Carrie Needs – 0100928	                              ECCY7006- Research Methods- Systematic Literature Review
MA Children and Young People Mental Health
Research methods for children and young people 			         ECCY7006
Carrie Needs – 0100928							         12/05/2026
AI acknowledgement: 
I have not used AI in this submission. I confirm that I have not presented any AI-generated text as my own work. I confirm I have saved copies of my PDF’s, drafts, notes, and other resources I used before and after the use of AI tools, which I may be asked to provide in evidence. I confirm I have saved literature to my personal documents, some of which have highlighted sections for your perusal and cross referencing, should you need to.  I acknowledge the use of Grammarly (https://www.grammarly.com/) 11/05/2026 to check my work using the prompt(s):   
1. Please check the following text for readability, grammar and syntax.   
I confirm that I have not presented any AI-generated text as my own work. I confirm I have copies of my drafts, notes, post-it notes, PDF (with highlights) files (literature saved with notes/highlighted sections), bookmarks in textbooks and other resources I used before and after the use of AI tools, which I may be asked to provide in evidence.  I confirm that I have not used any AI tools in the research, analysis of and creation of this assignment.                                     [image: ] C. A. Needs 12-05-2026
Introduction
Eating disorders (EDs), particularly anorexia nervosa (AN), are complex psychiatric conditions with profound physical, psychological, and social consequences (Austin et al. 2025). Their onset commonly occurs during adolescence, a developmental period characterised by rapid cognitive, emotional, and relational change (Hambledon et al. 2025., Hanson, 2019). This makes EDs uniquely disruptive, not only to the young person but also to the wider family system (Mitrofan et al. 2019). Family‑Based Therapies (FBTs), including the Maudsley model and Multi‑Family Therapy (MFT), have become central to treatment pathways for adolescent AN (Austin et al. 2025., Mitrofan et al. 2019., Hanson, 2019). While these interventions are widely implemented and supported by quantitative outcome research, ‘less is known about how young people and their families experience these treatments (Austin et al. 2025)’. This review considers existing qualitative evidence to illuminate these gaps and justify the need for further research.
Eating disorders are severe mental health conditions characterised by disturbances in eating behaviour, body image, and weight regulation (Hambledon et al. 2025). Anorexia nervosa, the primary focus of most family‑based interventions, involves restrictive eating, intense fear of weight gain, and significant medical risk (Hambledon et al. 2025). Family‑Based Treatment (FBT) is a manualised, phase‑based intervention in which parents take responsibility for refeeding and weight restoration before gradually returning control to the adolescent (Hambledon et al. 2025). Multi‑Family Therapy (MFT) brings several families together in a group setting to share experiences, learn skills, and support one another (Eisler et al. 2016., Baumas et al. 2021). Both models assume that families are central to recovery, yet they differ in structure, relational emphasis, and therapeutic mechanisms. Concepts such as autonomy, identity formation, and adolescent development are essential to understanding how these treatments are experienced (Baumas et al. 2021).
FBT is the most extensively researched treatment for adolescent AN, with strong evidence for weight restoration and symptom reduction (Lock and Le Grange, 2019., Wallis et al. 2017). Its structured, manualised approach positions parents as the primary agents of change, particularly in the early phase (Wallis et al. 2017). MFT, used in both outpatient and inpatient settings, emphasises shared learning, normalisation, and relational support among families (Baudinet and Eisler, 2024). In inpatient settings, adaptations of FBT and MFT are used to provide ‘containment, structure, and intensive support (Baudinet and Eisler, 2024)’. Despite this ‘strong quantitative evidence base (Lock and Le Grange, 2019., Baudinet and Eisler, 2024)’, ‘most research focuses on clinical outcomes rather than lived experience (Wallis et al. 2017., Baudinet and Eisler, 2024., Lock and Le Grange, 2019). The relational, emotional, and developmental dimensions of treatment, central to adolescent wellbeing, are often overlooked (Baudinet and Eisler, 2024). This creates a ‘gap in understanding how FBT and MFT affect young people’s identity, autonomy, and family relationships (Baudinet and Eisler, 2024)’.
Existing research demonstrates that FBT can be effective in restoring weight and reducing acute risk, but it often conceptualises the young person primarily as a patient rather than a developing individual embedded within a family system (Dimitropoulos et al. 2015., Wallis et al. 2017). Studies frequently prioritise parental perspectives or clinician‑reported outcomes, leaving adolescent voices under‑represented (Dimitropoulos et al. 2015., Wallis et al. 2017). Moreover, adolescence is a period in which autonomy, identity, and peer relationships become increasingly important, yet these developmental processes are rarely examined in FBT research (Wallis et al. 2017., Baudinet and Eisler, 2024., Dimitropoulos et al. 2015). The ‘broader literature therefore lacks depth in understanding how young people and families experience the emotional, relational, and developmental consequences of FBT and MFT (Mitrofan at al. 2019)’. This gap is particularly significant given that treatment often requires parents to take control of eating and daily routines, potentially intensifying developmental tensions.
Across the six qualitative studies reviewed, several consistent themes emerge. Firstly, anorexia nervosa is described as ‘profoundly disruptive to adolescent development’; Medway et al. (2019) and Conti et al. (2017) show that ‘young people experience a derailment’ of normal developmental tasks, including autonomy, identity formation, and social engagement. Phase 1 of the FBT which emphasises parental control, ‘often intensifies this disruption’ before later phases support developmental ‘catch‑up (Medway et al. 2019)’.
Secondly, ‘autonomy’ emerges as a fundamental strain across all studies. Adolescents frequently report feeling ‘controlled’, ‘disempowered’, or dismissed during early treatment (Conti et al. 2017., Gao at al. 2025., Coopey and Johnson, 2022). In contrast, MFT contexts (Brinchmann and Krvavac, 2021) appear to suggest more ‘shared autonomy’ and ‘relational exchange’, allowing young people to feel more heard and understood.
Thirdly, ‘identity’ is a recurring theme. Across the six studies, the young people depicted feeling diminished to ‘the eating disorder’, with an almost abandonment of their wider identities. The latter FBT phases and MFT settings support identity reconstruction, helping the young people reconnect with interests, relationships, and future aspirations (Medway et al. 2019., Brinchmann and Karavac, 2021).
Finally, the family experience is recognised as complex and varied. Parents consistently described emotional (carer) burden, fear, and responsibility, while siblings often feel overlooked (Nilsen et al. 2021). MFT reduces isolation and fosters connection, offering families a sense of shared struggle and mutual recognition (Brinchmann and Kravac, 2021., Coopey and Johnson, 2022). Collectively, these studies reveal relational and developmental complexities that quantitative outcome research does not capture (Bryman et al. 2021).
In considering the gaps in the literature, according to all six studies the following points are prevalent; despite FBT being a family‑centred model, young people’s voices remain under‑represented in the literature., research often conceptualises adolescents through the lens of illness rather than as whole individuals with developmental needs., few studies examine how FBT and MFT affect identity formation, autonomy, and family dynamics, and even fewer consider the experiences of siblings or the broader family system. 
Young people with anorexia often experience a ‘loss of identity, becoming defined by the disorder and the treatment (Maon et al. 2020., Fox et al. 2021)’. FBT’s structure can ‘unintentionally suppress autonomy, intensify dependence, and overshadow developmental needs (Maon et al. 2020. Fox et al. 2021)’. ‘Families experience emotional strain, shifting roles, and relational disruption, yet these experiences are rarely explored in depth (Fox et al. 2021)’. ‘Understanding these dynamics is essential for improving therapeutic engagement, tailoring interventions, and supporting recovery (Maon et al. 2020., Fox et al. 2021)’. Therefore, the research question is justified by the need to explore how young people and families experience FBT and MFT, particularly regarding identity, autonomy, and development.
Methods
The Search Process
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
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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 
[image: ]
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
When evaluating the lived experiences of adolescents, partners and families of patients with eating disorders (ED), engaged in FBT, FT, and MFT. 
Despite differences in setting (outpatient, inpatient, and multi‑family contexts), methodology, and participant groups, four overarching themes were identified: (1) Identity Disruption and Developmental Impact; (2) Autonomy, Control and Power Dynamics; (3) Family Dynamics, Emotional Strain and Role Shifts; and (4) Connectedness, Understanding and Relational Repair. The themes and highlight the emotional, developmental, and relational complexities inherent in treatment for adolescent ED. 

Theme 1: Identity Disruption and Developmental Impact
Across the studies, adolescents described anorexia nervosa (AN) and its treatment as profoundly disruptive to identity formation and developmental progression. Medway et al. (2019) provide the clearest developmental account, showing that AN “stalled identity development,” with Phase 1 of FBT often ‘accentuating this experience’. Participants described feeling “developmentally regressed”, with one participant explaining she felt “thrown straight back to when I was 10 years old” due to parental control.
Conti et al. (2017) similarly highlight identity disruption within FBT. The adolescent participant described feeling overshadowed by the illness and misunderstood within the treatment structure, noting that therapy “didn’t focus on my emotions and what was going on in my head.” The authors show how the ‘manualised nature’ of FBT can impose ‘somebody else’s roadmap’, leaving the young person struggling to maintain a coherent sense of self.
Gao et al. (2025) reinforce this, with adolescents reporting that FBT’s weight‑focused pragmatism meant “nobody was trying to fix the reason I had an eating disorder.” Participants described wanting more space to explore identity, emotions, and the psychological meaning of the illness.

In inpatient settings, Coopey and Johnson (2022) found that young people experienced both disruption of growth. Entering hospital was described as “really difficult”, but therapy also supported early steps toward identity reconstruction, captured in the theme ‘Development of I’.
In contrast, MFT appeared to support identity rebuilding; Brinchmann and Krvavac (2021) describe how the young women felt able to “open up” and reconnect with aspects of themselves that had been dominated by the illness.
Across the studies, identity disruption emerges as a central developmental cost of AN and its treatment, with limited attention to these processes in the wider evidence base.

Theme 2: Autonomy, Control and Power Dynamics
Autonomy was a cross‑cutting tension across all six studies. FBT Phase 1 requires parents to assume full control of eating, which many adolescents experienced as restrictive, infantilising, or disempowering. Conti et al. (2017) describe this plainly: the adolescent felt caught in a “battle” with her parents, while her father described feeling “on trial” during sessions.
Medway et al. (2019) similarly found that young people experienced Phase 1 as a regression, with one participant explaining that parental control made her feel “reliant on my parents telling me what I can and can’t do”. Parents also described the emotional difficulty of taking charge, balancing fear of relapse with the need to return autonomy.
Gao et al. (2025) found that adolescents often felt mistrusted or excluded from decision‑making. One participant described being repeatedly asked whether they were “really full”, explaining that this left them feeling misunderstood and distressed. Many expressed a desire for ‘more collaboration’ and earlier opportunities to regain agency.
In inpatient settings, Coopey and Johnson (2022) and Nilsen et al. (2021) found that institutional structures intensified this loss of agency. One young person described being “sent there” due to lack of progress, while parents noted that hospital routines sometimes kept them in a “bystander position.”
In contrast, MFT offered more shared autonomy; Brinchmann and Krvavac (2021) describe how families valued the opportunity to “become better at talking to each other”, suggesting a more collaborative dynamic.
Across the studies, autonomy is shown to be central to emotional experience, engagement, and recovery.

Theme 3: Family Dynamics, Emotional Strain and Role Shifts
Families across all studies described significant emotional strain; Conti et al. (2017) show how FBT can heighten conflict, guilt, and blame, with one participant, Margaret describing the process as “ruthless”, while Jack explained that he felt “on trial” and that mothers “take an absolute pounding”. These dynamics reflect the emotional cost of intensive parental responsibility.
Nilsen et al. (2021) similarly found that parents entered inpatient treatment feeling “powerless and overwhelmed”, while siblings often felt overlooked or confused. One sibling described the admission as “very peculiar,” highlighting the disorientation caused by sudden family restructuring.
Family relationships often shifted under the weight of treatment demands. Parents described hypervigilance, exhaustion, and fear; siblings described anger, displacement, or emotional withdrawal. The adolescents sometimes felt excluded from decision‑making or burdened by family distress.
In contrast, MFT appears to reduce isolation and foster shared understanding. Brinchmann and Krvavac (2021) describe MFT as ‘a space for recognition’, where families felt less alone. Coopey and Johnson (2022) found that MFT helped families ‘get closer again’, with young people describing revived sibling relationships and improved communication.
Across the studies, whole‑family experiences, especially the impact on siblings, appear to be somewhat overlooked or minimised, despite being profoundly affected by treatment.


Theme 4: Connectedness, Understanding and Relational Repair
The final theme concerned the relational benefits of shared understanding of the issues surrounding ED and the experiences therein of those affected. The MFT studies (Brinchmann and Krvavac, 2021., and Coopey and Johnson, 2022) consistently highlighted the value of connection with others facing similar challenges. One mother described the relief of meeting people who “understood what I was talking about”, while young women described MFT as “freeing” despite its emotional intensity.
Nilsen et al. (2021) similarly found that families valued feeling “supported and understood,” gaining insight into the illness and reducing feelings of blame or isolation. Adolescents in Gao et al. (2025) also emphasised the importance of being understood by the facilitators and parents, noting that empathy and warmth made treatment more tolerable.
Across studies, ‘relational repair’, within families and between families, was a key mechanism of change.
Table 1:
	Themes
	Studies
	Illustrative Quotes

	Identity Disruption
	Medway et al. (2019).
Conti et al. (2017).
Gao at al. (2025).
Coopey and Johnson (2022). Brinchmann and Krvavac (2021).

	“Stalled identity development” (Medway et al. 2019). 
“Didn’t focus on my emotions” (Conti et al. 2017). 
“Nobody fixed the reason I had an ED” (Gao et al. 2025).

	Autonomy and Control 
	Conti et al. (2017).
Medway et al. (2019).
Gao at al. (2025).
Nilsen et al. (2021).
Coopey and Johnson (2022). Brinchmann and Krvavac (2021). 
	“Battle with my parents” (Conti et al. 2025). 
“Thrown back to being 10” (Medway et al. 2019). 
“Do you really believe me?” (Gao et al. 2025).


	Family Dynamics
	Conti et al. (2017).
Nilsen et al. (2021). 
Coopey and Johnson (2022). Brinchmann and Krvavac (2021). 
	“Ruthless approach” (Conti et al. 2017). 
“We needed a time out” (Nilsen et al. 2021). 
“Getting closer again” (Coopey and Johnson, 2022).

	Connectedness and Understanding 
	Brinchmann and Krvavac (2021). 
Nilsen et al. (2021). 
Coopey and Johnson (2022).
Gao et al. (2025).
	“People who understood what I was talking about” (Brinchmann and Kravac, 2021). 
“Felt supported” (Nilsen et al. 2021).



Discussion
Research highlights the developmental, relational, and emotional complexities of adolescent anorexia nervosa (AN), this discussion situates the review’s findings within broader theoretical and empirical literature. It explores how treatment models intersect with identity formation, autonomy, and family functioning, core developmental tasks of adolescence, and considers implications for practice, service and intervention design, and future research.

Interpretation of Key Themes in Relation to Existing Literature
Young People’s Voices and Lived Experience
A central finding across the six studies is the marginalisation of young people’s voices within FBT and FT‑AN. This echoes concerns raised in the broader literature that FBT research has historically prioritised parental or clinician perspectives (Dimitropoulos et al., 2015; Wallis et al., 2017), conceptualising adolescents primarily as patients rather than developing individuals with emotional and relational needs in their social/familial contexts. #
In Conti et al. (2017), Hayley’s account that therapy “didn’t focus on my emotions” reflects a broader critique that FBT’s behavioural focus can overshadow the adolescent’s internal world. Similarly, Gao et al. (2025) found that adolescents often felt unable to speak openly in front of parents, with one participant stating they “would have told the truth if I wasn’t in front of my parent”. These findings align with developmental theory: adolescence is a period in which young people seek increasing privacy, agency, and emotional expression (Telzer et al. 2018). When treatment structures inhibit these processes, therapeutic engagement may suffer.
Research emphasises that adolescence is characterised by ‘rapid cognitive, emotional, and relational change (Hambledon et al., 2025)’. The reviewed studies show that FBT’s manualised structure does not always accommodate these developmental needs. Medway et al. (2019) found that young people felt their voices were deprioritised during Phase 1, with one adolescent describing a loss of opportunity “to start being my own person”. This reflects the tension between FBT’s life‑saving imperative and the developmental imperative for autonomy and identity exploration.

In inpatient settings, Coopey and Johnson (2022) found that young people felt further constrained by institutional routines. One participant described feeling “taken away from your home,” highlighting how inpatient adaptations may intensify power imbalances already present in FBT.
In contrast, MFT appears to offer more space for young people’s voices. Brinchmann and Krvavac (2021) describe MFT as a space of ‘connectedness and recognition’, where young women felt able to “open up” and share experiences. This aligns with the observations from the wider research that gives MFT emphasises relational exchange and shared learning (Baumas et al., 2021), potentially making it more developmentally attuned.
Overall, the findings reinforce the argument that young people’s voices remain underrepresented in the evidence base. The review highlights the need for treatment models that integrate adolescent perspectives, support emotional expression, and recognise the developmental significance of agency and voice.
Identity Disruption and Developmental Impact
The wider literature emphasises that AN is profoundly disruptive to adolescent development, often derailing identity formation, autonomy, and social engagement (Medway et al., 2019; Conti et al., 2017). The review’s findings here, strongly support this.
Across studies, young people described AN as “stalling” or “regressing” their development. Medway et al. (2019) found that adolescents felt “thrown straight back to when I was 10 years old,” reflecting how FBT Phase 1 can intensify developmental arrest. This aligns with the literature, which identifies adolescence as a critical period for identity exploration, peer connection, and increasing independence. When AN emerges during this period, these processes can be severely disrupted.
Conti et al. (2017) further illustrate identity disruption, with a participant describing feeling overshadowed by the illness and constrained by a treatment model that imposed “somebody else’s roadmap”. This resonates with the observation that FBT can unintentionally suppress autonomy and overshadow developmental needs (Maon et al., 2020; Fox et al., 2021).
Gao et al. (2025) found that adolescents wanted more emotional and identity‑focused support, noting that weight restoration alone did not address “the reason I had an eating disorder.” This reflects the critique from the wider literature that FBT research often conceptualises adolescents through the lens of illness rather than as whole individuals with developmental needs, reducing them to their illness itself. 
In inpatient settings, Coopey and Johnson (2022) found that young people experienced both disruption and growth. Entering hospital was described as “really difficult”, but therapy also supported early steps toward identity reconstruction, captured in the theme, the ‘Development of I’. This supports the recognition from the wider literature that inpatient adaptations aim to provide containment and structure (Baudinet and Eisler, 2024) but may also remove adolescents from normative developmental environments.
The wider research stipulates that MFT fosters relational exchange and shared autonomy and it appears to support identity reconstruction more explicitly (Mitrofan et al. 2019). Brinchmann and Krvavac (2021) describe how shared recognition and openness helped young women reconnect with aspects of themselves overshadowed by the illness. 
Overall, the review highlights that identity disruption is a central developmental cost of AN and its treatment. Yet, identity processes remain comparatively underexplored in (FBT) research. The findings underscore the need for developmentally informed treatment models that attend to identity formation alongside weight restoration.
Autonomy, Control, and Power Dynamics
Autonomy emerged as a cross‑cutting tension across all six studies, reflecting the argument from the broader literature that FBT can unintentionally suppress autonomy and intensify dependence (Maon et al., 2020; Fox et al., 2021).
FBT (phase 1) requires parents to assume full control of eating, which many adolescents experienced as restrictive or infantilising. Conti et al. (2017) describe this vividly: Hayley felt caught in a “battle” with her parents, while her father described feeling “on trial”. These accounts reflect the emotional and relational strain created when treatment requires parents to override adolescents’ autonomy.
Medway et al. (2019) similarly found that young people experienced Phase 1 as a regression, with one participant explaining that parental control made her feel “reliant on my parents telling me what I can and can’t do”. This echoes the reflection that adolescence is a period in which autonomy becomes increasingly important, making FBT’s early phases developmentally challenging. Gao et al. (2025) reinforce this, with adolescents reporting that parental empowerment sometimes left them feeling mistrusted or excluded from decision‑making. Many expressed a desire for ‘more collaboration’ and earlier opportunities to regain agency. This reflects broader literature on youth participation, which emphasises that ‘agency and shared decision‑making improve engagement and outcomes (Eisler et al. 2016)’.
In inpatient settings, Coopey and Johnson (2022) and Nilsen et al. (2021) found that institutional structures intensified this loss of agency. One young person described being “sent there”, while parents felt reduced to a “bystander position”. This supports the observation that ‘inpatient adaptations provide containment but may also heighten power imbalances (Eisler et al. 2016)’. In contrast, MFT appears to offer more shared autonomy; Brinchmann and Krvavac (2021) describe how families valued the opportunity to “become better at talking to each other”, suggesting a more collaborative dynamic. This supports the argument that MFT fosters relational exchange and shared learning.
Overall, the findings highlight that autonomy is central to emotional experience, engagement, and recovery. When autonomy is suppressed, distress and conflict increase; when it is supported, relational and developmental progress becomes possible.
Family Dynamics, Emotional Strain, and Role Shifts
The literature highlights that EDs disrupt not only the young person but the wider family system (Mitrofan et al., 2019). The review’s findings here, strongly support this. Families across all studies described significant emotional strain. Conti et al. (2017) show how FBT can heighten conflict, guilt, and blame. Margaret described the process as “ruthless”, while Jack felt “on trial”, reflecting the emotional cost of intensive parental responsibility. Nilsen et al. (2021) similarly found that parents entered inpatient treatment feeling “powerless” and overwhelmed, while siblings often felt overlooked or confused. One sibling described the admission as “very peculiar”, highlighting the disorientation caused by sudden family restructuring. Family relationships often shifted under the weight of treatment demands. Parents described hypervigilance, exhaustion, and fear; siblings described anger, displacement, or emotional withdrawal. Adolescents sometimes felt burdened by family distress or excluded from decision‑making. In contrast, MFT appears to reduce isolation and foster shared understanding. Brinchmann and Krvavac (2021) describe MFT as ‘a space for recognition’, where families felt less alone. Coopey and Johnson (2022) found that MFT helped families ‘get closer again’, with young people describing revived sibling relationships and improved communication.
Overall, the review highlights that whole‑family experiences, especially siblings, remain underrepresented in the evidence base, despite being profoundly affected by treatment.
Gaps in the literature 
Across the six studies, several consistent gaps emerge that mirror the gaps identified in the wider literature.
First, young people’s voices remain underrepresented in the research, despite clear evidence that their emotional and developmental needs are central to treatment engagement. The research notes that adolescents are often conceptualised through the lens of illness rather than as whole individuals; this review confirms this.
Second, identity, autonomy, and developmental processes receive limited attention in both research and practice. All six studies highlight the developmental cost of AN and its treatment, yet the broader literature highlighted rarely integrates developmental theory into treatment design.
Third, family dynamics, particularly sibling experiences, are insufficiently explored. The wider literature as outlined in the introduction emphasise that siblings often feel overlooked; this review confirms this.
Finally, the evidence base remains dominated by quantitative, outcome‑focused research that prioritises weight restoration over lived experience and the social and emotional factors that drive progress and recovery. This aligns with the critique that relational, emotional, and developmental dimensions are often overlooked. Overall, the review reveals a systematic pattern: lived experience remains limited, and developmental and relational aspects are insufficiently considered.
Implications for Practice
The findings suggest several implications for practice that align with the call amongst the wider literature for developmentally sensitive, relationally attuned treatment.
First, integrating young people’s voices into FBT and FT‑AN is essential. Structured opportunities for adolescents to express emotional concerns, such as individual sessions alongside family work, which may improve engagement and reduce distress.
Second, practitioners should adopt developmentally sensitive practices that attend to identity formation, autonomy, and relationships. This aligns with Medway et al. (2019) and Gao et al. (2025), who call for treatment that addresses both physical and psychological recovery.
Third, relational approaches (such as MFT) may enhance FBT by reducing isolation, fostering shared understanding, and supporting communication. Integrating MFT elements, such as group learning and relational exercises, could strengthen family engagement.
Fourth, siblings require greater support, education and inclusion. Services should consider sibling groups, psychoeducation, and opportunities for siblings to express their experiences.
Finally, inpatient settings should balance safety with agency, ensuring that young people and parents remain active participants rather than passive recipients of care and support.
At a policy level, services should embed youth participation and the voice of the child, as outlined in safeguarding law (s.1, The Children Act, 1989) and co‑production (The Care Act 2014., Welsh Government Eating Disorder Service Review, 2018) in treatment design. NICE‑aligned pathways should incorporate developmentally informed practice and ensure that family‑inclusive approaches extend beyond parents to include siblings. Workforce development should prioritise relational and developmental competencies, particularly in CAMHS and national and localised eating disorder services. Transitions between inpatient and community care require strengthening to prevent fragmentation and relapse.
Strengths in the reviews
Strengths of this review include its focus on lived experience, its integration of diverse qualitative methodologies, and its attention to developmental and relational processes. However, limitations include the small number of available studies, divergency in treatment models and contexts, and the qualitative focus, which limits generalisability. Equally, no consideration has been given to the preventative branch of ED treatments and their implication within FBT and MFT approaches. 
Directions for Future Research
Future research should centre young people’s voices, explore identity and autonomy in greater depth, and include siblings and whole‑family perspectives. Mixed‑methods designs could integrate experiential and outcome‑based data as well, perhaps through longitudinal approaches. 
This review shows that while FBT and MFT are effective interventions, they are developmentally and relationally complex. Young people experience identity disruption, loss of autonomy, and emotional strain; families experience burden, role shifts, and relational disruption. The evidence base lacks depth in exploring these experiences. Addressing these gaps requires research that foreground developmental, relational, and experiential aspects of recovery. 

CONCLUSION
This systematic review demonstrates that while Family‑Based Treatment (FBT), Family Therapy (FT) for Anorexia Nervosa (AN), and Multi‑Family Therapy (MFT) are central to current treatment pathways for adolescent anorexia nervosa. Their developmental, relational, and emotional impacts are far more complex than quantitative outcomes alone reveal. Consistent with the wider literature, the findings show that AN profoundly disrupts adolescence- a period defined by identity formation, autonomy, and social expansion, and that treatment can both intensify and repair these disruptions. Young people frequently experience diminished autonomy and identity formation during early FBT, while families carry significant emotional burden. MFT offers relational connection and shared understanding that many families find vital. Across the studies, young people’s voices, developmental needs, and sibling experiences remain underrepresented. Addressing these gaps requires treatment approaches and research methods that foreground lived experience, developmental context, and whole‑family dynamics to support more holistic and sustainable recovery.
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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  
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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  

 


