Additional file 1 Registration differences classification definitions and reporting considerations
Table 1 documents registration and implementation differences. Tables 2–5 define the classifications used in the revised evidence maps. Table 6 summarizes reporting considerations.
Table 1 Registered and implemented review procedures
	Issue and original location
	Original registered text
	Submitted manuscript or actual implementation if unreported
	Correction and location

	1 Registration stage
Current review stage, paragraph 1. Manuscript §2.1
	Formal data charting, verification, synthesis, and reporting are ongoing and have not yet been finalized.
	[bookmark: _GoBack]“The OSF registration was created after the initial database search and screening had been completed but before formal data charting and synthesis.”
	Clarified in §2.1 and the dated OSF amendment. The protocol preceded formal charting. The review had entered that stage at registration, but formal charting had not begun. The original dated record is retained.

	2a Screening
Screening reliability, paragraphs 3–4. §2.4
	“Uncertain or boundary cases will be checked through consensus discussion, and a second reviewer may verify selected records where needed.”
“Agreement statistics such as Cohen’s kappa are not planned unless an independently screened calibration subset is completed and reported separately.”
	“Two reviewers (LZ and JY) first independently screened a random 20% sample of records at both the title/abstract and full-text stages. After high inter-rater agreement was demonstrated, the remaining records were screened by one reviewer (LZ) alone.”
	§2.4 and the dated amendment specify random-number-table sampling and revision-stage calculation from pre-consensus records. Agreement was 95.3%/88.1%, κ 0.71/0.73.

	2b Charting
Extraction reliability, paragraphs 1 and 4. §2.5
	Main data charting will be conducted by one primary extractor using the structured extraction workbook and predefined field definitions.
No formal extractor agreement statistic is planned unless an independently extracted verification subset is completed and reported separately.
	“JY and LZ independently extracted a random 20% sample to establish inter-rater reliability. After sufficient agreement was demonstrated, JY proceeded to extract data from all remaining studies.”
	§2.5 and the dated amendment describe independent random 20% charting, consensus and why no coefficient is reported. Unsupported “sufficient agreement” wording is removed.

	3 Intervention families
Planned data transformations, paragraph 2. §2.6
	“grouping psychotherapy models into broader intervention categories”
	“Interventions were grouped into six broad families according to their primary theoretical mechanism of change or therapeutic target.”
	§2.6, §5 and the dated amendment state that categories developed during synthesis, with team discussion, one-person coding and second-person checking. Additional files 1 and 4 give variables and definitions.

	4 Comparator aggregation
Entities to extract, paragraph 4. Table 1 and §3.4
	Comparator entities include comparator type, such as waitlist, treatment as usual, active psychological comparator, attention/placebo control, self-help comparator, non-psychological active comparator, or other comparison condition, as well as a brief description of comparator content.
	Table 1: “Waitlist”; “TAU/usual care”; “Active comparator/control”.
§3.4: “This pathway represents a conventional head-to-head design in which therapist-delivered CBT or CBT-E is compared with another active psychotherapy.”
	§2.6, §3.4, §5 and the dated amendment describe aggregation during synthesis and second-person checking. Detailed comparator types and final groups are linked in Additional file 4. Active control is no longer equated with psychotherapy alone.

	5 Outcomes and display
Entities to extract, paragraph 5. Planned data transformations, paragraph 3. §2.6
	“directionality of reported findings where appropriate”
“For studies reporting multiple outcomes or multiple time points, outcome-level records will be retained separately and may be aggregated descriptively by outcome domain, time point category, or follow-up duration.”
	“The direction of reported post-treatment between-group results was coded descriptively as favoring the experimental intervention, showing no clear between-group difference, favoring the comparator, or mixed or unclear.”
	§2.5–2.6 define item-level directions. Domain-level direction aggregation is removed. A targeted outcome-domain check supports the coverage heatmap, counting each RCT once per domain/diagnosis. Additional file 4, figures, results and discussion are updated. The dated amendment records the review and counting rule.

	6 Search documentation
Archived search attachment. Interfaces. §2.3 and Additional file 2
	Archived attachment: “Filters: English language; publication date from 2013-01-01 onward.” (PubMed); “Limiters: English language; publication date from 2013-01-01.” (PsycINFO); “Ovid/Embase”.
	§2.3: “An English-language limit was applied in Embase, whereas language eligibility was assessed during screening for PubMed, PsycINFO, and CENTRAL.”
Additional file 2: “Interface: Embase.com”.
	The dated OSF correction and revised search attachment specify the executed limits and Embase.com platform. The original archive is retained. §2.3 and Additional file 3 retain the search-history-supported description.

	7 Supplementary searches
Other search strategies, paragraph 2. §2.3 and Additional file 2
	Backward citation searching will be used to check the reference lists of included studies and relevant systematic reviews or meta-analyses identified during the database searches. Forward citation searching may be used for key included studies or high-yield review articles, using citation-tracking tools such as Google Scholar or other available citation indexes.
	Not specified in the submitted manuscript. In practice, backward/forward citation searching and other supplementary searches were not conducted.
	§5, Additional file 3 and the dated amendment now report nonimplementation and the possibility of missed eligible trials.


Note. Quoted text reproduces the original registration or submitted manuscript. Seven topics are shown, with screening and charting separated as 2a and 2b. Corrections, implementation details and synthesis refinements are distinguished. The original registration and attachments are retained. The amendment dated 28 September 2026 was added in response to peer review. Attachment numbers in quotations refer to the submitted version. Former Additional files 1, 2 and 3 are now Additional files 2, 3 and 4, respectively. Registration: Zheng L. Evidence Map of Psychological Treatment Randomized Controlled Trials for Eating Disorders: A Scoping Review. OSF Registries. 2026. doi:10.17605/OSF.IO/APSD7. Paragraph numbers refer to the original form responses. The search-document row refers to the archived search attachment.


Table 2 Intervention families
	Category
	Included treatment types or source-label examples
	Brief definition

	Cognitive-behavioral and behavioral approaches
	CBT/CBT-E and self-help or digital variants (CBT-T, CBTm, CBT-RR, LEAP, IMPULS). Behavioral activation and REaCH. HAPIFED, ROC+BWL and PED-t. Body Project, PBI and self-esteem interventions. Featback, TCApp, Noom Monitor and Recovery Record.
	Approaches primarily targeting maladaptive cognitions and behaviors.

	Contextual, mindfulness and emotion-regulation approaches
	ACT. DBT and self-help variants, including Wise Eating. MABT. CFT-E, CARE, self-compassion and letter-writing interventions. Emotion-focused therapy.
	Approaches emphasizing acceptance, mindfulness, self-compassion or emotional processing.

	Family- and carer-oriented approaches
	FBT/Maudsley, guided self-help FBT and FBT via videoconferencing. FBT with intensive parental coaching. Patient/carer ECHOMANTRA and TRIANGLE.
	Approaches centering family or carer involvement in recovery.

	Interpersonal, psychodynamic and mentalization-based approaches
	GPIP, MIT-ED, MBT and MBT with ECOSA. Comparator arms also include IPT and the psychodynamic day-patient program (DPP).
	Approaches targeting interpersonal patterns, psychodynamic processes or mentalizing.

	Neurocognitive training and bias-modification approaches
	CRT, CRT-Brief and TCRT. MCT-ED. ABM/ABMT. Antisaccade and inhibition training.
	Training directed at cognitive processes and biases.

	Disease-specific, integrative or adjunctive approaches
	MANTRA and RecoveryMANTRA. ICAT-BN (S0473 Wonderlich 2014) and ICAT-BED (S0441 Peterson 2020). BFT. EMDR. MANNA/motivational interviewing. Psychomotor treatment. Playmancer. Comparator arms also include SSCM, supportive psychotherapy and art therapy.
	Disease-specific, integrative or other adjunctive approaches not assigned to the preceding five families.


Note. Classification uses the stated theoretical orientation and principal therapeutic target. Actual arm-level families are distinguished from each study’s single primary display family in Additional file 4. Familiar program names are retained to allow lookup of the original arm labels. ICAT combines behavioral, emotional and cognitive components. CBT, cognitive behavioral therapy. CBT-E, enhanced CBT. ACT, acceptance and commitment therapy. DBT, dialectical behavior therapy. FBT, family-based treatment. IPT, interpersonal psychotherapy. MBT, mentalization-based treatment. CRT, cognitive remediation therapy. ABM, approach bias modification. ICAT, integrative cognitive-affective therapy. MANTRA, Maudsley Model of Anorexia Nervosa Treatment for Adults. SSCM, specialist supportive clinical management. EMDR, eye movement desensitization and reprocessing. TAU, treatment as usual.


Table 3 Comparator groups
	Category
	Included treatment types or source-label examples
	Brief definition

	Waitlist/no study treatment
	Wait-list, waitlist control, delayed treatment. No-treatment control. No psychoeducation control. Control platform providing diaries/measures without therapist feedback.
	No assigned study treatment, with assessment, monitoring or unassigned access to care permitted.

	TAU/usual care
	TAU, usual care/referral. No training plus TAU. Delayed CRT plus TAU. MOVE!, standard face-to-face CBT or supportive contact only when the report identifies these as routine services.
	Routine clinical care or referral without an additional specified comparator intervention.

	Active comparator/control
	Specified psychotherapy or self-help (e.g., CBT-E, SSCM, motivational interviewing). Paper food records/self-observation. Brief contact, supportive emails, positive-expectation induction or psychoeducation. Sham/control computer tasks. Methylphenidate, sibutramine or medication placebo.
	Specified psychological, behavioral, informational, sham, or medication/placebo comparison conditions.


Note. Comparator content determines the category. Words such as “waitlist” or “CBT” alone do not. A waitlist with a specified active component can enter the active-control group, while a named therapy can constitute usual care when delivered as routine service. Detailed conditions remain in Additional file 4.


Table 4 Delivery formats
	Category
	Included treatment types or source-label examples
	Brief definition

	Face-to-face individual/family
	Individual psychotherapy, family sessions or in-person guidance for self-help. Face-to-face/in-person.
	In-person sessions delivered to an individual or family.

	Face-to-face group
	Group treatment or group therapy delivered face to face. May include brief individual contact.
	In-person sessions delivered primarily in groups.

	Web/app asynchronous
	Web/app modules, self-monitoring, automated feedback, secure messaging or asynchronous email guidance.
	Digital treatment content or feedback accessed without simultaneous therapist contact.

	Remote synchronous
	Live videoconferencing, telephone guidance or therapeutic chat, delivered individually or to families/groups.
	Live therapeutic sessions or guidance delivered remotely.

	Blended/multimodal
	Face-to-face sessions plus a treatment app. Online modules plus live therapeutic guidance. Documented mixed in-person/remote delivery.
	Treatment combining, or explicitly using a mix of, delivery formats or channels.

	Other/unclear
	Printed workbooks, offline audio/self-help materials, local computer tasks, or insufficiently described delivery.
	Formats outside the preceding categories or insufficiently described.


Note. The category describes the intervention component being evaluated. Self-help is a guidance level, not a delivery channel. Remote recruitment or assessment, ordinary homework and shared background care do not alone determine delivery. Substantial combinations or explicitly mixed channels are coded blended/multimodal.


Table 5 Outcome domains
	Outcome domain
	Original labels or measure examples
	Brief definition

	ED psychopathology
	ED psychopathology. Overall ED symptoms. Eating disorder psychopathology. Body-image components. EDE/EDE-Q, BES, EBQ and shape/weight concerns.
	Overall eating-disorder severity and related eating, shape and weight beliefs.

	Acceptability/adherence
	Feasibility/acceptability. Feasibility/process. Treatment maintenance. Adherence, dropout, engagement, treatment dose, satisfaction and alliance.
	Acceptance of, engagement with and continued participation in treatment.

	Diagnostic behaviors
	Binge eating. Binge/purge or binge/compensatory behaviors. Behavioral abstinence/remission. Objective binge episodes/days and exercise frequency.
	Frequency or cessation of binge eating, purging, compensatory and related diagnostic behaviors.

	General psychopathology
	Psychological comorbidity. PTSD symptoms. General emotion regulation. Depression, anxiety, self-esteem, perfectionism, self-compassion, shame and general impulsivity.
	Psychological symptoms and general emotional or personality characteristics beyond eating-disorder-specific symptoms.

	Nutritional status
	Weight/BMI. Weight remission. Weight components of combined ED/weight records. Percentage expected body weight. Physical health/MAP-HSS.
	Weight, weight restoration and related physical health.

	Mechanistic/cognitive
	Cognitive bias/mechanism. Mentalization. Neural/neurophysiological measures. Food craving/reactivity. Readiness/motivation. Cognitive tasks, BRIEF-A and RFQ.
	Candidate treatment-process measures of cognitive processing, food-related responses and motivation to change.

	Functioning/QoL
	Functioning/quality of life. Functional impairment. ED impairment. Interpersonal outcomes. CIA, SWLS, WSAS, IIP and quality-of-life scales.
	Impairment in daily, social and interpersonal functioning, and perceived quality of life.

	Caregiving impact
	Caregiver/family functioning. Caregiver DASS and CASK. Parental self-efficacy. PVA/PvAN.
	Carer burden, psychological wellbeing, coping skills and caregiving self-efficacy.

	Cost-effectiveness/resource use
	Cost-effectiveness. Healthcare use. Hospitalization. Costs, QALYs and service use.
	Treatment-related costs, healthcare resource use and economic value.


Note. Mapping jointly considers Outcome domain, Construct, Scale/measure and Other outcomes assessed in this trial. Compound records can enter more than one domain. Each RCT is counted once per diagnosis per domain. Weight or shape concern belongs to ED psychopathology, whereas measured weight/BMI belongs to nutritional status. Behavioral abstinence is distinguished from scale-defined symptom remission. Patient outcomes are distinguished from carer outcomes. Specific cognitive tasks/processes are distinguished from general psychological symptoms. Assessed acceptability, adherence and treatment-process outcomes qualify, but baseline-only characteristics and flow-chart counts alone do not. Harms are reported separately. Resource use alone does not imply a full cost-effectiveness analysis. ED, eating disorder. QoL, quality of life. BMI, body mass index. QALY, quality-adjusted life-year.


Table 6 Key reporting considerations for psychological treatment RCTs
	Reporting item
	Information to report
	Purpose

	Before randomization

	Prospective registration and protocol
	Registration date in relation to first enrolment. Planned comparison, primary outcomes and time points. Later changes and reasons. Access to the protocol and statistical analysis plan.
	Allows comparison of reported methods and outcomes with the original plan and assessment of possible selective reporting.

	Sample-size calculation
	Assumptions, parameter sources, handling of clustering and the sample size actually achieved.
	Helps readers assess whether the anticipated effect was overestimated and whether the precision supports the conclusions.

	At randomization

	Sequence generation
	Who generated the sequence. The random method. Restrictions such as blocking or stratification. How details were protected from recruiters.
	Demonstrates how chance determined assignment. Predictable allocation can compromise concealment and permit selection bias.

	Allocation concealment
	The mechanism keeping upcoming assignments concealed until allocation. The roles responsible for sequence generation, recruitment and assignment.
	Helps prevent recruiters from selecting participants according to the next assignment. This safeguard is distinct from blinding after allocation.

	After randomization

	Blinding
	Who was blinded after allocation. Reasons and alternative arrangements when blinding was infeasible, especially whether independent assessors evaluated outcomes.
	Allows readers to judge whether knowledge of allocation could influence assessment, especially for subjective outcomes.

	Follow-up and attrition
	Numbers at each stage and time point in each arm. Withdrawals, missing assessments and their reasons.
	Allows assessment of missing outcome information and possible bias. The direction of any bias cannot be assumed from missingness alone.

	Analysis population
	Who entered each analysis, the group in which they were analyzed, missing-data methods and sensitivity analyses.
	Shows whether analyses preserve the randomized comparison and how post-randomization exclusions or missing outcomes might affect interpretation.

	Additional considerations for psychological treatment trials

	Practitioners and delivery context
	Therapist qualifications, training and supervision. Format, dose, setting and concurrent care. Equally detailed descriptions of comparator care, including TAU.
	Supports replication and applicability and helps distinguish therapist and treatment contributions. Comparator detail is needed to interpret effects.

	Treatment fidelity
	Sampling of session recordings. Independent standardized ratings, the proportion sampled and rating results. Whether treatment followed the manual, the quality of delivery and whether the arms differed in content.
	Helps distinguish limited treatment effects from incomplete implementation and establish whether the intended treatment components differed between arms.

	Harms and serious adverse events
	Definitions, assessment methods and timing. Criteria and management of serious events. Results and denominators by arm. Explicitly report when no events were observed following assessment.
	Distinguishes absence of observed harm from absence of assessment and supports interpretation of treatment safety.


Note. Selected considerations relevant to the findings in §3.6 are organized by trial stage. This table complements, rather than replaces, a complete CONSORT checklist. Sources:
1. Schulz KF, Grimes DA. Essential Concepts in Clinical Research: Randomised Controlled Trials and Observational Epidemiology. 2nd ed. Elsevier; 2019. ISBN:9780702073946.
2. Hopewell S, et al. CONSORT 2025 statement: updated guideline for reporting randomised trials. BMJ. 2025;389:e081123. doi:10.1136/bmj-2024-081123.
3. Montgomery P, et al. Reporting randomised trials of social and psychological interventions: the CONSORT-SPI 2018 Extension. Trials. 2018;19:407. doi:10.1186/s13063-018-2733-1.
4. Junqueira DR, et al. CONSORT Harms 2022 statement, explanation, and elaboration: updated guideline for the reporting of harms in randomised trials. BMJ. 2023;381:e073725. doi:10.1136/bmj-2022-073725.
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