The Effectiveness of Interpersonal Psychotherapy
Versus Cognitive Behavioral Therapy for Eating
Disorders: A Systematic Review and Meta-analysis
Qihang Xie
Anhui Medical College: Anhui Medical University
Pengcheng Yi
Zhejiang Provincial People's Hospital
Xinyang Hu
Anhui Medical College: Anhui Medical University
Jianxiang Lei
Anhui Medical College: Anhui Medical University
Jiacheng Kong
Anhui Medical College: Anhui Medical University
Yang Zhang
Fourth People's Hospital of Hefei
Meng Liang
Chaohu Hospital of Anhui Medical University
Jingyi Luo
Chaohu Hospital of Anhui Medical University
Xiaoming Li (  psyxiaoming@126.com )
Anhui Medical University https://orcid.org/0000-0002-5228-1372

Research Article
Keywords: Eating disorder, Interpersonal psychotherapy, Cognitive behavioral therapy, Review, Meta-analysis
Posted Date: September 3rd, 2021
DOI: https://doi.org/10.21203/rs.3.rs-867140/v1
License:   This work is licensed under a Creative Commons Attribution 4.0 International License. Read
Full License

Page 1/22

Abstract
Purpose: Interpersonal psychotherapy (IPT) has been proposed as a treatment strategy for eating disorders
(EDs). However, cognitive behavioral therapy (CBT) is the treatment more effectively and widely used than
IPT. We conducted a systematic review and meta-analysis of randomized controlled trials (RCTs) to
compare the effectiveness of IPT versus CBT on EDs.
Methods: We systematically searched PubMed, Embase, Medline, Cochrane, Web of Science, and the
Clinical Trials Database for RCTs that compared IPT and CBT.
Results: Of 468 studies initially identified, 10 were suitable for incorporation into our meta-analysis (N = 833
participants). In those studies, IPT and CBT had comparable effects in terms of primary outcome (i.e., ED
score) (SMD = 0.08), while IPT had a better effect in terms of secondary outcome (i.e., Inventory of
Interpersonal Problems) (SMD = 0.32) than CBT. Compared with CBT, IPT had a better treatment effect for
ED populations with lower Body Mass Index (SMD = 0.27) and age (SMD = 0.43). IPT and CBT both had
follow-up effects of pre-test and follow-up comparison after fewer than 6 months (SMD = 1.61, 1.83), 6–12
months (SMD =1.48, 1.65), and more than 12 months (SMD = 1.29, 1.33). At the same time, only CBT
showed a dose-response relationship trend (β = 0.017, p = 0.067).
Conclusion: The meta-analysis provided clear evidence that IPT is an effective treatment measure for
patients with EDs. This review also suggested that future research is needed to determine the effects of IPT
in the treatment of EDs.
Level of evidence Level I, systematic review and meta-analysis.

What Is Already Known On This Subject?
Eating disorders (EDs) are a group of diseases characterized by abnormal eating habits and excessive
attention to food, weight and body shape. The treatment of EDs mainly includes two psychotherapies: one
is cognitive behavioral therapy (CBT), another one is Interpersonal psychotherapy (IPT). In view of
literatures, a series of clinical trials have assessed IPT against CBT, but single study might not be able to
compare the difference of the efficiency between IPT and CBT because of the small sample size in these
studies. Moreover, only a few systematic reviews examined the effects of IPT on other disorders. However,
no meta-analysis has focused on IPT for EDs.

What Does This Study Add?
The present study is the first meta-analysis to compare the effects of CBT and IPT in terms of their use as
treatment for EDs. The results showed that, compared with CBT, IPT had a visible effect in terms of
changing the score on the EDE scale. These data support IPT as a treatment strategy that can reduce ED
symptoms. Moreover, compared with CBT, IPT has better treatment effect on Ed population with smaller
BMI or age. These have important significance for the diversification of treatment methods and the choice
of applicable populations.
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Compliance with Ethical Standards

Introduction
Eating disorders (EDs) are a group of diseases characterized by abnormal eating habits and excessive
attention to food, weight, and body shape [37]. These diseases include anorexia nervosa (AN), bulimia
nervosa (BN), binge eating disorder (BED), and other EDs that are connected with meaningful physical and
psychological distress [4]. AN is a type of ED characterized by the inability to maintain a normal healthy
body weight, often falling below 85% of ideal body weight. BN is characterized by recurrent episodes of
binge eating in combination with some form of inappropriate compensatory behavior, like fasting,
excessive exercise etc [8].
Abnormal behavior in EDs occurs no less often than in any other physical or mental illness. In most
patients, fear of and attempts to counteract the effects of gaining weight are the most typical
psychopathology that emerges. Underage girls and young women, who are typically white and live in
western nations, are most often affected by EDs. It is estimated that 3% of young women suffer from EDs
(0.7% AN, 1–2% BN), and the incidence of EDs is rising [14].
Cognitive behavioral therapy (CBT) is widely used as the gold-standard treatment for EDs and has been
practiced as a treatment for EDs for decades [23]. Over time, it no longer causes anxiety or fear [17].
Interpersonal psychotherapy (IPT), on the other hand, is a new treatment both in the use of exposure
therapy and long-term effectiveness [30, 32].
Klerman and colleagues introduced IPT in the 1970s while studying the acute phase of treatment for major
depression [29]. IPT is a time-limited, affect-, life event-, and present-focused psychotherapy that
emphasizes the interpersonal context of symptoms [28]. It has been demonstrated to successfully treat
depressive disorder and helped patients develop healthy social relationships [2].
Current treatment for BN includes two main therapies: CBT, which begins with addressing the patient’s
deviant self-perception and excessive obsession with weight control and then focuses on the problem by
conducting multi-angle interventions from cognition to behavior. Scientific research and clinical practice
have demonstrated that this therapy is effective [20]. On the other hand, IPT is also of great significance for
the healthy development of adolescents.
Early acceptance of effective psychotherapy is conducive to the personal development of adolescents. CBT
places great emphasis on consciousness and, once the patient’s consciousness is weakened, CBT cannot
continue, because the most important element of CBT is that the patient and social worker complete the
construction of the so-called the Antecedents, Behavior, Consequences model. This model is one of the
most prominent CBT techniques for analysing thoughts, behavior, and emotions [26]. It involves the patient
and social worker filling in the ED scale together, which should be completed according to the patient’s selfawareness.
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Unlike other psychotherapy techniques, however, IPT does not emphasize etiology or causation, such as
assuming that unfortunate social events cause depression. Instead, it allows patients to learn to associate
emotions with interpersonal interactions and alleviate depression through appropriate interpersonal
adjustment and relationship improvement [36]. In clinical practice, IPT is used less often than CBT, which
would appear to mean that CBT is the more effective treatment ED. However, no immediate or long-term
difference is evident in the results of IPT and CBT in the treatment of EDs, and studies have pointed out that
46.5% of patients are inclined to CBT, while 53.5% are inclined to IPT. Studies have also demonstrated that
CBT has a higher drop-out rate than IPT [38]. The effectiveness of CBT versus IPT, however, is not reflected
in these studies. The relationship between IPT and CBT in the treatment of EDs has not been covered in the
literature, and no research has examined the comparative treatment effects of the two techniques [10].
Therefore, this study sought to examine and compare the treatment effects of IPT and CBT for EDs.
A series of clinical trials has assessed IPT compared to CBT [6, 27]. However, a single study’s ability to
determine the differences in effectiveness of IPT and CBT may be limited by small sample size. Moreover,
only a few systematic reviews have examined the overall effects of IPT. Some have focused on the effects
of IPT for depression [11], while others have focused on narrow research topics, such as the comparison
between IPT and normal care [21]. No meta-analysis has focused on IPT for EDs. We therefore conducted a
systematic review and meta-analysis of randomized controlled trials (RCTs) to provide evidence regarding
whether IPT or CBT is more effective in the treatment of EDs from the same experimental comparisons.

Methods
This systematic review and meta-analysis is reported in accordance with the Preferred Reporting Items for
Systematic Reviews and Meta-Analysis (PRISMA) statement and was registered at International
Prospective Register of Systematic Reviews (CRD42020173888).
Study selection and data extraction
Our inclusion criteria consisted of RCTs on ED, BED, AN, or BN, comparison of IPT with CBT, examination of
the effects of exposure, and reported changes at long-term follow-up. The identified studies included
multiple scales to evaluate the effects of the interventions. Our inclusion criteria had no requirements for
the diagnosis, size, or group characteristics of the samples. Only articles written in English were included.
Research that took the forms of protocol study or case report, that had incomplete data, or that did not
assess IPT as a treatment for EDs was excluded.
We selected studies by searching PubMed, Web of Science, Medline, the Clinical Trials Database, Cochrane,
and Embase to from inception through May 30, 2021. We used the combined text and MeSH terms of
“eating disorder” and “interpersonal psychotherapy.” The complete search used for PubMed was: (Search
(((((“Feeding and Eating Disorders”[MeSH])) OR ((((((((((Feeding Disorders[Title/Abstract]) OR Disorder,
Feeding[Title/Abstract]) OR Disorders, Feeding[Title/Abstract]) OR Feeding Disorder[Title/Abstract]) OR
Eating Disorders[Title/Abstract]) OR Disorder, Eating[Title/Abstract]) OR Disorders, Eating[Title/Abstract])
OR Eating Disorder[Title/Abstract]) OR Appetite Disorders[Title/Abstract]) OR Appetite
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Disorder[Title/Abstract]))) AND ((Psychotherapy, Interpersonal[Title/Abstract]) OR “Interpersonal
Psychotherapy”[MeSH])) AND ((Randomized controlled trial [Publication Type] OR randomized
[Title/Abstract] OR placebo [Title/Abstract]))). To identify other potentially similar studies, we reviewed a
series of related studies and reviews and also checked unpublished studies.
Two independent researchers (Q.X. and X.H.) browsed the titles and abstracts of the articles as well as the
full texts of the articles that met the inclusion criteria. The collection and analysis of experimental data was
done by two researchers (Q.X. and X.H.) and required 96% agreement. In the case of differing opinions, the
third researcher (J.L.) would be called upon to resolve the issue.
We extracted the following data from each qualified article: number of participants, gender, age, IPT or CBT
treatment, trial duration, and change in scale score. Two independent reviewers (Q.X. and J.L.) assessed the
risk for bias according to the PRISMA recommendations.
Statistical analysis
As a primary outcome, we analyzed the Eating Disorder Examination (EDE) scale score as continuous
variables and reported the differences between the standardized means before and after the interventions.
In addition, we conducted follow-up effect analysis assessed by the same outcome. EDE is an
investigational method used to determine the psychopathological characteristics of EDs. According to the
investigation method of the DSM-Ⅳ, it is adjusted to diagnose EDs as well as to identify psychopathological
changes in disordered [15]. We also used the Inventory of Interpersonal Problems (IIP) as a secondary
outcome, which identifies abnormal interpersonal communication patterns and can reflect the severity of
EDs.
Next, we calculated the standardized mean difference (SMD) in the EDE scores by using a random-effects
model (the inverse variance method). Moreover, to fully explain the additional uncertainties associated with
the differences between the studies of the effects of IPT and CBT, in the meta-analysis of each result, we
performed a pre-planned sensitivity analysis of trials comparing IPT and CBT. This comparison is the most
important clinical question related to the effectiveness of IPT. In the overall analysis, the heterogeneity of
the result changes caused by treatment in the control group was also reduced.
Finally, we assessed the likelihood of publication bias by constructing a funnel plot of the effect size and
standard error of each trial. The Cochrane Q test was used to assess the heterogeneity of the studies, and
we also performed an I² test to assess the degree of heterogeneity between studies. If the value was greater
than 50%, the heterogeneity was considered moderate to high. All statistical analyses were conducted using
Review Management (version 5.3) and Stata version 15.0.

Results

Characteristics of the included studies
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We initially identified 468 studies, of which 10 (n = 833 participants) were ultimately included in our
analysis (Fig. 1). A total of 174 duplicate articles were removed from the initial 468 studies. By reading the
abstract and title, we removed an additional 272 case reports, protocols, pilot studies, reviews, and articles
in which the disease under discussion was not an ED or in which the treatment was not IPT. After reading
the full text of the qualified articles, we discarded a further 12 because their treatment method was not IPT
or the disease under study was not an ED.
The 10 trials that we reviewed in full were all RCTs that directly compared CBT with IPT in the same
experiment (Table 1). The mean trial duration was 18 weeks. The mean age of the participants ranged from
24.2 to 50.3 years. Sample types included BED [1, 34, 38, 40], AN [7, 31], and BN [9, 15, 13]. Eight trials
included a follow-up and compared IPT with CBT [1, 13, 15, 19, 31, 34, 38, 40]. The follow-up time spans
more than 12 months. Two trials compared IPT with CBT and had no specific control management [7, 31].
One trial compared IPT with CBT and behavioral weight loss treatment [40].
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Table 1
Studies included in the Meta-analysis and their Characteristics
Study

Agras,
1995

Sample
type

Study
design

N

Binge
eating
disorder
(BED)

RCT

31,11

(each
group)

Age
(years,mean)

Design

Other
intervention
aspects

Outcome
measure

47.6

24
weeks
of IPT

Assessments
occurred at pretreatment, 12
and 24 weeks
follow-up

EDE

Vs.
CBT

BES
IIP
SCL-90
BDI

Carter,
2010

Anorexia
Nervosa

RCT

14,17༌12

NA

at least
20
weeks
of IPT
vs.

Assessments
occurred at pretreatment and
post-treatment

global
anorexia
nervosa
measure

Assessments
occurred at pretreatment, posttreatment and
12 weeks
follow-up

BMI

CBT vs
NSCM
Chui,
2007

Bulimia

RCT

59,65

28.61

Nervosa

at least
20
weeks
of IPT
vs.
CBT

EDE
SCID
SCL-90
IIP
RSS

Fairburn,
1993

Bulimia

RCT

25,25

24.2

Nervosa

at least
18
weeks
of IPT
vs.
CBT

Assessments
occurred at
pre-treatment,
posttreatment,4,8,
and 12 months
follow-up

EDE
EAT

Abbreviation: IPT༚interpersonal phychotherapy, CBT: cognitive behavioral therapy, BES: Binge Eating
Scale, BDI: Beck Depression Inventory, IIP: Inventory of Interpersonal Problems, SCL-90: Symptom Check
List — 90, BMI: Body Mass Index, RSS: Rosenberg Self-esteem Scale, EAT: Eating Attitude Test, EDE-Q:
Eating Disorder Examination Questionnaire, BSI: Brief Symptom Inventory, GAF: Global Assessment of
Functioning
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Study

Fairbunr,
2015

Sample
type

Study
design

N

Bulimia

RCT

65,65

(each
group)

Nervosa

Age
(years,mean)

Design

Other
intervention
aspects

Outcome
measure

26.8,

at least
20
weeks
of IPT
vs.

Assessments
occurred at

EDE

24.9

CBT
Hilbert,
2012

Binge
eating
disorder
(BED)

RCT

45,45

44.02,
45.73

at least
20
weeks
of IPT
vs.

Assessments
occurred at pretreatment, posttreatment, 1year follow-up
and long-term
follow-up

EDE

Assessments
occurred at pretreatment.
post-treatment

GAF

Assessments
occurred at

IIP

Vs.
GCBT

Pre-treatment,
Post-treatment
and six month
follow-up

TRIPED

20
weeks
of IPT

Assessments
occurred at

CBT
Mcintosh,
2005

Anorexia
Nervosa

RCT

21,19,

NA

16

pre-treatment,
posttreatment,20,40
and 60weeks
follow-up

at least
20
weeks
of IPT
vs.

EDE-Q
BSI
BMI

DSM-IV
EDE

CBT vs
NSCM
Tasca,
2012

Wlifley,
2002

Binge
eating
disorder
(BED)

RCT

Binge
eating
disorder
(BED

RCT

48,47

81,81

32.7

25.7,
24.7

16
weeks
of GPIP

Vs.
CBT

Pre-treatment,
Post-treatment
,4,8 and 12
month followup

EDE

EDE
IIP
BMI
DSM-Ⅲ-R

Abbreviation: IPT༚interpersonal phychotherapy, CBT: cognitive behavioral therapy, BES: Binge Eating
Scale, BDI: Beck Depression Inventory, IIP: Inventory of Interpersonal Problems, SCL-90: Symptom Check
List — 90, BMI: Body Mass Index, RSS: Rosenberg Self-esteem Scale, EAT: Eating Attitude Test, EDE-Q:
Eating Disorder Examination Questionnaire, BSI: Brief Symptom Inventory, GAF: Global Assessment of
Functioning
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Study

Wilson,
2010

Sample
type

Study
design

N

Age
(years,mean)

Design

Other
intervention
aspects

Outcome
measure

Binge
eating
disorder
(BED)

RCT

75,64,

48.7,
46.2,

Assessments
occurred at

EDE

66

24
weeks
of IPT

(each
group)

50.3

Vs.
BWL
Vs.
CBTgsh

Pre-treatment,
Post-treatment
,1 and 2 year
follow-up

DSM-IV

Abbreviation: IPT༚interpersonal phychotherapy, CBT: cognitive behavioral therapy, BES: Binge Eating
Scale, BDI: Beck Depression Inventory, IIP: Inventory of Interpersonal Problems, SCL-90: Symptom Check
List — 90, BMI: Body Mass Index, RSS: Rosenberg Self-esteem Scale, EAT: Eating Attitude Test, EDE-Q:
Eating Disorder Examination Questionnaire, BSI: Brief Symptom Inventory, GAF: Global Assessment of
Functioning
Quality assessment and publication bias
The Cochrane Risk of Bias assessment is shown in Fig. 2A, which shows that the common risk factor for
bias was random sequence generation. Five of the ten studies did not use random sequences entirely,
which could have resulted in the participants not being randomized. Fig. 2B shows the risk of bias: seven of
the ten studies did not clearly describe the allocation method. However, all of the trials used blinding and
had a low risk of bias.
Primary outcome analysis
Fig. 3A shows the effects of IPT compared to CBT in the treatment of EDs. The meta-analysis revealed
similar effects compared to CBT in reducing EDE scores. Pooling the data of all these studies showed that
IPT led to a mean reduction in scale score that was close to or slightly better than CBT (10 studies, n = 833,
SMD = 0.08, 95% CI: -0.07 to 0.22, p = 0.29), and we detected no publication bias (p = 0.29, Fig. 3A). The
heterogeneity of the literature data was low (p = 0.37, I² = 7%). The funnel plot, as shown in Fig. 3B,
identified no outlier studies. Egger’s test showed no published offset (p = 0.932).
Follow-up effect analysis of IPT versus CBT
To analyze the follow-up effects (Fig. 4), we conducted statistical analysis on the basis of dividing the
follow-up periods into three time frames (less than 6 months, 6–12 months, and more than 12 months).
The three time frames of pre-test and follow-up comparison all showed follow-up effects in fewer than six
months (CBT: SMD = 1.83, 95% CI: 0.28–3.39; IPT: SMD = 1.61, 95% CI: 0.38–2.85), 6–12 months (CBT:
SMD = 1.65, 95% CI: 0.82–2.48; IPT: SMD = 1.48, 95% CI: 0.79–2.18) and more than 12 months (CBT: SMD
= 1.33, 95% CI: 1.00–1.66; IPT: SMD = 1.29, 95% CI: 1.06–1.51). However, no differences in terms of followup effects between IPT and CBT were identified.
Secondary outcome analysis
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As a secondary outcome, we analyzed the IIP to provide additional evidence regarding the effects of IPT
and CBT. Five studies (n = 574) were incorporated into the analysis. Fig. 5 illustrates that this analysis
showed IPT to be slightly superior than CBT (SMD = 0.32, 95% CI: 0.07–0.56, p = 0.01, I² = 38).
Subgroup analysis
To perform subgroup analysis, first, we compared the therapeutic effects of IPT and CBT between two
patient types: patients with AN and patients with BN (Fig. 6A). The results showed that the two treatments
were equivalent in terms of their therapeutic effect (AN: SMD = 0.16, 95% CI: -0.31–0.62; BN: SMD = 0.07,
95% CI: -0.10–0.24). An additional subgroup analysis examined whether age made any difference to
treatment effect (Fig. 6B). For people older than 40, the two treatments had the same therapeutic effect
(SMD = 0.17, 95 CI%: -0.07–0.42, p = 0.17), while for people younger than 40, IPT had a greater effect size
(SMD = 0.43, 95% CI: 0.25–0.61, p < 0.001).
In the BMI subgroup analysis (Fig. 6C), we found that people with a BMI of less than 30 had a larger effect
size when comparing IPT to CBT (SMD = 0.27, 95% CI: 0.06–0.48, p = 0.01) as opposed to people with a
BMI higher than 30 (SMD = -0.34, 95% CI: -0.83–0.15, p = 0.17). Moreover, there were significant differences
between the subgroups (p = 0.03).
Meta-regression analysis of treatment sessions
The meta-regression analysis showed that CBT had a trend of dose-response relationship (β = 0.017, p =
0.067, Fig. 7A), suggesting that the more sessions a patient underwent, the better the effect. IPT, on the
other hand, showed no dose-response relationship (β = 0.003, p = 0.495, Fig. 7B).

Discussion
To the best of our knowledge, the present study is the first meta-analysis to compare the effects of CBT and
IPT in terms of their use as treatment for EDs. The effect sizes of CBT and IPT can be compared directly
because the data came from the same experimental comparisons. The results showed that, compared with
CBT, IPT had a visible effect in terms of changing the score on the EDE scale. These data support IPT as a
treatment strategy that can reduce ED symptoms.
The primary outcome also demonstrated that IPT and CBT have comparable effectiveness, which indicates
that IPT could be a viable choice for treating EDs. At the same time, a previous studies found that
interpersonal problems play an essential role in adults with EDs [3], which would appear to support the use
of both IPT and CBT to treat EDs. However, ED patients undergoing IPT treatment often experience stress
and mood difficulties, which can be reduced by involving family or friends in treatment. Thus, in the future,
family-based IPT may become a preferred treatment for EDs [25]. However, compared to pre-adolescents
without EDs, pre-adolescents with EDs have little healthy family communication [12], which is likely related
to the child’s ED and may also be an early cause of EDs. As such, it is very important for families to
participate in the weight management of adolescents [39].
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Both the primary and secondary outcomes suggested that the effect of IPT on ED treatment was
comparable to that of CBT. Furthermore, based on the IIP, it appeared that IPT may have resulted in a better
score and improved effect due to the interpersonal problems that can affect a patient’s motivation to attend
therapy [2]. As patients with EDs often have interpersonal problems, IPT can assist in symptom reduction
by enhancing social functioning, repairing and constructing supports, improving communication, and
resolving interpersonal conflicts. In this way, IPT is better equipped to improve interpersonal problems than
CBT, which is also reflected in the treatment effect.
Through subgroup analysis, we found better treatment effect with lower BMI and age. This result may be
attributable to the fact that young people are more receptive to new treatments and more likely to be of
lower weight than older people [5]. Likewise, young people often experience interpersonal problems, and
there is strong evidence that IPT has a meaningful effect on the treatment of interpersonal problems in
young people. At the same time, in the absence of interpersonal problems, the patient will actively
participate in the treatment with better results [18]. This indicates that, to achieve optimal curative effect in
the process of treating EDs, we should pay attention to the interpersonal problems of the patient.
While the meta-regression revealed that only CBT showed a dose-response relationship trend, these results
should be treated with caution due to the limited number of studies available for analysis. If future research
confirms a dose-response relationship in CBT—and if a dose-response relationship is discovered in IPT—
then the frequency of sessions can be appropriately increased in clinical practice to obtain improved
therapeutic effects. In fact, both IPT and CBT have been shown to alleviate patients’ harmful eating habits
and improved their mental condition, although without directly affecting weight. Therefore, another
potential benefit of therapy is to assist bariatric surgery patients [35].
The follow-up effect analysis showed the same effects for IPT and CBT. However, there were no precise and
consistent time points for follow-up, such as 2 months, 7 months, and 15 months. As such, the analysis can
provide only a rough follow-up statistical result. The ideal duration of treatment is not known. For this
reason, more precise time frames should be collected in future research to conduct a thorough follow-up
analysis.

Limitations
This study is subject to a few limitations. First, the number of studies included was only ten. Therefore,
some conclusions offered by this meta-analysis require additional research to confirm. Second, five studies
in this meta-analysis were considered as having a high risk of bias because of their random sequence
generation. Third, to identify potential factors that could cause interference, more detailed patient
information is needed, such as session, gender, and the number of patients that dropped out of treatment
[24]. Given the lack of this type of data, we could not perform subgroup analysis; yet, these factors could
have an impact on the results. In future research, more comprehensive information collection should be
conducted to obtain more data for a reliable meta-analysis.

Conclusion
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Although further studies are needed to verify the treatment effects, our findings appear to lend support to
the comparable effectiveness of IPT versus CBT at treating EDs. This meta-analysis also showed that
people with lower BMIs and young people with EDs experienced better treatment effects with IPT, which
indicates that IPT may be preferable in these populations because eliminating interpersonal problems
allows them to actively cooperate with treatment and achieve better results. Additionally, achieving an
optimal number of treatment sessions can make a positive contribution to the therapeutic effect.
Both CBT and IPT directly target binge eating and related pathologies and are related to the highest shortterm and long-term binge eating withdrawal rates. However, several important areas of IPT treatment for
EDs require further research. To better understand all of the problems that IPT can address, future research
should continue to evaluate the effects of IPT on EDs, on excessive weight gain, and on other psychological
problems. Furthermore, understanding how IPT achieves its therapeutic benefits can help improve the
active therapeutic components in future treatment research, potentially promoting the further development
of IPT [33]. Due to the low usage of IPT and patients’ unfamiliarity with it, another important aspect of
future research will be to promote IPT to assist clinicians in learning the technique and facilitate patient
acceptance [22].
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Figure 1
PRISMA flow chart of study selection.
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Figure 2
Quality assessment of RCTs. (A) Risk of bias graph: review authors' judgments about each risk of bias item
presented as percentages across included studies. (B) Risk of bias summary: review authors' judgments
about each risk of bias item for each included study.
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Figure 3
Primary outcome analysis. (A) Meta-analysis of the effect of IPT vs CBT on ED. (B) Funnel plot.
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Figure 4
The follow-up effect of IPT vs CBT. (A) Follow-up time is less than six months. (B) Follow-up time is greater
than six months and less than one year. (C) Follow-up time is greater than one year.
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Figure 5
Secondary outcome analysis.
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Figure 6
Subgroup analysis. (A) Types of eating disorders: AN vs BN. (B) The patient is older than 40 vs younger
than 40. (C) The patient's BMI is greater than 30 vs less than 30.
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Figure 7
Meta-regression analysis of treatment session. (A) IPT session. (B) CBT session.
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