the duration of their suffering (Vrabel, 2009). Thus, it seems important to replicate the results 

with a comparable sample in near future. 
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4.6 Clinical implications 

The finding that many of the patients showed a clinically meaningful reduction of ED 

symptoms, and the significant association between SC and changes in symptoms of ED, 

trauma and general distress, have important clinical implications. Our study supports the 

notion of CFT being a potentially meaningful contribution for patients presenting with the 

comorbidity of ED and childhood trauma. The results imply that patients could benefit from 

therapists focusing on, and fostering, the patients’ ability to self-soothe and be self-

compassionate, as a possible antidote to self-criticism and shame. The benefits of fostering 

SC for patients with ED is supported by previous research (e.g. Gale et al., 2014; Kelly et al., 

2013), yet our study adds to its clinical relevance also for patients with severe and 

longstanding EDs and trauma disorders. Our study thus contributes in the ongoing search of 

effective treatments for this patient group. 

 

As a significant change in trauma symptoms was not detected, this might point towards the 

necessity of a more focused work with trauma symptoms for this patient group. As pointed 

out by Vrabel (2009), it seems beneficial if treatment continually addresses both traumatic 

experiences, intra- and interpersonal difficulties following these, as well as symptoms of ED. 

This could help the patients recognise the relationship between the disorders, teaching them 

how to more adaptively handle the symptoms in their everyday life (Vrabel, 2009). Though 

CFT is a treatment program suited for patients with both EDs and trauma, the treatment in the 

study could have been somewhat hampered by the more comprehensive focus on ED, as it 

was conducted in a specialised ED-unit. Insofar as the observered lack of change could 

reflect the used measure’s (PSS-SR) sub optimality for assessing the symptoms of trauma in 

the current sample, it might point towards the need for adopting other measurements tapping 

symptoms of relational trauma in clinics, such as measures of interpersonal functioning, the 

Structured Interview of Disorders of Extreme Stress, or the Self-Report Inventory for 

Disorders of Extreme Stress. These instruments have been validated for assessing DESNOS 

in clinical practice (Pelcovitz, et al., 1997).  

 

Our study supports existing research literature regarding the need for long-term treatment for 

patients with severe EDs and childhood trauma (e.g. Rodriguez et al., 2005; Vrabel, 2009). 

This is of importance, as it can inform clinicians in treatment planning and guide therapeutic 

interventions.  
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4.7 Future directions 

Future research should aim to follow the patients’ outcome for a longer period than our study 

did, as previous studies have shown reductions in ED symptoms over a five-year period 

(Vrabel, 2009). Further, one could be interested in exploring various patient characteristics 

before treatment, to see how and if these are related to subsequent change in 

psychopathology. We know from psychotherapy research in general that a host of patient 

characteristics contribute to the variations seen in patient change on an individual level 

(Bohart and Wade, 2012). Our study did not include measures of experienced shame. 

Knowing that CFT focuses on targeting high feelings of shame and self-criticism, measuring 

the patients’ initial level, and change, in shame might foster a wider understanding of the 

mechanisms involved in psychopathology and subsequent change. 

It seems critical to compare the effect of CFT to other treatment methods focusing on 

different mechanisms of change. Our study points towards SC as a valuable contribution to 

the enhancement of psychological well-being for patients with EDs and trauma. However, 

there is currently insufficient evidence about the effect and/or superiority of CFT, compared 

to for example CBT or other treatment interventions, due to lack of power and quality in 

trials (Leaviss and Uttley, 2015). A future study aiming to remedy these insufficiencies is 

underway. 

4.8 Conclusion 

Our study has shed light on CFT as a potentially promising treatment approach for patients 

with longstanding EDs and childhood trauma. This study’s results support the notion of SC as 

a fruitful mechanism of change in symptoms, possibly by targeting deep-rooted feelings of 

shame and self-criticism postulated to underlie symptoms of EDs and trauma. Our study 

showed that patients with longstanding EDs and childhood trauma, who had failed previous 

treatments, in fact achieve clinically relevant changes of symptoms over the course of 

treatment. However, we also found that this group of patients probably will need long-term 

specialised treatment for additional changes to manifest. 
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Appendix 

Appendix A: Letter of decision from the Regional Committee for 
Medical and Health Ethics (REK) in Southern Norway 
 

 

 
   
 

Region:  

REK sør-øst  

Saksbehandler:  

Hege Holde Andersson  

Telefon:  

22845514  

Vår dato: Vår referanse:  

13.09.2012 2012/1186 REK sør-øst B  

Deres dato: Deres referanse:  

19.06.2012  

Vår referanse må oppgis ved alle henvendelser  

KariAnne R. Vrabel Modum Bad  

2012/1186b Endringsprosesser i behandling av spiseforstyrrelser  

Vi viser til søknad om forhåndsgodkjenning av ovennevnte forskningsprosjekt. Søknaden ble 
behandlet av Regional komité for medisinsk og helsefaglig forskningsetikk i møtet 
15.08.2012.  

Forskningsansvarlig: Modum Bad Prosjektleder: KariAnne R. Vrabel  

Prosjektomtale  

De fleste studier av pasienter med spiseforstyrrelser måler endring fra pre til post hvor de 
kun har spiseforstyrrelser som en enkelt diagnose. Vi vet lite om hvordan endring skjer 
underveis i behandlingen i en klinisk naturalistisk setting.  

Studiens formål er å undersøke hvilket utfall behandling som blir gitt på en avdeling for 
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Spiseforstyrrelser har, og hvilke prosesser som medierer endring.  

Prosjektdeltakere er pasienter med spiseforstyrrelser som er innlagt ved avdeling for 
spiseforstyrrelser ved Modum Bad.  

Studien vil foregå i en naturalistisk klinisk setting. Pasientene vil fylle ut mål på 
spiseforstyrrelse-, traume- og generelle symptomer ved innleggelse, behandlingsslutt og ved 
ett års oppfølging. I tillegg vil de fylle ut mål på spiseforstyrrede symptomer, generelle 
symptomer, alliansen med terapeut og selvfølelse en gang i uken. Dette vil pasientene få 
ukentlig tilbakemelding på.  

Gjennomføringen av studien vil gjøre det mulig å gi bedre behandling til en pasientgruppe 
med høyt lidelsestrykk og høyt funksjonsutfall.  

Komiteens vurdering  

Komiteen vurderer det slik at det ikke her er snakk om å skaffe til veie ny kunnskap om 
sykdom og helse. Snarere skal prosjektgruppen evaluere en allerede etablert 
behandlingsform. Prosjektet vurderes derfor til å falle utenfor komiteens mandat.  

For å gjennomføre prosjekter av denne typen trenges det ingen særskilt godkjenning fra REK. 
Det er institusjonens ansvar å sørge for på vanlig måte at tiltaket følger gjeldende 
reguleringer for behandling av helseopplysninger. f 

Ettersom prosjektet forutsettes gjennomført i samsvar med gjeldende reguleringer vil det ikke 
være noe til hinder for at resultatene kan publiseres. Hvis det er behov for dokumentasjon fra 
REK vil dette brevet bekrefte at prosjektet ikke er fremleggelsespliktig.  

 
Besøksadresse: Telefon: 22845511 Nydalen allé 37 B, 0484 E-post: post@helseforskning.etikkom.no  

All post og e-post som inngår i saksbehandlingen, bes adressert til REK sør-øst og ikke til enkelte personer  

Kindly address all mail and e-mails to the Regional Ethics Committee, REK sør-øst, not to individual staff  

Oslo  

Web: http://helseforskning.etikkom.no/  

Vedtak  

Etter søknaden fremstår prosjektets formål for å være en evaluering av etablert 
behandlingsmetode, og faller derfor utenfor komiteens mandat, jf. helseforskningsloven § 2. 
Prosjektet kan gjennomføres uten godkjenning av REK.  

Komiteens vedtak kan påklages til Den nasjonale forskningsetiske komité for medisin og 
helsefag, jf. helseforskningsloven § 10, 3 ledd og forvaltningsloven § 28. En eventuell klage 
sendes til REK sør-øst B. Klagefristen er tre uker fra mottak av dette brevet, jf. 
forvaltningsloven § 29.  

Komiteens avgjørelse var enstemmig Vi ber om at alle henvendelser sendes inn via vår 

saksportal: http://helseforskning.etikkom.no eller på e-post  
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til: post@helseforskning.etikkom.no. Vennligst oppgi vårt referansenummer i 
korrespondansen.  

  
Med vennlig hilsen  

Stein Opjordsmoen Ilner Professor dr. med. Komitéleder  

Kopi til:  

Direktør Ole Johan Sandvand, Modum Bad Modum Bad ved øverste administrative ledelse  

Øyvind Grønlie Olsen Saksbehandler  
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Appendix B: Self-Compassion Scale (SCS) – Norwegian version 
used in the study 

Selv-medfølelse, Kristine Neff, 2006 

Lest hvert utsagn nøye før du svarer. Ved hvert utsagn, kryss av for det alternativet som best 
angir hvor ofte du opptrer slik som beskrevet i utsagnet. 

 

 Nesten 
aldri 

1 2 3 4 

Nesten 
alltid

5 

1. Jeg opptrer avvisende og dømmende overfor 
egne feil og utilstrekkeligheter 

     

2. Når jeg føler meg nedfor blir jeg lett besatt av 
og fastlåst på alt som er galt 

     

3. Når ting går dårlig for meg tenker jeg på 
problemene som en del av livet som alle må 
gjennomgå 

     

4. Når jeg tenker på egen utilstrekkelighet fører 
det ofte til at jeg føler meg mer alene og 
avskåret fra resten av verden 

     

5. Jeg forsøker å være omsorgsfull mot meg selv 
når jeg opplever følelsesmessig smerte 

     

6. Når jeg feiler i noe som er viktig for meg blir 
jeg oppslukt av følelser om utilstrekkelighet 

     

7. Når jeg er nedfor minner jeg meg selv på at det 
er mengder av andre mennesker i verden som 
føler det slik som jeg 

     

8. Når ting virkelig er vanskelige pleier jeg å være 
hard med meg selv 

     

       

9. Når noe opprører meg prøver jeg å holde 
følelsene mine i balanse 

     

10. Når jeg på en eller annen måte føler meg 
utilstrekkelig prøver jeg å minne meg selv på at 
følelse av utilstrekkelighet deles av de fleste 
mennesker 

     

11. Jeg er intolerant og utålmodig overfor de sider 
av personligheten min jeg ikke liker 

     

12. Når jeg gjennomgår en veldig tung periode, gir 
jeg meg selv den omsorg og ømhet jeg trenger 
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13. Når jeg føler meg nedfor, pleier jeg å føle at de 
fleste andre mennesker sannsynligvis er 
lykkeligere enn meg 

     

  Nesten 
aldri 

1 

 
 
2 

 
 
3 

 
 
4 

Nesten 
alltid 

5 

14. Når det skjer noe smertefullt forsøker jeg å 
innta et balansert syn på situasjonen 

     

15. Jeg forsøker å se mine feil som del av det å 
være menneske 

     

16. Når jeg ser sider av meg selv som jeg ikke 
liker, er jeg hard mot meg selv 

     

17. Når jeg feiler i noe som er viktig for meg 
forsøker jeg å holde ting i perspektiv 

     

18. Når jeg virkelig strever pleier jeg å føle at andre 
mennesker må ha det enklere 

     

19. Jeg er vennlig mot meg selv når jeg erfarer 
lidelse 

     

20. Nå noe opprører meg blir jeg revet med av 
følelsene mine 

     

21. Jeg kan være litt ufølsom mot meg selv når jeg 
erfarer lidelse 

     

22. Når jeg føler meg nedfor forsøker jeg å nærme 
meg følelsene mine med nysgjerrighet og 
åpenhet 

     

23. Jeg er overbærende med mine egne feil og 
utilstrekkeligheter 

     

24. Når det skjer noe smertefullt pleier jeg å gjøre 
hendelsen til noe mye større enn det den er 

     

25. Når jeg feiler i noe som er viktig for meg pleier 
jeg å føle at jeg er alene om å gjøre feil 

     

26. Jeg forsøker å være forståelsesfull og tålmodig 
overfor de sider av personligheten min jeg ikke 
liker 
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Appendix C: Eating Disorder Examination Questionnaire – 
Norwegian version used in the study 
 

Eating Disorder 
Examination Questionnaire 

(EDE-Q 6.0) 
 
 

From "Cognitive Behavior Therapy 
and Eating Disorders" 

 
by Christopher G. Fairburn 

Copyright 2008 by Kristin Bohn and Christopher Fairburn 
Original English version is available online at: 

www.psych.ox.ac.uk/credo/cbt_and_eating_disorders 

 
 

Norsk godkjent oversettelse 
v/ D. L. Reas og Ø. Rø 

 
 

September 2008 EDE-Q 6.0  
 
DATO:   _____________________ 
 NPRID: _____________________ 
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Instruksjoner: Dette spørreskjema handler kun om den siste uka (7 dager). Les hvert spørsmål nøye. Svar på 
alle spørsmålene.                                                                                                     Spørsmål 1 til 12: Tegn en sirkel 
rundt det tallet til høyre som du synes passer best. Husk at spørsmålene kun handler om den siste uka (7 dagene). 
På hvor mange av de siste 7 dagene …   Ingen   dag 1  

dag
2 

 dager
3 

 dager
4 

 dager  
5 

 dager 
6-7 dager 

1  Har du bevisst prøvd å begrense 
mengden mat du spiser for å 
påvirke din figur eller vekt 
(uavhengig av om du har klart det 
eller ikke)?  

           0   1  2  3  4  5  6  

2  Har du i lengre perioder (8 våkne timer 
eller mer) ikke spist noe i det hele tatt for å 
påvirke din figur eller vekt?  

  0  1 2  3  4  5  6  

3  Har du prøvd å utelukke noen typer mat du 
liker, for å påvirke din figur eller vekt 
(uavhengig av om du har klart det eller 
ikke)?  

  0  1  2  3  4  5  6  

4  Har du prøvd å følge bestemte regler for 
hva eller hvordan du spiser (f.eks. en 
kalorigrense) for å påvirke din figur eller 
vekt (uavhengig av om du har klart det eller 
ikke)?  

  0  1  2  3  4  5  6  

5  Har du hatt et klart ønske om å ha tom 
mage for å påvirke din figur eller vekt?  

    0  1  2  3  4  5  6  

6  Har du hatt et klart ønske om å ha en helt 
flat mage?  

0  1  2  3  4  5  6  

7  Har du opplevd at tanker om mat, spising 
eller kalorier har gjort det veldig vanskelig 
å konsentrere deg om ting du er interessert i 
(f.eks. å arbeide, følge en samtale eller 
lese)?  

0  1  2  3  4  5  6  

8  Har du opplevd at tanker om figur eller vekt 
har gjort det veldig vanskelig å konsentrere 
deg om ting du er interessert i (f.eks. å 
arbeide, følge en samtale eller lese)?  

0  1  2  3  4  5  6  

9  Har du hatt en klar frykt for å miste kontroll 
over spisingen din?  

0  1  2  3  4  5  6  

10  Har du hatt en klar frykt for at du kan gå 
opp i vekt?  

0  1  2  3  4  5  6  

11  Har du følt deg tykk?  0  1  2  3  4  5  6  
12  Har du hatt et sterkt ønske om å gå ned i 

vekt?  
0  1  2  3  4  5  6  

 
 
 
 
 
 
 
 
 
Spørsmål 13 til 18: Fyll inn passende antall i boksene til høyre. Husk at spørsmålene kun handler om den siste uka (7 dagene). 
 
I løpet av den siste uka (7 dagene)…  
13  r mange ganger har du spist det andre ville betrakte som en uvanlig stor                   

ning)?  
 
………………..  

14  Ved hvor mange av disse episodene hadde du en følelse av å ha mistet 
kontrollen over spisingen din (mens du spiste)?  

 
………………..  
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15  I løpet av de siste 7 dagene, hvor mange DAGER har slike episoder med 
overspising forekommet (dvs. der du har spist uvanlig store mengder mat og 
hatt en følelse av å miste kontrollen mens du spiste)?  

 
………………..  

16  I løpet av de siste 7 dagene, hvor mange ganger har du kastet opp for å 
kontrollere din figur eller vekt?  

 
………………..  

17  I løpet av de siste 7 dagene, hvor mange ganger har du brukt avføringsmidler 
for å kontrollere din figur eller vekt?  

 
………………..  

18A  
 
 
18B 
 
 
 
18 C 

I løpet av de siste 7 dagene, hvor mange timer har du drevet fysisk aktivitet 
(utenom felles fysisk aktivitet som står på timeplanen v/Modum Bad) 
 
I løpet av de siste 7 dagene, hvor mange timer har du drevet fysisk aktivitet 
fordi du har følt deg drevet eller tvunget til det for å kontrollere din vekt, figur 
eller fettmengde, eller for å forbrenne kalorier? 
 
I løpet av de siste 7 dagene, hvor mange timer har du drevet fysisk aktivitet for 
å endre følelser/humør (som for eksempel sinne, tristhet, ”uro”, ”stress”, 
”frustrasjon”).   

 
………………..  
 
 
……………….. 
 
 
 
……………….. 

  
Spørsmål 19 til 21: 
Tegn en sirkel rundt det tallet som du synes passer best. Vær   oppmerksom på 
at i disse spørsmålene brukes begrepet ”overspisingsepisode” om å spise det 
andre ville synes var en uvanlig stor mengde mat i den situasjonen du var i, 
samtidig med en følelse av å ha mistet kontroll over spisingen. 
 

 

19  I løpet av de siste 7 dagene, 
hvor mange dager har du spist 
i hemmelighet (i skjul)?  
…tell ikke med 
overspisingsepisoder.  

0 
dager 

 

1 
dag 

 

2 
dager 

 

3 
dager 

 

4 
dager 

 

5 
dager 

 

6-7   
dager 

 

20  Hvor mange av de gangene 
du har spist, har du hatt 
skyldfølelse (følt at du har 
gjort noe galt) fordi det kan 
påvirke din figur eller vekt?  
…tell ikke med 
overspisingsepisoder.  

Ingen av 
gangene 

 
 

0 
 

Noen få 
ganger 

 
 

1 

Færre enn 
halv-
parten 

 
2 

Halv-
parten 

 
 

3 
 

Mer 
enn 

halv-
parten 

4 

De fleste 
gangene 

 
 

5 

Hver gang 
 
 
 
6 
 

21  I løpet av de siste 7 dagene,   
hvor bekymret har du vært for 
at andre mennesker ser deg 
spise? …tell ikke med 
overspisingsepisoder. 
 
 

Ikke i det 
hele tatt 
 
 
0 

         Litt      
 
 
 
          1               
 

 
 
 
 
  2 
 

Ganske 
mye 

 
 

3 
 

 
 
 
 
4 
 

 
 
 
 

5 
 

Veldig 
mye 

 
 
6 

  
Spørsmål 22 til 28: Tegn en sirkel rundt det tallet til høyre som du synes passer best. Husk at spørsmålene kun handler om 
den siste uka (7 dagene).  
 
 
I LØPET AV DE SISTE 7 DAGENE 
 
 
22  Har vekten din påvirket 

hvordan du tenker om 
(bedømmer) deg selv som 
person?  

Ikke i det
hele tatt 

0 

 
 

1  

Litt 
 

2  

 
 

      3  

Ganske 
mye 

4  

             Veldig 
            mye 

   5               6 

 

23  Har figuren din påvirket 
hvordan du tenker om 

0  1  2  3  4     5               6  
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(bedømmer) deg selv som 
person?  

24  Hvor opprørt ville du bli hvis 
du ble bedt om å veie deg en 
gang i uken (ikke mer, ikke 
mindre) de neste fire ukene?  

0  1  2  3  4     5                6  

25  Hvor misfornøyd har du vært 
med vekten din?  

0  1  2  3  4     5                6  

26  Hvor misfornøyd har du vært 
med figuren din?  

0  1  2  3  4     5                6  

27  Hvor mye ubehag har du følt 
ved å se kroppen din (f.eks. 
når du ser figuren din i 
speilet, reflektert i et 
butikkvindu, ved klesskift, 
eller når du bader eller 
dusjer)?  

0  1  2  3  4      5               6  

28  Hvor mye ubehag har du følt 
ved at andre ser figuren din 
(f.eks. i offentlige 
omkledningsrom, når du 
svømmer, eller når du har på 
deg trange klær)?  

0  1  2  3  4      5               6  

 
 
 

TAKK! 
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Appendix D: Hopkins Symtom Checklist-5 – Norwegian version 
used in the study 

SCL-5, ukentlig 
 

Nedenfor finner du en oppstilling av plager man av og til har. Les nøye gjennom dem, en for 
en, og angi deretter hvor mye hvert enkelt problem har plaget deg eller vært til besvær i løpet 
av siste uke. 
 
 
 
     
  

Hvor mye har du vært plaget av: 

Ikke i 
det hele 

tatt Litt Måtelig 
Ganske 

mye 
Veldig 
mye 

 
1. 

 
Nervøsitet, indre uro 

 
2. 

 
Stadig redd eller engstelig 

 
3. 

 
Følelse av håpløshet med tanke på fremtiden 

 
4. 

 
Mye bekymret eller urolig 

 
5. 

 
Nedtrykt, tungsindig 
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Appendix E: PTSD Symptom Scale-Self-Report version – 
Norwegian version used in the study 
 

PTSD Symtom Scale – Self Rating (PSS-SR) 
Nedenfor er en liste med problemer som personer noen ganger kan ha etter å ha opplevd en 
traumatisk hendelse. Les hver og én nøye og sett et kryss ved det alternativet som best 
beskriver hvor ofte dette problemet har plaget deg DEN SISTE UKEN. Grader hvert problem 
med tanke på den traumatiske hendelsen du har søkt behandling for. 
 

 Ikke i det 
hele tatt 
eller kun 
en gang 

En gang i 
uken eller 
sjeldnere/en 
gang i blant 

To til fire 
ganger i 
uken/halvpart
en av tiden 

Fem eller 
flere ganger 
i 
uken/nesten 
hele tiden 

1. Har opprørende tanker eller bilder om den 
traumatiske hendelsen som fremkalles i 
hodet når du ikke ville at de skulle det 

    

2. Har fæle drømmer eller mareritt om den 
traumatiske hendelsen 

    

3. Gjenopplever den traumatiske hendelsen, 
handler eller føler som om det skjer igjen 

    

4. Er følelsemessig opprørt mår du påminnes 
den traumatiske hendelsen (for eksempel 
skremt, sint, trist, skyldbetynget og 
lignende) 

    

5. Erfarer fysiske reaksjoner når du påminnes 
den traumatiske hendelsen (for eksempel 
svettetokt, hjertebank og lignende) 

    

6. Prøver å ikke tenke på det, snakke om det 
eller ha følelser i forbindelse med den 
traumatiske hendelsen 

    

7. Prøver å unngå aktiviteter, personer eller 
steder som minner deg om den traumatiske 
hendelsen 

    

8. Er ute av stand til å huske en viktig del av 
den traumatiske hendelsen 

    

9. Har mye mindre interesse eller deltar mye 
sjeldnere i viktige aktiviteter 

    

10. Er distansert eller avskåret fra personer 
rundt deg 

    

11. Er følelsesmessig nummen (for eksempel ute 
av stand til å gråte eller føle kjærlighet og 
omsorg) 

    

12. Føler det som om dine fremtidige planer 
eller håp ikke vil komme til å skje (for 
eksempel om du kommer til å ha noen 
karriere, ekteskap, baren eller et langt liv) 

    

13. Har vansker med å falle i søvn eller med å 
holde deg våken 

    

14. Føler deg irritabel eller har plutselige 
sinneutbrudd 

    

15. Har konsentrasjonsvansker (for eksempel 
faller ut og inn av samtaler, mister tråden i 
historier på fjernsyn, glemmer hva du har 
lest) 

    

16. Er overdrevent på vakt (for eksempel, 
sjekker for å se hvem som befinner seg 
rundt deg, er ukomfortabel med ryggen til 
døren og lignende) 

    

17. Er skvetten eller lettskremt (for eksempel 
når noen nærmer seg bakfra) 
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Appendix F: Beck’s Depression Index - Norwegian version used 
in the study 
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