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Experiences of Family Therapy for Eating Disorders: A Systematic Literature Review

Background: Family therapy interventions, including Family-Based Treatment (FBT) and multifamily approaches, are recommended treatments for young people with eating disorders, particularly anorexia nervosa (Coopey & Johnson, 2022; Gao et al., 2025; Lock & Le Grange, 2013). While evidence supports their effectiveness for behavioural and physical recovery, less is known regarding how young people and families experience these interventions and their perceived impacts (Conti et al., 2017; Coopey & Johnson, 2022; Gao et al., 2025).

Aim: This systematic literature review aimed to explore experiences and perceived impacts of family therapy interventions for eating disorders among young people and their families.

Method: A systematic search of seven electronic databases identified qualitative studies published between January 2016 and April 2026. Six studies met the inclusion criteria. Screening procedures followed PRISMA-P guidance (Moher et al., 2015), and methodological quality was assessed using the Critical Appraisal Skills Programme (CASP) qualitative checklist (Critical Appraisal Skills Programme, 2018). Data were synthesised using thematic analysis.

Results: Four overarching themes emerged: family therapy as both supportive and restrictive; changes in family relationships and communication; recovery extending beyond weight restoration; and the importance of social connection and peer support. Participants frequently viewed family therapy as necessary for behavioural recovery and parental support, whilst simultaneously reporting concerns regarding reduced autonomy, emotional well-being, and family conflict.

Conclusions: Experiences of family therapy for eating disorders were characterised by complexity and ambivalence. Findings suggest that interventions may benefit from greater attention to adolescent autonomy, psychosocial well-being, and broader definitions of recovery beyond physical outcomes.



Introduction
Eating disorders (EDs) are severe psychiatric conditions associated with significant physical, psychological, and social consequences (Coopey & Johnson, 2022; Gao et al., 2025). Disorders including anorexia nervosa, bulimia nervosa and binge eating disorder frequently emerge during adolescence, a developmental period characterised by rapid emotional, social, and cognitive change (Brinchmann & Krvavac, 2021; Medway et al., 2019). Adolescence involves increasing independence from parents, identity formation, peer relationship development, and greater autonomy (Medway et al., 2019). Consequently, the onset of an eating disorder during this developmental stage can substantially disrupt normal developmental trajectories and negatively affect family functioning, educational participation, and psychosocial well-being (Medway et al., 2019; Nilsen et al., 2021). Eating disorders are associated with high levels of morbidity and may create enduring difficulties extending beyond the remission of symptoms (Gao et al., 2025).
Young people with eating disorders often experience challenges relating to emotional regulation, self-esteem, identity development, and interpersonal relationships (Conti et al., 2017; Medway et al., 2019). Families are also profoundly affected, with family members often describing stress, uncertainty, guilt, and emotional burden while attempting to support the young person through illness and recovery (Brinchmann & Krvavac, 2021; Nilsen et al., 2021). Family relationships may become strained due to conflict surrounding food, increased caregiving responsibilities, and disruptions to established family roles (Conti et al., 2017; Nilsen et al., 2021). Consequently, treatment approaches increasingly recognise the importance of involving family systems within intervention processes rather than focusing solely on individual psychopathology (Lock & Le Grange, 2013; Nilsen et al., 2021).
Family therapy approaches have therefore become central within treatment provision for adolescents with eating disorders, particularly anorexia nervosa (Lock & Le Grange, 2013). Among these interventions, Family-Based Treatment (FBT), commonly referred to as the Maudsley model, is widely recognised as a leading family-based approach for adolescents experiencing anorexia nervosa (Coopey & Johnson, 2022; Gao et al., 2025; Lock & Le Grange, 2013). FBT adopts a behavioural and family-centred approach in which parents initially assume responsibility for restoring the young person’s nutrition and weight before gradually returning control throughout later stages of treatment (Lock & Le Grange, 2013). Treatment is typically divided into three phases: parental management of eating behaviours, gradual transfer of responsibility back to the adolescent, and support for broader developmental and family functioning goals (Lock & Le Grange, 2013; Medway et al., 2019).
Alongside standard FBT approaches, adaptations including Multifamily Therapy (MFT) and family-based inpatient programmes have also emerged (Brinchmann & Krvavac, 2021; Coopey & Johnson, 2022; Nilsen et al., 2021). Multifamily approaches involve multiple families participating simultaneously in therapeutic processes, allowing opportunities for shared learning, peer support, and collaborative problem-solving (Brinchmann & Krvavac, 2021; Coopey & Johnson, 2022). These approaches aim not only to support symptom reduction but also to reduce social isolation and strengthen family communication (Brinchmann & Krvavac, 2021). Similarly, inpatient family programmes attempt to integrate families directly into treatment environments and support systemic change (Nilsen et al., 2021).

Although family therapy interventions demonstrate effectiveness in improving weight restoration and clinical outcomes, increasing attention has been directed toward understanding recovery beyond symptom reduction alone (Bardone-Cone et al., 2010; Gao et al., 2025). Recovery experiences are multifaceted and may involve changes in identity, emotional well-being, relationships, and autonomy (Bardone-Cone et al., 2010; Medway et al., 2019). Adolescents receiving treatment may experience tensions between therapeutic goals and developmental needs, particularly where parental involvement alters typical processes of independence and self-development (Conti et al., 2017; Gao et al., 2025; Medway et al., 2019). While family-based interventions are designed to support recovery, some young people report experiences of reduced autonomy, difficulties feeling heard, and emotional needs remaining insufficiently addressed (Conti et al., 2017; Gao et al., 2025).
Qualitative research offers a valuable means of exploring these experiences because it allows examination of how young people and families interpret and make meaning from treatment participation (Coopey & Johnson, 2022; Gao et al., 2025). Unlike quantitative outcome studies, qualitative approaches provide insight into lived experiences, perceived benefits and challenges, and factors influencing engagement with therapy (Conti et al., 2017; Coopey & Johnson, 2022; Gao et al., 2025). Understanding subjective experiences may help identify aspects of treatment that are experienced as supportive as well as areas requiring adaptation (Conti et al., 2017; Coopey & Johnson, 2022).
Several qualitative studies have explored experiences of family therapy interventions for eating disorders; however, synthesising the six included studies provides a clearer understanding of shared patterns across the literature. Existing studies vary in treatment type, sample characteristics and methodological approaches, and individual findings may not fully capture broader patterns across the literature. Synthesising qualitative evidence may therefore provide a deeper understanding of common experiences and perceived impacts among young people and families.
Therefore, the present systematic literature review aimed to synthesise qualitative evidence examining experiences of family therapy interventions for eating disorders among young people and their families. Specifically, this review sought to address the research question: “What are the experiences and perceived impacts of family therapy interventions for eating disorders among young people and their families?”


Methods
The Search Process
In order to conduct a thorough examination of the literature, seven 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 and 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
Six qualitative studies met inclusion criteria and were included within the final synthesis (Brinchmann & Krvavac, 2021; Conti et al., 2017; Coopey & Johnson, 2022; Gao et al., 2025; Medway et al., 2019; Nilsen et al., 2021). Collectively, the studies explored experiences of family therapy interventions among adolescents and young people with eating disorders and their family members. Across studies, interventions included Family-Based Treatment (FBT), Maudsley Family Therapy, Multifamily Therapy (MFT), and family-based inpatient programmes.

Study characteristics
The studies were conducted across diverse geographical settings including Australia (Conti et al., 2017; Medway et al., 2019), Norway (Brinchmann & Krvavac, 2021; Nilsen et al., 2021), the United Kingdom (Coopey & Johnson, 2022), and the United States (Gao et al., 2025). All employed qualitative methodologies, including thematic analysis, narrative inquiry, grounded theory and semi-structured interview approaches.
Data collection methods primarily consisted of semi-structured interviews conducted with adolescents, parents, siblings and family groups. Sample sizes were generally small, ranging from pilot work involving ten participants (Gao et al., 2025) to larger family interview studies. This was consistent with qualitative research designs seeking rich and detailed accounts rather than broad generalisation.
Participants primarily included adolescents diagnosed with anorexia nervosa or atypical anorexia nervosa, although several studies additionally incorporated family members, including parents and siblings. Three studies focused mainly on outpatient FBT or Maudsley family therapy contexts (Conti et al., 2017; Gao et al., 2025; Medway et al., 2019), while the remaining studies examined multifamily therapy or inpatient family-based adaptations (Brinchmann & Krvavac, 2021; Coopey & Johnson, 2022; Nilsen et al., 2021).



Sample characteristics
Participant populations across studies represented varying stages of treatment and recovery. Several studies recruited participants actively engaged in treatment, while others interviewed young people and families retrospectively after treatment completion.
Across studies, adolescent samples were predominantly female, reflecting broader trends within eating disorder treatment literature. However, Gao et al. (2025) deliberately recruited more diverse participants, including transgender adolescents and young people from underrepresented ethnic backgrounds. Participant ages largely ranged from early adolescence to young adulthood.
Parents represented a substantial proportion of participants across studies. Nilsen et al. (2021) uniquely incorporated perspectives from young people, parents and siblings simultaneously, while Medway et al. (2019) included narratives from adolescents alongside parents to explore developmental experiences within treatment.

Quality assessment findings
Methodological quality was assessed using the Critical Appraisal Skills Programme (CASP) qualitative checklist. Overall, all six studies demonstrated good methodological quality and were considered appropriate for inclusion.
All studies clearly stated research aims and utilised qualitative methodologies aligned with their research questions. Recruitment strategies and data collection procedures were generally well described, and ethical considerations were adequately addressed. Findings across studies were presented clearly and supported by participant quotations.
Minor limitations were identified regarding researcher reflexivity. Brinchmann and Krvavac (2021), Coopey and Johnson (2022), and Nilsen et al. (2021) provided only partial discussion of researcher positioning and influence upon interpretation. Gao et al. (2025) offered more limited reflexive reporting, likely reflecting the exploratory pilot nature of the study. However, these limitations were not considered sufficiently substantial to compromise overall study quality.
Four overarching themes and several subthemes emerged through thematic synthesis.
Theme One: Family therapy experienced as both supportive and restrictive
Across studies, participants described family therapy interventions as simultaneously beneficial and challenging. Experiences frequently reflected tension between appreciation of parental support and frustration regarding reduced independence.

Parental empowerment as supportive
Participants frequently described parental involvement as necessary during early stages of illness. Several young people acknowledged that parental support enabled recovery despite initial resistance.
Within Gao et al. (2025), one participant reflected:
“The unwavering support of my parents… they were gonna feed me… I definitely would not ever have been able to do that without someone else.”
Similarly, parents within Nilsen et al. (2021) described feeling empowered by treatment structures and professional guidance, which increased confidence in supporting recovery.
Family therapy also strengthened understanding between family members. Young people reported improved communication and increased awareness among parents regarding eating disorder experiences.

Reduced autonomy and agency
However, concerns regarding autonomy emerged consistently. Adolescents frequently described parental control during early treatment phases as restrictive.
Participants within Gao et al. (2025) reported discomfort discussing sensitive issues in front of parents and described feeling unable to speak honestly during sessions.
Conti et al. (2017) similarly found adolescents experienced treatment as following “somebody else’s roadmap,” reflecting feelings of diminished ownership over recovery processes.
Participants in Medway et al. (2019) described Phase One of FBT as creating developmental regression through increased dependence on parents.
Young people frequently expressed ambivalence, recognising parental involvement as necessary while simultaneously experiencing frustration regarding reduced independence.

Theme Two: Family relationships and communication changed through treatment
Family therapy appeared to influence family relationships in both positive and negative ways.

Improved connection and understanding
Several studies identified enhanced communication and stronger family relationships following treatment.
Nilsen et al. (2021) reported that families frequently perceived treatment as strengthening relationships and facilitating collaboration.
Similarly, Gao et al. (2025) found participants viewed treatment as helping families better understand eating disorders and each other.
Parents within multifamily contexts additionally valued opportunities to learn from others experiencing similar difficulties.

Increased conflict and strain
Conversely, treatment also generated tension and conflict.
Young people described feeling misunderstood or mistrusted by parents during treatment. Discussions within therapy sometimes contributed to arguments outside sessions.
One participant in Gao et al. (2025) reported:
“Whatever we talked about would get me all riled up… I’d leave feeling like shit.”
Existing family difficulties occasionally appeared amplified during treatment participation.

Theme Three: Recovery extended beyond weight restoration
Participants across studies consistently conceptualised recovery more broadly than symptom reduction alone.

Emotional and psychological wellbeing
Young people frequently prioritised emotional recovery over physical indicators.
Participants described recovery as involving reduced preoccupation with food, improved mood, and increased psychological freedom.
Several studies suggested participants viewed weight restoration as important but insufficient.

Identity, development and autonomy
Developmental recovery emerged strongly within Medway et al. (2019).
Participants described eating disorders interrupting developmental processes including identity formation, social participation and independence.
Recovery involved reclaiming missed developmental experiences and reconnecting with broader life goals.

Theme Four: Social connection and peer support facilitated recovery
Peer relationships were frequently identified as important influences.
Participants often described eating disorders as socially isolating. Several studies found that contact with peers experiencing similar challenges reduced loneliness and increased hope.
Gao et al. (2025) found peer support represented the most frequently identified external facilitator of recovery.
Similarly, Brinchmann and Krvavac (2021) found that multifamily environments enabled shared understanding and reduced isolation among both young people and families.
Participants valued opportunities to connect with others who understood their experiences without judgment.
Collectively, findings suggested that experiences of family therapy were characterised by complexity and ambivalence. Participants recognised considerable benefits associated with family involvement while simultaneously describing challenges related to autonomy, emotional needs, and broader understandings of recovery.
Overall, the themes demonstrated substantial overlap across studies despite differences in treatment settings and populations. Experiences of family therapy were characterised by complexity rather than uniformly positive or negative evaluations. Young people and family members frequently described family-based interventions as beneficial for restoring physical health and strengthening support systems, while simultaneously identifying challenges relating to autonomy, emotional wellbeing, and broader understandings of recovery. These findings informed the interpretive discussion presented below.















Table 3: Illustrative participant quotations supporting thematic findings
	Theme
	Subtheme
	Illustrative quote
	Study

	Family therapy as both supportive and restrictive
	Parental support as necessary for recovery
	
“The unwavering support of my parents… I definitely would not ever have been able to do that without someone else.”
	Gao et al. (2025)

	Family therapy as both supportive and restrictive
	Reduced autonomy and loss of agency
	
“I didn't really have a choice… I didn't get to make that relationship with food.”
	Gao et al. (2025)

	Family therapy as both supportive and restrictive
	Recovery following “someone else’s roadmap”
	“Somebody else’s roadmap.”
	Conti et al. (2017)

	Family relationships changed through treatment
	
Improved understanding and communication
	“It helped because it felt like we were doing it together.”
	Gao et al. (2025)

	Family relationships changed through treatment
	Increased family conflict
	“It made a lot more arguments.”
	Gao et al. (2025)

	Recovery extended beyond weight restoration
	Recovery as emotional freedom
	“Recovery is when you stop constantly thinking about food.”
	Gao et al. (2025)

	Recovery extended beyond weight restoration
	Developmental recovery and identity
	“They continued to develop and I was still kind of stuck.”
	Medway et al. (2019)

	Social connection and peer support
	Shared lived experience reduces isolation
	“Having a relationship with someone who's recovered would have been pretty cool.”
	Gao et al. (2025)

	Social connection and peer support
	Multifamily connection and belonging
	“ It was fantastic. It was moving. There were family histories. We became just like one big family and everyone opened up.”
	Brinchmann & Krvavac (2021)









Discussion
The present systematic literature review aimed to explore the experiences and perceived impacts of family therapy interventions for eating disorders among young people and their families. Across six qualitative studies, findings suggested that experiences of family therapy were complex and often characterised by ambivalence. Although participants frequently described family-based interventions as valuable in supporting weight restoration, strengthening family involvement, and facilitating recovery, they also identified challenges relating to autonomy, emotional well-being, developmental needs, and family relationships. Four overarching themes emerged: family therapy as both supportive and restrictive; changes in family relationships and communication; recovery extending beyond weight restoration; and the importance of social connection and peer support. Collectively, these findings suggest that family therapy experiences cannot be understood solely through treatment outcomes such as symptom reduction but instead require consideration of broader psychosocial and relational experiences.
The first theme highlighted the tension between parental involvement and adolescent autonomy. Across studies, family therapy was frequently viewed as essential in enabling early behavioural recovery, particularly where young people felt unable to challenge eating disorder behaviours independently. Participants acknowledged that parental support and supervision often represented a necessary aspect of treatment, particularly during severe illness. This finding aligns with the theoretical foundation of Family-Based Treatment (FBT), which positions parents as key agents of change during early intervention (Lock & Le Grange, 2013).
However, participants also described parental empowerment as restrictive and, at times, developmentally challenging. Young people frequently reported feeling unheard or lacking ownership over treatment decisions. Findings from Conti et al. (2017), Gao et al. (2025), and Medway et al. (2019) suggested that treatment could create feelings of developmental regression, with adolescents perceiving a reduction in independence and agency. These findings support previous concerns that although parental involvement may initially facilitate physical recovery, it may simultaneously conflict with adolescents’ developmental need for increasing autonomy. Adolescence represents a period characterised by identity development, growing independence, and social exploration; therefore, treatment approaches that temporarily reduce autonomy may create psychological tensions for some young people (Medway et al., 2019).
Importantly, these findings did not suggest that family therapy itself was fundamentally problematic. Rather, participants often expressed ambivalence. Young people simultaneously recognised the necessity of parental support while feeling frustrated by the loss of control associated with treatment. This suggests that treatment experiences may be more accurately understood as dynamic and relational rather than simply positive or negative. Family therapy may therefore require greater flexibility in balancing behavioural goals with opportunities for adolescent collaboration and participation.
The second theme highlighted the impact of family therapy on relationships and communication within families. Across studies, treatment frequently strengthened understanding between family members and facilitated greater collaboration. Parents often described feeling more confident in supporting recovery, while young people reported increased awareness and understanding within family systems. These findings support the core assumptions underlying family-based interventions, which conceptualise families as resources rather than contributors to illness.
Nevertheless, treatment also generated tension and conflict for some families. Participants described arguments, feelings of misunderstanding, and emotional strain both within and outside treatment sessions. Existing family difficulties occasionally appeared amplified through treatment participation. In particular, young people who described poorer pre-existing family relationships or greater conflict often reported more negative treatment experiences. Findings from Medway et al. (2019) suggested that family dynamics before illness may influence treatment engagement and developmental outcomes. Similarly, Gao et al. (2025) found that participants experiencing substantial family conflict expressed stronger dissatisfaction with family-based approaches.
These results indicated that family interventions may not function identically across all families and that treatment effectiveness may be influenced by broader relational contexts. These findings challenge assumptions within family-based approaches that caregivers can uniformly function as therapeutic resources. Existing family difficulties may shape treatment engagement and indicate a need for greater flexibility when implementing family interventions. While family therapy models frequently assume caregivers can function as therapeutic resources, this assumption may require adaptation for families experiencing significant pre-existing difficulties. Greater assessment of family functioning early in treatment may therefore help identify families requiring additional support.
The third theme indicated that participants conceptualised recovery as extending beyond physical restoration and symptom reduction. Young people consistently described recovery in emotional, psychological, and developmental terms. Recovery was frequently associated with reduced cognitive preoccupation with food, improved quality of life, emotional well-being, and reconnection with valued life experiences. Several participants viewed eating disorder thoughts as potentially persistent and instead conceptualised recovery as resilience against ongoing difficulties.
These findings challenge historically narrow definitions of eating disorder recovery based primarily upon weight restoration and behavioural outcomes. Although weight restoration remains clinically important, participants across studies repeatedly suggested that physical recovery alone did not necessarily equate to psychological recovery. This finding is particularly important given evidence indicating that psychological difficulties and eating disorder cognitions may persist following physical improvement (Bardone-Cone et al., 2010; Gao et al., 2025).
These findings align with broader conceptualisations of recovery in eating disorder literature, which increasingly recognise recovery as multidimensional and extending beyond behavioural symptom remission (Bardone-Cone et al., 2010; Gao et al., 2025). Previous research suggests individuals frequently prioritise psychological wellbeing, social functioning and identity reconstruction when defining recovery, highlighting differences between clinical and lived experience perspectives.
Medway et al. (2019) further highlighted developmental dimensions of recovery, with participants describing eating disorders as disrupting social development, identity formation, and independence. Recovery, therefore, involved not only symptom reduction but reclaiming developmental experiences and rebuilding aspects of adolescence interrupted by illness. Studies highlighted that treatment evaluations based solely upon symptom change may overlook aspects of recovery most meaningful to young people themselves.
Findings from this review additionally suggest that experiences of family therapy are influenced by developmental context. Adolescence is characterised by increasing autonomy, identity formation, and changing peer relationships; therefore, interventions that alter family roles may have unintended psychological consequences despite supporting behavioural recovery (Medway et al.2019). Medway et al. (2019) also demonstrated that family-based treatment could temporarily intensify dependence on parents, creating feelings of developmental disruption during early treatment phases. Although many participants later viewed this process as necessary, others described difficulties reconnecting with age-appropriate developmental experiences. These findings suggest that family therapy may require a more individualised approach that considers developmental readiness and psychosocial needs alongside symptom severity. Greater flexibility within treatment could potentially allow clinicians to preserve the benefits of parental involvement whilst simultaneously promoting adolescent agency and collaboration.
The final theme highlighted the importance of peer relationships and social connections in supporting recovery. Across studies, participants frequently described eating disorders as isolating experiences associated with withdrawal from social relationships and diminished belonging. Conversely, opportunities to connect with peers with shared experiences were frequently viewed positively.
Peer support emerged as a particularly valued facilitator of change. Participants described connections with recovered individuals or peers experiencing similar difficulties as sources of hope, understanding, and validation. Multifamily environments similarly appeared to reduce isolation through shared experience. These findings support emerging evidence suggesting that social connectedness may play an important role in recovery processes (Brinchmann & Krvavac, 2021; Coopey & Johnson, 2022; Gao et al., 2025).
Although peer support may provide important benefits, studies also acknowledged potential risks associated with contact among individuals experiencing eating disorders, including social comparison or reinforcement of disordered behaviours (Gao et al., 2025; Nilsen et al., 2021). Consequently, structured and professionally supported peer interventions may represent an important area for future development.
The present findings also indicate that social experiences may function as important mechanisms within recovery processes. Eating disorders frequently resulted in social withdrawal, isolation, and disrupted peer relationships across studies. Consequently, interventions incorporating opportunities for social connection may contribute to recovery in ways extending beyond symptom management. Multifamily approaches appeared particularly beneficial because they allowed families and young people to recognise shared experiences and reduce feelings of isolation. Although peer support interventions require careful monitoring due to risks surrounding comparison and reinforcement of eating disorder behaviours, findings suggest that structured opportunities for social connection may represent a valuable adjunct to family-based interventions. In relation to the review question, the findings suggest that young people and families experienced family therapy as both practically supportive and emotionally complex, with perceived impacts extending across behavioural recovery, family relationships, autonomy, identity and social connection.
Several limitations should be considered when interpreting findings from this review. First, all included studies employed qualitative methodologies and relatively small samples, limiting generalisability. Although qualitative methods provide a detailed understanding of lived experiences, findings cannot be assumed to represent all young people or families receiving family therapy interventions. Publication bias may also have influenced findings because grey literature and unpublished studies were excluded.
Second, most samples primarily involved female participants diagnosed with anorexia nervosa. Consequently, experiences of males, individuals from ethnically diverse backgrounds, and young people with other eating disorder diagnoses remain comparatively underrepresented. Although Gao et al. (2025) intentionally recruited more diverse participants, broader representation remains necessary.
Third, retrospective interviews were commonly used across studies. Participants often reflected upon experiences occurring several years earlier, creating potential recall bias. Retrospective narratives may also be shaped by current well-being or later treatment experiences.
Finally, included studies examined several forms of family intervention, including outpatient FBT, multifamily therapy, and inpatient family programmes. Although thematic similarities emerged across interventions, differences between treatment models may have influenced findings.
Future research should examine experiences of family therapy across larger and more diverse populations. Greater representation of underrepresented groups, including males, LGBTQ+ young people, culturally diverse families, and individuals with diagnoses beyond anorexia nervosa, remains particularly important. Research should also continue exploring how family interventions can better address emotional well-being, autonomy, and developmental needs alongside symptom reduction.
Longitudinal qualitative studies may additionally help clarify how treatment experiences evolve across recovery trajectories and identify which aspects of treatment remain meaningful over time. Future investigations incorporating adolescent, parent, sibling, and clinician perspectives simultaneously may provide a more comprehensive understanding of family therapy experiences and facilitate the development of interventions that better reflect the needs of all participants.
Overall, findings suggest that family therapy remains a valuable intervention for young people with eating disorders, but that experiences are highly nuanced. Optimising treatment may require balancing behavioural recovery goals with broader attention to developmental, emotional, and relational needs.

Conclusion
This review demonstrated that experiences of family therapy for eating disorders are multifaceted and extend beyond symptom reduction alone. While family interventions were often perceived as supportive and necessary, participants also identified challenges relating to autonomy, emotional well-being, and relationships. Future treatment development should incorporate broader psychosocial and developmental perspectives.
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