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Dear Editor,
With particular interest, we read the article “Psychopharmacological Options for Adult Patients with Anorexia Nervosa” by Mario Miniati et al.1 in CNS Spectrums,
in which the evidence from research on psychopharmacological options for adult patients with anorexia nervosa
(AN) is summarized. We agree with the authors’ view that
evidence for the efficacy of pharmacotherapy in AN is
limited due to shortcomings in study design for the
majority of published papers, as described in their
article, including the lack of a control group or
treatment-specific biases arising from small sample sizes.
Therefore, there is a need to identify the challenges and
barriers to performing high-quality psychopharmacological studies in patients with AN and to discuss how these
hurdles can be overcome.
The review by Miniati et al.1 discusses the fact that
randomized controlled trials (RCTs) often fail, as a
considerable number of patients with AN refuse to
participate in an RCT or drop out prematurely. In one
of the RCTs they cite, by Bissada et al.,2 it appears that
only 19% of all the patients approached completed the
RCT in full, including examination for eligibility,
informed consent for participation, randomization, and
adherence to treatment for the duration of the study.
Therefore, despite this being a double-blind and placebocontrolled study, it may not be representative. One of the
problems facing psychopharmacological research in AN
could be the reservations patients have regarding drug
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treatment in general, particularly those that may
increase their weight.
In the context of a quality improvement (QI) project on
a specialist unit for eating disorders at the South London
and Maudsley National Health Service (NHS) Foundation
Trust (approved by the Trust’s QI team), we surveyed
17 patients with AN and 16 carers. More than half of the
patients disagreed (47%) or strongly disagreed (6%) with
the view that medication would be able to reduce AN
symptoms, whereas only 6% of carers disagreed with this
statement (and none strongly disagreed). In terms of
medication, the views of 41% of patients and 56% of
carers were neutral, whereas over half of the patients said
they would find medication useful if it helped reduce
anxiety (53%) or sleep problems (53%). In addition, 75%
of patients and 93% of carers were positive about more
scientific research on pharmacological treatment in AN.
In 83% of patients, weight gain as a possible side effect of
drug treatment for AN was a concern.
These results indicate that patients with AN, despite
believing that medication does not help to treat the
symptoms of AN, as well as their carers would, in
principle, welcome research on psychopharmacological
treatment. Furthermore, the results revealed that the
majority of patients with AN would consider medication
to treat their anxiety or sleep problems. Considering
these data, it is clear that the high proportion of patients
with AN and their carers who are currently neutral
regarding medication should be informed and educated
about the possible benefits of medication and the
rationale behind psychopharmacological treatment for
AN to enable them to form their own opinions.
The primary outcome criterion in the majority of
RCTs in AN is an increase in body mass index (BMI),1,3 as
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the risks of low body weight in AN are clear from a
medical point of view. However, patients might feel that
such a trial and such psychopharmacological treatment
are just a way to speed up weight gain for the clinician’s
benefit, rather than to help their own state of mind and
anxiety, and that numbers and weight are the only things
important for those “higher up.”
Therefore, and as patients fear weight gain as a side
effect of medication, as indicated by the results of our
QI project, the inclusion of patient-reported outcome
measures (PROMs) and patient-reported experience
measures (PREMs) into the outcome criteria for RCTs
should be considered. PROMs and PREMs assess the
effectiveness, safety, and experience of care from a
patient’s perspective. They have already been developed
within the NHS of the United Kingdom (UK) for certain
elective surgery procedures,4 but not yet for the
psychopharmacological treatment of AN. If the main
outcome criteria of an RCT were to include PROMs and
PREMs regarding anxiety and sleep problems in addition
to BMI, the RCT would be of benefit from a patient’s
perspective and might improve their willingness to
participate in the trial.
In their article, Miniati et al.1 conclude that more
high-quality trials are needed while acknowledging that
nonresponse and nonremission are typical of patients
with AN. In agreement with this statement and in order
to achieve RCTs of higher value, we would like to
propose a systematic scientific exploration of patients’
goals and closer cooperation with patients, their carers,
and responsible clinicians with regard to the study design
and primary outcome of RCTs. This will assist in meeting
the medical requirements and needs of patients in terms
of their psychological problems and treatment goals. qIn
this respect, we would like to mention the James Lind
Alliance. In its priority-setting partnerships (PSPs), the
patients, carers, and clinicians unite to prioritize
the uncertainties surrounding medical treatment using
the UK Database of Uncertainties about the Effects of
Treatments (UKDUETs), in which scientific questions
and uncertainties regarding treatment are gathered.
These PSPs work together to find agreement about
which of the questions and uncertainties are most
important and to prioritize accordingly.5
It remains to be elucidated whether the systematic
involvement of patients and carers in research prioritization

and study design, as has been begun in the UK with the
James Lind Alliance, PSPs, implementation of PREMS and
PROMs, use of UKDUETs, and common agreement on
research priorities, will improve the quality of RCTs.
However, for certain problems, including identifying
important outcome measures and overcoming recruitment
difficulties, such an approach is likely to be beneficial.
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