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Introduction: Outcome research in eating disorders (EDs) is commonly focused on psychopathological dysfunction. However, Ryff’s model of psychological well-being (PWB) has shown promising—yet preliminary—results with ED patients. Additionally, despite substantial evidence highlighting the association between the therapeutic alliance and treatment outcome, findings in ED samples remain unclear. The present study aimed at exploring the direct effect of PWB dimensions and the early therapeutic alliance on ED patients’ individual treatment responses, as well as the mediating role played by the early therapeutic alliance in the relationship between PWB dimensions and overall pre-post symptom change.

Methods: A sample of N = 165 ED patients assigned female at birth, who were receiving treatment in a residential program, completed the Psychological Well-Being Scale at treatment intake and the Working Alliance Inventory after the first four psychotherapy sessions. Patients also completed the Outcome Questionnaire-45.2 at the same time point and during the week prior to discharge.

Results: The PWB dimensions of autonomy, positive relations, and self-acceptance were associated with clinically significant change, while the dimensions of personal growth and self-acceptance were associated with reliable change. The early therapeutic alliance showed both direct and indirect effects on therapy outcome, predicting clinically significant and reliable symptom reduction. It also emerged as a significant mediator in the relationship between all PWB dimensions and overall symptomatic change.

Conclusion: The identification of individual, adaptive characteristics in ED patients that might influence their development of an early therapeutic alliance may help therapists to predict relationship ruptures and tailor their interventions to enhance treatment effectiveness.
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1 Introduction

Eating disorders (EDs) are severe pathologies characterized by persistent disturbances in eating or weight control behaviors, as well as overconcern with weight and shape (Hilbert et al., 2017; Treasure et al., 2022). Due to their high complexity and tendency towards chronicity, they represent major areas of concern for clinicians, families, and society. EDs not only significantly impact patients’ health, psychosocial functioning, and quality of life, but they also incur large costs for the healthcare system (Ágh et al., 2016). Despite ongoing progress in the development of ED treatment, data suggest that outcomes across diagnoses remain less than optimal. For instance, recent meta-analytic reviews (e.g., Solmi et al., 2024) have underlined high dropout rates and limited outcomes, especially for patients at lower weights, as well as high mortality, low recovery rates, and a significant rate of relapse or hospitalization, even after periods of significant symptomatic remission.

The severity and chronicity of EDs might explain the significantly greater focus on psychopathological symptoms over adaptive and positive functioning in the literature (de Vos et al., 2018). However, as the World Health Organization has described since 1948, mental health is more than simply the absence of mental disorder or pathological symptoms (World Health Organization, 2022). Rather, mental health exists on a continuum and is also influenced by protective factors, including well-being (Vaillant, 2012; Lingiardi and McWilliams, 2017).

One of the most rigorously tested theoretically grounded models of psychological well-being (PWB) was introduced by Ryff (1989) and Ryff and Keyes (1995), whose framework refers to reliable indicators of positive functioning based on clinical and personality theories. In response to criticism of subjective well-being indicators (e.g., positive affect, life satisfaction) for ignoring key components of positive psychological functioning (Ryff and Singer, 2006), Ryff’s PWB model evaluates how individuals function psychologically in response to life demands, based on the eudaimonic notion that well-being derives from the realization of human potential (Ryan and Deci, 2001). In more detail, PWB is a multidimensional concept comprised of six dimensions: (a) self-acceptance, referring to an awareness and acceptance of one’s strengths and weaknesses; (b) positive relations, referring to deep and meaningful relationships with others; (c) personal growth, referring to progress as a result of the development of one’s strengths; (d) autonomy, referring to self-determination and independent decision-making; (e) environmental mastery, referring to the management of one’s personal circumstances to take advantage of opportunities; and (f) purpose in life, referring to the establishment and directed pursuit of personal goals. This conceptualization has also been operationalized into a structured, self-report instrument (Ryff and Keyes, 1995), which has found support on the basis of six evidential sources: factor validity, psychological correlates, cross-time dynamics, sociodemographic correlates, biological correlates, and therapeutic intervention efficacy (Ryff and Singer, 2006; Ryff, 2014; Browne et al., 2017; Blasco-Belled and Alsinet, 2022; van Dierendonck and Lam, 2023).

Within the field of EDs, most research has focused on health-related dimensions such as quality of life or subjective well-being (de la Rie et al., 2005; Doll et al., 2005; Jenkins et al., 2011; Mond et al., 2012). However, two relevant studies have explored PWB among ED outpatients (Tomba et al., 2014, 2017). The first study found that ED patients—and especially those with bulimia nervosa (BN)—showed more severe impairment in PWB dimensions compared to a healthy control group, and that most PWB dimensions were negatively related to ED symptom severity (Tomba et al., 2014). A subsequent study on a sample of patients with mixed ED diagnoses found improvement in all PWB domains following the completion of an ED-specialized outpatient treatment program (Tomba et al., 2017). These findings suggest the relevance of assessing PWB in ED samples, in addition to the standard measurement of Body Mass Index (BMI), ED-related symptomatology, and behavioral parameters. Furthermore, other studies, despite not specifically related to Ryff’s PWB model, have found that ED patients tend to adopt maladaptive interpersonal behaviors to regulate emotions, avoid confrontation, and manage negative experiences (Mason et al., 2022). ED patients have also been shown to suffer in the areas of self-directedness, self-awareness, and self-understanding, and to struggle with finding “meaning in life” (i.e., establishing a sense of personal coherence, purpose, and significance) (Marco et al., 2019). Although these variables have been found to influence ED treatment response (e.g., Jones et al., 2015; Muzi et al., 2021; Mirabella et al., 2023), evidence on the possible predictive role played by baseline PWB dimensions on therapy outcomes in this population are lacking.

Another widely debated variable in the ED field is the therapeutic alliance, defined as the collaborative relationship between patient and therapist, and comprised of three main elements: agreement on treatment goals, consensus on treatment tasks, and development of an affective bond (Bordin, 1979). Several meta-analyses have shown the therapeutic alliance to be a reliable predictor of positive treatment outcomes for various disorders, even after controlling for possible confounding variables (e.g., treatment setting, theoretical orientation), particularly in the early phases of psychotherapy (Flückiger et al., 2018; Del Re et al., 2021). However, the effect appears less clear for patients with EDs compared to those with other disorders, as quantitative research on the relationship between the therapeutic alliance and ED treatment outcome has yielded mixed results (Graves et al., 2017). Three meta-analytic studies have suggested that the therapeutic alliance is a central factor in the psychotherapy process and outcome for ED patients, given its apparent association with treatment completion, weight gain, decrease in depressive symptomology and overall ED symptoms, and faster recovery, especially in patients with anorexia nervosa (AN) (Zaitsoff et al., 2015; Graves et al., 2017; Werz et al., 2022). Furthermore, research has also suggested that the therapeutic alliance might mediate symptom reduction in psychotherapy, providing greater clarity regarding the processes by which treatment leads to change (Baier et al., 2020). On the other hand, some studies have found no direct or interactive relation between the therapeutic alliance and ED treatment outcome (e.g., Brown et al., 2013; Raykos et al., 2014).

Related to the therapeutic alliance, research has shown that clinicians tend to report negative perceptions, attitudes, and emotional responses towards their ED patients (e.g., Colli et al., 2015; Groth et al., 2020). A potential explanation for this is that ED patients’ struggle to maintain their body condition and their general difficulties in self-regulation may hinder the formation of a therapeutic alliance (Antoniou and Cooper, 2013). Additionally, the general egosyntonic nature of EDs may reinforce patients’ ambivalence towards change and disagreement regarding treatment goals and tasks (Lev Ari et al., 2024).

These observations underline the need for a deeper understanding of the role played by the therapeutic alliance in ED treatment, and its potential association with ED patient characteristics (Zaitsoff et al., 2015; Graves et al., 2017; Marzola et al., 2019). Nevertheless, to date, little is known about the individual factors that may contribute to (or hinder) the development of a strong therapeutic alliance with ED patients (Waller et al., 2012; Katznelson et al., 2020; Lev Ari et al., 2024). In this regard, several PWB dimensions may be explored as potential predictive factors for the therapeutic alliance with ED patients and the influence of the therapeutic alliance on ED treatment outcome (e.g., Prusiński, 2022). For instance, ED patients who experience empathic, satisfying, and trusting relationships with others may be more willing to establish a collaborative relationship with the therapist which, in turn, may positively affect their treatment response. Additionally, ED patients’ strong sense of mastery and perceived capacity to make effective use of opportunities in their environment, as well as greater self-acceptance and self-directedness, may foster shared agreement on treatment goals and tasks, helping them bear the ambivalent feelings towards symptom change that are demonstrated by many ED patients, thereby enhancing treatment compliance.


1.1 Present study

Consistent with the clinical and empirical literature referenced above, the present study aimed at addressing two main issues. First, it explored the direct effects of PWB dimensions and the early therapeutic alliance on ED patients’ responses to treatment. To address the impact of these variables on symptomatic change of each individual patient, the study applied the twofold criterion developed by Jacobson and Truax (1991). This criterion not only identifies patients who fail to improve during psychotherapy, but it also distinguishes between patients who improve to a level of normal functioning and those who improve significantly yet remain in a symptomatic range. Second, the research evaluated whether the early therapeutic alliance mediated the association between different PWB dimensions and treatment outcome, defined as the pre-post change in overall symptomatic impairment. Despite the limited research on this topic, we expected that baseline PWB dimensions—especially positive relations, self-acceptance, environmental mastery, and purpose in life (Tomba et al., 2014; Browne et al., 2017)—would predict clinically significant and reliable therapeutic change. Furthermore, despite the mixed findings on ED samples, we hypothesized that the early therapeutic alliance would significantly predict clinically significant and reliable symptom reduction (Zaitsoff et al., 2015; Graves et al., 2017). Furthermore, in line with studies showing an indirect effect of the therapeutic alliance on therapy outcome (Baier et al., 2020) and the potential relevance of ED patients’ individual characteristics in determining this association (Prusiński, 2022; Lev Ari et al., 2024), we expected that the therapeutic alliance would mediate the relationship between PWB dimensions and overall symptomatic change.




2 Materials and methods


2.1 Participants

Participants were patients who had been consecutively admitted to a specialized, intensive, and psychodynamic-oriented residential ED treatment center in Bologna (Italy) between September 2019 and June 2023. The inclusion criteria were: (a) at least 18 years of age; (b) a DSM-5/DSM-5-TR diagnosis of AN or BN, established at intake by the consensus of a licensed staff psychiatrist and a clinical psychologist, based on the Structured Clinical Interview for DSM-5 (SCID-5-CV; First et al., 2016); (c) assigned female at birth; and (d) lacking any organic syndrome, psychotic disorder, or syndrome with psychotic symptoms that could complicate the assessment of any study variable.

An initial sample of N = 187 patients met these criteria. Of these, five patients (2.7%) were excluded due to premature discharge or dropout and 17 (9.1%) were not considered due to missing data at treatment intake or discharge. Out of the final study sample of N = 165 patients who completed all assessment measures, 78 (47.3%) were diagnosed with AN-Restricting Type (AN-R), with an average baseline BMI of 15.46 kg/m2 (SD = 2.56); 26 (15.8%) met the diagnostic criteria for AN-Purging Type (AN-P), with an average baseline BMI of 16.71 kg/m2 (SD = 2.28); and 61 (37%) fulfilled the diagnostic criteria for BN, with an average BMI of 23.31 kg/m2 (SD = 2.82). Participants’ mean age was 22.7 years (SD = 6.90), and all were cisgender and White. Most patients were single or separated (n = 159, 96.4%) and had no previous instance of hospitalization in an ED specialized treatment center (n = 86, 58.9%). Their mean age of ED onset was 15.6 years (SD = 4.01). The majority of patients (n = 103, 67.3%) showed at least one comorbid DSM-5/DSM-5-TR clinical syndrome, as assessed by the SCID-5-CV. More specifically, 22 patients (13.3%) fulfilled the diagnostic criteria for major depressive disorder, 16 (9.7%) for obsessive-compulsive disorder, and 12 (7.2%) for a persistent depressive disorder. Other comorbid clinical syndromes were present in less than 5% of all patients. Additionally, 113 patients (72%) showed at least one comorbid DSM-5/DSM-5-TR personality disorder. Most patients met the diagnostic criteria for borderline personality disorder (n = 49, 29.7%) and obsessive-compulsive personality disorder (n = 41, 24.8%) as primary diagnoses, whereas a lower percentage of patients fulfilled the diagnostic criteria for avoidant personality disorder (n = 7, 4.2%), dependent personality disorder (n = 4, 2.4%), narcissistic personality disorder (n = 3, 1.8%), and schizoid personality disorder (n = 3, 1.8%). The remaining patients (n = 6, 3.6%) showed an other specified/unspecified personality disorder.



2.2 Measures

Sociodemographic and baseline clinical characteristics (e.g., age, marital status, length of stay in residential treatment, age of ED onset) were available from each patient’s clinical chart.


2.2.1 Structured Clinical Interview for DSM-5, clinician version (SCID-5-CV)

The SCID-5-CV (First et al., 2016; see also Fossati and Borroni, 2017) is a semi-structured interview that is used to categorically assess psychopathology according to the DSM-5/DSM-5-TR. It is typically administered by a clinician who is familiar with the DSM diagnostic criteria. Interview questions are provided alongside each DSM criterion to aid users in rating each criterion as either present or absent. The SCID-5-CV has shown excellent reliability and high specificity, as assessed using different methods, as well as good clinical validity (Osório et al., 2019).



2.2.2 Psychological Well-Being scale (PWB)

The Psychological Well-Being Scale (PWB; Ryff and Singer, 1996; see also Ruini et al., 2003) is an 84-item measure derived from Ryff’s (1989) theoretically grounded, multidimensional model of psychological well-being. It captures six PWB dimensions: autonomy, environmental mastery, personal growth, positive relations, purpose in life, and self-acceptance. Participants respond to each item using a 6-point Likert scale ranging from 1 (strongly disagree) to 6 (strongly agree). Responses to negatively formulated items are reversed scored, so that higher scores indicate a higher self-rating on the assessed dimension. Scores for each dimensional scale range from 14–84. Previous studies have provided support for the PWB’s good-to-excellent internal consistency and high test–retest reliability (Ryff, 1989, 2014). In the present sample, Cronbach’s alpha for the six dimensions were: 0.84 for autonomy, 0.77 for environmental mastery, 0.76 for personal growth, 0.85 for positive relations, 0.81 for purpose in life, and 0.73 for self-acceptance.



2.2.3 Working Alliance Inventory-Patient Version (WAI-P)

The Working Alliance Inventory (WAI; Horvath and Greenberg, 1989; see also Lingiardi, 2002) is a widely used 36-item self-report questionnaire based on Bordin’s (1979) conceptualization of the therapeutic alliance. It consists of three subscales (i.e., Bond, Task, Goal) and also generates a total score. Each item is rated on a 7-point Likert scale ranging from 1 (never) to 7 (always). The inventory is comprised of a set of related measures that include client-, therapist-, and observer-rated versions. The present study utilized the patient-rated version and the WAI overall score. A large body of research supports the reliability (Hanson et al., 2002), construct validity (e.g., Tichenor and Hill, 1989), and predictive validity (e.g., Horvath et al., 2011) of the measure. Cronbach’s alpha for the current sample was 0.89.



2.2.4 Outcome Questionnaire-45.2 (OQ-45.2)

The OQ-45.2 (Lambert et al., 2004; see also Chiappelli et al., 2008) is a 45-item self-report instrument that was designed to measure important areas of functioning (i.e., symptoms, interpersonal problems, social role) of central interest to mental health. Each item is rated on a 5-point Likert scale ranging from 0 (never) to 4 (almost always). The sum of item scores (after reverse coding select items) provides a total score, which the present study used as the outcome index. Previous studies have demonstrated the good internal consistency and test–retest reliability of the measure (Doerfler et al., 2002). In the present study, Cronbach’s alpha for the OQ-45.2 total score was 0.87.




2.3 Residential treatment program

Patients were attending a multimodal residential treatment program with a main psychodynamic orientation applied to eating pathologies. Treatment included both individual and group psychotherapy (along with recreational and art therapy, social cooking, and social skills training), and the average treatment length was 175.9 days (SD = 67.31, range = 71–583). According to the most widespread practice guidelines for ED treatment, a team approach and patient-tailored perspective were the cornerstones of the therapeutic program (American Psychiatric Association, 2006). A multidisciplinary team of specialized professionals (i.e., psychiatrists, psychologists, social workers, nutritionists, physicians, and nurses) met on a weekly basis to discuss cases within a psychodynamic theoretical framework.

Each patient received individual psychotherapy once or twice a week on the basis of a comprehensive examination of their psychological development, psychodynamic issues, cognitive style, comorbid psychopathology, and family situation. Contents of the individual psychotherapy sessions included interventions that focused on patients’ feelings or desires, linked their current feelings and perceptions to past experiences in order to identify recurrent patterns, addressed patients’ use of symptoms to manage intense and painful emotions, and used the therapeutic relationship as both a source of information about patients’ interpersonal functioning and a vehicle through which to offer them a different model for relationships. In order to provide a therapeutic intervention that was tailored to each patient, therapists might also use more eclectic interventions such as psycho-education on ED symptoms, potential physical consequences of EDs, and treatment goals.



2.4 Procedures

During the first week of treatment, all patients were evaluated using the SCID-5-CV by a licensed staff psychiatrist and a clinical psychologist, to ensure fulfillment of the inclusion criteria. Patients were also asked to complete a self-report measure on psychological well-being. Additionally, height and weight were measured during a full medical examination, to calculate BMI. Moreover, at the same time point and during the week prior to discharge, all patients who agreed to participate completed self-report measures to assess overall psychopathological impairment. The therapeutic alliance was evaluated following the first four sessions of individual psychotherapy. Patients were asked to complete the self-report questionnaire on the therapeutic alliance referring to the clinician who was providing their individual psychotherapy. To reduce social desirability bias, patients were informed that their answers would not be shared with their treating clinicians, but would only be available to researchers. Participation was voluntary and written informed consent was provided by all study subjects prior to the assessments, following the review and approval of the study protocol by the local research ethics committee.




3 Statistical analyses

All analyses were performed using SPSS Version 27 for Windows and the jAMM package of the statistical software Jamovi (Gallucci, 2020), based on the R Studio package lavaan (Rosseel, 2019). Preliminarily, multivariate analyses of variance (MANOVAs) and bivariate correlations were conducted to check whether the PWB dimensions and early therapeutic alliance were influenced by the DSM-5 ED diagnosis (i.e., AN or BN), patient age, baseline BMI, previous hospitalizations for an ED, and treatment length. Subsequently, the clinical significance of therapeutic change was determined according to the criterion proposed by Jacobson and Truax (1991). To determine whether a patient’s change was reliable or the result of measurement error or chance, a reliable change index (RCI) was calculated by subtracting the post-treatment score from the pre-treatment score and dividing the resulting figure by the standard error of difference between the test scores. Patient change was considered reliable when it exceeded the measurement error at a 0.05 level of confidence. In the second step, a cut-off point (i.e., “criterion c”) was determined to assess whether a patient outcome score fell within the functional or dysfunctional population range. In the Italian population, the cut-off score was estimated as a total OQ-45.2 score of 66 (Chiappelli et al., 2008). Thus, the sample was classified into four outcome groups: (a) clinically significant improvement, with a pre-post decrease in the OQ-45.2 total score of more than 14 points and a cut-off score in the functional range; (b) reliable improvement, with a significant pre-post decrease in the OQ-45.2 total score but a cut-off score in the dysfunctional range; (c) no change, with no reliable change and a cut-off score in the dysfunctional range; and (d) reliable deterioration, with a pre-post increase in the OQ-45.2 total score of more than 14 points and a cut-off score in the dysfunctional range.

For the purpose of this study, and due to the small percentage of patients who deteriorated, patients were divided into three groups: those showing clinically significant change, those showing reliable therapeutic change, and those showing minimal change (i.e., unchanged and deteriorated patients).

Subsequently, multinomial logistic regression was used to investigate the direct effects of baseline PWB dimensions and the early therapeutic alliance on therapy outcome, with group membership at the end of therapy used as the outcome variable and scores for the six PWB dimensional scales and the WAI overall score used as predictors. The results were presented as odds ratios (ORs), showing how the likelihood of being in one outcome category changed when the value of the predictor was raised by one unit. If an OR was smaller than 1, the predictor was associated with a lower likelihood; in contrast, an OR greater than 1 suggested a higher likelihood by unit for the predictor.

Finally, separate mediation models of the relationship between pre-treatment PWB dimensions (i.e., PWB dimensional scale scores) and therapy outcome (i.e., OQ-45.2 total score) were tested to identify the mediating, indirect effect of the early therapeutic alliance (i.e., WAI overall score) on these relationships. A residualized change score was calculated for the OQ-45.2 total score by running a linear regression with the discharge values as the outcome and the baseline scores as the predictor. This score was then used in the mediation analyses. Bias-corrected 95% confidence intervals (CIs) were evaluated using the bootstrap percentiles method (N = 1,000), with effects considered significant when the resulting CI did not contain 0. All continuous variables were grand mean centered to reduce collinearity. Any patient lacking an OQ-45.2 assessment at treatment intake or discharge was excluded from the analyses.



4 Results


4.1 Preliminary analyses

A preliminary MANOVA revealed no significant differences between AN and BN patients in baseline PWB dimensions (Wilks’ λ [6,158] = 0.912, p = 0.22, η2p = 0.04) and the early therapeutic alliance (Wilks’ λ [4,159] = 0.833, p = 0.51, η2
p
 = 0.02). Similarly, no significant differences were found between those patients who were previously hospitalized in an ED unit and those who did not with respect to both baseline PWB dimensions (Wilks’ λ [6,158] = 1.504, p = 0.18, η2
p
 = 0.05) and the early therapeutic alliance (Wilks’ λ [4,159] = 0.856, p = 0.49, η2p = 0.02). PWB dimensions were unrelated to baseline BMI (i.e., autonomy r = 0.06, p = 0.46; environmental mastery r = 0.02, p = 0.79; personal growth r = 0.03, p = 0.74; positive relations r = −0.03, p = 0.66; purpose in life r = 0.02, p = 0.82; self-acceptance r = −0.01, p = 0.92) and patient age (i.e., autonomy r = 0.14, p = 0.07; environmental mastery r = 0.08, p = 0.33; personal growth r = 0.05, p = 0.51; positive relations r = 0.10, p = 0.21; purpose in life r = 0.02, p = 0.85; self-acceptance r = 0.03, p = 0.74). Furthermore, no significant associations were found between baseline PWB dimensions and treatment length (i.e., autonomy r = −0.10, p = 0.18; environmental mastery r = −0.14, p = 0.09; personal growth r = −0.07, p = 0.39; purpose in life r = −0.11, p = 0.16; self-acceptance r = −0.12, p = 0.12), with the exception of the positive relations’ dimension (r = −0.19, p = 0.02). Lastly, the correlational analyses showed that the early therapeutic alliance was unrelated to patients’ baseline BMI (r = −0.08, p = 0.30) and age (r = 0.14, p = 0.07), as well as to treatment length (r = −0.13, p = 0.09).



4.2 Clinical significance of pre-post treatment symptomatic change

Figure 1 shows the results pertaining to the clinical significance of symptomatic change. In detail, 43% of patients (n = 71) met the twofold criterion for clinically significant improvement, and an additional 18.2% (n = 30) showed reliable symptomatic change, despite remaining within the dysfunctional range of functioning. On the other hand, 33.9% (n = 56) showed no significant change in overall symptomatic impairment and 6% (n = 8) deteriorated.

[image: Figure 1]

FIGURE 1
 Clinical significance of change in overall symptomatic impairment (N = 165). Individual treatment response based on the Outcome Questionnaire-45.2 overall score (Lambert et al., 2004).




4.3 Direct effects of baseline psychological well-being and the early therapeutic alliance on therapy outcome

As described above, patients with no significant post-treatment change and those who deteriorated were grouped together. Table 1 shows the results of the multinomial logistic regression analyses predicting therapy outcome based on the clinical significance criterion. All variables were entered simultaneously. Of note, the early therapeutic alliance was strongly associated with a greater likelihood of clinically significant change (OR = 2.58, CI [0.33, 1.57]) and reliable change (OR = 2.80, CI [0.24, 1.82]), rather than no change and deterioration. PWB autonomy, positive relations, and self-acceptance were also connected to clinically significant change, rather than no change and deterioration (respectively OR = 1.04, CI [0.01, 0.07]; OR = 1.06, CI [0.01, 0.10]; and OR = 1.11, CI [0.02, 0.19]). On the other hand, PWB personal growth and self-acceptance were significantly associated with reliable change, rather than no change and deterioration (respectively OR = 1.07, CI [0.01, 1.22]; and OR = 1.06, CI [0.01, 0.11]). Moreover, PWB autonomy was associated with a lower likelihood of reliable change compared to no change and deterioration (OR = 0.95, CI [−0.09, −0.01]). No significant effects of PWB dimensions and the early therapeutic alliance emerged pertaining to the likelihood of clinically significant versus reliable change.



TABLE 1 Multinomial logistic regression analyses predicting individual treatment response (N = 165).
[image: Table1]



4.4 Indirect effects of the early therapeutic alliance in the relationship between psychological well-being and therapy outcome

Table 2 displays the complete associations between the six PWB dimensions, the early therapeutic alliance, and therapy outcome (i.e., the residualized change score from the pre-post OQ-45.2 total score).



TABLE 2 Associations among psychological well-being dimensions, the therapeutic alliance, and therapy outcome (N = 165).
[image: Table2]

The six mediational models—one for each PWB dimension—revealed significant indirect effects of the therapeutic alliance in the relationships between different PWB components and therapy outcome (see Table 3). Additionally, higher levels of different PWB dimensions predicted a better therapy outcome through an increased therapeutic alliance. Specifically, the first mediation model showed that the point estimate of the indirect effect between PWB autonomy and therapy outcome through the early therapeutic alliance was −0.091 (SE = 0.04, p = 0.042), and the bootstrapped 95% CI [−0.196, −0.020] did not include 0, indicating that the indirect effect of the therapeutic alliance was significant. The total effect of the baseline PWB autonomy on therapy outcome was significant (β = −0.22, p = 0.006), whereas its direct effect was not significant after controlling for the mediator (β = −0.15, p = 0.077). Also in the second mediation model, greater PWB environmental mastery was associated with better therapy outcome, through a better therapeutic alliance (β = −0.07, p = 0.029). The total effect of the baseline PWB environmental mastery on therapy outcome was significant (β = −0.43, p < 0.001), as was its direct effect after controlling for the mediator (β = −0.35, p < 0.001). The indirect effect of PWB personal growth through the therapeutic alliance on therapy outcome was also significant (β = −0.09, p = 0.041). The total effect of the baseline PWB personal growth on therapy outcome was significant (β = −0.41, p < 0.001), as was its direct effect after controlling for the mediator (β = −0.31, p < 0.001). Similar findings emerged in the fourth mediation model, which found that the therapeutic alliance mediated the link between PWB positive relations and therapy outcome (β = −0.10, p = 0.025). Both the total and the direct effects of the baseline PW positive relations on therapy outcome were also significant (respectively β = −0.36, p < 0.001; and β = =0.30, p = 0.013). The indirect effect of PWB purpose in life through the therapeutic alliance on therapy outcome was also significant (β = −0.07, p = 0.042), as were the total and direct effects of PWB purpose in life on therapy outcome (respectively β = −0.48, p < 0.001; and β = −0.40, p < 0.001). Finally, greater PWB self-acceptance was associated with better therapy outcome, through a better therapeutic alliance (β = −0.07, p = 0.020). The total effect of the baseline PWB self-acceptance on therapy outcome was significant (β = −0.49, p < 0.001), as was its direct effect after controlling for the mediator (β = −0.42, p < 0.001).



TABLE 3 Mediation of the early therapeutic alliance in the relationship between psychological well-being dimensions and therapy outcome (N = 165).
[image: Table3]




5 Discussion

To the best of our knowledge, the present study was the first to investigate both the role of baseline PWB dimensions in determining individual responses to ED treatment and the indirect effects of the early therapeutic alliance in the relationship between the theoretically grounded concept of eudaimonic psychological well-being and ED therapy outcomes. Although previous studies have included measures of subjective well-being and health-related dimensions (e.g., Jenkins et al., 2011; Mond et al., 2012), or compared PWB dimensions in ED patients to those of healthy controls (e.g., Tomba et al., 2014), the present research shed new light on the relationship between ED patients’ dimensions of positive psychological functioning and their trusting, collaborative relationships with treating clinicians in determining symptomatic change through psychotherapy. The findings align with broader recognition that outcome research in the field of EDs is dramatically biased towards psychopathological dysfunction, on the assumption that mental health is predicated on the absence of illness rather than the presence of psychological wellness (Fava and Tomba, 2009; de Vos et al., 2018). Additionally, evidence relating the therapeutic alliance to ED treatment outcome are of limited clinical use without a better understanding of the facilitators or barriers to therapeutic alliance formation in ED patients (Lev Ari et al., 2024).

Applying the clinical significance criterion of therapeutic change (Jacobson and Truax, 1991), the present study found that 43% of patients experienced clinically significant symptomatic improvement (shifting into the functional population range) and a further 18.2% responded reliably in terms of overall symptom reduction. However, a significant percentage of patients (33.9%) remained unchanged and an additional 4.8% showed reliable deterioration. These findings are congruent with previous studies on ED-specific residential treatment settings (Muzi et al., 2020) and inpatient facilities (Schlegl et al., 2014, 2016). Of note, when exploring the direct effects of PWB dimensions on individual treatment response, the results showed that patients’ capacity to be self-determined and adhere to personal standards, to establish empathic, warm, and intimate relationships with others, and to maintain a nuanced and compassionate attitude towards the self were related to clinically significant change. In contrast, self-acceptance and personal growth (i.e., openness to new experiences and the realization of personal potential) were associated with reliable change. Previous ED research has shown that patients with greater identity confusion, greater difficulty distinguishing internal representations from external circumstances, more severe impairment in interpersonal functioning, and lower self-compassion are more likely to experience poor therapeutic outcomes (Kelly et al., 2013; Verschueren et al., 2017; Muzi et al., 2021). On the other hand, a higher baseline ability to construct a coherent and meaningful personal narrative, better interpersonal functioning, and a sense of directedness and purpose has been shown to be related to better therapeutic outcomes (Vall and Wade, 2015; Marco et al., 2019; Muzi et al., 2021). Thus, interventions targeting these areas of psychological strength may have pivotal clinical implications, increasing motivation, treatment adherence, and therapeutic progress.

The present findings also showed that the early therapeutic alliance (i.e., within the first four therapy sessions) was associated with clinically significant and reliable change. Despite substantial evidence highlighting a potential alliance-outcome association in EDs (Zaitsoff et al., 2015; Graves et al., 2017), the precise implications of this association remain unclear. A possible explanation for the present result may lie in the time point at which this variable was measured: as the therapeutic alliance begins to form from the first meeting between therapist and patient, and early phases of the therapeutic relationship have been found to predict positive psychotherapy outcomes later on (Werz et al., 2022), the early therapeutic alliance may be significant to the relationship between the therapeutic alliance and therapy outcome over time. Furthermore, this direct effect may be particularly relevant to specialized, full-time residential ED treatment settings, which are more likely to reward strong interpersonal relationships with members of the treatment team and other patients, compared to less intensive care settings (e.g., outpatient treatments, day treatment programs) (Peckmezian and Paxton, 2020).

With respect to the second aim of the study, the early therapeutic alliance also emerged as a significant mediator in the relationship between all baseline PWB dimensions and overall symptomatic change. While some studies have suggested an association between the therapeutic alliance and Ryff’s concept of psychological well-being (Prusiński, 2022), evidence beyond the mental health context also suggests that the doctor–patient alliance, defined by agreement over treatment goals and tasks and mutual trust and liking, may be associated with patients’ life satisfaction and quality of life (Fuertes et al., 2009). Additionally, the present results align with evidence showing the indirect effect of the therapeutic alliance on therapeutic change, despite heterogeneity between study designs, clinical populations, and treatment settings (Baier et al., 2020). These findings may have significant clinical implications for ED treatment. First, patients’ baseline ability to build deep and trust-based relations with others may significantly impact their contribution to the collaborative relationships with their treating clinicians over the course of therapy, then, in turn, leading to better outcomes (Hersoug et al., 2013). Moreover, a sense of agency and the capacity to cope with complex environmental factors may influence, through a better therapeutic alliance, the therapeutic dyad’s ability to tailor the therapeutic space to support the intense work process needed to recover from EDs (Bardone-Cone et al., 2018). This is also consistent with Ryff’s (1989) psychological well-being model, which outlines that the most crucial factor for human development is an increase in the sense of self-directedness and the ability to transform the environment in accordance with one’s values and needs. Furthermore, a positive but realistic attitude towards oneself and effective intrinsic behavioral regulation may help to foster the therapeutic relationship as an important stabilizing condition to counteract ED patients’ fluctuating levels of subjective discomfort and ambivalence towards change (Lev Ari et al., 2024).

Notwithstanding these promising results, the present study suffered from several limitations that must be acknowledged in the interpretation of the results. First, all patients were recruited from a single residential ED treatment program, which hinders the generalizability of the findings to patients in other ED treatment settings (e.g., day programs, outpatient settings) and individuals suffering from other baseline EDs other than AN and BN (e.g., binge eating disorder, avoidant/restrictive food intake disorder). Furthermore, despite patients were asked to evaluate the perceived therapeutic alliance referring to clinicians who were providing individual psychotherapy, the multidisciplinary nature of the overall therapeutic approach may still represent a potential confounding variable (Elran-Barak et al., 2024). Second, the study only included White assigned females at birth, which limits the generalizability of the findings to assigned males, minority demographic populations, and individuals with other gender identities (e.g., Mirabella et al., 2024). Third, the present study only relied on self-report measures, which may be susceptible to response bias. Therefore, future research should address the study hypotheses using more diverse samples with different ED diagnoses using multi-informant assessment methods, while also controlling for the treatment setting and therapeutic approach (e.g., psychodynamic, cognitive-behavioral, interpersonal). Given increasing evidence of relevant clinical challenges with less-studied ED diagnoses (Kambanis and Thomas, 2023; Solmi et al., 2024), further replication considering other ED patient groups is especially needed. Fourth, future research should also include therapists’ and/or external ratings of the early therapeutic alliance. As the therapeutic alliance reflects a dyadic process in which both the patient and the therapist continuously perceive and influence each other’s perspectives (Atzil-Slonim et al., 2015), it would be crucial to also examine the level of congruence between patient and therapist perspectives on the therapeutic alliance within ED treatment (e.g., Whelen et al., 2022). Of note, due to the complex nature of EDs, measures of therapeutic change should also take into account pre-post data on other parameters such as BMI and number of dietary restrictions, inappropriate compensatory behaviors or binge eating episodes per week. Future studies should also investigate the potential role of other relevant baseline variables (e.g., duration of illness; Broomfield et al., 2017), as well as the influence of individual factors such as attachment patterns (e.g., Tasca, 2019) or early traumatic experiences (e.g., Musetti et al., 2023), on both PWB dimensions and early therapeutic alliance.

Despite these limitations, the present study, which applied a theoretically grounded model of psychological well-being, enhances our understanding of the complex interplay between ED patients’ positive psychological functioning, the early therapeutic alliance, and therapeutic change at both individual and overall levels. From a clinical standpoint, interventions targeting and promoting experiences of well-being may address the growing awareness that standard, symptom-oriented treatment for EDs may not be sufficient to determine a full recovery (Fava, 2016; Bardone-Cone et al., 2018). Conversely, previous studies have shown promising results on the effectiveness of interventions aimed at improving eudaemonic well-being in both clinical and nonclinical populations (van Dierendonck and Lam, 2023). Since EDs still represent a major global clinical and public health challenge, these findings suggest that current therapeutic programs might benefit from including interventions aimed at increasing overall positive human functioning. Such observations seem particularly relevant for residential treatments, which are commonly administered to patients with chronic, severe, and enduring forms of eating pathologies that are more likely to be unresponsive to treatment approaches that are solely symptom-oriented. Furthermore, a stronger alliance in the earliest stages of treatment appears to be an independent and interactive predictor of symptom reduction and one of the many processes driving change in ED patients. By identifying patient factors that may positively or negatively influence the therapeutic alliance in ED treatment, therapists may better prevent relationship ruptures and tailor their interventions to overcome these (Safran et al., 2011; Lingiardi et al., 2018; Colli et al., 2019), thereby enhancing therapeutic outcomes for this difficult-to-treat population.
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