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Experiences of family therapy for eating disorders: A systematic literature review.

Abstract 
This systematic literature review examines how family therapy and family-based interventions for eating disorders are experienced by young people and their families. A structured search of peer-reviewed qualitative literature (January 2016–April 2026) was undertaken to identify studies that foreground lived experience rather than clinical efficacy. The review interprets these accounts in light of the clinical complexity of eating disorders (e.g., anorexia nervosa and bulimia nervosa) and does not assume that diagnostic categories or “family-based” approaches represent uniform experiences. Across interventions including Family Therapy for Anorexia Nervosa (FT-AN), Multifamily Therapy (MFT), Family-Based Treatment (FBT), and Adolescent Focused Therapy (AFT), qualitative findings indicate that some families experience greater connection, practical support, and improved communication, particularly where approaches are explicitly non-blaming and where peer contact reduces isolation. However, the same models may also be experienced as disempowering or developmentally constraining for some young people, especially where responsibility shifts intensify parental control, adolescent voice is deprioritised, or transitions (e.g., discharge) are poorly supported. Importantly, the available qualitative evidence is also likely to be shaped by engagement and survivorship effects (e.g., families who disengage early or experience the intervention as unacceptable may be less likely to be represented in interview-based studies). Overall, this synthesis suggests the value of family therapy is context-dependent: acceptability and perceived impact vary with setting, delivery, and how services balance safeguarding with adolescent autonomy.
Introduction
Eating disorders (EDs) are serious mental health conditions characterised by constant disturbances in eating behaviour and related cognitions (e.g., weight/shape concerns) that can compromise physical health and psychosocial functioning (DSM-5, 2013; Richards et al., 2018; Chen et al., 2016). However, broad diagnostic labels can obscure marked differences in severity, comorbidity, and family context, complicating any straightforward account of “what works” for whom. Within ED presentations, anorexia nervosa (AN) is often associated with particularly high medical risk and mortality relative to other psychiatric disorders, while bulimia nervosa (BN) involves recurrent binge eating alongside compensatory behaviours such as self-induced vomiting or excessive exercise (DSM-5, 2013; Kakhi & McCann, 2016). Adolescence is frequently treated as a priority intervention window, yet ED onset during this period can disrupt physical growth, peer relationships, and emerging identity—raising the question of whether treatments that prioritise symptom containment sufficiently attend to developmental needs (Chen et al,. 2016; Stewart & Baumann, 2024; Medway et al., 2019).
The cause of ED is multifactorial and contested, involving interacting biological, psychological, and sociocultural influences (Filipponi et al., 2022). This heterogeneity limits one-size-fits-all explanations and helps justify family-based approaches as pragmatic interventions for adolescents whose eating, risk, and recovery are embedded in daily family systems, rather than as claims that families “cause” EDs.
Earlier systemic accounts sometimes emphasised family dysfunction in AN (Minuchin et al., 2013), but such framings risk being experienced as blaming. Contemporary guidance instead promotes non-blaming, collaborative models that mobilise parents as a recovery resource (Russell et al., 1987; Treasure, Claudino & Zucker, 2010). Nonetheless, EDs often strain relationships and communication, shaping how families engage with services (Loftfjell et al., 2020; Eisler, 2005).
Several family-based models are used with adolescents, commonly adopting a non-blaming stance and techniques such as externalising the illness (Conti et al., 2017). UK guidance recommends FT-AN for adolescent AN (NICE, 2020), while FBT is widely used and often structured around an initial period of parent-led nutritional restoration followed by gradual return of responsibility to the young person (Lock & Le Grange, 2013; Couturier, Kimber & Szatmari, 2013). MFT adds a group format that may reduce isolation via peer-family contact but can also create comparison pressures (Asen & Scholz, 2010; Brinchmann & Krvavac, 2021). AFT foregrounds adolescent developmental tasks and highlights an lasting tension across approaches: how to balance safeguarding and symptom containment with autonomy and identity development (Stewart & Braumann, 2024;Medway et al., 2019). These tensions may be increased in inpatient settings and during discharge, where roles and responsibility can shift abruptly (Halvorsen et al., 2018; Hoste, 2015; Isserlin et al., 2020; Nilsen et al., 2021).
Focusing on experience is particularly important in ED interventions because many core techniques involve deliberate shifts in power and responsibility (e.g., parental management of eating, externalising the illness, staff-led containment in inpatient settings). These shifts may be clinically necessary in intense phases, yet they can also be experienced as coercive or identity-threatening if not accompanied by clear rationales, collaborative goal setting, and explicit plans for returning agency to the young person (Conti et al., 2017; Medway et al., 2019; Nilsen et al., 2021). Qualitative evidence therefore complements outcome research by clarifying acceptability and engagement—who feels helped, who feels marginalised, and which components (peer contact, parental empowerment, structured re-feeding) are perceived as supportive versus harmful. Such insight is essential for refining interventions so that safeguarding does not unintentially undermine developmentally meaningful recovery.
Despite the prominence of family-based approaches in services, research that highlights young people’s and families’ experiences remains comparatively limited. Qualitative accounts can clarify acceptability, mechanisms (e.g., how parental “empowerment” is felt by adolescents), barriers to engagement (e.g., feeling blamed or unheard), and unintended effects (e.g., identity disruption), informing service development (Cottee-Lane, Pistrang & Bryant-Waugh, 2004; Tierney, 2008; Medway & Rhodes, 2016). There is also increasing recognition that recovery should be evaluated beyond weight restoration to include broader wellbeing and developmentally meaningful functioning (Dawson, Rhodes & Touyz, 2014).
Within this study, I aim to extend prior research on the experiences of family therapy for eating disorders by answering the following research question:
What are the experiences and perceived impacts of family therapy interventions for eating disorders among young people and their families?
Method
The Search Process
In order to conduct a thorough examination of the literature, eight electronic databases were selected for use. A database search of published literature dating from January 2016 to April 2026 was conducted. Seven electronic databases were selected for this purpose: ScienceDirect, JSTOR, ProQuest, PsycINFO, PsycARTICLES, EBSCOhost, and Google Scholar.
Search terms were developed using Boolean operators and truncations to maximise retrieval. Core search strings included combinations of: “eating disorder” OR “anorexia nervosa” OR “bulimia nervosa”* “family therapy” OR “family-based treatment” OR “Maudsley” OR “multifamily therapy” “experience” OR “perception*” OR “lived experience” OR “qualitative”* “adolescent” OR “young people” OR “child*”*
Reference lists of included papers were also hand-searched to identify any additional relevant studies. Grey literature was excluded because the review focused on peer-reviewed empirical evidence.

Inclusion and Exclusion Criteria
Studies were selected according to predefined inclusion and exclusion criteria.
Inclusion criteria:
· Published between January 2016 – April 2026
· Peer-reviewed journal articles
· Qualitative empirical design (e.g., interviews, focus groups, thematic analysis, IPA)
· Focus on family therapy / family-based interventions (including FBT, Maudsley, multifamily therapy)
· Participants included young people with eating disorders and/or their families
· English language publications
Exclusion criteria:
· Quantitative-only studies
· Reviews, meta-analyses, editorials, or commentaries
· Adult-only samples (unless family therapy is delivered within youth services)
· Studies not focused on treatment/intervention experience
· Non-peer-reviewed literature
Following screening, six papers met the inclusion criteria.

Quality Assessment, Screening and Coding
Screening followed a staged approach aligned with the guidance of systematic reviews.
· Title screening - removal of clearly irrelevant studies
· Abstract screening - assessment against inclusion criteria
· Full-text review - eligibility confirmation
· Quality appraisal - CASP checklist applied
· Data extraction and coding - thematic synthesis preparation

The six studies included in the final synthesis are summarised below in Table 1.

Table 1: Summary characteristics of studies reporting Experiences of Family Therapy for Eating Disorders
	Study
	Country
	Study Design
	Data Collection Method
	Sample

	Brinchmann & Krvavac (2021)
	Norway
	Qualitative
	Semi-structured interviews
	Young adult women + families in multifamily therapy

	Conti et al. (2017)
	Australia
	Qualitative
	In-depth interviews
	Adolescents with AN receiving Maudsley/FBT

	Coopey & Johnson (2022)
	UK
	Qualitative
	Interviews
	Young people in inpatient FT & MFT

	Gao et al. (2025)
	USA
	Qualitative pilot study
	Semi-structured interviews
	Adolescents receiving FBT

	Medway et al. (2019)
	Australia
	Qualitative narrative study
	Interviews
	Adolescents + parents in FBT

	Nilsen et al. (2021)
	Norway
	Qualitative thematic analysis
	Family interviews / reflections
	Families in inpatient FBT programme




Two appraisal instruments were utilised: PRISMA-P (Moher et al., 2015) to guide transparent reporting of the search and selection process (Figure 1) and CASP Qualitative Checklist (2018) to assess methodological rigour, credibility, and relevance (Table 2).  
Table 2: CASP Qualitative Appraisal 
	Study
	Clear Aims
	Appropriate Methodology
	Research Design
	Recruitment Strategy
	Data Collection
	Reflexivity
	Ethical Issues
	Data Analysis
	Findings Clear
	Value

	Brinchmann & Krvavac (2021)
	✔
	✔
	✔
	✔
	✔
	Partial
	✔
	✔
	✔
	High

	Conti et al. (2017)
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	High

	Coopey & Johnson (2022)
	✔
	✔
	✔
	✔
	✔
	Partial
	✔
	✔
	✔
	High

	Gao et al. (2025)
	✔
	✔
	✔
	✔
	✔
	Limited
	✔
	✔
	✔
	Moderate–High

	Medway et al. (2019)
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	✔
	High

	Nilsen et al. (2021)
	✔
	✔
	✔
	✔
	✔
	Partial
	✔
	✔
	✔
	High


Key: ✔ = Criterion met
Overall, all six studies were deemed methodologically robust, with minor limitations relating primarily to reflexivity reporting and sample size in pilot work.

Figure 1: PRISMA-P Flow chart      
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Results
Key themes and quotes on family interventions for eating disorders in youth and families.
Table 3.
	Theme 
	Subtheme 
	Description
	Quotation 

	Positive experiences of family-based interventions
	Working with other families
	Participants across various studies highlighted the positive impact that collaboration with other families had on their experience of the treatment.

	“Many participants reported that peers played an instrumental role in recovery and that their ideal treatment would include connection with a recovered peer.”
(Gao et al., 2025, p. 898)


	
	Building relationships
	By participating in the interventions and treatment, the families improved their communication and strengthened their relationships.
	“They gained new relational tools and learned to work together in new ways.”
(Brinchmann & Krvavac, 2021, p. 7)


	
	Opening up and sharing about the difficulties of ED
	Although many families initially struggled to open up and share, it became easier as others began to understand their challenges, which made sharing feel more comfortable over time.
	“I think everybody felt that it was really useful to recognize that others had, in fact, experienced the same, or at least something in the same way.” 
(Nilsen et al., 2021, p. 6)

	
	
	
	

	Negative experiences of family-based interventions
	Transitioning back home

	Numerous families experienced challenges with the abrupt nature of the discharge process.
	“The majority of the participants remembered the immediate phase following discharge as very difficult.”
(Nilsen et al., 2021, p. 10)


	
	Identity struggles
	In phase 1, patients often experienced a sense of lost identity as they became reliant on staff and parents who managed their care.
	“Emily described how difficult forming her own identity was exacerbated in phase one” 
(Medway et al., 2019, p. 136)
“First, Hayley was disempowered, lost her voice, and her sense of identity was eroded.”
(Conti et al., 2017, p. 420)


	
	
	
	

	Impact of family-based interventions
	Parental understanding of ED.
	Patients reported that the primary effect of the treatment was to enhance parental understanding of ED and associated behaviours, as well as to provide guidance on how best to support their children. 
	“Er, they know how to manage my meltdowns… and they now know how to properly support me at mealtimes.” 
(Coopey & Johnson, 2022, p. 4)

	
	Young people’s difficulties with independence.
	Several participants reported challenges with maintaining independence throughout the various stages of treatment, particularly following phase 1, which focused on learning to rely on parental support for eating and weight gain.
	“Four participants described significant difficulties with appropriate independence prior to phase 2 and 3.” 
(Medway et al., 2019, p. 137)






Positive experiences of family-based interventions
A majority of participants reported positive experiences while taking part in family-based interventions. Across the included studies, three recurring subthemes were identified: working with other families, building relationships, and opening up about the difficulties of living with an eating disorder.
Working with other families
Participants described peer-family contact as providing recognition and reassurance that their struggles were shared, which reduced isolation and made it easier to speak about difficult experiences (reported in Nilsen et al., 2021; Brinchmann & Krvavac, 2021). For example, one participant reflected: “I think everybody felt that it was really useful to recognize that others had, in fact, experienced the same, or at least something in the same way.” (Nilsen et al., 2021, p. 6).
In Nilsen et al. (2021), families described admission alongside other families as supportive and meaningful, and participants emphasised how recognising similar experiences in others helped them speak more openly. Brinchmann & Krvavac (2021) likewise reported that MFT was experienced as a space where families could meet others who understood their difficulties, which participants framed as central to their overall treatment experience.
Building relationships
Families also reported relational gains, including improved communication and new ways of working together during conflict and mealtimes (reported in Brinchmann & Krvavac, 2021; Coopey & Johnson, 2022). Brinchmann & Krvavac (2021) summarised this shift as participants gaining “new relational tools and learning to work together in new ways” (Brinchmann & Krvavac, 2021, p. 7), suggesting that participation could support relationship repair alongside symptom-focused work.
In Coopey & Johnson (2022), young people also described developing closer relationships with peers in the inpatient setting over time, suggesting that relationship-building occurred both within families and between patients during treatment.
Opening up and sharing about the difficulties of ED
Although families sometimes found openness difficult initially, several accounts suggested that shared spaces and structured discussion helped normalise talking about ED-related emotions and experiences (reported in Coopey & Johnson, 2022; Brinchmann & Krvavac, 2021). In inpatient and group contexts, young people described finding a voice through practice, with Coopey & Johnson (2022) noting that “practicing using their voices enabled them to find their voice” (Coopey & Johnson, 2022, p. 7).
Accounts of openness were also reported in Brinchmann & Krvavac (2021), where parents became more conscious of the importance of being open with the young person and expressing feelings within the family. However, Coopey & Johnson (2022) also reported that some young people experienced sessions as more focused on their parents’ needs than their own, illustrating variation in how supported young people felt to share their perspectives within family-based care (Brinchmann & Krvavac, 2021; Coopey & Johnson, 2022).
Negative experiences of family-based interventions
Alongside positive experiences, participants also reported negative experiences of family-based interventions. Two subthemes were most consistently reflected across the included studies: transitioning back home and identity struggles.
Transitioning back home
Families described the immediate post-discharge period as particularly vulnerable, often characterised by uncertainty, reduced support, and abrupt endings to intensive input (reported in Nilsen et al., 2021; Coopey & Johnson, 2022). As one account summarised, “The majority of the participants remembered the immediate phase following discharge as very difficult.” (Nilsen et al., 2021, p. 10).
In Nilsen et al. (2021), several parents described discharge as sudden and poorly planned following extended admission, and the immediate period after discharge was commonly remembered as difficult. Coopey & Johnson (2022) similarly identified challenges linked to leaving the inpatient setting and returning to everyday life, indicating that transition experiences were a significant part of inpatient family-based pathways across studies (Nilsen et al., 2021; Coopey & Johnson, 2022).
Identity struggles
Young people sometimes experienced early phases of treatment as disempowering, particularly when responsibility for eating and daily routines shifted to parents or staff (reported in Conti et al., 2017; Medway et al., 2019). Conti et al. (2017) captured this as a loss of voice and self: “First, Hayley was disempowered, lost her voice, and her sense of identity was eroded.” (Conti et al., 2017, p. 420). Such accounts highlight a tension between safeguarding and the adolescent’s developmental need for agency.
Medway et al. (2019) described identity formation as being exacerbated during early phases of treatment, where adolescents were positioned as needing intensive support and could find separation and autonomy difficult. Conti et al. (2017) also reported that young people experienced externalisation and parent-led processes as shaping how others interpreted them, sometimes describing this as decreasing identity and the voice within treatment (Medway et al., 2019; Conti et al., 2017).
Impact of family-based interventions
Family-based interventions were described as having both helpful and challenging impacts for young people and families. Across the included studies, two subthemes were most prominent: parental understanding of ED and young people’s difficulties with independence.
Parental understanding of ED
Young people often described parental learning as improving practical support, particularly around mealtimes and managing distress (reported in Coopey & Johnson, 2022; Nilsen et al., 2021). One participant illustrated this shift: “Er, they know how to manage my meltdowns… and they now know how to properly support me at mealtimes.” (Coopey & Johnson, 2022, p. 4).
In Coopey & Johnson (2022), young people described parents becoming more accepting and better able to respond to distress and mealtimes following family-based input. Nilsen et al. (2021) likewise reported parents implying that greater knowledge and awareness enhanced empathy, suggesting that learning about ED processes was experienced as improving day-to-day family responses within inpatient family-based programmes (Coopey & Johnson, 2022; Nilsen et al., 2021).
Young people’s difficulties with independence
Some participants linked early reliance on parental control over eating to later challenges in regaining agency (reported in Gao et al., 2025; Medway et al., 2019). For example, Gao et al. (2025) reported that “one participant experienced significant difficulty regaining agency after phase one and noted that limited practice with making their own eating choices at the start of FBT contributed to a relapse and subsequent development of binge eating disorder.” (Gao et al., 2025, p. 893).
In Gao et al. (2025), adolescents described difficulties regaining agency after phase one of FBT and, in one account, linked this to later relapse and a change in symptom pattern. Medway et al. (2019) similarly reported that some adolescents required direct support to develop social and practical independence during later phases, indicating that independence was a recurring concern across qualitative accounts of FBT processes (Gao et al., 2025; Medway et al., 2019).
Discussion
This review synthesised qualitative accounts of how young people and families experience family-based interventions for eating disorders. Rather than implying that “family therapy” is uniformly experienced as helpful or harmful, the findings indicate patterned trade-offs: the same intervention components that can increase safety and parental efficacy may simultaneously constrain adolescent voice and autonomy, and group-based formats that reduce isolation may also intensify social comparison (Brinchmann & Krvavac, 2021; Coopey & Johnson, 2022; Gao et al., 2025; Medway et al., 2019). Therefore, the most valid conclusion is not that these interventions are inherently supportive, but that perceived impact appears dependent on context (e.g., inpatient vs outpatient), implementation (how roles are negotiated), and the developmental needs of the young person.
The subthemes in the Results can be read as reflecting different “active ingredients” across models. Experiences of recognition, openness, and reduced isolation were most clearly linked to MFT-style peer-family contact, where the group context can validate struggles and provide social learning (Brinchmann & Krvavac, 2021; Nilsen et al., 2021). By contrast, autonomy and identity tensions align more strongly with the phase structure and role shifts typical of FBT/FT-AN, where parents and staff in intensive settings temporarily take control of eating to manage risk (Medway et al., 2019; Coopey & Johnson, 2022). AFT is relevant here as a conceptual counterpoint: its emphasis on adolescent autonomy highlights what can be accidentally deprioritised when treatments focus narrowly on behavioural containment (Medway et al., 2019). Taken together, the qualitative accounts suggest that “family-based treatment” is not a single experience but a set of components whose benefits and costs depend on how responsibility, voice, and relational safety are negotiated in practice.
Across the included studies, peer and family connection—particularly in MFT contexts—was frequently positioned as a core benefit, with participants describing recognition, shared understanding, and relational learning (Brinchmann & Krvavac, 2021; Nilsen et al., 2021). A reasonable account is that peer contact functions as a credibility-enhancing mechanism: it normalises experiences, reduces isolation, and provides practical modelling that may feel more attainable than professional advice alone (Eisler et al., 2016). However, these benefits should be interpreted cautiously. First, the same group processes can introduce comparison pressures and unproductive competition, suggesting that “peer support” is not a neutral ingredient but a mechanism that can operate in opposing directions depending on facilitation, group composition, and participants’ vulnerability to comparison (Brinchmann & Krvavac, 2021). Second, even where families report improved communication, some young people perceived the intervention focus towards parents rather than themselves, raising a critical question about whose needs are centred in family-based care and how adolescent voice is protected within parent-led models (Coopey & Johnson, 2022).
Increased parental understanding emerged as an important perceived impact, often linked to greater empathy and more effective support at mealtimes and during distress (Coopey & Johnson, 2022; Nilsen et al., 2021; Gao et al., 2025). Critically, “understanding” may operate at different levels. Parents may develop instrumental knowledge in regard to how to respond, what to prioritise and how to manage risk without necessarily achieving experiential understanding of what the young person feels or values. This difference matters because it offers one explanation for a clear tension in the data: parental learning is reported as helpful, yet some young people continue to maintain that parents can never fully understand their experience (Coopey & Johnson, 2022). In other words, family-based interventions may improve caregiving abilities while leaving deeper recognition needs partially unmet, especially if sessions privilege behavioural management over collaborative meaning-making. This is consistent with broader concerns that ED-related distress and conflict can decrease relationships, meaning that improved “knowledge” may not straightforwardly translate into relational repair (Eaton, 2020).
Negative experiences were most clearly concentrated around transitions—particularly discharge from inpatient or intensive programmes—where families described abrupt endings, reduced access to support, and uncertainty about responsibility once home (Nilsen et al., 2021; Coopey & Johnson, 2022). Importantly, this theme may reflect service-system design as much as the therapy model itself. When risk management shifts from a highly structured environment back to the home, families can experience a sudden increase in responsibility without equivalent scaffolding, creating a predictable vulnerability window. Therefore, “poorly planned discharge” should not be treated as a generic critique of family-based interventions, but as evidence that continuity-of-care arrangements and role clarity are integral to how family-based principles are experienced and sustained outside the clinic (Nilsen et al., 2021).
A second major tension concerned autonomy and identity. Accounts from young people and parents suggest that early phases of parent-led refeeding and staff-led inpatient routines can be experienced as disempowering, with adolescents describing loss of voice, reliance on authority figures, and difficulty re-establishing agency as treatment progresses (Conti et al., 2017; Medway et al., 2019; Gao et al., 2025; Nilsen et al., 2021). Given the qualitative nature of the evidence, it is not possible to identify a casual effect, for example, that parental control “causes” relapse; instead, participants’ narratives indicate that limited opportunities to practise autonomous decision-making were perceived as contributing to later difficulties with independence and, for some, vulnerability after phase transitions (Gao et al., 2025; Medway et al., 2019). These findings support an implementation challenge: how to preserve the safety benefits of intensive parental involvement in different stages while actively planning for the restoration of adolescent agency, rather than assuming it will automatically return once weight improves.
A further critical issue concerns how therapeutic techniques are framed and implemented. For example, externalisation is often intended to reduce blame and unite families against the illness, yet some narratives suggest it can also reshape identity by encouraging others to interpret preferences and emotions through an “ED lens,” which may feel invalidating to the young person (Conti et al., 2017). Similarly, parental empowerment may increase safety and reduce parental helplessness, but it can be experienced by adolescents as monitoring or loss of self if the rationale is not transparent or if opportunities to regain agency are delayed (Medway et al., 2019; Gao et al., 2025). These findings point to practical refinements that sit within existing models rather than replacing them: clinicians can make the purpose and time-limited nature of parental control explicit, build structured moments for adolescent voice even during high-risk phases such as collaborative goal review, choices within boundaries, and treat transitions including step-down and discharge as planned therapeutic work rather than an administrative endpoint (Nilsen et al., 2021; Coopey & Johnson, 2022). Finally, the review highlights priority questions for future qualitative work: how experiences differ for those who disengage early, how family-based principles translate across outpatient versus inpatient contexts, and how developmental stage (adolescence vs emerging adulthood) shapes the acceptability of responsibility shifts (Brinchmann & Krvavac, 2021; Medway et al., 2019; Gao et al., 2025). Addressing these gaps would strengthen confidence about which components should be intensified, adapted, or avoided for particular families.
Taken together, the findings support that family-based interventions may create valued support and relational learning, but they can also generate predictable costs for some young people, particularly around voice, identity, and autonomy (Coopey & Johnson, 2022; Medway et al., 2019; Nilsen et al., 2021). Confidence in the synthesis is reduced by limitations typical of qualitative intervention research, including small samples and the possibility that those who disengage early or experience treatment as unacceptable are under-represented. In addition, limited reflexivity reporting in several studies constrains interpretation of how researcher and service contexts may have shaped the accounts presented (Brinchmann & Krvavac, 2021; Gao et al., 2025). The analysis suggests service implications such as explicitly protect and structure adolescent voice within family sessions even during high-risk phases, in group-based formats, proactively manage social comparison and ensure group composition/facilitation support psychological safety, and treat discharge and step-down as therapeutic tasks that require shared planning, clear responsibility mapping, and accessible follow-up sessions (Coopey & Johnson, 2022; Nilsen et al., 2021). These refinements align with the broader aim of balancing safeguarding with developmentally appropriate autonomy.
Strengths and Limitations 
In terms of strengths, the included studies captured multiple family perspectives (e.g., parents, siblings, and young people), which supports a more systemic understanding of how interventions are experienced across the family unit (Nilsen et al., 2021). Brinchmann & Krvavac (2021) also benefited from extended engagement with MFT groups, with observational depth potentially strengthening credibility and contextual sensitivity. Gao et al. (2025) addressed a common limitation in eating disorder research by attempting to recruit participants from historically marginalised groups, which is important for improving the relevance of experiential evidence moving beyond samples characterised by racial homogeneity and high-resource availability.
However, the review is limited by the small, non-generalisable samples typical of qualitative intervention research and by variation in timing between discharge and follow-up interviews, even where the accounts remain rich and detailed (Coopey & Johnson, 2022; Nilsen et al., 2021). Families also face diverse challenges across treatment settings and countries, meaning experiences of inpatient care and discharge may not transfer directly across services. Differences in interviewer skill and researcher positioning may have shaped what participants disclosed, and incomplete reflexivity reporting in some studies limit’s interpretation (Nilsen et al., 2021). In addition, qualitative accounts may be affected by engagement or retention effects: participants who discontinue treatment, experience it as unacceptable, or feel too distressed to participate may be under-represented, potentially twisting themes toward more positive narratives (Brinchmann & Krvavac, 2021). Finally, some studies may have privileged those who progressed further in treatment, excluding individuals who did not achieve early weight gain or who disengaged before later phases (Medway et al., 2019). Gao et al. (2025) also noted that illness duration prior to FBT was not captured, which could plausibly influence how the intervention is experienced.
Further Research
Given the limited qualitative research on how young people and their families experience family therapy, future studies are needed to provide more detailed insights that could inform the development and adaptation of family-based treatments for adolescents with AN who require higher levels of care (Nilsen et al., 2021). Additionally, exploring the perspectives of young people receiving FBT may offer valuable and meaningful information (Medway et al., 2019). Research into FBT and MFT in inpatient settings would also be useful for building on current findings, informing service provision, and improving understanding of young people's experiences and the acceptability of available treatment options (Coopey & Johnson, 2022).
Conclusion
Family-based interventions for ED, particularly among adolescents, are associated with a range of positive and negative experiences. Many accounts emphasise collaboration, improved communication, and greater openness within families, which participants linked to feeling more supported and less isolated (Brinchmann & Krvavac, 2021; Eisler et al., 2016; Nilsen et al., 2021). Opportunities to share experiences with other families and peers were often described as helping participants challenge unhelpful patterns and develop new perspectives. Increased parental understanding of ED also emerged as a valued impact in several studies, particularly where it was converted into a more empathic day-to-day support (Coopey & Johnson, 2022; Gao et al., 2025; Nilsen et al., 2021).
However, significant challenges continue, especially regarding transitions home and the development of independence and identity. Some young people reported that family-based care could feel oriented more toward parents than toward supporting them directly, and that abrupt discharge processes could leave families feeling unsupported (Coopey & Johnson, 2022; Nilsen et al., 2021). In addition, early reliance on parental or staff authority was sometimes experienced as constraining agency and self-identity, with participants describing difficulties regaining autonomy and sustaining independent relationships later in treatment (Medway et al., 2019; Gao et al., 2025; Nilsen et al., 2021). These findings highlight the need for careful discharge planning, accessible post-treatment support, and more explicit attention to fostering adolescent voice and autonomy across phases of intervention.
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