Eating Disorder Examination Questionnaire (Short) – EDE-QS
For the EDE-QS, we chose to include the qualifier ‘a lot’ for the term ‘markedly’. Questions relate to eating (restriction and loss of control), compensatory behaviors, cognitive preoccupations, as well as drive for thinness, fear, and body dissatisfaction. While a score of 15 is considered symptomatic of an ED (1) for screening purposes, a lower score, in the presence of eating disorder behaviors (restriction, binge eating, and compensation), represents clinically impactful AN symptomatology (2). In the present study, the internal consistency was 0.868 (Cronbach’s α) for the 12 items.

Self-Concept and Identity Measure (SCIM)
The measure is empirically validated in clinical samples (3) and has good internal reliability for both composite and subscores (α = 0.86; α = 0.73 to 0.86), with good retest reliability (3). From a seven-point agreement scale, a higher total score (out of a possible 189) correlates with greater identity disturbance and psychopathology (3, 4). For this research, we chose to study composite scores of identity disturbance only. A total SCIM score of 91.49 (26.58) has been reported in a sample of 74 women (mean age 28.26 years) with a current AN diagnosis of unspecified duration(5). A clinical sample of 216 female (median age 35) treatment-seekers for substance misuse with comorbid depression, PTSD, and eating disorders (3) had comparatively lower total average scores of 74.80 (19.85). The internal consistency of the measure for the present sample was Cronbach’s α of 0.904.

Health-Related Quality of Life – Short Form 12 version (SF12v2)
SF12-v2 (6) categorizes a person’s physical component score (PCS) and mental component score (MCS) as “Same or Better,” “Below,” or “Well Below” benchmarked scores, compared to the general population (aged 18-76 years). Numerically, a lower score further from a mean of 50 indicates poorer HR-QoL. The score has demonstrated good internal consistency (Cronbach’s α PCS = 0.87 and MCS = 0.82) (7) and construct validity, as well as cross-cultural sensitivity (8). In the present study, Cronbach’s α was 0.909 for the 12 items.

Hospital Anxiety and Depression Score (HADS)
It is widely validated in healthy and clinical adult populations internationally, across the lifespan. A score of >10 is pathological for either depression or anxiety (9). Given its relative age (i.e., 1983), some nouns were replaced to be more contemporary (e.g., “listening to a Podcast or audiobook” instead of “radio”). In the present study, the internal consistency, as measured by Cronbach’s α, was 0.671 for the 14 items.

Treatment Experiences Sliding Scale Rater (TESSR)
[bookmark: _Hlk204938354]The TESSR (10) explores several domains of the treatment experience related to perceived freedom of choice, preferences, therapeutic relationship, readiness to change, hope, and perceived overall helpfulness. A copy of the instrument is included below. For example, participants were asked “Overall, how helpful do you think this eating disorder treatment was?” and responded via a sliding scale: “not helpful at all” (-50) to “extremely helpful” (+50). To further contextualize the findings, the written descriptions of L-AN participants’ treatments were categorized by treatment type (e.g., outpatient CBT or residential ED program). The internal consistency for this measure (Cronbach’s α) in the present sample for the 11 most and least helpful items was 0.908 and 0.902, respectively. TESSR has been found to have high internal consistency (for most helpful items α = 0.926 and for least helpful items α = 0.868) (10). 



The Treatment Experiences Sliding Scale Rater (TESSR) © instrument 

Ten questions for perceived least and most helpful treatment experiences
[bookmark: _Hlk205278571]Treatment Experiences Sliding Scale Rater (TESSR) ©



1. When I sought this treatment 
	
	I did NOT think change was important or possible
	I thought change was important or possible
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2. The treatment approach
	
	Did NOT work for me
	Worked well for me
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3. The treatment approach
	
	Did NOT meet my hopes and expectations
	Met my hopes and expectations
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4. The treatment approach
	
	Did NOT assist me in shifting my relationship with difficult emotions
	Assisted me in shifting my relationship with difficult emotions
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5. The treatment approach
	
	Did NOT assist me in recovering from the eating disorder
	Assisted me in recovering from the eating disorder
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6. The treatment approach
	
	Did NOT take into consideration my treatment preferences
	Took into consideration my treatment preferences
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7. The treatment approach
	
	Did NOT give me freedom to make my own choices around change
	Gave me freedom to make my own choices around change
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8. The treatment approach
	
	I did NOT feel understood by the therapist
	I felt understood by the therapist
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9. The treatment approach
	
	The therapist did NOT address my concerns
	The therapist addressed my concerns
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10. The treatment approach
	
	The therapist DID NOT instil hope for recovery
	The therapist DID instil hope for recovery
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11. Overall, how helpful do you think your eating disorder treatment was?
	
	Not helpful at all
	Extremely helpful
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Questions 1-10 utilise a Likert sliding scale response ( -50 to 50, range= 100) 


[bookmark: _Hlk185336079]© The Treatment Experiences Sliding Scale Rater (TESSR) can be used and reproduced with permission from the author: J.Conti@westernsydney.edu.au





Data Analysis – Statistical Analyses 
Quantitative statistical methods (correlations and between-group comparisons) were employed to test the presence of putative defining features related to the currently proposed definition of L-AN. IBM® SPSS® Statistics 26 was used for all statistical analyses. Data were exported from Qualtrics, inspected, cleaned, and tested for normality. Nonparametric descriptives and continuous data utilized the median and interquartile range (IQR), while for categorical data, the mean and standard deviation, or N%, were used. Inferential statistics, e.g., correlation coefficient (Spearman rs) were used to explore associations between the putative features of L-AN and DoI. Between-group comparisons employed univariate statistical tests as appropriate, such as the t-test or Mann-Whitney U test[footnoteRef:1] for continuous data, or the Chi-square (χ2) test for categorical data. The Mann-Whitney U test was also used when sample sizes were less than 10 as a more conservative approach. In the case of underpowered samples, correlations were not reported. No imputations were made for responses that were missing. Statistical significance was set at p<0.05, and Cronbach’s α was used to assess the reliability of quantitative measures. [1:  See Benchmark Six Sigma. Sample Size Calculator for Mann Whitney Test. 2025 https://www.benchmarksixsigma.com/calculators/sample-size-calculator-for-mann-whitney-test/] 


We did not have pilot data on which to base an a priori power estimate. However, regarding the statistics in Table 3, for the parametric t-test, according to Cohen’s estimate, for a power of 0.2 and a one-sided alpha of 0.05, the minimum sample size per group is 21 for a standardized effect size (ES) of 0.8 (a large effect size) and 51 for a medium ES. We have added Cohen’s d to Table 3. We have conducted a retrospective power analysis for the Mann-Whitney U tests, with a 95% probability of preventing Type 1 error and 80% probability of preventing Type 2 error. For MHRQoL, the minimum sample size should be 58 per group; thus, we acknowledge that we were underpowered.[footnoteRef:2]   [2:  See ClinCalc. Post-hoc Power Calculator. 2025. https://clincalc.com/stats/power.aspx] 


Regarding the statistics in Table 4, for Spearman rank (rs) correlational statistics (11) with 95% confidence interval (CI) and medium precision (CI width of 0.3), the recommended sample size is between 35 (for rs = 0.8) and 111 (for rs = 0.3). Thus, power was adequate for the Spearman rank correlations (sample n=199). Regarding Table 5, we only presented statistics for groups with a sample size greater than 30. The post-hoc power calculation for an alpha of 0.05 was 5.6%.
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