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Abstract

Objective To synthesise young person and family member perspectives on processes of change in family therapy
for anorexia nervosa (AN), including systemic family therapy and manualised family-based treatments, to obtain an
understanding of what helps and hinders positive change.

Method A systematic search of the literature was conducted to identify qualitative studies focussing on experiences
of therapeutic change within family therapies for AN from the perspectives of young people and their families. Fifteen
studies met inclusion criteria and underwent quality appraisal following which they were synthesised using a meta-
synthesis approach.

Results Six overarching themes were generated: “A holistic focus on the young person’s overall development”;

"The therapeutic relationship as a vehicle for change”;"The therapist's confinement to a script and its impact on
emotional attunement”; “A disempowering therapeutic context”; "Externalisation of the eating disorder (ED)"; and
"The importance of family involvement”. Positive change was helped by understanding and support given to the
young person'’s overall development including their psychological, emotional, social and physical wellbeing, positive
therapeutic relationships, relational containment within the family system and externalising conversations in which
young people felt seen and heard. Positive change was hindered by inflexibility in the treatment approach, counter-
effects of externalisation, negative experiences of the therapist, a narrow focus on food-intake and weight, as well as
the neglect of family difficulties, emotional experiences, and psychological factors.

Conclusions Positive change regarding the young person’s eating-related difficulties ensued in the context of
positive relational changes between the young person, their family members, the therapist and treatment team,
highlighting the significance of secure and trusting relationships. The findings of this review can be utilised by
ED services to consider how they may adapt to the needs of young people and their families in order to improve
treatment satisfaction, treatment outcomes, and in turn reduce risk for chronicity in AN.

Plain English summary

This review synthesises the views of young people and their family members regarding their perspectives of
therapeutic change within family therapies for Anorexia Nervosa (AN), including both manualised eating disorder-
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focussed family therapy models (family-based treatment; FBT and AN-focussed family therapy; FT-AN), as well as
systemic family therapy (SyFT), to understand which aspects of these treatment approaches are helpful versus
hindering to recovery from an eating disorder (ED). Parental involvement was crucial in facilitating the restoration
of physical health through the process of parents taking temporary responsibility for the young person’s eating
behaviours until they can feed themselves again. However, treatment often failed to acknowledge and address
the psychological and emotional difficulties that made the young person vulnerable to developing AN, as well

as the psychological distress caused by increasing food-intake and weight. A positive therapeutic relationship in
which families felt well supported by their therapist was important in providing containment during a time of
familial strain and instability, yet there was a need for greater flexibility and individualisation within manualised ED-
focussed family therapy approaches, particularly FBT. The findings highlight the importance of eliciting the young
person’s voice to enhance their personal agency in treatment and the value of therapeutic space to improve family
functioning and enhance family unity. Lastly, they illuminate the need for manualised ED-focussed family therapy
models to allow space for the therapist to emotionally attune to young people and families in order to contain

their experience of distress.

Keywords Anorexia nervosa, Family therapy, Qualitative research, Meta-synthesis, Families’ perspectives, Systematic

review

Background

Characterised by excessive preoccupation with control
over body weight and eating resulting in life-threatening
physical effects, Anorexia Nervosa (AN) has significant
emotional, social and relational implications for the indi-
vidual and their family [1-3]. Whilst the onset is typi-
cally in adolescence, AN can continue into adulthood [4].
The aetiology of AN is complex and multifactorial [5];
research suggests an interaction of genetic risk with other
factors including emotion dysregulation, anxiety, perfec-
tionism, cognitive rigidity, and early feeding difficulties
[6-9].

Family therapies for anorexia nervosa

Family therapies are currently the first line treatment
for AN in children and adolescents recommended by
the National Institute for Health and Care Excellence
(NICE) [10]. The development of eating disorder (ED)
focussed family therapy models have been built on ear-
lier approaches which were informed by Family Systems
Theory. Family Systems Theory describes how family
dynamics and processes can contribute to the develop-
ment and, or maintenance of problems within the family
system [11]. Since then, models of family therapy for AN
have evolved and emphasise that families are a resource,
rather than a treatment target [12].

Family therapy for AN was first developed into a manu-
alised treatment named ‘family-based treatment’ (FBT)
by Lock and Le Grange [13]. Since then, this manual-
ised form of family therapy has been futher updated by
Eisler and colleagues and is named ‘AN-focussed fam-
ily therapy’ (FT-AN) [14]. These manualised treatment
approaches were developed at the Maudsley, hence they
may also be referred to as ‘the Maudsley method. They
are the most evaluated and widely used family therapies
for adolescent AN.

Although there are subtle differences between FBT and
FT-AN, they are conceptually similar and share certain
fundamental principles [15]. Firstly, families are seen as
holding important resources, which can be enhanced to
help the young person recover; and linked closely with
this is the understanding that families have not caused the
illness. Secondly, they emphasise the importance of sup-
porting parents to have a central role in managing their
young person’s eating from the outset of treatment whilst
also holding the longer term understanding that this will
need to change through the process of recovery which
requires the young person to reclaim developmentally
appropriate individuation and independence. Both ED-
focussed family therapy models externalise the ED from
the outset, prioritise an initial focus on the restoration
of food-intake and weight restoration, and subsequently
shift focus on to adolescent and family developmental life
cycle issues in the later stages of treatment.

While FBT and FT-AN are more similar than different,
they vary somewhat in the number of phases described,
their emphasis on engagement, the use of formulation,
the raising of parental anxiety and the inclusion of indi-
vidual sessions with the young person [16]. The original
FBT method is outlined below, and its further develop-
ment within FT-AN is subsequently described.

Family-based treatment for anorexia nervosa (FBT)

FBT is a manualised outpatient three phase therapy with
a behavioural and educative focus. Phase one focuses
on refeeding to increase weight orchestrated by parents
who are temporarily given responsibility for the individ-
ual’s eating and exercise patterns. Phase two focuses on
gradually developing the young person’s independence
by progressively returning responsibility for eating to the
individual. When safe to do so, the focus is taken away
from food to problem-solve family and psychosocial
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issues which interfere with weight restoration. Finally,
phase three addresses remaining concerns related to ado-
lescent development, including the re-establishment of
healthy boundaries within the family system, and navi-
gating approaching developmental challenges without
reverting to ED behaviours. FBT has five key tenets [17]:

(1) The therapist takes an agnostic stance, engaging
the family in facilitating early behavioural change
to improve the management of eating-related
behaviours, rather than exploring or resolving
aetiology.

(2) The therapist uses externalising language
encouraging the family to conceptualise AN as an
“illness” which has “taken over” the young person.

(3) The therapist takes a non-authoritarian therapeutic
stance, viewing parents as experts in their family
and assuming that giving parents responsibility for
weight restoration enables reorganisation of the
family to enhance parental effectiveness.

(4) Therapists empower parents to orchestrate recovery.
By not providing explicit instructions, parental
confidence is built through allowing for struggle and
self-reliance.

(5)FBT utilises a pragmatic approach, adopting a firm
initial focus on restoring physical health. Comorbid
difficulties are not directly addressed in phase one to
ensure that weight restoration is the primary focus
and because many are assumed to resolve with eating
and weight restoration.

Anorexia Nervosa focussed family therapy (FT-AN)

FT-AN specifically emphasises the engagement of all
family members from the outset of treatment, includ-
ing the young person, and the use of formulation to
ensure treatment is individually tailored [18, 19]; FT-AN
is a phased treatment which includes (1) engagement
and development of the therapeutic alliance; (2) help-
ing the family to manage the eating disorder with spe-
cific emphasis on reframing parental feeding as care,
not control; (3) exploring issues of individual and family
development; (4) ending treatment, discussion of future
plans and discharge [14]. The early phases of treatment
have a strong focus on practically supporting young peo-
ple and families to manage ED symptoms, gain weight
(if required) and build skills around tolerating related
distress. The content of sessions in the later phases is
individualised to each family. Common themes include
returning to independent eating, managing school and
peer relationships, tolerating uncertainty, etc. The num-
ber and frequency of FT-AN sessions are not pre-deter-
mined, rather they are based on family need and clinical
presentation.
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Systemic family therapy for anorexia nervosa (SyFT)
Systemic Family Therapy (SyFT) is also used in some set-
tings [20]. SyFT is a less defined family therapy which is
not delivered with adherence to a phased manual. SyFT
does not have defined principles specifically related to
the clinical problem (AN) but more so principles to guide
the therapist’s thinking and questioning. SyFT focuses
on relationships and making meaning of behaviours to
promote change, whereas FBT and FT-AN have a more
agnostic, behavioural and practical focus on symptom
change. Similar to FBT and FT-AN, the SyFT therapist
takes a non-blaming, collaborative stance and encour-
ages parental agency and alliance, however they place
greater focus on the family system [21]. Difficulties are
conceptualised as arising from the interpersonal relation-
ships, dynamics and narratives about a problem within
a family system. Adopting a neutral stance, the therapist
explores family patterns of beliefs and behaviours, seek-
ing ways to enable the family to draw on their strengths
and generate solutions. SyFT aims to enable family mem-
bers to express and explore difficult thoughts and emo-
tions safely, understand each other’s experiences and
views, appreciate each others needs, and work together
to make useful changes in their relationsips and lives [22].
Although there is not a specific emphasis on normalisa-
tion of eating or weight, the therapist helps the family
address these issues when raised.

Research on family therapies for anorexia nervosa

This section reviews qualitative and quantitative research
which has focussed on young people and family member
experiences of treatments for AN, as well as their mecha-
nisms of change. A meta-synthesis of views about treat-
ment from the perspectives of young people, parents
and professionals underlined the central importance of
the therapeutic relationship yet the difficulty in form-
ing alliance due to disagreement about treatment targets
and mutual distrust [1]. For therapists, the treatment tar-
get was normalisation of the young person’s eating and
weight. However, young people wanted treatment to tar-
get their psychological and social functioning, as well as
their family environment; and parents wanted treatment
to explore the origins and causes of AN.

Another meta-synthesis focussed on FBT/SyFT found
that whilst young people experienced extreme challenge
relinquishing control of their eating, they also considered
their caregivers’ involvement in this regard as one of the
most important aspects of treatment [23]. However, they
also appreciated the gradual restoration of autonomy
and assistance with difficulties in family relationships.
Moreover, whilst externalisation helped to reduce family
criticism and increase praise, young people who engaged
in FBT would have liked the causes of AN and other dif-
ficulties to have been addressed. Lastly, some young
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people would have liked individual sessions to address
issues they did not feel comfortable discussing with fam-
ily present.

One recent study which aimed to explore processes
of change during FT-AN from the perspective of young
people has suggested several factors to be key in promot-
ing change: (1) emphasising engagement with all family
members from the outset, (2) ensuring life outside the
eating disorder is always brought into treatment ses-
sions, (3) supporting the young person to understand
their illness from a different perspective and recognise
its impact, (4) creating a home and treatment environ-
ment in which the illness cannot be avoided and will be
addressed [24].

Service-users emphasise that treatments are most
helpful when they recognise the emotional impact of
weight gain and address psychological as well as physi-
cal aspects of AN [1, 23, 25-27]. They highlight the per-
ceived unhelpfulness of professionals’ conceptualisation
of recovery as a pre-set target weight, rather than consid-
ering the individual’s psychological and emotional expe-
riences, as well as their family relationships.

A review on the role of family relationships in adoles-
cent EDs highlighted the need to refer to the adolescent’s
family context to improve understanding of AN [28].
Findings from a study exploring the effects of FBT illumi-
nated a possible mechanism of change, termed “relational
containment” suggesting the importance of relational
processes in recovery from AN [29]. Another study high-
lighted the process of evolving through treatment, for
both the individual and their familial system [30]; this
involved the repairing of damage through enabling others
to improve their understanding of AN. The importance
of attending to attachment-related issues has also been
emphasised [31-36]; including the intergenerational
transmission of attachment styles, emotional communi-
cation and coping styles, as well as attitudes towards eat-
ing and weight.

Whilst there is good evidence for the effectiveness of
manualised ED-focussed family therapies, they do not
work for everyone [37-39]. Many young people con-
tinue to experience ED-related distress following treat-
ment, or families terminate treatment due to difficulties
experienced with the approach. Accordingly, studies
have attempted to identify factors that help and hinder
change. Parental expressed emotion, hostility and criti-
cism are associated with poor outcomes [40, 41], while
parental warmth, increases in parental self-efficacy, and
decreases in maternal critical communication and emo-
tional over-involvement predict good outcomes [42—45].
These findings suggest that decreasing unhelpful inter-
actions in families is important in treatment for AN.
The importance of the therapeutic relationship has also
been underscored, with a meta-analysis indicating that
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younger patients benefit from an initial focus on the alli-
ance to build engagement [46].

In summary, expressed emotion, the therapeutic alli-
ance, family relationships, support with understanding
and managing disordered eating, attunement to the emo-
tional and psychological experience of disordered eating,
as well as developing a sense of identity outside of the ED
appear to play a significant role in family therapies for
AN.

Review aims and rationale

The main limitation of family therapy treatment manuals
for AN is the current lack of knowledge regarding their
mechanisms of change [14]. Hence, the specific processes
of change underpinning family therapies for AN remains
unclear [47]. Consequently, there is a need to identify
their active ingredients, and to learn who this approach
works for and why [48]. This study aims to understand
what helps and hinders recovery in family therapies for
AN to provide insights into their processes of change.
Many qualitative studies which have focussed on patient
and family member perspectives of family therapies for
AN have been undertaken with both adolescents and
young adults [20]. The World Health Organisation’s defi-
nition of ‘young people’ covers the age range of 10 to 24
years [49]. Therefore, this review will synthesise research
including adolescents and young adults aged 10 to 24 at
the time of treatment, referred to henceforth as ‘young
people’

Method

Study design

A meta-synthesis was considered to be the most suit-
able approach to answer the study’s research question
as it allows for the re-interpretation of meaning across
a number of qualitative studies [50]. This was important
given that a number of existing qualitative studies have
explored the experience of treatment for AN from the
perspectives of young people and families allowing for
existing meta-syntheses regarding the experience of these
treatments. However, no meta-syntheses have specifically
explored their processes of change from these perspec-
tives. This meta-synthesis aimed to address this gap by
synthesising existing qualitative studies which have gath-
ered data on the experience of family therapies from the
perspectives of young people and families to form a new
interpretation of the research, allowing for the generation
of novel explanatory theory of why and how the interven-
tion works or not.

Search strategy

This systematic review was conducted in accordance with
the updated Preferred Reporting Items for Systematic
Reviews and Meta-Analyses (PRISMA) guidelines [51].
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Table 1 Search terms and Boolean operators used to identify
studies for this meta-synthesis

Key concept  Search terms

Block "Anorexi*" OR "restrictive eating disorder”

1- Disorder

Block 2 - “Family therap*” OR “family based treatment*” OR
Therapeutic “family intervention” or “systemic psychotherap*” OR
approach “systemic therap*” OR “systemic intervention*”
Block 3 - Pro-  “Family function*” OR “family relation*” OR “systemic

cesses of thera- change*” OR “family structure” OR “family dynamic*”

peutic change  OR“family dysfunction” OR “family role*" OR “sys-

(phenomenon  temic change” OR “psychotherapeutic process*” OR

of interest) “"therapeutic change” OR “psychotherapeutic change*”
OR“behavio? r change” OR “therapeutic process” OR
“strateg*” OR “interaction*” OR "pattern*” OR “support*”
OR“manage*” or “attachment*” or “process* of change”
OR“process*” OR “recovery process*” OR “‘change
mechanism*” OR “change strategies” OR “‘change pro-
cess*” OR "mechanism* of change” OR “therapeutic ef-
fect*” OR “recovery” OR “family function*" OR “help*" OR
“facilitat*” OR “improve*” OR “outcome*” OR “influenc*”

Block 4 —-Type  “Quialitative research” OR “views” OR “perspectives” OR

of research “experience*” OR “interview*" OR "accounts”

Block 5 “Youth”OR “adolescen*” OR “teen*” OR “young people”

- Population OR“child”
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is described in Table 1 and the search results are detailed
within Fig. 1. On PsycINFO and Medline, keyword
searches for each concept were combined with subject
heading searches using the Boolean operator ‘OR’ Web of
Science does not have a search by subject heading func-
tion, therefore only a keyword search was conducted.
This search was conducted again in April 2024 to account
new research (see Fig. 2).

Study selection

Studies were screened at the title and abstract screening
phase, and subsequently at the full text screening phase.
The inclusion criteria were: (a) peer-reviewed studies
published 2002 onwards following publication of the FBT
manual; (b) studies employing a qualitative or mixed-
method design (provided the qualitative results were
derived from open-ended questions); (c) studies whose
participants included young people and/ or family mem-
bers who had engaged in FBT or SyFT for AN within out-
patient or inpatient ED services. The exclusion criteria
were: (a) studies in languages other than English; (b) and
studies with mainly quantitative data, or survey data with
closed questions.

The following databases were systematically searched in
August 2022: PsycINFO, Medline, and Web of Science.
A hand search was also conducted. The search strategy

[ Identification of studies via databases ] [ Identification of studies via other ]
—
Records identified from:
= Databases (n = 457) Records removed before screening: i X
2 PsycINFO (n = 149) > Duplicate records removed Records identified from:
3 Medline (n = 107) (n=309) Hand searching (n = 1)
-E:: Web of Science (n = 201)
=
— i
—
Records screened via title and Records excluded
abstract >| @=237)
(0= 309) *Studies met multiple criteria’s for
l exclusion.
Ed Report: ht for retrieval > .
£ (:50728) soughtforretrieva i Rezorts not retrieved Reports sought for retrieval > ien?;:}: dnot
g m=0) n=1)
) i @=0)
) I
Full-text reports assessed for Reports excluded:
Ehiﬂ;lélty (n=60) Reports assessed for eligibility
@=7 e Not focussed on individual FT m=1)
l for AN with young people and
— families (n = 28)
e Not focussed on service user
Studies included in review from perspectives (n = 21)
database search e No/ limited qualitative data to
2 (n=12) ) ) provide insight into change
E Studies included in review from processes (n = 8)
2 hand search e Includes other EDs (n =2)
= (m=1)
Total included studies
(n=13)
__J

Fig. 1 Flow of selecting and excluding studies according to the PRISMA guidelines for systematic reviews
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[ Previous studies ] [ Identification of new studies via databases and registers ]
)
Records identified from:
= ies i i _
2 Studies included in Databases (n = 42) Records removed before screening:
= previous version of .
3] . _ Duplicate records removed
fé review (n = 13) Psyclnfo (n = 15) (n=12)
g Medline (n = 13)
= WOS (n=24)
- I
Records screened l*iecor.ds excluded~ L
(n = 40) studle;s met multiple criterias for
exclusion.
(n=35)
\4
= .
E Elezosr;s sought for retrieval Repo(;ts not retrieved
£ @®=0)
7]
\ 4
s Reports excluded:
Report: d for eligibilit
( ne};osr)s assessed for gty e Not focussed specifically on
the perspectives of young
people and families regarding
— A 4 their experiences of individual
FT for AN.
New studies included in review n=3)
(n=2)
=
]
=
=
) A\ 4
=
»| Total studies included in review
(n=15)
——/

Fig. 2 Flow of selecting and excluding studies according to the PRISMA guidelines for updated systematic reviews

Quality appraisal

The Critical Appraisal Skills Programme tool for qualita-
tive research was used to assess the methodological qual-
ity of papers identified [52]. The checklist has 10 criteria;
each paper was given a total score out of 10. This review
followed the scoring protocol used by existing ED meta-
syntheses [25]. The protocol classified studies from A to
C, with A denoting studies scoring 8.5 or above and car-
rying a low likelihood of methodological flaws; B denot-
ing studies scoring 5 to 8, with a moderate likelihood of
methodological flaws, and C indicating a score of less
than five and a high likelihood of methodological flaws.
Six studies scored within category A, nine studies scored
within category B, and none of the studies scored within
category C. The mean total score was 7.9. Scores were
most commonly lost for criteria 6 and 7 (see Table 2).

Data extraction and synthesis

This review utilised the seven-phase guidance provided
by Noblit and Hare [63] for conducting a meta-synthe-
sis which was further refined by Walsh and Downe [64].
Studies which met inclusion criteria were read in full
and their results and discussion sections were extracted
for analysis. Studies were then compared and translated
into one another through identifying overlapping con-
cepts (reciprocal translations) and contrasting concepts
(refutational translations) across studies. Reciprocal
translation was applied when concepts in one study could
incorperate those of another due to their shared mean-
ing. Reciprocal translation involved the exploration and
exchanging of analogies, metaphors, themes, ideas and
concepts that helped to make sense of the relationships
between studies with a focus on finding analogies and
explantions that best represented the whole. Refutatinal
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Table 2 Quality ratings using the Critical Appraisal Skills Programme CASP tool for qualitative research

Study number

[53]

[38] [54] [55] [56] [57]1 [58] [59]1 [60]1 [61] [29] [62] [39]

[37]

[24]

CASP Criteria

0.5

0.5

0.5

0.5

1. Was there a clear statement of the aims of the research?

2.1s a qualitative methodology appropriate?

3. Was the research design appropriate to the aims of the research?

4. Was recruitment startegy appropriate to the aims?

5.Was data collected in a way that addressed the research issue?

0

6. Has the researcher-participant relationship been adequately considered?

0.5

0.5 0.5 0.5

0.5

0.5 0.5 0.5

0.5

0.5 0.5

0.5

7. Have ethical issues been taken into consideration?

(2024) 12:104

0.5

0.5

0.5

0.5

0.5

0.5

8. Was the data analysis sufficiently rigorous?
9. Is there a clear statement of findings?

0.5

0.5

10. How valuable is the research?

85

85

9.5

9.5 6.5 8.5

6.5

85

Total Score

Total Score Category

=No

Insufficient information to answer all criteria within item; 0

Note Response options: 1=Yes; 0.5
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synthesis involved the identification and analysis of con-
tradicting concepts and conclusions across studies. The
concepts were subsequently synthesised to create over-
arching themes and subthemes (third-order concepts)
whereby the identified concepts were made sense of to
arrive at new interpretations. Finally, the synthesis was
expressed through written form revealing more refined
meanings, novel and exploratory theories.

Reflexivity

Researcher subjectivity is inevitable within qualitative
research and can be used as a valuable research tool
[65]. The first author (SC) had professional experience
in delivering NICE recommended treatments for ado-
lescent AN, including manualised ED-focussed family
therapies. They also had personal experience in receiv-
ing individual therapy approaches for adolescent AN, as
well as non-ED focussed systemic family therapy. These
experiences helped them to understand the data at an
experience-near level, which strengthened the interpreta-
tive lens through which the data were read, allowing for a
deeper level of analysis. However, they also paid attention
to ensuring that the analysis and interpretation stayed
close to the data within the primary studies by generating
themes which honoured participant quotes.

In terms of researcher positionality in relation to the
topic, SC reflected on their pre-conceived ideas prior to
conducting this review. They acknowledged the impor-
tance of an initial focus on the restoration of eating and
weight for physical health through eliciting parental
management of eating behaviourals, however they also
appreciated the intregral role of emotional attunement
and containment throughout this process. In addition,
they recognised the importance of addressing the emo-
tional and psychological experiences underlying eating
behaviours, as well as considering the young person’s
family relationship context. Maintaining a reflexive jour-
nal and engaging in reflexive supervision enabled them
to use their own experiences to extrapolate meanings
further, whilst also broadening their perspective on the
emerging themes.

Results

Overview of studies

Table 3 presents details of the included studies. Sample
sizes ranged from n=1 to n=34. Six studies focussed on
the experience of FBT/SyFT for AN from the perspec-
tives of young people; four focussed on the perspec-
tives of young people and parents; two focussed on the
perspectives of young people, parents and siblings; and
four focussed on parents’ perspectives alone. Data were
collected from 152 young people (143 females and nine
males), 189 parents and 12 siblings.
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The patient age range was 11 to 23 at time of treatment,
and 12 to 27 at time of data collection. The majority of
patients were female (#=196), 12 were male. Parent gen-
der was discernible in twelve out of thirteen studies: 92
were mothers and 69 were fathers. Ethnicity was rarely
reported. The studies were conducted in Hong Kong,
China, Australia, New Zealand, Norway, United King-
dom, United States of America, Sweden and Scotland.

Nine studies collected data from participants who
engaged in outpatient FBT. One collected data from
participants who engaged in family sessions incorperat-
ing FBT principles within the inpatient setting. Two col-
lected data from participants who engaged in outpatient
SyFT. One collected data from participants who engaged
in either outpatient FBT or SyFT and one collected data
from participants who engaged in outpatient FT-AN.

Meta-synthesis findings

Six themes relating to factors that helped and hindered
positive change in family therapies for AN were identified
(Table 4).

A holistic focus on the young person’s overall development
Families considered it important to maintain a holistic
focus in treatment in order to attend to the young per-
son’s overall development including their psychological,
emotional and social wellbeing, in addition to their phys-
ical health.

The psychological underpinnings of AN

Young people and their parents described pre-existing
psychological, emotional and interpersonal difficulties
which made individuation and separation from care-
givers difficult [53, 59, 61]. Young people conceptual-
ised their eating behaviours as a “coping strategy”; they
used restriction as a tool for regulating emotions asso-
ciated with low self-esteem, difficult life experiences,
relationships, separations and transitions [60]. Some
parents conveyed concern that externalising AN as “an
illness” overlooked a psychological explanation for eating
difficulties:

Something causes it [...] and not being able to treat
what causes it, as well as the anorexia itself, trying
to separate the two is a problem. And I come back
to the need for a more holistic approach |[...] some-
thing that recognises all the complementary parts
and doesn’t try and treat one in isolation of the other

[62].

Families reported how AN further impacted on young
people’s development as it withdrew them from normal
adolescent activities [59, 60]. Young people described
feeling “stuck” and unable to relate to their peers who
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“continued to develop” [53, 59, 60]. Their lives had
become small and narrow due to the isolating and all-
consuming nature AN [24]. Feeling as though treatment
attended to the young person’s emotional, social and
psychological development alongside the focus on nour-
ishment enhanced their motivation to endure distress
related to making changes to their eating behaviours and
weight [24, 59, 60].

Developing a sense of identity beyond the ED

Parents perceived the goals of weight restoration and
young peoples’ development as competing and in tension
[37, 55, 61, 62]; they considered it crucial to be atten-
tive to balancing these two priorities. The requirement
for parents to take responsibility for feeding the young
person within phase one led to further developmental
regression. Therefore, it was important that later phases
of treatment focussed on supporting the development of
young people’s autonomy and sense of personal identity
beyond the ED [59, 60]. Parents were required to “trust”
the process and their young person in order to tolerate
anxiety associated with moving away from the structured
routines of treatment [60, 61]:

[...] there’s still a part of me that still really worries
about it. [...], but [...] I need to, you know, trust that
she is getting better and that she’ll start doing some
of the stuff on her own [61].

Young people who experienced more significant diffi-
culties with their identity, anxiety and separation expe-
rienced later phases of treatment anxiety-provoking
and overwhelming; this was a time of increased risk for
returning to disordered eating [24, 59]. Their desire to
hold on to the ED was stronger than their desire to return
to normal adolescent activities. However, others were
motivated to engage in changes to their eating by the
prospect of engaging in valued activities and regaining an
appropriate level of independence [24, 59, 60]:

As I had more control, I felt like I was more free and
more able to enjoy my social life or my schooling life
or I was able to work... I was like, well this is great...
How could I throw it away and go back to something
like that? [59].

Young people conveyed the importance of keeping
a focus on their life outside of the ED present in treat-
ment [24]. They emphasised the significance of engaging
in meaningful aspects of life and redirecting their focus
away from food and weight in order to regain a sense of
personal identity beyond the ED. This included recon-
necting within relationships, as well as obtaining a sense



Page 9 of 31

(2024) 12:104

Cripps et al. Journal of Eating Disorders

SIS
-9UJuAs (L=U)
[eany Jay10,
-onins ‘(L =u) uelp "Uol3d3||0d eIep 1R 81—7 |
pue -UJ uedlRWY pabe 219Mm SjulIed syruow JUSWIIRI} JO pUD
sisAjeue (T=U) 71 01 XIS JOAO SUOISSIS 7| JO 9y} 1@ uoldeysies
JUSU0D oluedsiy obelane ue Jo 9408 bulpualie DIUIP 3 "NV 104 1uaed syualed
9dAy |ed (£=u) uelsy Se pauyap sem Uoi3|dWod U Ul JUSWIeaI} JO pUS Y3 e 164 UsALIp-jenuew buisn 0} 9|gerdadde Ny
-1bojou ‘(Lz=U) JUSWIeR)] (SBW OM] ‘D]eWd)  ASAINS SSBUDAIIDDYD JUSWIIRdS}  Judliedino JuaWieal} paia|dulod  JUIDS3|OPe JO) JUBW
-aWou AdAINs  eluioyied uedLaWyY 7€) dA 7€ pue siayiey | € 'si9 e 919|dW0D 0} PalIAUL 2I9M ‘194 pasi OUM S3I|IUJe) JO SOAI}  -}eau} Paseq-A|iuey [S] 207
-ayd papus usdQ uayroN ueadoin  -ylow G buipn|aul SaljIue) € syued|oiied ‘9duausAUOD) -lenuepy -d>adsiad sy SSassy pazijenuew s| pue Ja3nely
NV
‘JUsWIeaI}-3s0d SS2AISIP JUSDSI|OPE. JO) | g4
“UOI3D3|0D BleP 1B [ed160joydAsd aAiURlS  350d SSRUISIP JUDISIS
sisAjeue /T-| puejuawileal}1e gl —| | -gNS YHM aNnuiRuod (7)  -1ad Jo seouanadxa
onew 3N pue pabe a1om sjusiied ‘syuoul “Juswieal) bunedwod 1o/pue |g4jonodolp  suswom bunoA jo
-9y} puejesz ¢ 01 931y} Joj uofjeddiied 0} Jae SUBPIUID BIAJO ¥00gade)  Juanedino (1) OYM SJUads3ope Jo  Apnis aAleljenb e
E7V MaN ‘el Joud s1eak 1IN0y 96BIIAR UO | g4  UO SJUSWISSILISAPE 0} papuods ‘194 pasl $9|66NJ3S A3UaPI pUR  :,NOA SIE3Y SUO OU [8¢]
-onpu| SMIIAIIU| -ensny SN ul pabebus oym dA ojews) | -2 syuedpiied ‘aaisoding -lenuely  sadusnadxa oy a10|dx3 g 219y |11 W], ‘e 32 nUOD
‘| aseyd
"UOI3D3)|0D eIEP JO pajoenold e Ul saduele  NY 1US3S9|0pY 10}
siskjeue awli} 1e 7| pabe sem juaned ay | “SHIOMIBU pue ‘s3]0 ‘sanUaPIIBYY 1 g4 pue A3|spnepy
SAIS 'SIR9A 934U} 40} g4 Ul pabebua  dDH ybnoiyl paanguisip Jusw - jualedino pa1elnobau Aoyl moy 4O 9dUaadx]
-InJsip oym Bul|gis ajew pue Jayie} -3S11I2APE UR O} papuodsai ‘194 pasi ‘Ajlwie) auo AQ ] g4 Jo paAr : dewpeoy [£€]
[e21LD SM3IAIIU| eljessny SN I940U 19y} dA dewa) auQ Ajlwey a3 ‘an1soding -lenuepy 9ousladxs ue a10jdx3 5,953 Apogawos, ‘e 39 nUOD)
NY Wolj bupiay
"UOND3||0D elep pue JuaW  isidelayy Ajiudey s Ajiwiey ay) se 'SUOISSS AJlwej 9y -JNS [4ID) B 0} 3I0A
siskjeue -}eal} Je |7 pabe semjuaiied  pPayIOM JOYINE Y3 2I9ym 3DIA M3IAI 0} 43y Buniaul Ag e BuIAID :Apnig
ApNIS  SMIIAISIUI puR 9y Jayiej pue Jaylow ‘sbuljqis -1 Q3 Ue Ulylm paynidal sem  jusiedino  juswieal Jo aousiadxa youeasay Adesay | [€5] @2Kor
9se)  yoegAeid osplp  Buoy BuoH asauIYD OM} II9Y} dA 2jewdyauQ  1ueddied ayi :9dusIusAUOD HELSS sjualied e a10|dx3 Ajlwied 31Ul v pue ueyd
2bieydsip
‘9SIDAIPIONU SB PayIuapI 40 jujod 2y} 1e payiAul pue NV-14 Ulyim
S1/1 PXIN juedipnied auQ piny jopusb paynuap! alam syuedpipied SUISIURYDIW JUsW}eal}
‘S1/1 dlued Se 9UO pUE 3eul Se paynuapl |B13US10O4 "polad JuawynIdal pue sassac0id abueyd Apnis oAl
SIHSL/L juedpipied suQ PUYM pue ay1 bulnp A3|spney ayi d|qissod uo bl pays  -eyjenb e :esorsau
siskjeue ysiugpelg  (SL/€1) 9wy palspuabsid se 18 NV-14 paAIsdal (g) pue 0} ‘aAidadsiad suosiad  eixaloue 1oy Adelayy
onew 'S1/Z194I0  P3NIIUSPI ISOA "UOIIDS||0D elep NV [ed1dAie buipnppul Ny 3uaiedino BunoA sayy woly Ny-14 AJ1Ulg} Ul INd20 0}
-3y} Al wopbury  SUYM'SL/6  JO QW IB 6l—€| pue USRS} Jo sisoubelp e pey () A3y 4 INV-14  Jo swsiueysawl sbueyd abueyd anl@dIad w2l ¥2oz e
BEIEN] SM3IAIRIU| paUuUN  Ysig SMYM joauwniegl-cL pabe dASL  9|qIDID 2I9M dA 'DIUSIUSAUOD  Pasijenuey pandiad ayy atoidxg  ajdoad BunoA moH 19 JauIpneg
yoeoiddy
sis uoind3|j0) fpuya uondusag snnad
-Ajeuy ejeq Anuno> syuedpiyed buidwes -esRYyl wiy sl 9dualsyey

SISSUIUAS-RIDW DY) Ul POPN|DU SAIPNIS JO SDsHaIdeIeY) € ajqel



Page 10 of 31

(2024) 12:104

Cripps et al. Journal of Eating Disorders

"UOI123||0D BIep 1B $7-9 |
pue1asuoie 9| —¢| pabe atem
S1UDIIRd "(SIaYIR) OM] ‘SIaYIOW

'Pa10ISal 1ybBlam a1am

pue 231y} pue om} saseyd Jo
SUOISSS JO JagUINU aenbape
ue pa3a|dwiod pey pue ad1AISS

‘sabualjjeyo
|eyuswdolaasp bul
-SS2Ippe Ul | g4 Jo 9|0l
a3 pue ‘N o 1oeduwl

poyisw 0l ‘71 =Uu) syuaied J1ay3 JO SUO g3 ueie |g4uanedino |eyuswdolansp ay3 bul S9Aljelieu syualed
Adinbui pue Joud Jeak U0 WnWiuIwW P9AI9D3) PeY OYM S3|ILe) JO  Jualedino -piebal syuaied Jldyy pue sjuaiied :NY
dAI1RI e | g4 Pa5ead OyMm (3eW U0 SPJ0J3I WO} PYIIUSPI 2I19M ‘194 pasi pue sjdoad bunoAjo 1oy 1g4 uluswdo 651 1e
-1eN SMIIAIIU| eljensny SN ‘Sleway | |) o|doad bunoA 7| syuedpdiied ‘9oUIUSAUOD) -lenuely  saAndadsiad oy a10jdx3 -|9ASP JUDS3|OPY 19 Aempapy
NV sey
uosiad bunoA e
NV sey uosiad  uaym | g4 03 axew
K102y} ‘Juauiiealtie /| —| | pabe ‘194 BulaAllep punoA e uaym |g401  SIayie}1eyi uoing
pa 2I9M SJUBIIRd "1 g4 Ul pabebus  sdDH ybnoiyy sdiAIes HAYD - 3uaiiedino e SI9YIe) 1BYI UOH  -LIJUOD 3y} JO Apnis [85] suueH
-punoib pey oym (3jeway €1 ‘ojew 1YBIS Woij pa3InIdal a1om 194 pasl  -nquIuod 3y} jo Aloayy K103y} pspunolb  pue 1eppois
oIsseD SMIIAIIU| puepRods SN OMI) NV YHM dA B 03 SIaYie) G| syuedpdied ‘2oUsiUsAUOD) -lenuepy papunolb e Juasald v—>bunduasay "UOYeNDIN
‘Juswieal) pajs|duiod
Jsidesayy Ajjuey 9ABY OYM S3l|IWiey JO 1X93U0D
JUSLIIBII IR SDIjIUUR) DY) SB PIYIOM JOoyine 9AIDadsIad ayy woly  9saulyd e ul Aiinbuo
€7—1 | pabe a1om sjualied ‘sieak 93 UDIYM UIYIM DDIAIDS Adelayy Ajluey Jo sSoU - aARRYEND W INY J0)
sisAjeue J[BY B pUB OM] SN0 P31e3I} @3 Ue ulyym paynidal alom  juanedino -9AI1D349 JUdUIeal} Adesayy Ajjuwej uo
1U33U0D SMaIAIRIU| Buoy BuoH 9SaUIYyD  Sjualed Iyl pue JA 3|ewd) 7 syuedioied ‘9duUalUSAUOD) 1445 panledIad ay3 ssassy  aAldadsIad siuslied [£5] @3Kor
ypeoidde Juswieal e 6 —¢ | pabe atom
|e2160) S1U31ey 'SUOISSS [eNPIAIPUI ‘SUOIUIAIDIUI
-ous pue | g4 Jo pua|q e ul pabebua paseq [enpIAIpUl pue [95]
-uou 71 '194 paAlodal 991y “Sieak juanedino - Ajiwiey BulAjoAul 'sg3 104 $Q3 1oy usw uosseIsnD
-oyd OM] 0} SUO JIAO 9AIIDIISI 'SIUN g3 N0J Yum ‘19401 JuswWieal} Jusedino  -1eal Jo sadualadxa pue ulj|afy
BN SONQ3T 10 NV 10} po1e3J} 919M  UOIIRIOqR||0D Ul PIYHNIDRI 919M palaype 9oUaLRAXe NY Ym ,S1UDSI|OpE - SN ‘Iapueap
-3WLIRH SM3IAIIU| uspams SN (3]ewW 2UO ‘DjeWd) t71) dA G L syuedpdped ‘9oUSIUSAUOD) Alqxo|4 dA Moy 21ebisaAul  Bulaqg pue aw buleg ‘1pa3spul
Joud syiuowl suju NV
03 OM} | g4 pa13|dwod pey JU9dS3|Ope 0} | g4
‘uol}ds||od elep Ie /1—€ | pue bul|gis 2UO 1sea) Je pey 'sjuaied pue syuaned  JO SUIIO) OMY SSOIDR
pabe syuaned ajewa) UaASS Judsajope ayi Ji aeddiyed 'sbuljgls Jo anndadsiad  JuswiaAjoAul Bulgls [5S] uayy
sisAjeue pUE (SI9YI0W 7| 49yiejauo) 03 39|qibl|9 a1am 3dIAI9S dF 3sI Juanedino 93Ul WOJ) | g4 Uljuaw  Jo Apnis aAzelenb pue uesung
oljew syualed | ‘gl 01 0| pabe (sjew  -jeidads e ulyum weiboid e bul 194 pasl  -9A|OAUL BUI|GIS JO 9DUD vV 1, pieay 126 Ajje ‘Blagquab
-yl SMIIAIIU| eljessny SN QU0 ‘3eWRy O 1) SBUIQIS 7L -PUS13Ie S3l|IWiey ‘9DUSJUSAUOD) -lenuepy  -1RAX3 s3ljiwe) 210]dX3 -1 3,uop A3y, -Ue7 ueA
yoeosddy
sis uond3||0d fpuy3 uondusag onnad
-Ajeuy ejeq Anuno> syuedpiyed puidwes -esRYyL wiy sl ®dualsey

(panupuod) € 3)qeL



Page 11 of 31

(2024) 12:104

Cripps et al. Journal of Eating Disorders

‘U0[393||0d
PIEP 1B 07— | PUB JUSWIeas] "31eddipied 03 payiAul
K102y} 1B 8| —C | SIO9M SIUS[IRd "Uol} 2lam 3ybiam Apog paydadxa 194 ul
pa -19||02 elep 01 J0ld SYIUOW 9468 Uey} Ja1ealb ybiam yyim pajedpiyied oym syua 'sdiysuone|al
-punoib | 1'Z1 9beIaAe U0 SUOISS3S [ g4 M3IAISIUL UB 21097 SYIUOW XIS -1ed 119y} pue NY Yim [el[ILB) UO N 10}
siuon €€ Jo ueaw e pa3a|dwod oym 1Se3| 18 IAISS JF UB UIylM  juanedino  sjuadsajope Joj abueyd 194 Jo 13y ayy
-onis (s12Yyey 7| ‘siayow G 1) syuaied |030301d UOISSa5-07 P pA33|d ‘194 pasl diysuonejau |eljiuiey Jo Bupiojdx3g 3uaw 6]
-uod SMIIAISU| eleisny SN 87 'SIUSDSBIOPR 3jeWd) 9| -WOD oym saljiuie) ‘Aaisoding -lenuepy  ssad0.d ay3 21eD1ISSAU|  -UleIUOD [eUOe[RY {EREHIEN
(¢=u)
SaLIUNOD
ueadoing
UJSISIMN
pue (£=u) ‘uofielolsal ybram
epeued Ul Jo sabeis 31| Jo ‘S| ppIw ‘Alies
‘SUOI}BSIDAUOD ulog a1om 3y} Ul 99 P|NOD S}UIISI|OPY "NV 10} 194 ul pabebus
1afoid  papiodas 03pIA sjualed ‘Juswieall Je 9| —¢ | pabe *9UI|UO 1O $313U3D Y3|eay 3|IyM JUDs3jopR JIBY}  $35S3d01d pajdalIp
uonoe  JosisAjeue dpe (L=U)Snous  3JaM Sjualled ‘| g4 ul pabebus [EIUSW YINOA/PIyd (DO 3B Juanedino JO uoljel0Isal Iyblam  -|eob syusied :eixalo [19]
9AI} -WI1SAS pue -Biput‘(p=u)  AjPAIIDR 319M OYM PRAD J9y1e}  SIUDWISSILISAPE 0} papuodsal ‘194 pasi 23 ul pazedidied -UB JU9D$3|0pe Ul Bunoj pue
-ejllenD  }oeqAeid oapip epeue) Ue|sesne)  -19Yjow U0 PUB SIYI0W 331y syuedipiyed ‘aaisoding -lenuepy syualed Moy aquIsag  UOIRI0ISAI IYDBISAA Nlalite]leliple]y
‘194 uanedino ur aseyd
1514 9y} 0} papuodsaliod
“UoI13||0d Blep 1B £'G7-8'GL  Syueddnued jo Ayiofew sy Joy
pUB UOISSIWPE 1B G'6|—7| pabe  Sndojjusuwieal} bulydie-1sno
219/ S1UBIIEd "SIRIA Jley e pue 3y ‘| g4 Juanedino Ag paidsul Apnis aAndinssp
1N0J SEM UOI3D3)|0D BYep O} 21am sajdipund Juswiean aAIeM[eND B N 10§
ab1eydsip wolj sy sbessae  buipinb ay3 ‘] g4 pasijenuew o} 'ss900ud AI9A0DR1 Y} JOj  JuSWIRS.] Juslledul
QU "SH29M §'07 Sem AelS Jo  Buldype INOYIAN HUN g3 ue Juepiodwl I3pPISUOD A3Y} paseq-A|iuey Jlole [09]
yibua| abelaAy "UoIsSSIWpe 1 JuaWieas) Jusiredul paseq jusanedu|  Si03oejJBYM pUB ‘N JO  AI9A0D3I UO spodal 1|PPO pue
sisAjeue 119y Bunnp 329m Jad suoissas  Ajiuie) Jo uons|dwod Bulmol|ol 19401 9dusnadxa paAl e yum  suosiad Bunok - Ao USSIOAJeH
onew Adelay Aj1udej OM) PRIDLO 1M a1edidied 0] psAUL S1oMm paiaype  suosiad bunoA jo suon  -usbe jeuosiad pue 'y ‘'obeH
-yl SMIIAIU| KemioN SN OUM S3|BW JNOJ PUP S3[BWS) €€ SIUalIedUl ISULIO) '2OUSIUSAUOD) 3|qIxa|4 -d3jal 3y a1ebisanu| yoddns jeulaixg "U3S|IN
yoeosddy
sis uond3||0d fpuy3 uondusag onnad
-Aleuy eleq Anuno) sjuediyied burdwes -9y wiy sl ®dualsey

(panupuod) € 3)qeL



Page 12 of 31

(2024) 12:104

Cripps et al. Journal of Eating Disorders

Y}|BSH [RIUSIA JUSDISDI|OPY PUE PIIYD (HINYD {|BUOISSSJ0Id 218DU3|SH :dDH ‘Juswieal] paseg Ajiwed ;| g4 ‘1apiosid Buiied :3 ‘eSOAIDN eIXaIouy NV ‘9|doad BUNOA :dA ‘Pay1dads 10N SN +

“Juswieal-ysod
ssansip [ed1bojoydAsd
9duaadxe 03 pan

'NV J0J 194/14W
ay3 Jaye sisisiad

‘Juswieal) -URUOD PIYD JI9Y} JO  SSaisIp Juadssjope
siskjleue 1e /|- | pabe aiam syualied “SHIOMIBU /PUB PINUIIUODSIP SeM  USym SaduaLadxa
ENS Joud Jeak suo 1ses| 1e | g4 dDH ybnosyi paanquasip  jusiledino  JUaWILaI] 2USYM S5 1UaJed :,0p ued [6€] HuoD
-INJsIp P312]dWOD OYM A DBWS) || JO  SIUSWISSIISAPE O} papuodsal ‘194 pasi Ul | g4 JO SdUSLdXD  9M 35|9 Jeym MOUY 19 sapoyy
[[z]1lp) SMIIAISIU| ejjensny SN SI9Y3e} INoy puUe SI9Yl0oW SUIN syuedpnJed ‘aaisoding -lenuepy Syuased Jo uoneloldx3y K||ea1 ,uop 9\, ‘Buonm
JUsWeal] 0}
Jo1d s1eak 991y3 UeY] SS3| SeM
siskjeue uol3eIN SS3U|I pUB ‘UoIID3||0D
[e2160] eep 1e abuel yblam Ayyjeay
-ous JUSWIRAL} DY) Ul SeM [INg 41943 ‘sisoubelp
-uou 18 1 —€ | 2I9M SJUDlIRd ‘SYIUOW 1e sieak g7 | pabe sem dao
-ayd 9€ < 03 9—0 Woly pabuel JRY 'SHINYD Ul 144510 194 Juanedino
ST uopeINp Juswieal] ‘(Gew  Bulobispun a1am JO PaAIdal  (€=U) [4AS NV YIM SIUSISS|OpE 10§ NV Jusdssjope [29] Yield
-ejaud 2UO 'S3]eWd) XIS) dA UaAS JO  pey Asyi ji ajedpied 019116 Jo (9=u) 194  Adelayy Ajiwey jo sadua  1oj Adeiayy Ajiwey jo pue poopn
BENT SMIIAIRU| elelsny SN SI9Y1e} 321} pUB SISYIoW XIS -9 2lam syualed aisoding  pasijenuely  -liadxa Syualed aujwex3  sdulaLadXe sUBIed SWEITI
yoeosddy
sis uonda|j0) fApuya uondusaq >nnad
-Ajeuy eleq Anuno) sjuediied burdwes -eJayL wry sl @®duaiey

(PonunuOod) € 3jqeL



Cripps et al. Journal of Eating Disorders (2024) 12:104

Table 4 Overview of themes and subthemes

Subtheme

1a. The psychological underpinnings of AN
1b. Developing a sense of identity beyond
the ED

1c. Addressing the young person in conver-
sations about their health

2a. Young peoples’experience of the
therapist

Theme

1. A holistic focus on the
young person’s overall
development

2.The therapeutic
relationship as a vehicle
for change 2b. Parents' experience of the therapist

3.The therapist’s con- 3a. Neglect of young people’s emotional
finement to“a script”and  distress

its impact on emotional  3b. Neglect of family distress

attunement

4a. Parents “on trial”in the absence of change
4b. Rigid inflexibility versus individualised
tailoring of treatment

5a. Loss of the young person’s voice and
identity

5b. Separation of the problem from the
young person

4. A disempowering
therapeutic context

5. Externalisation of
the ED

6a. Improving understanding and manage-
ment of eating behaviours

6b. Strengthening of the parent-young
person relationship

6¢. Changes to family functioning

6d. Complex family difficulties and relation-
ships as a barrier to change

6. The importance of
family involvement

1 AN: Anorexia Nervosa, ED: Eating Disorder

of mastery and achievement in important areas of life
[24, 59, 60]:

It's been crucial to accomplish high school, to get
a driver’s license...It feels really great to accom-
plish those, it’s this sense of mastering, which is very
important. To feel you can live a pretty normal life,
where the focus is on everything else but body and
food [60].

Addressing the young person in conversations about their
health

Some young people spoke about experiencing a moment
of clarity or insight in which they realised they were
“unwell” and a subsequent realisation that something
needed to come from themselves if they wanted to
recover [24]. Some young people felt that being spoken
to directly with factual psychoeducation within FT-AN
regarding the impact of their eating behaviours on their
health and functioning from trusted and credible profes-
sionals was a factor which contributed to such an awak-
ening [24]:

[...] he was quite harsh about it and really direct, to
say that if you keep going this is what could happen.
And I think that just scared me a bit but I think I
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needed that to scare me into recovery to begin with

[..][24].

For two young people, a shift in terms of their recov-
ery came from trusting the dietician who joined the
treatment process [24, 39]. They were able to utilise the
dieticians advice and guidance to challenge their eating
behaviors:

[...] when I was faced with a situation to eat a fear
food or something, I was like, Okay, remember what
the dietitian said. [...] And, I guess, for the eating
disorder, it was like the biggest thing that was able to
go against these thoughts [24].

Hence, addressing the young person in conversations
about their overall health and functioning appeared to
empower and enhance their sense of personal agency in
relation to their eating behaviours.

The therapeutic relationship as a vehicle for change

When the therapeutic relationship was able to hold and
contain the young person and family’s distress, it served
as a vehicle for positive change.

Young peoples’ experiences of the therapist

On starting treatment, young people described relief
coinciding with significant anxiety associated with the
prospect of “letting go of control” [24, 56, 60]:

There were two different sides within me, one saying
‘Oh God, this is great, I'm going to get help now... At
the same time, [...] ‘No, now they’re going to destroy
what you have achieved, and you who have come
this far’ [56].

Young people emphasised the time it took for the devel-
opment of trust in the therapist before they could hand
over control or share their feelings [24, 56]. Feeling able
to share their internal experiences was perceived as a cat-
alyst for change [24, 56, 57]:

An important part of the turnaround was when I
invited her into my feelings. [...] I started to trust her
[therapist] [56].

Hence, young people conveyed how trust and engage-
ment needed to be prioritised from the outset [24]. They
desired human connection, understanding, collaboration,
compassion, and non-judgement; a therapist who was
factual but who also showed genuine interest in them,
rather than solely increasing their food-intake and weight
[24, 53, 56, 57, 60]. When the therapeutic relationship
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had these qualities, young people developed confidence
and trust in their therapist:

The key to her significant improvement lies in the
fact she trusted her [therapist] completely. It's so dif-
ficult for her to trust anybody [Parent, 60].

Young people described disengagement in the absence
of a positive therapeutic relationship. Some conveyed
how their disengagement was influenced by a lack of per-
ceived understanding by their therapist, a lack of posi-
tive family relationships, or their disagreement with how
weight restoration was achieved [56, 59].

Parents’ experiences of the therapist

A positive therapeutic relationship was important in pro-
viding parents with emotional containment [29, 57, 62].
Parents desired a clinician who took an active role in
aiding parental understanding and support of the young
person, as well as family communication [29, 57, 58, 62]:

She [therapist] knew how to teach us to deal with my
daughter’s problem and that’s most memorable [57].

The therapist was experienced positively when they had
a neutral quality and were compassionate, collaborative,
helpful, flexible and placed emphasis on building trust
[29, 37, 39, 57, 58, 62]. Parents wanted to feel connected
with their therapist, have their concerns contextual-
ised and validated, and their circumstances and values
respected [29, 37, 39, 57, 58, 62]:

We have built up mutual trust. There’s genuine con-
cern between her [therapist] and us. She didn’t treat
us as if it were her job or profession [57].

Moreover, parents wanted to improve their knowledge of
AN in order to feel confident in their capacities to help
[58, 61]. A lack of adequate information and guidance
given by the therapist contributed to a lack of contain-
ment experienced within the therapeutic relationship in
FBT [58]:

[...] It seemed to be pushing all the onus on correc-
tion and enforcement on to my wife and I, and noth-
ing coming from the clinicians, no support for us in
our battle. [58].

Some parents perceived the therapist as cold, harsh, scru-
tinising, condescending and detached in FBT [29, 37, 39,
57, 58, 62]. One parent made a distinction between a pos-
itive experience of SyFT versus a negative experience of
FBT, describing the SyFT therapist as coming “alongside”

Page 14 of 31

the family, as opposed to the FBT therapist acting as a
“removed expert” [62].

The therapist’s confinement to a “script” and its impact on
emotional attunement

Families conveyed how positive change was hindered by
a confined focus on food intake and weight in FBT.

Neglect of young people’s emotional distress

Young people frequently described FBT as an isolating
process that ignored “what was going on inside” wherein
their parents and therapist did not understand how dis-
tressing increasing their eating and weight was [37, 38,
54, 59]:

[...] they just solely focused on my physical health,
they didn’t really take on much consideration as to
my mental health and how much of a toll everything
was taking on me [37].

Young people desired support with managing the psy-
chological experience of AN and its associated diffi-
culties rather than solely focussing on increasing their
food-intake and weight in FBT [57]. Areas of importance
included motivation, emotions, thoughts, relationship
difficulties, self-esteem, body image and identity issues
(37, 38, 54, 58—60]:

Because they never really addressed the underlying
problems, it was all so much harder than it probably
should have been, because I was still battling with
the thoughts and the guilt [56].

Some young people felt that important conversations
(i.e., the impact of their parent’s attitudes to eating and
weight) were not sufficiently acknowledged in FBT [38]:

We opened old wounds and then they never really
got closed I never got to just express how I was
really feeling, which is probably why I was so angry,
because it was all, like building up inside [38].

Some parents emphasised how FBT assumes that weight
restoration leads to cognitive change [37, 38]; they
expressed concerns that the psychological underpinnings
of AN and its associated difficulties were unaddressed by
the “FBT script” [37-39, 54, 55, 59-61]:

The focus seems to be all on the food aspects [...] the
food is the end product of the whole problem, what’s
going on underneath? [39].

When young people were not restoring weight in FBT,
parents were concerned by the continued confined focus
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on food intake and weight as the young person became
increasingly distressed and conflicts worsened [39]. They
questioned whether FBT was doing more harm than
good; for some, this led to treatment termination [37, 38,
56]. For those who engaged in FT-AN, some young peo-
ple felt that the early stages of treatment were very parent
focussed which inhibited their ability to share their inter-
nal experiences and resulted in them struggling to engage
due to the experience of distress. However, some young
people felt that the middle and later phases of FT-AN did
attend to their psychological and emotional needs which
had a positive impact on their recovery [24]:

[...] early treatment was very much nutrition
focused. It was kind of let’s just get her fed enough.
And then middle treatment was kind of unpacking
lots of fears. [...] just things like thoughts around
food [...]. And then end of treatment for me was kind
of looking at what might have caused it, how you can
prevent it [24].

Neglect of family distress

Parents often described how being redirected to the
“FBT script” caused distancing in the therapeutic rela-
tionship and reduced confidence about therapy [29, 37,
58, 62]. Many families conveyed a lack of space for the
exploration of familial distress and conflict, which for
some contributed to family estrangement and exacerba-
tion of distress in FBT [37, 62]:

FBT ruined a previously strong relationship and
caused my parents and siblings their own psycho-
logical unease and detriment. This contributed to a
loss of myself and my identity and resulted in further
destructive behaviours [Young person, 37].

Parents conveyed how the task of “refeeding” as the solu-
tion obscured how demanding, distressing and dilem-
matic their experience was in FBT. They considered it
important to feel resourced emotionally, practically and
personally to create capacity for the task of weight resto-
ration; parental management of emotion was significant
in this respect [61]. They felt overwhelmed, exhausted,
isolated and let down by the therapist when their chal-
lenges were not recognised or supported in FBT [29, 37,
39, 58]:

[...] it sounds easy in principle, [...] when you actu-
ally do it at home it’s not that easy when a teenager’s
screaming at the top of her lungs [...] you feel a little
thrown to the wolves [...] once you close the door of
your family home that’s it; you're on your own [62].
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Parents engaged in an internal search for answers regard-
ing the cause for their young person’s eating difficulties
to provide them with a sense of coherence and to guide
day-to-day decision making in FBT [39, 58, 61]. Parents
acknowledged the therapists’ attempts to relieve them of
guilt and blame with FBT’s agnostic aetiological stance,
however described the experience of persistent guilt, self-
blame and inadequacy [29, 54, 58, 62]:

[...] it felt like, well as a parent, what have we done
wrong? [39].

Parental co-regulation was a strategy for the management
of difficult emotions [37, 61], as were internal processes
such as practicing acceptance, managing expectations
and finding meaning in adversity [61]. However, practi-
cal challenges to parents’ capacity such as the lack of time
and financial resources posed significant dilemmas for
single parents engaged in FBT [61, 62]:

I can’t take any time off work, I don’t have any
money, I don’t know how I'm going to help her! [61].

A disempowering therapeutic context
Families conveyed how the experience of disempower-
ment in treatment was hindering to positive change.

Parents “on trial” in the absence of change

It was important to parents that treatment monitored
progress in the overall health and wellbeing of their
young person [61]. Attending to markers of progress was
a powerful motivator that instilled hope, or revealed what
was not working [61]. However, some parents described
FBT as a “ruthless’, “dogmatic” approach in which they
felt “put on trial” [37, 39]. These parents reported to
receive blaming, punitive responses from the therapist
when there was insufficient weight restoration in FBT.
Such interactions exacerbated parental guilt and self-
blame, causing parents to feel exposed and vulnerable
[37, 39]:

I have never been so challenged in my life as a
mother. I felt wretched. It’s such a fundamental
thing to feed and protect your child and anorexia
has already challenged that [...] then to, on a weekly
basis, be in a context (emotional tone to voice) where
your failings are on show and also on show to your
children [39].

Parents reported that these interactions implicitly con-
veyed how they were failing in their role as parents and
at FBT [37, 39], particularly when the therapist endorsed
the assumption that “the Maudsley works”:
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1 felt like she was on trial [...]. Hayley’s failure to put
on weight was Margaret’s failure to feed her enough
ultimately [39].

Rigid inflexibility versus individualised tailoring of treatment
Some families reported to feel that FBT was “rigid’, “pre-
scribed” and “inflexible” [37, 39]. Families who engaged
in FBT or FT-AN would have liked more separated ses-
sions in addition to conjoint sessions throughout treat-
ment in order that parents’ and young peoples’ individual
emotional needs could be met [24, 37, 54, 61]:

[...] there were other times where it was just really
awkward  talking about my deepest, darkest
anorexia secrets, 1 definitely was able to open up
more when it was just one on one with my psycholo-
gist, about actual behaviours, because you don’t
want to admit those kind of things to your parents
[Young person, 46].

Families who engaged in FBT reported a lack of tailor-
ing to preferences regarding session format and content,
treatment duration, ending, and opportunity to have a
follow up [37, 54, 58]:

The rigidity and inflexibility [,,,] was such a shame
[...] because [...] the heavy lifting was done, which
was the trust [...]. The lack of progress or our frustra-
tion or anything to just flex the approach and to lean
on the trust that had been built. Well, I think wed
have gone to the edge of the earth with her you know
until it became so rigid, dogmatic [...] [Parent, 36].

Some families reported that time-limited FBT was not
sufficient to support a full recovery [39, 54, 56]. Young
people wanted the therapist to be attuned to their needs
and to make a collaborative decision rather than ending
treatment on reaching a “target weight” in FBT [56]. The
therapists’ perceived assumption that they were psycho-
logically recovered on reaching a healthy weight evoked
feelings of anger and abandonment:

OK, now you have reached normal weight - so now
you are well again. The simple fact that I had put
on weight meant that everything was fine, and that
was all there was to it. I felt like...I'm not prepared
to walk out weighing like this, if you leave me, I will
start losing weight again [56].
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Externalisation of the eating disorder
Externalisation could help and hinder positive change
depending on how it was used and its effects on the
young person and their relationships.

Loss of the young person’s voice and identity

Some parents described how young people were spo-
ken about rather than with as a result of externalisation,
which contributed to a perceived loss of the young per-
son’s voice and identity in FBT [37, 38]:

[...] I accept that when she was very sick, [...] we talk
in these beautiful terms of ‘It was the eating disor-
der and not Hayley in the room’ [...] but effectively
Hayley was still in the room but she was treated as
though she wasn’t [37].

Some young people who engaged in FBT did not find it
helpful for others to perceive of them as being under the
influence of an external entity because they felt unseen
and unheard [37, 38]. Moreover, externalising conversa-
tions that highlighted family member burden due to AN
were particularly difficult for some as they evoked guilt
and shame. Instead, young people wanted their voice to
be actively sought and to be given ownership over session
content, rather than feel “talked about” and instructed
what to do in an impersonalised manner in FBT [37, 56]:

[...] the fact that you had an eating disorder meant
they were dismissive of anything you say, they
believed anything you say was completely motivated
by the eating disorder [...]. I was very distressed by
that because I thought I'm still me, I'm still here, I
can recognise that I have anxiety and unhelpful
thoughts but I can still communicate as a person

[38].

In contrast, a collaborative involvement in treatment fos-
tered greater security and safety in the young person’s
relationships with their therapist and family [24, 37, 53,
56, 60]. Feeling seen as a person beyond the ED helped to
build young people’s sense of self, rather than reinforce
an illness identity through the exclusion of their voice.

Separation of the problem from the young person

At the start of treatment, conceptualising AN as an
‘unwanted temporary illness’ enabled parents to channel
difficult emotions into “fighting” AN [37-39, 54].

There was Sally and there was the eating disorder
and once you separate them you realise that she is
still there and we're fighting the eating disorder and
she is too. [...] it wasn’t just her doing this to herself

[39].
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Some young people conveyed how important it was for
their family to realise that EDs are illnesses rather than
‘difficult behaviour’ [24]. The illness metaphor enabled
some young people to feel seen and understood “as a
person” by their therapist and family [24]. Feeling related
to as a person experiencing an illness was validating and
containing, rather than dismissive and invalidating:

My [therapist] was really good at explaining to my
parents and my family: Actually this isn’t a choice.
You know, this isn’t something [young person’s name]
woke up one day and decide to do to herself, this is
an illness. I'm going to treat it like an illness [24].

However, it was important that externalising conver-
sations validated the young person’s lived experience.
For instance, Venn diagrams acknowledging overlaps
between the identity of the young person and that of AN,
as well as engaging in chair work to speak to AN were
described as meeting young peoples’ emotional and psy-
chological needs [38]:

[...] theyd be like, what would your eating disorder
say to this? Now sit in this chair and itd be like,
what would you say to this? [...] that was helpful,
but they just didn’t do it enough. Like, it was just so
much about food but they needed to care about my
feelings [38].

Young people emphasised the significance of transition-
ing from “denial” to “realisation” through externalising
conversations which elicited the young person’s voice
and facilitated reflection on their personal values and life
aspirations [37, 60].

Ask yourself, why, why do you do this? What do
you want to get out of your life? What are your true
dreams? What is your greatest wish? [60].

Young people acknowledged the importance, yet diffi-
culty, of becoming aware of AN’s negative effects and its
function in their lives [24, 60]:

It's important to realize and see more clearly the
negative influences the ED has, because it is, after
all, a way of handling difficulties or mastering life.
[...] It’s not easy to be attentive to the negative conse-
quences the ED will have [60].

Young people stressed their anxieties and resistance to
making changes to their eating. However, they tolerated
difficult feelings in the service of their commitment to a
preferred identity underpinned by their personal values
[24, 60]:
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I haven’t thought much about having kids. Still, 1
think it is important to stay in treatment, because I
want to be able to take good care of my kids, which is
a huge motivation for me [60)].

The importance of family involvement

Interventions aimed at improving parental understand-
ing and management of AN, as well as family functioning
were supportive of positive change.

Improving parental understanding and management of AN
Parents entered treatment feeling powerless, not know-
ing how to help their young person [62]. For some, the
structure and guidance on commencing FBT provided
direction which instilled hope [29, 37, 39, 56, 61, 62]:

1 felt totally out of control. [...] So, having a plan just
made me feel like I had something secure to-to work
on, to work with, to trust in [39].

One mother conveyed how FBT gave her permission
and resources to challenge their young person’s eating
behaviour:

Treatment gave me tools and framework and a
structure and permission I suppose [29].

Some young people experienced relief, safety and security
when control over their eating was taken away in FBT/
FT-AN [24, 29, 37, 38]. Most young people acknowl-
edged that they would not have restored weight without
parental support with challenging the ED in the process
of adhering to their eating plan [24, 29, 37, 38, 60]:

[...] I don’t think I would have been able to gain that
weight and get to the medically stable point if it had
sort of been all up to me. [...] I still definitely needed
my family support because |[...] even if it was unin-
tentionally, I would've just slipped back [...] [37].

Young people conveyed the perceived helpfulness of psy-
choeducation and guidance from the therapist and treat-
ment team which enabled their parents to understand
and respond to their experiences more effectively [24, 29,
37, 38, 60]. Hence, promoting change at a systemic level
was integral to their recovery:

[...] as much as it was about teaching me the cor-
rect thoughts, and the correct patterns, [...] how to
get better. It was also teaching my parents what the
right things were to say and what the right behav-
iours were, and what actually they had done that
was maybe not so healthy [24].
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A consistent, firm approach to managing eating behav-
iours was containing to young people in the sense that
the parental boundary allowed no escape route for the
ED [24]. Parents reflected on the potential of AN to
undermine the marital relationship and the importance
of parental unification and partnership which involved
co-parent coordination and negotiation [39, 58, 60—62].
Thus, it was helpful when treatment scaffolded the shar-
ing of roles and responsibilities between co-parents to
ease parental burden as well as to ensure that both par-
ents were engaged in changes conducive to young peo-
ples’ recovery [61, 62]:

We were a joint force. I think if you can work together
really quickly it helps because an eating disorder
can get around one of you, but if it knows that dad’s
there backing up everything that mum says and vice-
versa [...] [39].

Parents who were not supported in treatment by their co-
parent would have liked to have shared parental respon-
sibility and were concerned about their co-parent’s lack
of understanding for their young person’s difficulties [61,
62]. In the context of parental separation, it was impor-
tant that both parents pulled together to preserve the
young person’s sense of unified family support [62]. This
necessitated parental acceptance of disparate parenting
philosophies and weight-restoration strategies [62]:

At first it was like, [...] “Hello? Uh, that’s not hap-
pening” And then, you know, it’s like, “Actually, we
need to do this for [our daughter]. Darn. Okay’ So
suck it up, bury those emotions [62].

Strengthening of the parent-young person relationship
Whilst some parents felt that treatment disrupted the
parent-young person relationship in FBT [37, 38], others
felt it helped them to maintain a connection with their
young person. Some parents described personal changes
which served to strengthen the parent-young person
relationship, for instance becoming firmer with bound-
aries, more resilient and emotionally attuned [29, 39, 58,
61, 62]:

I was one of these people who didn’t show my emotions
much, very tough orientated, very much the job at hand...
once I understood what anorexia was like for my son, it
helped me change. Now I've let my guard down and let
people in. [...] It’s [AN] made me a better person and a
better parent... [62].

Young people acknowledged how difficult it was for
their parents to understand AN, however their efforts to
do so made them feel worthy of care [24, 38, 56, 61, 62].
In the context of relationships in which young people felt
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seen, heard, understood and cared for, they were more
accepting of the structures put in place to support them
with eating [24, 29, 37, 38, 56, 60]. Thus, young people
found it helpful when the therapist mobilised emotionally
containing relationships [24, 38, 56, 59]. They conveyed
the importance of parental support in helping them to
cope with ED-related cognitions and emotions which felt
too overwhelming and distressing for them to deal with
on their own [24]:

[...] there’s a point where the eating disorder’s voice
is stronger than anything else in you. And so you are
not physically able to fight that yourself. You need
help. You need other people to, like, to help fight that
voice until you're capable of doing that yourself [24].

Parental capacity to take non-coercive control over the
young person’s eating appeared to be influenced by par-
ents’ capacity to tolerate the young person’s distress
[29]. When treatment contained parental anxiety and
increased parental confidence, parents had greater capac-
ity to provide emotional containment to the young per-
son [24, 29, 61]. Consequently, over time young people
experienced greater security, safety and trust in the par-
ent-young person relationship and were able to replace
control with trust in others [24, 29, 37, 56, 59, 61]:

1 felt the need to be in control but [...] I sort of had to
put my trust in to them that they were going to take
care of me [29].

Increased relational security in the parent-young person
relationship was depicted by young people as learning to
understand each other, reduced parental criticism, and
increased parental provision of emotional support and
reassurance [24, 29].

They tried to be as understanding as they could be
[parents] [...] it helped because for the first time
1 didn’t actually shun them, I went to them...it’s so
weird cause for the first time in my life I let myself
depend on someone else [29].

Parents perceived the quality of connection between
themselves and their young person as a tangible marker
of positive progress in treatment [29, 61]. These relational
changes had a positive impact on young peoples’ attach-
ment system and sense of selves. Young people described
reduced self-criticism, improved confidence, greater
self-acceptance, increased capacity to trust others and in
turn, in their selves [29, 61]. Parents described reduced
secretiveness, increased resilience and emotional expres-
siveness in their young person [29, 61].
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Changes to family functioning

Many families entered treatment with strained family
relationships. Some young people felt they were a “bur-
den” and “a stranger” within their family [29]:

We weren’t being like a family, a bit separated, like I
was separated from everyone else in the family [29].

In the context of family sessions which permitted space
for therapeutic focus on relationships, positive changes
to family functioning were reported, including improved
communication, cohesion and problem-solving skills;
increased honesty, openness and closeness; mutual
understanding and trust; emotional awareness and
tolerance; reduced conflict, criticism and blame; and
increased capability and compatibility [24, 29, 39, 54-58,
61, 62]. Having a safe, contained space for difficult con-
versations helped to reduce emotional disconnection:

They [...] guided us through [...] very hard conversa-
tions. Hard as in about feelings, about guilt, about
perceptions, and about the effects it had on us [...] I
think as a family we’ve grown a lot closer |[...] [Par-
ent, 38].

Families often described more space to focus on the fam-
ily system within SyFT, FT-AN and flexibly adhered to
FBT as oppose to strictly adhered to FBT [24, 53, 57, 62].
They valued the therapist’s directiveness on what needed
to change, and their appreciation for each person’s feel-
ings and views [24, 57]. These processes helped young
people to share their feelings [24, 57]:

What helped most is to talk about my feelings with-
out any reservation. She helped everyone to speak
out, including those who didn’t talk much [Young
person, 60].

Some young people felt that through the process of con-
versations which supported the family to engage with one
another on an emotional level, they began to mentalise
the experience of their parents and siblings which had
a positive impact on their commitment to recovery [24,
57]:

I remember there was a little bit of guilt for what 1
was putting my parents through...and in a strange
way, I kind of think that guilt was a motivator as
well, because I was kind of like, I cannot keep doing
this to my parents. They cannot live like this forever

[24].

Some fathers became more involved in their young
person’s life practically and emotionally through their
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involvement in treatment [29, 53, 58]. One young person
described how her father’s involvement helped to reduce
the disconnection between them:

[...] I can see that my father also tries to show con-
cern for me. That feeling has been lost for years. He
loves me and really wants to help me [53].

Siblings struggled to understand AN and wanted to be
included in treatment [55, 56]. When siblings were not
included, sibling-relationship ruptures were often left
unrepaired causing young people to experience loss, sad-
ness and guilt. Families reported positive aspects of sib-
ling involvement, including increased understanding and
unified support, increased closeness in the sibling rela-
tionship, reduced sibling worry, greater transparency in
the family system and opportunity to clarify appropriate
family roles [55]:

I think it made it so [sibling] understood |[...] what
was going on. So it wasn't like she was kept in the
dark and we were trying to avoid talking about it to
her. So she was a bit more aware of what was going
on and she didn’t feel left out of it. She knew what
not to say [...] [55].

Complex family difficulties and relationships as a barrier to
change

It was important that treatment addressed parental belief
systems which served to maintain young peoples’ disor-
dered relationships with eating and weight [38, 61]. One
mother viewed slimness to confer protective factors for
their young person and thus experienced challenge and
unease during the process of refeeding. In order for treat-
ment to facilitate weight restoration, the mother’s own
beliefs in relation to eating and weight needed to be
explored and addressed as an ongoing process:

The thinner you are, the more beautiful you are, the
easier the world is for you. I truly...believe that. [...]
You want your kid to be....to fit in, [...] and obviously
that’s easier if you look a certain way [...]. What if
they’re wrong? What if they make her gain too much
weight, and then...and then she feels like she’s...too
heavy [61].

Young people did not perceive parental involvement to
be helpful when they did not have trusting relationships
with their parents, or when they had family difficulties
which were not openly discussed in treatment [29, 56,
59]. They expressed uncertainty about what they were
able to share due to concerns about disclosing their par-
ents’ own difficulties, or revealing family conflict:
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My parents have alcohol problems [...] I preferred
going on my own. [...] the fact is I never told anyone
at the eating disorder unit. [...] I was so ashamed
[...] I was so dead scared of what might happen if
they learnt about it [56].

These young people explained how there were difficulties
which felt out of their control that they needed help with
before letting go of control over their eating [59]; they
described poorer relationships with parents, family con-
flict and high expressed emotions at home. Unresolved
family difficulties and conflicts led to unrepaired ruptures
and disconnection in their family relationships following
treatment. Some families for whom relational change did
not eventuate were experiencing grief, loss and trauma
[29]. For example, one young person explained that pre-
vious abuse in the family impacted on her ability to trust
her parents [30]:

[...] I didn’t trust my parents [...] it would just have
been so strange to have my mum sitting there. Then I
would not have dared to be honest in the same way

[56].

Discussion

This meta-synthesis explored the processes of change in
family therapies for AN, elucidating factors that help and
hinder recovery from the perspectives of young people
and their families. The majority of studies explored young
person and family member experiences of FBT, or SyFT;
only one study explored the experience of FT-AN and
this was from the perspectives of young people alone.
The narratives depict several therapeutic processes which
appear integral to facilitating positive change including
psychological formulation, identity development beyond
AN, the therapeutic relationship, emotional attunement,
family involvement and family empowerment. These
findings are discussed in relation to existing research,
theory and their clinical implications.

Psychological formulation

Restriction provided young people with a sense of con-
trol over psychological and emotional difficulties, how-
ever it also resulted in the loss of agency and stalled
development. Whilst FBT often failed to explore and
address the psychological underpinnings of AN, paren-
tal re-feeding was often successful at supporting physical
recovery and enabling young people to return to develop-
mentally appropriate activities. This finding suggests an
experience of change that aligns with proposed mecha-
nisms of change within ED-focussed family therapy mod-
els [13, 14]. FBT and FT-AN aim to get the adolescent
‘developmentally back on track’ through the process of
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re-feeding which allows them to return to normal ado-
lescent activities. Some young people experienced their
return to valued activities reinforcing of their sense of
personal agency which had a positive impact on their
recovery. Research demonstrates how shifts in moti-
vation for change occur in parallel with shifts in values
and self-definitions through a process of identity rene-
gotiation [66]. The findings alongside existing research
underscore the significance of relinquishing control,
self-discovery, and the development of a new identity
in recovery from an ED which provides a false sense of
security [67—-69]. Accordingly, empowering young people
to identify and return to developmentally appropriate
activities that bring personal meaning and identity may
help young people to connect with what is important to
them and thereby support them in working towards and
maintaining recovery. Ensuring that life outside of the ED
is brought into treatment may help to aid such processes
in order to facilitate positive change.

The findings underscore the importance of maintain-
ing a holistic focus on the young person’s overall devel-
opment in treatment, attending to their psychological,
emotional, social and physical health to support posi-
tive change. Families often conveyed how FBT viewed
the young person’s eating behaviours in isolation of their
overall development which resulted in a perceived lack
of understanding for the cause and maintenance of eat-
ing difficulties, and other associated difficulties. There-
fore, the experience of families suggests that seeking to
understand the young person’s eating difficulties within
the context of their overall development is an important
change mechanism in family therapies for AN. This find-
ing does not align with what the FBT model proposes
as a change mechanism. Rather, FBT takes an agnostic
approach; it does not focus on exploring causes of AN
and instead aims to engage the family in bringing about
early behavioural change, assuming that an understand-
ing of the cause does not necessarily translate to symp-
tom improvement [17].

The finding that FBT’s agnostic aetiological stance
does not alleviate parental guilt and blame is consis-
tent with existing research. Carers are often perplexed
by ANs cause, place blame on themselves and question
their parenting [70, 71]. Hence, they place value on the
opportunity to improve their understanding [72]. Care-
giver cognitive appraisals relating to their understanding
of AN are important because they have a direct impact
on caregiver self-efficacy, the caregiving experience and
their responses to the individual with AN [70]. This
meta-synthesis suggests that some parents feel frustrated
by FBT’s agnostic aetiological stance and continue to seek
a causal explanation to make sense of their young per-
son’s eating difficulties. Gorrell & Le Grange [73] state
that the non-blaming foundation that ED-focussed family
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therapy models rest upon should not be confused within
inattention to, and avoidance of exploring why struggles
arise and persist. The authors state that treatment stag-
nation may be better understood if caregivers are invited
to more directly speculate about how their own tempera-
ment, family attachment history, and distress tolerance
may be getting in the way of positive change.

ED-focussed family therapy models place emphasis
on externalising the ED as an ‘illness’ or external force
to facilitate positive change. However, the findings sug-
gest that the illness metaphor may have contributed to a
neglect of psychological formulation for the young per-
son’s eating difficulties in FBT. In turn, families experi-
enced concern regarding FBT’s efficacy in meeting young
peoples’ psychological and emotional needs. Some FBT
clinicians experience the illness metaphor dilemmatic as
it does not fit with their psycho-social understanding of
EDs, however they continue to use it as recommended in
the manual [74]. Baudinet, Simic and Eisler [18] under-
score the importance psychological formulation in ED-
focussed family therapy; proposing that it is through
the formulation that treatment can be adjusted to target
maintenance factors specific to individual families and
that barriers to progress can be identified and overcome.
Moreover, formulating collaboratively with a family can
create a shared narrative about the problem and support
the development of therapeutic alliance [75].

It has been proposed that AN arises from emotional
processing difficulties resulting in a ‘lost sense of emo-
tional self’ which ‘self-perpetuates’ and ‘relentlessly
deepens’ [76]. Psychological factors including obsessive-
compulsive personality traits, perfectionism, extreme
need for self-control, cognitive rigidity, experiential
avoidance, positive beliefs about the value/function of
AN, and responses from close others play a significant
role in its maintenance [77-79]. Developing a psycholog-
ical formulation would help therapists to develop a holis-
tic understanding of the young person within their family
context, prioritise which issues to focus on, and select
interventions to address not only the physical symptoms
of AN, but also its psychological underpinnings and
maintaining factors within family therapies for AN.

Positively, ED-focussed family therapy has been
updated within FT-AN to consider the development of an
evolving systemic formulation to be an important frame-
work for thinking about change with the family through-
out treatment. According to the FT-AN manual, the
development of a systemic formulation includes consid-
eration of (1) the nature of the problems that the young
person and family are struggling with; (2) reorganisation
of the family around the illness; (3) problem narratives,
beliefs and cognitions; (4) emotions and feelings that
may be connected to the illness; (5) mapping significant
patterns; (6) strengths, resources and resilience factors.
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Further, the FT-AN model suggests that whilst eating and
weight are likely to be the primary therapeutic focus at
least initially, an important context for thinking about the
process of change is to broaden the focus to other areas
that are seen to contribute or perpetuate the ED, or are
in other ways important to the family [14]. Therefore,
the change mechanisms proposed by FT-AN may bet-
ter aligned with what families perceive as being impor-
tant factors in facilitating change through its attendance
to young peoples’ eating behaviour within the context of
their overall development and family environment. How-
ever, given that only one study exploring the experience
of FT-AN was included within this review, it is difficult to
ascertain whether FT-AN is more able than FBT to meet
the needs of families and to thereby support positive
change through its updated emphasis on formulation.

The therapeutic relationship

The finding that the therapeutic relationship is experi-
enced as a crucial mechanism of change aligns with what
ED-focussed family therapy models propose as being an
important mechanism of change [13, 14]. The therapist’s
knowledge, flexibility and willingness to come alongside
them were conveyed by families as being particularly
significant in supporting positive change. In contrast,
negative experiences of the therapist acting as a ‘removed
expert’ were viewed as a hinderance to positive change.
In FBT the therapist takes up a non-authoritarian collab-
orative therapeutic stance [17]. They adopt the position
of being an expert on EDs, while they view parents as
being the expert in their young person and family in the
hope of empowering parents to bring about recovery. The
findings indicate that families valued the therapist tak-
ing up the position of expert in EDs as it enabled them to
feel held and supported in managing the young person’s
eating difficulties. However, they indicate that parents
can experience a lack of containment in FBT when they
perceive a lack of direct guidance from the therapist. This
finding suggests that therapists’ attempts to build self-
reliance by guiding and not giving explicit instructions
may be experienced as challenging for parents when they
are struggling to bring about change in their young per-
son’s eating and weight and are in need of more direct
guidance.

ED-focussed family therapy has been updated within
FT-AN to initially emphasise engagement with the fam-
ily and young person by creating a containing and secure
base for treatment in which a shared sense of purpose is
developed [14]. Accordingly, the FT-AN model acknowl-
edges that the provision of expert advice can build depen-
dency on the therapist but sees this as an appropriate
aspect of the early stage of treatment with potential pit-
falls that therapists should be aware of as treatment pro-
gresses. Therefore, it is possible that positive change may
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be helped by the provision of more direct guidance in the
face of parental struggle with bringing about change in
family therapies for AN. In doing so, families may expe-
rience the therapeutic relationship as a containing and
secure base in which they can learn new skills and knowl-
edges to manage their young person’s eating difficulties.

The findings support reviews which point to the signifi-
cance of building trusting therapeutic relationships with
young people and families [1, 27]. They also support stud-
ies which demonstrate significant associations between
therapeutic alliance, treatment retention and outcome
for individuals with AN [80-83]. Entering a therapeutic
relationship required young people to relinquish control
and place trust in others which necessitated the tolerance
of heightened distress. A common theme raised by fami-
lies is a concern about the lack of therapeutic alliance in
treatment for AN [1, 84]. The findings in combination
with existing research suggest that individuals want to
feel seen and treated as a ‘whole person, within a ‘real’
relationship with a therapist who is attuned to their emo-
tional and psychological experiences rather than neglect-
ful of their distress in the pursuit of weight restoration [1,
23, 25-27, 85, 86]. Attention to building and maintaining
a strong therapeutic alliance with young people and their
families by attending to and repairing ruptures, seek-
ing to accurately understand their experiences, clarify-
ing expectations and mutually agreeing treatment goals
appear crucial to facilitating positive change.

Negative experiences of the therapeutic relation-
ship were more common within manualised FBT than
in SyFT, FT-AN, or flexibly adhered to FBT. Manual-
based treatments have been criticised for contribut-
ing to ‘bland; ‘rule governed, and ‘emotionally detached’
therapy [87]. Clinical situations can differ from the tightly
controlled conditions of a clinical research study in which
evidence for a manual-based treatment is developed as
clinicians are often required to adapt their practice to
meet individual needs [88]. Therefore, it has been argued
that while fidelity is a crucial component of successful
evidence-based psychotherapy, flexible implementation
allowing for deviation from the manual to individualise
treatment is necessary [89]. The findings alongside exist-
ing research stress a need for greater flexibility in the
delivery of manualised FBT. Nevertheless, despite being
a manual-based treatment, FT-AN appeared to be expe-
rienced more positively by young people within this
review. Thus, FT-AN may be superior to FBT in its ability
to establish and maintain positive therapeutic relation-
ships through its emphasis on engagement with all family
members from the outset and use of formulation to indi-
vidualise treatment.
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Emotional attunement

The finding that positive change was hindered by the
experience of confinement in focus on food intake and
weight does not align with change mechanisms proposed
by ED-focussed family therapy models. FBT in particu-
lar takes a pragmatic approach maintaining a ‘laser like
focus’ on symptom reduction to elicit change [17]. Hence,
emotional and psychological distress which is perceived
by the therapist as secondary to the ED is not visited until
‘the crisis is over’ and the young person is physically well.
In doing so, the intention is to remain focussed on eating
behaviours to support the restoration of physical health
which is thought to lead to the alleviation of emotional
and psychological distress related to the ED. Concern-
ingly, the narratives of young people and families who
engaged in FBT depict an experience of treatment which
was at times neglectful of their distress as a consequence
of this focus.

The updated ED-focussed family therapy model,
FT-AN, views the containment and validation of family
anxiety as crucial in supporting positive change (Eisler
et al,, 2016). The model proposes that therapists need to
be aware of how a decrease in anorexic cognitions does
not necessarily run in parallel with weight gain. Further,
that for some young people anorexic cognitions and
other difficulties (e.g., anxiety, ocd and depression) may
become more difficult as weight increases, causing dis-
tress for both the individual and family. FT-AN suggests
that for young people in this situation, offering coincid-
ing individual therapy could be beneficial within phase
three. However, young people who engaged in FT-AN
described a need for treatment to attend more to their
internal experiences within the earlier phases of treat-
ment as they were more parent-focussed. Therefore, pos-
itive change in family therapies for AN may be supported
by increasing their attention to the emotional experiences
of the young person in the earlier phases of treatment. A
focus on emotional attunement alongside the focus on
the restoration of physical health through increasing food
intake and weight may support young people’s engage-
ment throughout the entirety of treatment through aid-
ing the development of a therapeutic relationship in
which the young person experiences a sense of emotional
containment.

Many young people reported to feel that what they
were experiencing internally “did not matter” within FBT.
Some healthcare professionals (HCPs) treating AN feel
that the biomedical model supports them to define target
symptoms and goals for recovery, however families per-
ceive the model to place too much focus on the physical,
ignoring psychological distress [27]. This meta-synthesis
alongside existing research illustrates how families seek
a holistic individually-adapted treatment that is flexible,
and considers the psychology of the young person’s eating
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behaviour, as well as their family environment [1, 23, 25,
27]. Some FBT clinicians assume that weight restoration
is the primary agent of cognitive symptom relief through
the alleviation of cognitive rigidity resulting from starva-
tion [90]. However, this meta-synthesis alongside exist-
ing research suggests that the psychological experience
of AN can persist beyond weight restoration [90]. Thus,
therapists should be cognisant of the messages conveyed
to families through holding this assumption as they may
risk invalidating their lived experiences and hindering the
alliance. The findings suggests that whilst ED-focussed
family therapies can support weight restoration, many
young people experience ongoing difficulties in their
relationship to eating and weight which they would like
support for within individual therapy, alongside and/or
following completion of family therapy for AN.

Some HCPs working within ED services express a lack
of knowledge about EDs, and perceive limitations in their
capacity to help [27, 91-94]. ED groups are considered
difficult to treat because they present with physical and
psychological risks, as well as ambivalence [94]. For cli-
nicians, the FBT “script” can be experienced as a relief
in terms of managing their own anxiety [91]. Yet, the
manual can also be experienced as constraining, morally
dilemmatic and burdensome when there is no positive
change; nonetheless, clinicians fear scrutiny if they do not
practice with strict adherence [91]. The narratives within
this meta-synthesis reveal the impact of this dilemma
on therapeutic change. Whilst therapists’ drift from evi-
dence-based practice is suggested to reduce treatment
effectiveness [95], adherence to the FBT manual is not
associated with outcome as determined by weight [96].
This meta-synthesis suggests that strict adherence to the
FBT manual may reduce therapist attunement, which in
turn may hinder positive change by negatively impacting
on the alliance.

Research has shown that family therapy focussing
on intra-familial dynamics rather than ED symptoms
improves treatment effectiveness in severe adolescent
AN, indicating the broader impact of family therapy
beyond the effects of parental management of eating
behaviours [97]. Research comparing FBT with a generic
systemic manual (SyFT) found that those who engaged
in FBT restored weight more promptly in treatment
and spent less time in hospital than those who engaged
in SyFT, whereas individuals with greater obsessive-
compulsive comorbidity restored more weight over the
course of treatment in SyFT than in FBT [98]. Therefore,
there is likely to be overlap between SyFT and FBT in
terms of guidance on managing eating behaviours, how-
ever therapists delivering SyFT may have greater capac-
ity to be attuned and responsive to individual needs as a
result of feeling less constrained by the FBT manual.
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Some researchers have suggested that evidence-based
ED-focussed family therapy models require more flex-
ible, normative, less guilt-inducing, diversified, elective
and integrative practices [99]. If FBT and SyFT achieve
equivalent outcomes, and SyFT may be more effective at
addressing comorbidity and creating a family environ-
ment conducive to positive change, there may be scope
to expand focus beyond food-intake and weight within
FBT. With greater flexibility and integration of models,
therapists could attend to the psychological and emo-
tional experience of AN, as well as the individual’s rela-
tional context which may provide families with a greater
sense of containment. It has been suggested that FBT can
be enhanced by integrating Emotion-Focussed Family
Therapy (EFFT) with the aims of working with parents’
own emotions and supporting parents to equip the young
person with emotion regulation skills [100]. Families
highlighted dissatisfaction with FBT for neglecting their
emotional experiences. Hence, the findings support the
integration of EFFT to aid therapeutic change in family
therapies for AN.

Nonetheless, whilst the current findings are discussed
in relation to potential adjustments to the FBT model,
these reflections are responding to an assumed bet-
ter experience. It is important to note that we do not
currently have knowledge about their relationship to
outcome without further research. It is possible that ther-
apists may find it harder to learn or implement the model
if there was more flexibility and scope for augmentation.
This may result in poorer treatment that is less precise
and potentially less effective. Hence, this is currently an
unknown risk. Importantly, as only one study focussed on
the experience of FT-AN within the current review, it is
difficult to ascertain whether this updated model of ED-
focussed family therapy is experienced as less neglectful
of young people and families’ distress. However, young
people generally spoke more positively about FT-AN as
oppose to FBT. Therefore, it is possible that FT-AN may
be better able to hold and contain families’ distress.

Empowering families

The finding that positive change can be hindered by
the family’s experience of a disempowering therapeu-
tic context does not align with how ED-focussed family
therapy models aim to bring about therapeutic change.
ED-focussed family therapy models assume their ability
to effect change through empowering parents to take on
the challenging task of ensuring that the young person
eats an appropriate amount of food and thus, interrupt-
ing ED behaviours [13, 14]. Some parents perceived a
harsh response from the therapist in the absence of suf-
ficient weight restoration during FBT. In the context of
non-successful outcomes, FBT clinicians often attribute
causality to parents or family systems factors [89]; this
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assumption aligns with parents’ narratives within this
meta-synthesis. Parental self-blame has been captured
within this study, as well as in existing research [71].
Concerningly, interactions which inadvertently disem-
power parents may hinder positive change by negatively
impacting on the therapeutic relationship and reducing
parental self-efficacy.

The perceived experience of harshness from the thera-
pist may reflect FBT’s emphasis on ‘intensifying the crisis’
to effect behavioural change as soon as possible. How-
ever, the ED-focussed family therapy model has since
evolved with FT-AN now more focussed on ensuring
that parents feel contained and supported themselves
to ensure effective problem solving, emotional warmth,
validation and calm persistence in the face of their young
peron’s distress [19]. Given the absence of data regarding
parents’ experiences of FT-AN within the current review,
it is not possible to make conclusions about their experi-
ence of this approach. However, it is possible that FT-AN
may be experienced more positively than FBT by parents
through its focus on containing and supporting parents.

Furthermore, the findings suggest that positive change
can be hindered by the experience of rigidity and inflex-
ibility within FBT. Lock and Nicholls [101] maintain that
whilst FBT initially targets weight restoration, it also
addresses temperament/personality traits, emotional
processing, cognitive content and process, social com-
munication and relationships, comorbidity and family
factors. However, some families did not feel that they
were given sufficient opportunity to address such fac-
tors. Lavender [84] asserts that it is possible to achieve
a full recovery using FBT and suggests that allowing the
young person more individual time can support with alli-
ance building, with phase three being extended to focus
on areas of difficulty that made the young person vulner-
able to AN. This meta-synthesis suggests that therapeutic
change may be helped through the provision of greater
flexibility in terms of treatment duration, content and
format in family therapies for AN.

With little data regarding families’ experiences of
FT-AN, it is difficult to establish whether this updated
approach is more able to create an empowering therapeu-
tic context than FBT. It is possible that FT-AN is expe-
rienced as less rigid and inflexible given that it has been
updated to specifically emphasise the engagement of all
family members from the outset of treatment, including
the young person, and the use of formulation to ensure
that treatment is individually tailored [18, 19]. Whilst
the narratives of young people who engaged in FT-AN
depicted a treatment which was confined in its focus on
food intake and weight, some young people expressed a
need for more individual time throughout the course of
treatment to support them with managing emotional and
psychological distress related to the ED. Therefore, it is
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possible that providing young people with more targeted
individual time alongside family sessions throughout the
entirety of treatment may help to support positive change
in family therapies for AN.

Externalisation

The finding that the conceptualisation of AN as an
‘unwanted temporary illness’ was mobilising of parental
compassion and support is consistent with change mech-
anisms proposed by ED-focussed family therapy models.
ED-focussed family therapy manuals suggest that view-
ing AN as an illness or external force gives new meaning
to AN’s physical, psychological and behavioural effects
[13, 14]. In doing so, externalisation is thought to elicit
change by encouraging parents to separate the illness
from the adolescent, and to thereby task parents with
‘battling’ the ED, not their young person [17]. Whilst
this meta-synthesis reveals narratives which align with
this theory of change, they also provide further insight
by demonstrating how externalising language can cause
relational disconnection when young people feel unseen
and unheard because all of their views and behaviours are
ascribed to AN. FBT clinicians report that externalisation
can improve family functioning, communication, and
reduce family conflict; however, they also highlight the
importance of listening skills and attunement to identify
how and when to time externalisation, including recogni-
tion of when a family may not benefit [74]. Thus, whilst
externalisation appears to be an important change mech-
anism in family therapies for AN, it is likely to be most
effective in the context of therapeutic skill and knowl-
edge and should be used carefully, sensitively and collab-
oratively to avoid its potential pitfalls as listed within the
FT-AN manual [14].

The findings are consistent with existing research in
that they underscore a prevalent negative experience
of ED service-users which is feeling treated as an ‘ill-
ness’ [1, 25, 102]. It has been suggested that implicit
value judgement carried by ‘illness’ may lead to nega-
tive interactions between service-users and healthcare
professionals resulting in epistemic injustice [103]. This
meta-synthesis alongside existing research demonstrates
that individuals value a non-judgemental, respectful and
supportive therapist [38]. Therefore, therapists should be
careful that their use of externalisation enables individu-
als to feel recognised and respected as a person beyond
AN. The findings of this review are consistent with novel
research exploring service-user experiences of exter-
nalisation in therapies for AN [104]. Together, the narra-
tives depict how externalising practices are most helpful
when led by the individual using their own experience-
near language. Further, that they are least helpful when
externalising language does not permit the individual
to feel seen as a person beyond AN. Individuals seek
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to develop a psychologically informed understanding
of their experiences of AN, as well as to strengthen an
alternative narrative identity in line with their personal
values [104]. Hence, therapists should be cognisant of
the emotional effects of language used to externalise AN
and ensure that such practices do not occlude the young
person and family’s opportunity to develop a psychologi-
cally informed understanding of their experiences of AN.
Moreover, whilst AN and its impact on the individual and
family may be the dominant story early on in treatment,
therapists could endeavour to co-develop other narrative
identity stories available to the family, those that are less
problem saturated. In doing so, the therapist may engage
the family in conversations which serve to thicken the
more subjugated stories of their lives and empower them
in relation to their experience of AN.

Conversations in which the therapist actively involved
the young person to reflect on their values and aspira-
tions alongside exploration of the function and effects
of their eating behaviours helped to separate AN from
the young person’s identity. Motivation, insight and
subjective meaning of AN are valuable tools to man-
age resistance [105]. Successful treatment facilitates the
development of an identity that is separate to and broader
than that defined AN [106]. Hence, an important part of
motivating young people to engage in changes to their
eating behaviour may be to engage them in externalising
conversations which place emphasis on identity develop-
ment. Language which empowers individuals in relation
to their eating difficulties and which helps individuals to
feel seen, heard, and validated as a person beyond AN
is supportive of recovery [104]. Accordingly, practicing
externalisation with adherence to the principles of narra-
tive therapy as suggested by Michael White, the founder
of this practice [107, 108], may positively impact on ther-
apeutic change in family therapies for AN.

Family involvement

ED-focussed family therapy models assume their ability
to bring about change through their emphasis on paren-
tal involvement, viewing parents as the primary agents of
change in the recovery process. The narratives within this
review align with this proposed change mechanism and
suggest that parental involvement is crucial for physical
recovery. This finding also aligns with the reports of FBT
clinicians that parental input is crucial for weight-based
symptom remission [89]. Parents experience fear related
to their involvement in the recovery process [109];
maternal fear predicts lower self-efficacy, as well as more
accommodating and enabling behaviours. This meta-syn-
thesis highlights the importance of supporting parents to
feel equipped in helping their young person to manage
their eating behaviours. Caring for someone with an ED
is challenging and family members often experience high
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levels of burden and distress [110]. Gorrell & Le Grange
[73] underscore the importance of not overlooking the
pravers of youth with EDs, and presents a compelling
call to action for the ED field to better support parents
who navigate treatment. This meta-synthesis supports an
existing quantitative review which emphasises the impor-
tant role of parental behaviour in facilitating a good treat-
ment outcome; specifically, parental empowerment to
elicit early weight gain and parental criticism have been
shown to be influential in treatment for AN [111]. Ther-
apeutic efforts to hold and contain parental distress by
ensuring that parents feel adequately equipped to help
their young person manage the ED, any comorbidity, and
adolescence as a developmental stage, as well as attuning
to parents’ emotional experiences may in help to increase
parental self-efficacy and reduce parental criticism.

Parents experienced containment within treatment
when they felt supported by their therapist [29]. In turn,
they were able to provide their young person with con-
tainment through becoming emotionally attuned, under-
standing and validating of their experiences. This finding
suggests that relational processes are needed at multiple
levels to contain and hold. Containment denotes the rela-
tional ability to ‘hold’ the emotion that the other person
needs held and to create a felt sense of safety in the rela-
tional space [112, 113]. Attunement refers to the parent’s
awareness of and responsiveness to the young person’s
emotions and needs, and ability to stay present with them
even when that feels difficult [114]. The effect is that the
young person feels understood, seen and felt with by the
parent; this attuning process grows the capacity for felt
safety in relationships [114]. The findings are consistent
with research which has shown that increases in paren-
tal self-efficacy throughout treatment predict reduced
ED, depression and anxiety symptoms [115]. It is pos-
sible that when parents feel ‘held’ by the therapist, they
feel more confident in their ability to support their young
person, which in turn enables the young person to feel
more ‘held’ within their family system.

The narratives depict how positive relational changes
within the parent-young person relationship were inter-
nalised by young people, and in turn positively impacted
on young peoples’ emotional and psychological wellbe-
ing. Hence, this meta-synthesis supports quantitative
research which demonstrates that family therapy for
AN can support positive changes to the parent-young
person relationship, which in turn has a positive impact
on outcome [44]. Positive affective family relationships
are crucial with respect to adolescent eating behaviour
and emotional adaptive psychological functioning [28].
The findings alongside existing research underscore
the importance of nurturing secure parent-adolescent
attachment relationships to support positive change.
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This meta-synthesis uncovered narratives of intergen-
erational patterns in emotional expression and interper-
sonal relating that impacted the parent-young person
relationship [62], as well as the intergenerational trans-
mission of attitudes towards eating and weight [38].
Exploring transgenerational family relationship patterns
and their influence in the development of coping strate-
gies and identity within individuals experiencing AN can
determine areas for development in the family, as well
as treatment strategies [116].This meta-synthesis under-
scores the importance of family involvement and the
value of therapeutic space to focus on family relation-
ships. However, there was greater opportunity to enhance
family unity within SyFT and FT-AN as oppose to FBT.
Thus, the findings suggest that families may benefit from
greater systemic family focus within FBT.

Relatedly, the findings underscore the importance of
scaffolding parental unification in the treatment of AN.
Research suggests that the presence of co-parental con-
flict is associated with lower adolescent BMI and to more
dysfunctional family functioning [117]. Hence, attending
to the co-parent relationship may help to support posi-
tive change. Assessing and modifying family function-
ing early in treatment may be of particular benefit to
young people who have more complex family difficulties.
Adolescents experiencing AN present with more severe
psychological profiles within families that display more
severe dysfunctional profiles [118]. Research indicates a
bi-directional relationship between family dysfunction
and AN, with difficult dynamics and unhelpful cycles
becoming entrenched [119]. Families of adolescents with
AN often report interpersonal boundary problems, low
conflict tolerance, and low general satisfaction within
the family system [120]. Adolescents who report more
positive views of their family at the start of treatment
have better outcomes in FBT [121]; hence, it is impor-
tant to assess family functioning in order that adolescent
reported impairment can promote the delivery of fam-
ily therapy for AN with greater relational focus from the
outset. This modification may foster relational contain-
ment within the young person’s family system, creating a
conducive environment for reducing disordered eating.

Attachment-based family therapy can serve as a ben-
eficial augmentation through its focus on repairing fac-
tors that impact relational security and maintain AN (i.e.,
parental criticism and low warmth, family conflict and
adolescent affect intolerance) [36]. Research on attach-
ment and narrative theory in SyFT indicates the com-
mon presence of extreme separation anxiety, unresolved
trauma and loss, as well as conflict avoidance and diffi-
culties discussing relationships and feelings consistent
with transgenerational experiences of insecure/avoidant
attachments in young people with EDs and their fami-
lies [34, 122]. These authors suggest that helping families

Page 26 of 31

to explore their experiences from a secure base can fos-
ter ability to reflect on their relationships, externalise
the past, and relate to one another in emotionally dif-
ferent ways. Hence, an attachment-informed relational
focus in family therapies for AN may support positive
change for families experiencing more complex relational
difficulties.

Lastly, this meta-synthesis illustrates how weight res-
toration takes place within relational systems that are
shaped by sociocultural and other contextual variables.
Recognising factors which under-resource parents such
as the influence of financial strain and time constraints is
important, particularly for those who are unsupported by
a co-parent. Research suggests that socioeconomic fac-
tors do not predict outcome in FBT [123], however this
meta-synthesis reveals how some families are faced with
significant challenge when they are required to reduce
their income to fulfil the role required of them within
EBT. This may become more problematic in the global
cost-of-living crisis [124]. To support positive change,
future research and ED services could give consideration
to adaptations that may support families who struggle to
meet the demands of ED-focussed family therapy models
in the face of socio-economic pressures.

Strengths, limitations and future research

A limitation of this review is that data analysis was
completed by only the first author (SC). However, they
engaged in reflexive discussion in relation to the data
throughout the process of theme generation within
supervision. The themes and illustrative quotes were
subsequently reviewed by both supervisors (MP and LS)
once written up and their feedback was incorporated to
further refine and/ or expand the theme. These processes
ensured that whilst SC led on the translation and synthe-
sis of concepts across studies, the over-arching themes
reflect multiple perspectives.

Another limitation is that the majority of studies
explored the experience of FBT or SyFT within the out-
patient setting. Only one study explored the experience
of FT-AN within the outpatient setting and this was
from the perspectives of young people. Thus, no stud-
ies explored the experience of FT-AN from the perspec-
tives of parents or siblings. Therefore, it is not possible to
make conclusions about family member experiences of
FT-AN and this is an important area for future research.
Additionally, only one study explored the experience of
treatment guided by FBT principles within the inpatient
setting. Future research could explore their processes of
change more specifically as the structure of treatment
within the inpatient setting will be different to that within
the outpatient setting.

A further limitation is that the systematic search
strategy did not include the term ‘young adults’ This is
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because ED-focussed family therapy is the first line rec-
ommended treatment for adolescent AN [10], whereas
young adults may be offered individual CBT-ED or
MANTRA as first line treatments for AN [125]. There-
fore, the review initially set out to include studies gath-
ering the perspectives of adolescents and their family
members. However, following having completed the
searches, it was evident that many studies included both
adolescents and young adults, using the term ‘young
people’ to describe their sample. Consequently, given the
lack of existing research on change processes within fam-
ily therapies for AN, the decision was made to be inclu-
sive by including studies that collected data from both
adolescents, young adults and their family members.
Nonetheless, the United Nations define ‘youth’ as per-
sons between the ages of 14 and 24 years [126], the NHS
uses the term ‘young people’ to classify individuals aged
16 to 24 years [127], and the World Health Organisation
defines ‘young persons’ as those aged 10 to 24 years [128].
Therefore, it is possible that this limitation was somewhat
mitigated through inclusion of the search terms ‘youth’
and ‘young people!

Furthermore, a large proportion of patients were
female and ethnic background was rarely reported. This
information may have provided insight into differences in
perceptions of therapeutic change across ethnicities and
genders. Both gender and ethnicity influence the experi-
ence of AN [129, 130]. Therefore, whilst it is difficult to
make conclusions about the ethnicity of participants rep-
resented within this review, the experience of those who
identify as male or non-binary are under-represented.
Reporting ethnicity in future studies and increasing the
diversity of samples may enhance our understanding of
under-researched groups.

Moreover, attempts to narrow the search strategy to
ensure the study’s feasibility within a restricted timeframe
resulted in the exclusion of unpublished studies which
may have contributed to the loss of information [131].
However, unpublished studies may be of lower meth-
odological quality [132]. Alongside the consideration of
conceptual quality which is an important component of
qualitative research [133], the methodological quality of
included studies was critically appraised using the CASP
tool. Nevertheless, studies often lacked sufficient detail to
answer all items on this tool, in which case the item was
scored zero. Studies rarely engaged in reflexivity in rela-
tion to their position as a researcher which is an impor-
tant consideration in qualitative research [134]. Future
research should aim to report how the researcher has
examined their own influence on all parts of the research
process.

Lastly, the findings illuminate the need to explore the
role of the therapist in establishing and maintaining a
strong therapeutic alliance in family therapies for AN
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as this was a key driver of therapeutic change. They also
indicate a need for clinicians, ED services and research-
ers to consider how ED-focussed family therapy models
could more effectively meet young people and families’
emotional and psychological needs. This review’s sug-
gested changes to family therapies for AN could be
evaluated using measures of therapeutic alliance, family
functioning, ED symptoms and common comorbidities.

Conclusions

This review highlights the importance of facilitating posi-
tive relational changes within the family system, explor-
ing, understanding and addressing the psychological and
emotional experiences of AN, supporting young people
to develop a sense of personal identity beyond the ED,
and creating an empowering and supportive therapeutic
context in which young people and their families expe-
rience containment within the therapeutic relationship.
Young people and families perceived positive change to
be hindered by inflexibility in the treatment approach, a
lack of positive therapeutic alliance and attunement to
their emotional experiences, counter-effects of externali-
sation such as the exclusion of the individual’s voice, and
a narrow focus on food-intake and weight. The findings
can be utilised by ED services to consider how they may
adapt to the needs of young people and their families. For
example, by broadening the focus of treatment beyond
restoring food intake and weight to attending to the
young person’s emotional needs and facilitating relational
containment within their family system throughout the
entirety of treatment.
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