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Experiences of Family Therapy for Eating Disorders: A Systematic Literature Review. 
Abstract
Anorexia Nervosa is a highly prevalent disease worldwide, particularly in Western society. Qualitative research enables an understanding of the experiences of young people and their families, and their perceived impacts, helping to identify the need for changes to policy and practice and the implications for future research. For the purpose of this literature review, eight electronic databases were searched using Boolean operators and truncations to maximise search results. Search strands included ‘adolescent’ ‘family-based therapy’ ‘anorexia’ treatment’ ‘FBT’ ‘Maudsley’ in order to refine results. Results were limited to empirical evidence, with grey literature excluded. Six papers were selected for analysis, covering family therapies and exploring the views of adolescents, their families, and a combination of the two. 
Background
Anorexia Nervosa (AN) is an eating disorder that usually begins during adolescence or young adulthood (Steinhausen, 2005). The onset of AN usually stems from a complex combination of ‘genetic, biological, psychological, sociocultural, and environmental factors’ (Capuano et al, 2025).It has a range of associated psychiatric comorbidities such as mood, depression and anxiety disorders, obsessive-compulsive and personality disorders, autism spectrum disorder and attention deficit hyperactivity disorder, and substance abuse disorders (Morucci et al, 2018; Fitterman-Harris et al, 2024). It affects approximately 6 - 9% of the population with 12–15-year-old females being the highest demographic affected (NHS, 2023), (NEDA 2026). It also has the greatest associated risk of death of any mental health disorder – 5% of sufferers will die from the disease and a further 20% will have a chronic form of the disorder (Andrés-Pepiñá, S., 2020).
In adolescents, treatment for AN normally falls to the primary caregivers, which places a considerable burden on them as a family. Research shows that the burden of providing care for patients with eating disorders is higher than that of those providing care for patients with depression or schizophrenia (Martin et al., 2015). Anorexia is often treated through various forms of behavioural therapy – both Cognitive Behaviour Therapy (CBT) for the individual and Family Based Therapy (FBT) for the immediate family involved – usually parents and siblings, and on occasion grandparents. 
FBT was first practised in Maudsley Hospital in the UK and so bears its name. It is currently the best supported treatment for adolescents with AN, although a relatively small amount of research has been undertaken to examine its effectiveness in achieving its aims (Medway et al, 2019). It is suggested that although FBT can be beneficial and is considered the ‘gold standard’ of therapy for adolescents (Hurst, 2017) fewer than half of the participants fully recover before the treatment ends. (Bentz et al, 2025). Additionally, many participants find the process disruptive to their development, particularly during Phase 1 which focuses on controlled eating and weight gain. Phases 2 and 3 provide adolescents with autonomy, freedom and support to return to normal pursuits (Medway et al, 2019).
The thoughts and feelings of the young people (YP) who take part in the therapies are documented across recent research, although this is limited, particularly in terms of sample sizes. It is important to analyse the thoughts and experiences of a cross section of those involved to evaluate the effectiveness of these therapy programmes and identify where changes are necessary. Therefore, this qualitative systematic review aimed to produce a child-and young person-focused account of experiences of parental substance use, perceived impact, and coping strategies. The objectives were to identify, appraise, and synthesize qualitative literature across these three areas.
Aims and objectives
This qualitative systematic literature review aims to identify, appraise and synthesise peer-reviewed literature, summarising the experiences of families and perceived impacts of family-based therapies for eating disorders by answering the following questions:
“What are the experiences of family therapy interventions for eating disorders among young people and their families?”
“What are the 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, 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
Six qualitative studies were selected, including research from the UK, Norway and Australia. The studies discuss the experiences of patients and their families who had undertaken a form of multifamily therapy (MFT) to deal with their eating disorder (ED). Participants included both female and male adolescents, ranging in age from 10 – 25, including patients who were currently undergoing therapy, had prematurely left therapy or who had completed treatment previously. The family-based therapies included group family therapy, family therapy for Anorexia Nervosa, and the Maudsley approach. Data was collected using direct observations, group interviews and individualised semi-structured interviews. Families were given copies of transcripts for approval before publication. Data collected was analysed using a Grounded Theory (GT) approach, interpretive phenomenological analysis (IPA) and themes and sub-themes were identified for each study.
Although these studies focus on different styles of therapy and different focus groups, some commonalities are visible through the research, as shown in Table 3.
Table 3: Common themes across research papers
	Theme
	Subthemes
	Description
	Illustrative participant quote

	1.Strength, understanding and support
	Someone to take control
	Patients and their parents were struggling at home with no support and needed professional input
	‘We couldn’t handle the situation at home, we clearly needed help’ (Anna, mother) (Nilsen et al, 2021, p.5)

	
	Shared, lived experiences
	Much of the valuable support came from sharing the journeys of other families in the same situation
	‘The therapists know a lot, but still can’t have the same understanding of your problems as do the others who have exactly the same problems’ (Mother) (Brinchmann and Krvavac, 2021, p.6)

	2.Negative feelings during therapy
	Blame and conflict 
	Parents report a range of negative feelings – anger, blame, 
	‘Criminally I felt like she was on trial in those sessions’ (Richard, father) (Conti et al, 2017, p.410)

	
	Being done to me, not done with me
	Adolescents are concerned about a lack of autonomy within the rigid format of the therapy, and their inability to learn how to make choices
	‘It’s not enough independence for the child. I didn’t really have a choice in my snacks…a lot of the times I didn’t get to make that relationship with food’ (Female participant, age 16) (Gao et al, 2025, p.894)

	3.Re-establishing ‘normal’
	Making sense of the changes
	Families who have been through conflict during the therapy need to reevaluate their positions, roles and relationships; positive changes reflect the realisation of the danger of AN
	‘The more I got, the more beneficial it was for me because I was like, well this is great… How could I throw it away and go back to something like that?’ (Tara, YP) (Medway et al, p.137)

	
	Hopes and fears
	Lack of support post treatment is an area of concern for some patients, although they look to the future there is an awareness of the longevity of the condition
	‘I still struggle with the eating disorder, it’s still there. I don’t think it’s ever really gonna disappear’ (Transgender boy, age 18) (Gao et al, 2025, p.896)



1.Strength, understanding and support.
Someone to take control. Across all studies, participants reported the strength, understanding and support they took from those around them. There was a common feeling of being out of control, both from the young people themselves and from their parents. Parents were ready when offered therapy and described ‘a sense of relief’ that someone would take over (Nilsen et al, 2021). Some young people were more apprehensive although they later recognised that something had needed to happen. Conti et al (2017) reported that starting therapy and handing over control to the therapist reinstated a feeling of control within families. One young person described feelings of exhaustion prior to starting treatment, stating that she was ‘ready for somebody to take over control’ (Nilsen et al, p.6).  
Some families also reported that the re-installation of parental control within the programme provides a turning point for adults. 
‘We regained a belief in our ability to function as parents… we recovered self-confidence and a belief in that we can be parents and authority figures for our daughter’ (Sarah, mother) (Nilsen et al, p.8)
Shared, lived experiences. Studies reported that shared experiences contributed towards the sense of understanding and progress. Some families were glad of a professional stepping in and taking control, however after the initial impetus from the therapist, they took more support from their peers who had similar experiences. One father stated, ‘You have the feeling that they (the therapists) don’t quite get what you’re talking about, even though they know a lot about it’. (Brinchmann and Krvavac, 2021). 
Many participants reported a sense of connectedness and shared understanding, as reported in Gao et al (2024): 
‘Since there are a lot of other girls there who are in the same situation as me, and it doesn’t seem to involve family members, it feels a lot easier to be able to talk about things and not have to hide or conceal how I feel or how I think’ 
Across the studies, the understanding and awareness of AN is cited as a factor in helping parents to understand their children and become more accepting. One participant, Molly, says ‘They know how to manage my meltdowns…and they know how to properly support me at mealtimes’ (Coopey and Johnson, p.4) and another individual reported
‘When the family understands more, it’s better equipped to be supportive… We wouldn’t have the relationships we have [in the family] if it hadn’t been for MFT, guaranteed’ (Brinchmann and Krvavac, p.8)
2.Negative feelings during therapy.
Blame and conflict. Some parents reported feelings of responsibility and blame for their child’s condition and their failure to get their YP to eat. One father, Jack, felt the blame was placed on his wife’s ‘failure to feed her enough’ (Conti, p.411)
In Nilsen et al (2021), one parent commented on the feeling of being a bystander during the therapy process, stating ‘We didn’t perceive ourselves as important. It was more our son was prioritised’. (p.8). This idea of being a bystander is explained by one father as being trapped on one side of a wall, not knowing how to behave and move forward (Brinchmann and Krvavac, 2021).
Some studies highlight the detrimental effect that FBT for AN can have on siblings within the family. A feeling of ‘disconnectedness’ is described (Nilsen et al, 2021) along with feelings of being marginalised and being on the periphery of the family with their only role as a distraction (Conti et al, 2017). 
Being done to me, not being done with me. A recurring theme across the studies was a sense of negative feelings towards FBT from the young people. Some patients described feeling ‘disempowered’ (Conti et al, 2017) on admission to hospital and found that their development was ‘further disrupted’ on starting FBT (Medway et al, 2019).
Conflict occurred across the research particularly between the YP and their families. General reasons reported linked to YP feeling mistrusted and misunderstood over their AN (Gao et al, 2014). It is reported that the lack of understanding caused feelings of anger and frustration for the patients. In some studies, the switch in power when parents were given the control over their child’s eating habits caused or exacerbated family conflict and tensions (Conti et al, 2017; Gao et al, 2024).
Another common theme which frequently appears is loneliness and isolation, experienced predominantly by the YP. 
Re-establishing ‘normal’. 
Making sense of the changes. The use of ‘normality’ and missed milestones featured as a factor in the progress made by the YP. Evident within the research was the drive to return to adolescent pursuits, and the development of autonomy and freedom to develop (Medway et al, 2019). Additionally re-establishing normalised meal routines (Nilsen et al, 2021) and shifting perspectives in the family dynamic (Coopey and Johnson, 2022) all point to a new sense of normal within the life of the YP and the family dynamic. This is seen as an essential step but one that can be difficult to navigate. In one study, a patient, Molly, described ‘building on creating almost a new element of family is really difficult’ (Coopey and Johnson, 2022).
Hopes and fears. Participants emphasised the way the Maudsley treatment focused primarily on their physical health to begin with rather than dealing with the underlying issues which contributed to the condition. One patient, Hayley, stated:
‘…with Maudsley [it] was like they solely focused on my physical health, but they didn’t really take on much consideration as to like my mental health’ (Conti et al, 2017)
and another participant felt that the therapy ‘…almost made my parents prioritise my physical health over my mental health’ (Gao et al, 2024).
Across the six research studies, patients speak of personal changes. Some describe a new-found confidence (Coopey and Johnson, 2022) and most display an in-depth understanding of their illness and an acceptance of it. These attributes create a positive influence on the YP moving forward.

Discussion.
This synthesis of qualitative literature focused on the experiences of adolescents and their families undertaking FBT to treat AN in the young people. These adolescents reported both positive and negative reviews of the FBT, acknowledging the struggle and conflict it created, but looking forward to the future with positivity. 
There was somewhat of an ambivalence towards the treatment, and mixed success reported, with some participants feeling that the process was being done to them, not done with them. Parents are given control over the young person’s eating which created levels of conflict within families. (Gao et al, 2024)
Whilst many families were glad to relinquish control to a professional, this was somewhat short-lived and they began to rely less on the therapist and more on those around them, both the other families involved and eventually their own family. There was a feeling that whilst the therapist had a lot of factual knowledge about AN, other parents were better placed to understand the struggles. 
The success of this therapy was attributed to the input from the third party in the form of the therapist and the support gained by feeling understood – the more the families understood the AN, the more in turn the young people felt understood as individuals (Coopey and Johnson, 2022). The results also spoke of the importance of a shared experience, and the importance of open communication. There was an overall feeling of connectedness both between the young person and their own family, and between the members of the different families undertaking therapy. 
The connectedness and support that comes from a shared, lived experience with other families was strong, and across all studies was generally viewed positively. ‘I feel that is important for parents too, to know you’re not alone on this’ (Nilsen et al, 2021). Change and understanding was facilitated by the shared experiences of families, ‘they knew they weren’t alone and they gave them the tools to progress’ (Coopey and Johnson, 2022) and many participants felt that the effect of this support had as much impact as the programme itself. Particularly during Phase 1 there is some conflict between the adolescent, parents and therapist – parents reported feeling guilt and blame, and adolescents experienced a lack of control. In these instances, the family automatically look elsewhere for support.
The study by Conti et al (2017) states that for others, whilst starting therapy and handing over control to the therapist provided a feeling of comfort and reinstated feeling of control within the family, this feeling was brief and was soon replaced by a greater value of shared experience. Although resistance was evidenced, some families also bonded more closely, forging stronger relationships. Brinchmann and Krvavac (2021) concluded that families had become closer to one another. They were able to communicate better and be more open with each other.  
For the patients, newly created friendships with someone who understood their struggle, were an important factor in their progress and recovery with some families bonding closely, forging stronger relationships. Brinchmann and Krvavac (2021) concluded that families who had become closer to one another were able to communicate better and be more open with each other.  
The overall opinions were positive, highlighting the importance of making a change and having someone else to take control of the situation. Additionally, parents took strength from their communication with other families, relying on a shared understanding of their experiences. However, there appears to be a discrepancy between the strengths of the programme itself and the follow up care that is provided. (Nilsen et al, 2021). Many of the participants went on to say that they felt their peers played an important role in their recovery and would like connection to recovered peers to provide additional support after the completion of the sessions. The results showed a strong desire from the young people to return to normality, citing missed experiences and the urge to achieve other milestones as a motivator to recovery. Issues with parental control and a lack of autonomy were also noted. (Medway et al, 2019)
One family expressed strong feelings of stress, anxiety and blame during their time within FBT and claimed a rise in conflict levels between them, stemming from the therapy. Although the FBT was successful in getting Hayley, the young person, to gain weight it came at too high a cost for the parents, who both stated that leaving the programme allowed them to reclaim their sense of identity. (Conti et al, 2017). There was a strong feeling from these participants that the culture of no-blame that Maudsley promote was not being applied to their case. It is worth considering however, the very small sample size of this study – only one adolescent and her family were involved, after an unsuccessful experience so these opinions may well not be shared by a vast majority. In fact, Medway et al (2019)’s study also featured Maudsley therapy, showed an even balance of participants who felt that the treatment had been successful for them and those who found it limiting. Again, it is worth remembering that this sample size was also small and only contained participants who had completed the treatment programme successfully.
Whilst the AN itself created feelings of isolation and desperation, being admitted to FBT created further negative emotions. Many felt like they had lost their autonomy and that the therapy created further conflict in their already fractured family relationships. Half of the participants in Gao et al (2024)’s study felt that topics discussed during the family therapy sessions created greater conflict among the families later and that they felt mistrusted by their families during sessions. Conti et al (2017)’s young adolescent, Hayley, commented on the angry outbursts that all her family would experience during sessions, due to the intensity of the situation and an overall sense of frustration.
The conflict created by the switch in power when parents were handed over control of their child’s eating, caused some patients to experience a feeling of being emancipated. This comes at a crucial time in the adolescent’s development when they should be experimenting more with their own freedom, and therefore the feeling of lack of control and agency is particularly difficult for them to accept. There is a feeling of regression, at being taken back to a previous point in their development due to the lack of autonomy they are experiencing.
Siblings are the neglected factor throughout these studies. Where their opinions are gathered, they describe feelings of being marginalised, a distraction, just witnesses to the conflict, worry and concern. As they, like their siblings, are often at impressionable age their feelings of lack of autonomy, involvement and control need to be considered. Ideally, a balance needs to be reached. Siblings should be involved in therapy, otherwise they are at risk of worrying too much about the YP in treatment, however they are at emotional risk in being involved, particularly when they just feel they are there as a distraction.   
The use of ‘normality’ and missed milestones featured heavily as a factor in the progress made by the young people within these studies. Evident within the research was the return to adolescent pursuits, and the development of autonomy and freedom to develop (Medway et al, 2019), re-establishing normalised meal routines (Nilsen et al, 2021) and shifting perspectives in the family dynamic (Coopey and Johnson, 2022). In the latter study, one patient, Molly, described ‘building on creating almost a new element of family is really difficult’. Despite the difficulties and challenges associated with these changes, they are still viewed as a positive step to recovery. Another young patient, Hayley, who did not complete the Maudsley therapy still benefitted from her sessions. Through therapeutic conversations she moved towards a more elaborated identity, where she reclaimed herself from her AN.
For the patients, newly created friendships with someone who understood their struggle, were an important factor in their progress and recovery. One 17-year-old female stated:
‘Since there are a lot of other girls there who are in the same situation as me, and it doesn’t seem to involve family members, it feels a lot easier to be able to talk about things and not have to hide or conceal how I feel or how I think’ (Gao et al, 2024)
Many of the participants went on to say that they felt their peers played an important role in their recovery and would like connection to recovered peers to provide additional support after the completion of the sessions.
The success of FBT is not guaranteed. Many families do not complete the therapy, often becoming ‘stuck’ in the first phase. The negative emotions described above often act as impossible barriers to success. Most commonly, the strict, rigid structure of the programme is a common reason for its failure. Many participants feel that at the start the therapy only focuses on their physical health, without providing opportunities to discuss the underlying issues, such as social media pressures (Gao et al, 2024) or difficulties with overly dependent family relationships (Medway et al, 2019). This can lead to disengagement, a lack of trust in the process and potentially an early withdrawal from the system.
Some studies choose to exclude patients who are undertaking Phase 1 of the therapy for fear of compromising their treatment (Gao et al, 2025). The implication for this however, is that there is a failure to provide data which may lower the success rate of the FBT, as those families who struggle to move out of phase 1 will often cease FBT treatment. Conti et al (2017)’s focus on one adolescent, Hayley, who failed to progress from stage 1, is a very negative portrayal of the system, both from Hayley’s perspective and that of her family. Patients who make it through stages 2 and 3 may gloss over any struggles they experienced in Stage 1 as their current focus is on the success they have achieved. Conversely, families who have failed at Stage 1 will obviously have a more embittered viewpoint. This unfortunately means that the data may be skewed, and that it is difficult to get an accurate picture of the experiences and particularly perceived impacts.
NICE (2017) reports that the final element of Maudsley based therapy involves relapse prevention, preparing the individual and showing them how to cope at times when they are finding it hard to stick to their new eating habits (NICE, 2017). Relapse after AN is a genuine risk, with 20% of patients likely to lapse or repeat previous eating behaviours. 
Overall, the studies produce a generally positive response to a difficult, challenging experience. There are concerns over blame, family conflict and a lack of autonomy. Highlights include finding support from others who are sharing the experience, stronger relationships that are built between family members and personal growth for the YP.  Further research is needed into the benefits of FBT for the whole family, with a greater emphasis on post-treatment support, on a much wider scale. Care should also be given to the rigidity of the therapy structure and to its apparent failure to deal with underlying issues in a timely manner. This will allow therapy to become more effective overall.
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