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Introduction 
In March 2020, as the Pandemic of Coronavirus (COVID-19) (GOV.UK, 2021) swept across the world, the UK Government followed other Countries and the Nation entered the first Lockdown restrictions (GOV.UK, 2021). Consequently, the British Association of Counselling and Psychotherapy (BACP) (BACP, 2021) along with other governing bodies were forced to suspend all Face-to-face therapy sessions. Organisations and Counsellors moved swiftly to train to provide telephone and online therapy for Clients (BACP, 2021). However, remote therapy is not always suitable for clients, and for clients in therapy for Sexual Abuse (SA) with underlying   comorbid Eating Disorders (ED), online counselling can be particularly challenging.

The purpose of this literature review is to consider the impact of COVID-19 on counselling adult female clients online, in sexual violence settings, with comorbid Eating Disorders (ED’s). What has been the impact of social isolation for these clients? What are the considerations required when counselling these clients; and what is their experience of online therapy at this time? The focus of the assignment will be on female clients attending Sexual Violence Counselling Services with undiagnosed symptoms of EDs at the time of The Pandemic. However, owing to the timeframe of seminal theory, it may be necessary to refer to documents that predate COVID-19. Consequently, where required, some cross-sectional extant literature will also be analysed. Importantly, the intention of the project is to explore the impact of COVID-19 on this client group and the effects on the online therapeutic relationship. Therefore, specific EDs will be referred to only when appropriate and the focus is on clients who are not in clinical settings for eating disorders. 

The overall aim of my research is to complete this literature review between March 2020 and March 2021 and to examine how female clients within sexual violence counselling services with undiagnosed comorbid EDs, experience online therapy. To meet this aim, the following specific objectives have been identified: - 
· To consider the impact of social isolation on clients with comorbid ED-PTSD
· To explore the considerations when counselling clients with comorbid ED-PTSD
· To review the online therapeutic relationship 
· My overall research question is therefore: -
‘How do clients in Counselling services for Sexual abuse who suffer from underlying   comorbid Eating Disorders during COVID-19, experience the   online therapeutic relationship?’ 

The research paradigm of this review is one of a social constructivist approach, which adopts a philosophical position of interpretative phenomenology within the social sciences (McLeod, 2012). McLeod (2012) suggests that the social constructivist approach supports the idea that people construct their own sense of reality individually, and within their cultural communities. Therefore, reality is subject to social mediation through interpretation and therefore multiple realities can exist (McLeod, 2012). Key authors within this field include Luckmann (1966), Gergen (1985) and Shutter (1993) (cited in McLeod, 2012).

The keywords: Literature Review*; ‘Online Therapy*; Sexual Abuse*; PTSD*; Female Adults*; Eating Disorders*; COVID-19*; were used to search online data bases between March 2020 and March 2021 including, EBSCOhost; Psych articles; ProQuest Central and Google Scholar, to obtain recent peer-reviewed Journal articles, Research papers, Editorials, Reports and Books. Specific relevant Websites for example BEAT (BEAT, 2021) and NICE (nice.org.uk, 2020) and Government websites (GOV.UK, 2021) were accessed and explored through computer search engines. However, owing to the limited time frame some secondary extant literature will also be referred to as and when appropriate. Data will then be analysed through emerging thematic analysis.
Key authors used within this literature review are Brewerton; Trottier; Mitchell; Brooks, Fernández‐Aranda
Research ethics were observed, and Ethical approval was not required as no participants were involved in this study.

As a Counsellor practicing within the field of SV, I have observed a phenomenon emerging. Whilst EDs are highly prevalent within clients in this sector; clients with underlying EDs, are less comfortable with online therapy. My hypothesis therefore is, that some clients with underlying symptoms of EDs, are uncomfortable with online therapy.  I am aware that this is only my personal perception and that I may be biased in my approach to research; however, I intend to negate this bias through critical analysis of secondary extant literature. 

Sexual  Violence includes rape and any sexual activity that occures without the informed consent of an individual (RCEW, 2021). Sexual violence can also be described as sexual assault or sexual abuse;  Threats of sexual violence, sexual exploitation or sexual harrassment of an individual is also considered sexual violence (RCEW,2019).  Rape is always perputrated by a male with a penis, where the victim has  not given  informed consent; or the perputrator does not reasonably believe consent has been given to sexual penetration of the  vagina, anus or mouth of the victim (Rights of Women, 2018).

Psychological and psychosomatic effects of PTSD may appear in clients who have experienced sexual violence and domestic violence. The DSM-5 (2021) (DSM-5, 2021) states, that a diagnosis of PTSD, is a cluster of symptoms following such an exposure and includes, intrusive symptoms of avoidance behaviours, negative alterations in cognition and mood and marked altered states in arousal and reactivity. These symptoms need to be present for more than a month and cause significant distress and impairment the individual’s social occupational or other important areas of functioning; It also states that these disturbances are not attributable to the psychological effects of a substance (e.g., medication alcohol or other medical condition) (DSM-5, 2021). The risk of developing PTSD symptoms is significantly higher if the abuse was repeated, happened when the victim was younger. Furthermore, the nature of the assault, the relationship of the victim to the perpetrator; and the availability of emotional support and subsequent response to the disclosure of the assault from others, all contribute to the possibility of an individual developing PTSD (DSM-5, 2021).

According to nice guidelines (nice.org.uk, 2021) EDs are defined as a person having an unhealthy relationship with food which becomes the dominant focus of their lives leading to illness (nice.org.uk, 2021). EDs can present as restricting or overindulging in food or becoming obsessional about weight control. There are several different EDs, including, Anorexia Nervosa (AN), Bulimia Nervosa (BN), and Binge Eating Disorder (BED) and 'other specified feeding or eating disorder OSFED (nice.org.uk, 2021). The DSM-5 (DSM-5, 2021) define eating disorders as psychiatric mental disorders which can develop in individuals regardless of social background, gender, age, or ethnic origin (DSM-5, 2021).

The UKs Eating Disorder Charity BEAT (BEAT, 2021), stress the symptomology of EDs between individuals differs, and that no singular causative source can be identified. Consequently, diagnosis can change over time or often resulting in no diagnosis, or in a diagnosis of Other Specified Feeding or Eating Disorder (OSFED) (BEAT, 2021). Nevertheless, OSFED is no less serious than the more well-known eating disorders of AN, BN, and BED (BEAT, 2021)

Introduction

This introductory chapter will discuss the impact of social distancing on those with eating disorders. Following a rapid review on the impact of quarantine on those with eating disorders, Brooks (2020) collaborated with others  and compiled a list of their increased vulnerabilities (Brooks, 2020); they suggest that those with EDs are at  an increased risk of Covid infection due to frailty and imbalanced electrolytes. Anxiety over infection leaves them vulnerable to significant risk of relapse and exacerbation of their conditions (Brooks, 2020). Furthermore, disruptions to adequate psychiatric supplies can complicate their psychological distress. An individual’s control strategy of coping through restrictive eating patterns or weight control measures is amplified through the distress and uncertainty of Covid infection (Brooks, 2020). Individuals with BED are at increased risk of cardiac arrest, and delayed evidence-based treatments will increase the severity of symptoms (Brooks, 2020). Additionally, the review acknowledges how quarantine and isolation can contribute to the maintenance of the ED, by restricting exercise and increasing the fear of weight gain. Additionally, stock piling of foods can trigger binge eating episodes because of boredom and loneliness (Brooks, 2020). 

The promotion of moderate  exercise is  often recommended for both physical and psychological well-being, however Dalle Grave, (2020) (Dalle Grave, 2020), warns that  the closure of gyms and fitness centres as well as limitations on other outdoor physical activities as a result of social distancing measures, can cause extreme distress in those who experience body image concerns (Dalle Grave, 2020). He states that it is estimated that individuals with an ED exercise between 20-81% more than those without; with the highest rates of exercise being in those with AN (Dalle Grave, 2020).  A potential beneficial effect of removing this coping mechanism, which is often used as a means of emotional regulation through compulsive exercise; may help sufferers discover new alternative coping methods such as yoga (Dalle Grave, 2020). Although equally, sufferers may turn to less healthy coping mechanisms such as further restrictive calorific intake or different methods of purging (Dalle Grave, 2020).

Fortunately BEAT (BEAT, 2021) has advice and support available online, including suggestions and coping strategies for these additional complications, including highlighting the risks and benefits of social media connectivity during COVID-19 (BEAT, 2021). Importantly the advice also warns that spending too much time with others can also be distressing for individuals, and could potentially accentuate other comorbid conditions, for example, anxiety, depression or (PTSD) (BEAT, 2021). The next paragraph will introduce how online therapy has previously been suggested to help ED services in Wales.

Prior to Covid-19, following a report which highlighted the inequalities in the provision of ED services in Wales in comparison to England; The Welsh Government Eating Disorder Review Service (2018) (Welsh Government Eating Disorder Service Review, 2018)  suggested that a person-centred, trauma informed approach to EDs is required; and that the provision of service could be supported by the third sector in Wales.  Significantly, the review suggested online therapy to remove geographical barriers enabling therapists to support more people (Welsh Government Eating Disorder Service Review, 2018).

The provision and delivery of diagnostic and therapeutic interventions   prior to Covid-19 are undoubtedly transformed irreversibly across all Mental Health Services, according to Fernández‐Aranda, et al., (2020) (Fernández‐Aranda, et al., 2020). Social distancing has highlighted how loneliness  and the need for human connection can exacerbate pre-existing mental health conditions (Fernández‐Aranda, et al., 2020). For patients with EDs, who experience difficulties with emotional communications, isolation can be particularly challenging; as they struggle to understand the nature of their own illness and are often resistant to seeking help (Fernández‐Aranda, et al., 2020). Most importantly the study indicates that social isolation has intensified the severity of EDs where SA and other dual disorders exist (Fernández‐Aranda, et al., 2020).

Interestingly, Holland and Tiggerman, (2016) (Holland, G. and Tiggemann, M, 2016), emphasised  that the clients ‘requirement’ as opposed to their ‘preference’ of  online therapy may  reduce  client autonomy (Holland, G. and Tiggemann, M, 2016). In aaddition Holland and Tiggermann warn  that body dissatisfaction, appearance satisfaction  and disordered eating are highly correlated to time spent on social media (Holland, G. and Tiggemann, M, 2016). Furthermore, online video conversations may provide an environment of real time comparison of the self to others which could be detrimental to those with EDs with issues of self-objectification (Holland, G. and Tiggemann, M, 2016). However, Gabrielle and others (2020) (Gabrielle, et al., 2020) highlight that the study did not research the impact of online video conversations within the context of a therapeutic setting (Gabrielle, et al., 2020). Importantly Gabrielle emphasises how the enforced process of change in the care model to online therapy because of Covid-19, may ultimately lead to the adoption of a more widely available, efficient mixed methods approach to therapeutic connections (Gabrielle, et al., 2020). 

Furthermore, Gabrielle stressed that because of Covid -19 many counsellors have been forced to confront their own fears of technological interventions, giving more choice and availability to both their clients and they (Gabrielle, et al., 2020). Furthermore, online therapy provides the opportunity to others who may be unable to attend traditional counselling settings (Gabrielle, et al., 2020). In retrospect Holland and Tiggerman (2016, cited in, Gabrielle, et al., 2020) acknowledge that further research is essential on the effects of online video therapy, appearance satisfaction and eating disorders (Gabrielle, et al., 2020). 

Most importantly  Fernández‐Aranda and associates (2020) (Fernández‐Aranda, et al., 2020), found that increased time on social media as a result of loneliness exposes ED individuals to significant risk of aspiring to the ‘thin ideal’, exacerbating body objectification and EDs (Fernández‐Aranda, et al., 2020). In addition Brooks (2020) emphasised how Isolation creates an obstacle to therapy, by maintaining avoidance of social eating and body exposure; stating that  the increase of social isolation is particularly damaging; especially   when socialisation forms a vital part of recovery process, by improving the  self-perception of body image through interpersonal functioning (Brooks, et al., (2020) cited in (Fernández‐Aranda, et al., 2020).

The psychological connection between the impact of interpersonal trauma exposure and body image has been explored, and Mitchell (2015) (Mitchell, 2015) suggests, this results in a negative self-perception in women who have experienced sexual violence that is not present within those women who have not experienced sexual violence. Indicating, that exposure to sexual abuse can lead to body-objectification and self-criticism (Mitchell, 2015). The desire for thinness has previously been considered a factor in reducing the appearance of sexual maturity to prevent further sexual assault from perpetrators according to Dunkley et al, (2010) (cited in, Mitchel, 2015). Conversely, although less studied, Connors and associates (1993) (cited in, Mitchel, 2015) suggested that victims of interpersonal trauma will engage in binge eating behaviours to appear unattractive and stronger to be able to defend themselves against potential perpetrators (Mitchell, 2015). The following paragraph will explain the etiological pathways between SA and Psychological distress.

A  longitudinal study conducted by Madowitz and colleagues (2015) (Madowitz, et al., 2015) between 2004-2014, identified childhood SA, as a potential pathway that precipitates and perpetuates ED in later life (Madowitz, et al., 2015). Furthermore the report suggests that the co-occurrence of  two separate  etiological pathways between eating disorders and sexual trauma is frequent, and that  this knowledge could assist both  trauma specialist and specialists in the field of eating disorders when assessing both psychological stressors (Madowitz, et al., 2015). The research suggests that  one pathway is associated with body perception, which leads to body dissatisfaction; shame; sexual dysfunction and fear of future sexual trauma (Madowitz, et al., 2015); while  second etiological pathway leads to  efforts to manage psychological difficulties (Madowitz, et al., 2015). These psychological difficulties arise from the individual’s  failure to cope with their environment, which may result in a desire to control their own bodies. A maladaptive stress response results  in mood disorders; while  emotional and behavioural regulation results in individuals becoming  under or overly regulated emotionaly, causing feelings of numbness or impulsivity (Madowitz, et al., 2015).

 However, current research suggests more significant causative links between EDs, and Complex PTSD (C-PTSD) are reportedly present in more severe cases of childhood sexual abuse in accordance with The Diathesis Stress Model (Chen, et al (2010) cited in (Madowitz, et al., 2015). Furthermore, where the   ED symptoms involve binging and purging as opposed to restrictive feeding patterns, this signifies an emotional dysregulation pathway (Madowitz, et al., 2015). 

The National Womens Study by Dansky and colleagues (1997, cited in Brewerton,2019), revealed higher incidences  of traumatic events and the development of Eds, as a result of interpersonal trauma, including rape, molestation and sexual assault (1997, cited in Brewerton,2019).  Furthermore, Dansky revealed that  the majority of women with  BN who experienced  traumatic events, expressed that the traumatic events occurred between the ages of 12 and 17 and predated the onset of their binge eating symptomology (1997, cited in Brewerton,2019). Dansky  states that these findings indicate  a substantial although non-specific link between the trauma of childhood   sexual abuse which preceeds the onset of BN and other eating disorders; particularly those eating disorders that involve binging and purging (1994, cited in Brewerton,2019). 

A more recent study by Afifi (2017, cited in Brewerton, 2019) involving over 36,000 adults in the USA suggested that childhood maltreatment had occurred in the majority of adults with eating disorders (Afifi, et al. 2017 cited in Brewerton, 2019); and a history of childhood maltreatment including emotional, physical, neglect and sexual abuse can predispose individuals to ED and PTSD (Afifi, et al. 2017 cited in Brewerton, 2019). Furthermore, a lack of adequate social support and other adverse childhood experiences and traumatic events precipetates and mediates PTSD and eating disorders (Afifi, et al. 2017 cited in Brewerton, 2019).
Importantly the study found that the majority of individuals with AN of BN reported  pre-existing or primary, childhood onset anxiety disorders. Other psychiatric disorders, personality traits and temperaments have also been reported to be associated with both EDs and PTSD; including obsessive-compulsive disorder; avoidant personality disorder; perfectionism; harm avoidance behaviours; eroticism; novelty seeking behaviours; negative emotionality and  behavioural inhibitions (Afifi, et al. 2017 cited in Brewerton).

This view is supported by Trottier (2016) (Trottier, et al., 2016) who believes that despite the best efforts of clinicians, less than half of individuals with Eds, do not experience remission and some relapse (Trottier, et al., 2016). Hay (2012), previously suggested  that  current treatment interventions do not address the maintaining factors of ED; and in order to improve outcomes for eating disordered clients the maintaining factors need to be effectively identified, investigated and addressed (Hay, 2012,cited in Trottier, et al., 2016). Trottier (2016), states  that  the relationship between PTSD and ED deserves further hypothesised research based on the relationship of the maintaining factors of PTSD; which may provide explanations for why ED clients failed to engage and complete ED treatment interventions, often  do not recover or relpase  after a short period of time (Trottier, et al., 2016).
Interestingly  The National Women’s Study (NWS) (Dansky et al.1997), remains the largest study of comorbidity of  PTSD and ED in the USA to date and indicates the comorbidity and lifetime prevelence of BN and BED as a result of childhood sexual abuse (Dansky et al. (1994), cited in Brewerton,2019).

The importance of this is that when counselling online within sexual violence organisations during COVID-19, Counsellors may become aware of a clients underlying ED. Clients within sexual violence settings have then been  referred for sexual violence which has occurred in childhood and/ or adult hood (New Pathways, 2021). Herman, (1992, cited in Brewerton, 2019), emphasizes how prolonged or repeated trauma often results in complex PTSD (C-PTSD), which is charecterised by feelings of disempowerment, a lack of control and no effective means of  escape (Brewerton, 2019). Clients who experience C-PTSD also suffer from an extreme sense of insecurity and disorganised attachment; aspects which are additional to the PTSD and the dissasociative disorder criteria. Three additional areas exist within these individuals  symptomology including; (1) Symptoms that are more complex and enduring. (2) A distorted perception of self-identity and personality. (3) An increased vulnerability of harm to the self and others (1992, cited in Brewerton, 2019).

Crucially some researchers within the field of trauma propose that ED’s  can form an intrinsic part of C-PTSD, along other clinical characteristics including, difficulties with affect regulation, chronic destructive behaviours, self-harm, substance abuse, dissociation, amnesia, and somatization (Brewerton, 2019). Furthermore,  they believe those clients with ED’s are effectively those who have experienced higher levels of sustained trauma and abuse and therefore  are in need of the highest levels of care. Unfortunately,  C-PTSD lacks a universally accepted measure of diagnosis and therefore suggests that the focus on assessment and evaluation of care would be beneficial to supporting clients with trauma informed care (Brewerton, 2019).

According to Beat (BEAT, 2021) the psychological effects of eating disorders include, secrecy, shame and guilt around their behaviours; mood swings, irritability,  anxiety and depression;  social withdrawal, substance misuse, including alcohol, laxatives and diuretics; low self- esteem and self-confidence, body and weight checking and self-comparisons; low sexual interest, over-exercising, emotional numbing and dissociation (BEAT, 2021).

NICE guidelines (nice.org.uk, 2018) recommend that therapy for clients in sexual violence settings is based on a validated manual and provided by trained  psychotherapists in supervised clinical practice (nice.org.uk, 2018). Counsellors are trained to work with clients who experience complex PTSD, (although not all clients experience the clinical symptoms of PTSD) (nice.org.uk, 2018). However although an initial assessment takes place, due to the nature of this client group the level of trauma can be minimised by the client in the initial stages, therefore a comprehensive knowledge of PTSD and complex PTSD is essential (nice.org.uk, 2018). Trauma Focused interventions for PTSD for adults are recommended  including; cognitive processing therapy; cognitive processing therapy for PTSD; narrative exposure therapy; and prolonged exposure therapy (nice.org.uk, 2018).

Nice guidelines (nice.org.uk, 2018) recommend that within these interventions psychoeducation involves(1) normalising of trauma reactions, safety and grounding techniques to manage emotional arousal and flashbacks. (2) Providing the client with the space to effectively express and process traumatic memories. (3) Integration of emotions and feelings related to shame, guilt, loss and anger. (4) Allow clients space to cognitively restructure trauma-related meanings within the new context of knowledge. (5) assist clients to recognise and overcome avoidance behaviours; and focus on re-establishing healthier coping strategies and social relationships. (6) Prepare clients for the end of therapy, and allow extra sessions if necessary or for particularly significant anniversary of a traumatic  date (nice.org.uk, 2018).

NICE (nice.org.uk, 2018) advise Trauma Focused CBT (TF-CBT) for people with PTSD with complex needs (nice.org.uk, 2018), and  indicate that a pharmacotherapy approach may be required to enable psychological engagement within the therapeutic relationship is if neccecary, or if the client  is a risk to the self or others as a result of psychological treatment (nice.org.uk, 2018). Additionally, services are advised that individuals should not be excluded from treatment on the grounds of substance misuse (nice.org.uk, 2018). 

Where complex PTSD is evident, counsellors should allow extra time to establish trust within the therapeutic relationship, and the length and duration of sessions should be assessed in accordance with the clients needs (nice.org.uk, 2018). The Immediate practical stability and safety of the clients situation needs to be assessed (for example housing), and an evaluation is based on how this might affect the client’s ability to engage in effective therapy; or how other services may be better placed in assisting the client in that area in the first instance (nice.org.uk, 2018). Assessment will be focused on managing the barriers that prevent engaging with trauma focused therapy, such as substance misuse, interpersonal distress, emotional dysregulation, disassociation or negative self-perception (nice.org.uk, 2018). Finally the  counsellor will help the person plan ongoing support and treatment after therapy finishes to enable the client to manage residual trauma symptoms and other comorbid conditions (nice.org.uk, 2018). 

A three-stage trauma model is used based on that of Pierre Janet (1880) (Van der Kolk, et al., 1989) when working with clients who have experienced childhood and/or adult sexual abuse as clients often present with symptoms of PTSD. This model includes a process of safety and stabilisation of trauma symptoms; empowering the clients by identifying their own internal and external sources of support; and integration and processing of memories and losses within the correct context (Van der Kolk, et al., 1989). 

The New Pathways model is integrative and counsellors volunteer from a variety of different humanistic approaches while incorporating   Rothschilds, (2010) (Rothschild, 2010) eight keys of trauma recovery (Rothschild, 2010). The principles of the  keys are designed to make the  recovery process effective and safe for clients and include; (1) helping the clients mindfully recognise what is helpful; (2)acknowledge their survival; (3)choosing whether or not  to process memories;(4) internalising their own supportive dialogue; (5) forgiving themselves for not being to prevent the trauma;(6) understanding the cycle of shame through sharing; (7)monitoring their own recovery journey; (8) body movement and inner strength and supporting  others. (Rothschild, 2010). However, Rothschild (2010) strongly expresses the view that throughout the therapeutic process journey, that the only goal of trauma recovery is to help the client improve their quality of life on a daily basis (Rothschild, 2010). 

Nice (2021) (nice.org.uk, 2021) recommend no exercise for those with any ED including weight training or Yoga (nice.org.uk, 2021). Surprisingly this directly contradicts the trauma approach to exercise as stated by Rothschild (2010) (Rothschild, 2010); Rothschild recommends  although aerobic exercise is inadvisable for trauma sufferers, because of the effects on the autonomic nervous system; ‘mobilising the body’ through  exercise helps individuals strengthen the core, as such  weight lifting and yoga are highly  beneficial to clients (Rothschild, 2010). 


No treatment yet exists specifically for trauma related eating disorders (Mitchell, 2015). However, Mitchell suggests that PTSD and ED share many biological and psychological symptoms and that treatment for one could benefit the other (Mitchell, 2015). Linehan (2010) cited in Brewerton (2019), states that good practice dictates a comprehensive approach to accurate assessment and diagnosis of both the ED and PTSD; and is necessary to provide a functional link between the development of the ED PTSD. Linehan (2010) cited in Brewerton (2019), states that several factors interrupt trauma processing and highlights the availability of trauma assessment tools, stressing that the failure of treatment is a failure of accurate assessment Linehan (2010) cited in Brewerton (2019). However, Linehan, (2010) cited in Brewerton (2019) acknowledges that the secretive nature of both ED and PTSD and the associated shame and avoidance behaviours surrounding both disorders make it less straightforward to assess or diagnose Brewerton (2019).

Brewerton recommends a roadmap of a trauma informed approach to therapy (Brewerton, 2019). This includes (1) establishing a timeline of the sequence of dramatic events and the development of the ED symptomology. (2) Informing and educating family members about the clients current and lifetime disorders. (3) Identifying the functionality of coping mechanisms between PTSD and ED behaviours, by psychoeducation the client about the link between the self-medicating hypothesis. (4) Prioritising the greatest danger to the client, for example assessing the greatest risk to body of brain impairment. (5) Establishing the client is sufficiently nourished, emotionally, and cognitively to process information. (6) Assessing the clients eating disorder symptoms are improving and under control. (7) Assessing if the client can tolerate stress. (8) Assessing that the patient is aware and in agreement to begin processing trauma (Brewerton, 2019).

Brewerton (2019) suggests that this roadmap is in line with the principles of dialectal behavioural therapy (DBT) which was originally formulated for clients with borderline personality disorder (BDP) and PTSD and involves difficulties with impulsivity and emotional regulation. Harned states that the criteria for DBT is (1) that there is no present risk of suicide. (2) no suicide attempts have been made within the last two months (including eating disorder behaviours). (3) the client is unlikely to become triggered in the presence of cues for behaviours (including eating disorder behaviours). (4) no behaviours will seriously interrupt therapy (including eating disorder behaviours). (5) PTSD therapy is the client’s main goal of therapy. (6) the client can tolerate intense emotions without escaping (Brewerton, 2019).

Despite an earlier   emphatic agreement that a trauma informed approach would be of significant value to the field of eating disorders,  Trottier and colleagues  (2016) (Trottier, et al., 2016), found following their  research, that  clinicians listed many  barriers to the implementation of such an approach (Trottier, et al., 2016). Furthermore, Trottier emphasised that although it has been hypothesised that addressing the trauma will help with ED psychopathology, not enough research has yet been done to support this (Trottier, et al., 2016). Importantly Trottier stressed that   the study highlighted that a function of ED behaviour is to reduce the symptoms of PTSD resulting in negative re-enforcement; while the process of restrictive eating, binging, and purging is thought to assist in decreasing emotional arousal, thus minimising trauma related memories and dissociation (Trottier, et al., 2016). Additionally, Trottier (2016) (Trottier, et al., 2016) explained that clinicians warn that when individuals attempt to manage their EDs, then often their intrusive thoughts and trauma related symptoms increase resulting in failure to manage their ED. Subsequently clients often return to old coping mechanisms by avoiding the symptoms of trauma; and while others may make initial changes, most are unable to sustain the changed behaviours (Trottier, et al., 2016). 


When beginning therapy Gilbert (2013) (Gilbert, 2014, p. 89) suggests that the order of  treatment should focussed on psychological and  emotional well-being as well as the physical and nutritional health of the client (Gilbert, 2014). The order of treatment should be (1) Establish the client’s safety. (2) Focus on the client’s mental health. (3) Address binging and purging behaviours if out of control. (4) Explore any underlying trauma. During the initial stages, an interview as opposed to a questionnaire is used over a few sessions which helps build trust and establish the relationship. Within this Gilbert stressed that the purpose is to establish the true nature of the problem and gain knowledge from the client of their understanding of their problem (Gilbert, 2014). Through this a case history can be established of the client’s previous history and attitudes to eating and dieting and formulate a picture of any previous attempts to get help (Gilbert, 2014). 

Most therapies involve CBT (Gilbert, 2014) which examines the clients experience in the here and now explores their distorted beliefs, challenges maladaptive behaviours, and implements new beliefs following the knowledge gained (Gilbert, 2014). Clients practice the new techniques and have homework between sessions. New third-generation therapies include dialectic Behavioural Therapy (DBT) which includes mindfulness, tolerance of life, self-acceptance, emotional exploration, and interpersonal effectiveness (Gilbert, 2014).


Continual Professional Development (CPD) in ED would help councillors working in all settings to understand more about eating disorders to work safely and ethically with clients suggests O’Neil, (2018) (O'Neil, 2018). An initial assessment can easily miss ED symptoms and the client may not discuss the symptoms, there may be no ED services in their location, or their ED may not be considered severe enough (O'Neil, 2018). However medical risks associated with self-induced vomiting could result in electrolyte imbalances and oesophageal ruptures which are then life-threatening. Within this counsellor will have increased awareness of the risks to clients when working therapeutically and suggests that to be aware of the risk and yet remain inactive is   tantamount to negligence (O'Neil, 2018). 
O’Neill suggests valuing the client by expressing concern and bringing the risks of their ED behaviours to their attention is vital, as in their distress they may unaware of the long-term effects of this maladaptive coping mechanism (O'Neil, 2018). O’Neill recommends contracting with clients to seek medical attention and states that she informs clients of the fact that she is not medic and assists the client in seeking ongoing support for when the client leaves therapy (O'Neil, 2018).  

As therapists we would have no qualms of breaking confidentiality if we suspected a client was at risk from suicide, and equally suicide is a high risk to clients with EDs (O'Neil, 2018). Unfortunately O’Neill highlights that eating disorders are stereotypically linked with images of emaciated or clinically obese people (O'Neil, 2018).  However, those suffering from BN are often of normal body weight and the leading cause of death is cardiac and respiratory arrest (O'Neil, 2018).  In addition, sufferers risk osteoporosis and gastro- oesophageal reflux disease as a lifelong consequence of their eating disorders (O'Neil, 2018). O’Neill recommends that as a starting point counsellor listen to the person with unconditional positive regard and acceptance, hears the client’s struggles and does not minimise them whilst not ignoring the risks. (O'Neil, 2018).

A study by Mc Beath, (2020) (McBeath, et al., 2020) and colleagues  revealed  that some counsellors initially complained of the lack of relational contact when working online as opposed to face-to-face (McBeath, et al., 2020). However, others felt it strange having more intimacy with clients with them ‘being in our homes’, yet simultaneously distant and two-dimensional (McBeath, et al., 2020). Several counsellors highlighted the difficulties of privacy within their own homes and complained of physical head and neck strain because of long periods online with clients. Art therapists said how working with movement or objects is more challenging; and EMDR therapists highlighted the practical challenges of practising their modality online with clients (McBeath, et al., 2020). Over 1/3 of therapists said that they had worked this way before, although their experience was limited. However, these therapists reported their confidence had increased, as clients appeared to report successful outcomes in therapy (McBeath, et al., 2020).

Some therapists said they initially struggled with technology, as did some older clients (McBeath, et al., 2020). Some therapists said the clients assisted them in engaging with technology which had the effect of equalising the power imbalance which clients found empowering. Experienced online therapists stressed that clients who move away can still connect online for ongoing therapy, and schoolchildren can connect after school from home to avoid disruption to their education (McBeath, et al., 2020). Although many therapists thought that face-to-face is ‘gold standard’ they have been surprised at how effective online therapy has been for individuals and couples. Therapist said new clients are unaware of the difference between online and face-to-face therapy and the relationships establish faster. However, existing, or previous clients expressed differing opinions (McBeath, et al., 2020)


Self-care and personal resilience were an issue that many counsellors expressed difficulties within the initial stages, until they established new routines to alleviate stress and tension (McBeath, et al., 2020). Counsellors said it was hard sometimes walking through a doorway as a therapist back to being a wife or mother with no journey to the work behind. Clients also said sometimes it was too distressing to walk straight back to the children of the family (McBeath, et al., 2020). Other clients said having no confidential space sometimes could be difficult, especially person they are discussing is nearby (McBeath, et al., 2020).

 The research revealed a major ethical issue was revealed in online therapy as it encourages the avoidance of socialisation which is so essential in the recovery process for some clients. (McBeath, et al., 2020). Similarly, although the therapy may be beneficial someone with issues of agoraphobia, it may also remove the opportunities for growth by sending a message that obstacles can be removed rather than learning how to overcome the difficulties of life (McBeath, et al., 2020). Most importantly working online can also be intimidating for client’s body image distorted perceptions especially when choices no longer an option for example in face-to-face therapy the client cannot see themselves and therefore are not distracted by their own self-criticism (McBeath, et al., 2020).

Conclusion
In sum, following this research into the question of “how do clients in counselling services for sexual abuse experience the online therapeutic relationship?” the first objective was to consider the impact of social isolation on clients with comorbid ED in therapy for sexual abuse. The research identified that clients in these services often suffer from PTSD and sometimes complex PTSD. Links were investigated and critiqued between the development of EDs because of sexual trauma and childhood sexual abuse. The research found that potentially clients in therapy who develop EDs, those EDs that involve bingeing and purging, are likely to suffer from complex PTSD. This is important within the field of counselling in relation to assessment and treatment of clients in therapy to avoid re-traumatisation of clients.

The impact of social isolation was researched and has been particularly difficult for people with mental health disorders, and for people with EDs the distress has been amplified as normal coping strategies have been restricted including exercise. Communication with others has been limited to online, exposing those with issues of body dissatisfaction to self-criticism.  Some clients in online therapy for sexual abuse with comorbid underlying EDs may then feel uncomfortable in seeing their image on-screen, however others may not. Following this research, It has been suggested that body perception may be a causative link to body image concerns or psychological distress through the shame and guilt of the abuse.

The considerations when counselling these clients were explored including a suggested trauma informed approach to working with eating disorders, Trauma focussed therapy and CBT. 
Finally, the online therapeutic relationship has been explored in relation to clients and therapists during Covid-19. Covid 19 has initiated dramatic changes in the delivery of online therapy across counselling services, some of which have been innovative and transformative in enabling therapeutic support to clients at this difficult time. These changes are unlikely to reverse as counsellors have developed new skills and working practices to work with clients online which will enable us to cross geographical barriers and support more clients in different fields. 
Having reviewed the clients experience of the online therapeutic relationship during Covid 19 the results are inconclusive, due to the nature of confidentiality and the limited time frame. However, it appears that online person-centred trauma therapy for ED therapy has been suggested prior to Covid-19. Although counsellors were initially sceptical about the efficacy of online therapy, clients appear to have adapted quite well. Despite occasional technological issues, particularly in more remote areas and as reported by some of the older generation it seems that online therapy has been able to break the restrictions of geographical location and the limits of counselling premises.
Further recommendations 
Online therapy is likely to remain and grow as another method of delivery and therefore following this research the researcher recommends further research into the impact of online therapy and body image concerns, with a view to informing future counselling practice programmes.
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