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Background: Day programmes for adolescent anorexia nervosa (AN) can function as an alternative to inpatient admissions and/or an increase in outpatient treatment intensity. Processes of change during treatment for AN are currently poorly understood. This study aimed to explore how adolescents with AN and their parents understood the helpful and unhelpful factors and processes that impacted them during day programme treatment.

Method: A critical realist paradigm was used to qualitatively explore the views of 16 participants. Participants were recruited from the Intensive Treatment Programme (ITP) at the Maudsley Center for Child and Adolescent Eating Disorders (MCCAED) at the end of treatment. Dyadic Interview Analysis (DIA) was used to compare and contrast the narratives of the seven adolescent–parent pairs after two inductive reflexive thematic analyses were conducted for the group of eight adolescents and the group of eight parents separately.

Results: Eight subthemes across three themes were identified: 1) “Like me she didn't feel so alone anymore”—families connect with staff, peers, and each other; 2) “You have to eat because ITP say so”—the programme provides families with containment through its structure and authority; and 3) “I found that I was using the skills I learnt there like in multiple aspects of my life, not just around food”—families take in new ideas and generalize these into their lives. These interconnected themes generated hope and change. However, helpful elements individually could be unhelpful if one or more of the other factors were missing. For example, staff firmness, which participants often found helpful (theme two), could be experienced as harshness when adolescents did not feel related to as individuals (theme one).

Conclusion: The findings can be conceptualized within recent descriptions regarding the therapeutic change, including epistemic trust and mentalization. Treatment characteristics, such as intensity and containment, as well as illness-specific factors and processes, such as control and collaboration, the role of peer support, and the potential for family members to experience the impact of the adolescent's AN and treatment non-response as traumatic, are equally important to consider.
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Background

Day programmes are becoming increasingly widespread internationally in the treatment of adolescent eating disorders (Baudinet and Simic, 2021). They offer relatively brief, intensive treatment for those who require more support than can be offered in the typical outpatient treatment context. They go by several different names, including day programmes, day treatments, intensive outpatient programmes, and partial hospitalization programmes, and vary considerably between centers. Differences include the theoretical model of treatment (e.g., predominantly influenced by family therapy models, cognitive behavior therapy, etc.), age of service users (adolescent only, all ages, adult only, etc.), diagnostic mix (single diagnosis vs. mixed diagnosis), and duration of treatment.

Despite these differences, all day programmes share two common features: (1) all offer more intensive support and clinical contact compared to outpatient treatment and (2) service users do not stay overnight in the facility, as per inpatient or residential treatment. Most function as both a step-up in treatment intensity, if more is needed than can be offered in the outpatient setting, as well as a step-down from more intensive treatments (e.g., inpatient admissions) to aid the often difficult transition back into the community.

In recent years, there have been many studies investigating adolescent eating disorder day programme treatment outcomes, typically in the form of uncontrolled case series. They are associated with physical health improvements and weight gain (for those needing to), reduced eating disorder psychopathology, improvements in co-morbid anxiety and depression, and shifts in family functioning. These outcomes are generally maintained at short- and long-term follow-ups, and outcomes are similar to inpatient treatment after brief stabilization (Herpertz-Dahlmann et al., 2014; Baudinet and Simic, 2021).

Despite this emerging empirical evidence base, little attention has been given to the qualitative experience of adolescents and families in day programme treatment for AN. Parks and colleagues (Parks et al., 2016) explored adolescents' (N = 29, age 11–18) impressions of involving family members in their mixed-diagnosis day programme treatment using Likert scale and open-ended questionnaire data. They found that many were reluctant to involve family members at the beginning of treatment, but by the end of treatment, most said they appreciated it and that their family relationships had improved. Findings suggest that involving parents in day programme treatment is useful; however, little more is known beyond this about the experience of treatment or how adolescents and families perceive treatment to promote change.

This study aimed to explore how adolescents with anorexia nervosa and their parents understood the helpful and unhelpful aspects and processes that impacted them during day programme treatment.



Method

This study was approved by the London-Hampstead Ethics Committee (REC: 19/LO/0766). Written informed consent was provided by all participants in this study. For those under 16 years of age, parental consent was also provided in addition to adolescent assent.


Design

Information about the perceived change processes during an intensive day treatment programme (ITP) at the Maudsley Center for Child and Adolescent Eating Disorders (MCCAED), UK, was gathered using individual qualitative interviews (~60 m), conducted face-to-face (in the clinic) or via video-call by the lead author, AC. The mode of the interview was based on participant preference. All were semi-structured and followed the same topic guide (see Supplementary material), which included general questions such as their experience of treatment and the changes they observed occurring during treatment (and their theories regarding these changes). There were also prompts if a theoretically relevant concept was not spontaneously raised by participants, including intensity of programme, being part of a group, family relationships, understandings of AN, boundaries and rules, and specific programme elements. After the first four paired interviews, motivation and hope were added as additional prompts. All interviews were audio-recorded and transcribed verbatim.

Researchers gathered the following information about the adolescents from their clinical records: age, ethnicity, length of treatment, previous treatments, and the service's outcome classification based on the Morgan–Russell Outcome Assessment Schedule (Morgan and Hayward, 1988). The descriptors (Poor, Intermediate, and Good; see Table 1 for further information) are based on physical and behavioral criteria and do not consider psychological aspects of recovery; therefore, they did not necessarily correspond to participants' subjective perceptions of recovery (gathered via the interviews).


TABLE 1 Participant demographics.
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Sample and recruitment process

A convenience sample of adolescents in treatment at ITP and their parents was used in this study, whereby all participants who met eligibility criteria during the recruitment phase (August–September 2019) were invited to participate. Adolescents and their parents were eligible for this study if the adolescent: (1) had received a DSM-5 (American Psychiatric Association, 2013) diagnosed of anorexia nervosa, atypical anorexia nervosa, or related restrictive eating disorder; and (2) was aged 12–17 years, inclusive. Participants were initially approached by a member of the clinical team. Once consent for contact by the researchers was obtained, the clinical team was no longer involved in the process. They were approached at the end of their ITP treatment (between 2 weeks prior and 2 months after discharge).



Day programme treatment description and service context

ITP is a day programme in the Maudsley Center for Child and Adolescent Eating Disorders (MCCAED) in South London, UK. ITP accepts referrals from across England and is principally aimed at adolescents with restrictive eating patterns whose outpatient treatment is not progressing and need a more intensive approach. Its primary aim is to offer an alternative to inpatient treatment. ITP operates 5 days per week (Monday–Friday) offering a combination of individual, family, and group therapy, meal and dietetic support, as well as education support. It is highly structured, with attendance titrating down over the course of the programme.

Adolescents attend education sessions and therapeutic group sessions, including Radically Open Dialectical Behavior Therapy adapted for adolescents [RO-DBT (Lynch, 2018; Baudinet et al., 2020)] to address emotional and behavioral over-control; two Cognitive Behavior Therapy (CBT) groups for clinically significant perfectionism and generalized anxiety; Cognitive remediation Therapy [CRT (Maiden et al., 2014)] to address cognitive inflexibility; art therapy to provide a non-verbal therapeutic space; yoga therapy for anorexia nervosa to promote interoceptive awareness and experience the body differently; a narrative therapy group called “Who do you think you are?” to explore identity outside of their eating disorder; food group to learn about nutrition and how to make balanced meals; and a group called “joining the dots” focusing on school reintegration. Each family is assigned a “mini-team” of two professionals who coordinate their care and provide individual therapy for the adolescent as well as family sessions. Family sessions are concordant with the Maudsley model of FT-AN (Eisler et al., 2016) but may require adaptation and flexibility given that the families may not have responded to outpatient FT-AN.

Further details of the programme and outcomes are published elsewhere (Simic et al., 2018; Baudinet et al., 2020). The wider MCCAED service is a large, well-established specialist child and adolescent eating disorders service that offers a range of other outpatient and intensive outpatient treatments (Simic et al., 2022; Stewart et al., 2022).



Data analysis

Data were analyzed from a critical realist position using Dyadic Interview Analysis (DIA) (Eisikovits and Koren, 2010). DIA is a method of analysis developed for analyzing interviews involving multiple pairs of people known to each other. This involved extending reflexive thematic analysis (Braun and Clarke, 2006, 2012) to consider dyadic responding.

The first author, AC, initially conducted the first four steps of reflexive thematic analysis (Braun and Clarke, 2020) for the adolescent interviews. This involved initial familiarization with the data (step 1), generating initial codes (step 2), combining initial codes into themes and subthemes (step 3), and reviewing themes for internal and external homogeneity (step 4). These themes and subthemes were given provisional names and brief descriptions and were sent to co-authors for review and discussion.

The same 4 steps were then completed for the parent interviews. Some initial dyadic analysis occurred during these steps by having already provisionally completed the adolescent group thematic analysis. This was not considered problematic because the aim was ultimately to have a dyadic understanding of the issues.

Dyadic interview analysis was then conducted for each pair of parent and adolescent interviews. This involved (1) a review of reflexive notes made post-interview and post-transcribing, (2) a review of adolescent and parent transcripts with the generation of initial codes (adolescent only, parent only, or discussed by both), (3) sections of interviews that were coded as ‘discussed by both' were then divided into rough categories (e.g., before treatment, family relationships, etc.), (4) explicit agreement or disagreement between the adolescent and parent on these categories was then reviewed, and (5) a detailed narrative of each pair's narrative was written and points of mirroring and divergence highlighted.

Once those steps were completed, AC returned to the two provisional thematic analyses and considered how the understanding of the dyadic analysis of each pair might change the understanding of these themes from the two groups. AC considered whether separate themes were needed for adolescents and parents and concluded that their experiences could be captured through a single thematic structure. Steps 4 (reviewing themes for internal homogeneity and external heterogeneity) and 5 (defining and naming themes and subthemes) of reflexive thematic analysis were then completed for the combined dataset. In the end, the final themes and subthemes (akin to step 6 of reflexive thematic analysis) were presented. In practice, the process was iterative, with a return to earlier steps whenever required in consultation with co-authors.



Reflexivity statement

AC made her position and assumptions explicit through a bracketing interview (Fischer, 2009) during the initial stages of research design, writing reflexive notes after every interview (or pairs of interviews), and completing a positionality map (Jacobson and Mustafa, 2019) before conducting the analysis. AC also consulted regularly with co-authors to check for assumptions throughout the analysis.

AC is a Clinical Psychologist (in training at the time she was completing this research) who takes a social justice and advocacy lens in her work. AC does not have a personal history of eating-related distress and her familiarity with these difficulties came primarily from having worked in the service for 2 years before training. While familiarity with the setting is desirable, AC was aware that having been part of the system might bias her interpretations. AC had worked intensively with families where the adolescent had a diagnosis of anorexia nervosa, researched different theories and approaches, and completed a meta-synthesis of qualitative research on AN, so she brought several pre-existing ideas and hypotheses about the nature of restrictive eating disorders and what enables recovery.

JB is a Clinical Psychologist who has extensive experience working with adolescents with eating disorders across inpatient, day programme, and outpatient settings. JB approaches his work with a primary focus on engagement and formulation. He is also aware of eating disorder research and theory through experience researching, teaching, and writing about eating disorders. This is part of his approach to the data and has influenced the interpretation of different individuals' comments and experiences.

AC and JB were aware that AC's prior role within the service and lack of first-hand experience with AN risked her being seen as an expert within the system by participants. It is possible that participants did not see AC in her role as an interviewer as fully independent of the service, which may have impacted their responses. AC acknowledged this with participants to facilitate more open discussions; the candid responses suggest that the approach was at least in part successful.



Member checking

All participants agreed to be contacted once a draft of the results were completed. Those available were sent a summary of how the data were analyzed and a short version of the results. Phone calls were arranged to discuss whether the results reflected their experiences. Participants could also add further clarification to the ideas presented.




Results


Study participants

Twelve families attended ITP during the data collection period. One of the adolescents had a diagnosis of ARFID and was excluded. Another was in a crisis unrelated to the adolescent's eating difficulties and the clinical team deemed it inappropriate to approach them about participating.

From the 10 eligible families, a total of 16 participants (eight adolescents and eight parents), from nine families consented to participate and completed interviews. This consisted of seven adolescent–parent pairs, and one parent and one adolescent participating alone. Aliases were assigned to ensure anonymity. Each adolescent and parent from the same family were assigned a name that starts with the same letter (e.g., Alice is April's daughter, etc.). See Table 1 for demographics. All adolescents were female; there were seven mothers and one father.

Six participants expressed an interest in reviewing a summary of the draft results. Of these, one parent and one adolescent gave feedback via telephone (~45–60 min), and one parent gave feedback by email due to time constraints.

“Ilana” (A) reported that the themes captured the most important aspects of her experience of the treatment, and was surprised to find that “everyone else” felt the same as her. She stated that she had only noticed some of the negative aspects of themes at the end of treatment. “Helen” (P) strongly endorsed the idea that treatment failure was traumatic. They both identified with ideas about the difficult transition out of the programme.



Self-reported progress

Participant narratives did not necessarily correspond to their Morgan–Russell outcome category. For example, Ilana (A), listed as having a “poor” outcome in terms of the Morgan–Russell criteria, was largely positive about her recovery and reported that she was still doing well the following year during the member-checking phase.

Participants described their situation before the programme as extremely challenging, as would be expected in the context of needing an intensive service. Narratives about the programme were overall positive, and most participants were cautiously optimistic about their future. There was some uncertainty about the solidity of their recovery, which again is to be expected on discharge from a specialist intensive service as participants were all returning to outpatient mental health services to continue treatment. Alice (A) had a distinctly more pessimistic narrative as she was aware that she had not responded to treatment to the same degree as others.



Dyadic interview analysis findings

Three themes with eight subthemes were interpreted from the data. It was possible to generate a single set of themes from the three analyses due to the significant overlap between the narratives of the two groups of participants.

The three themes are understood as inter-connected, potentiating one another, and all being necessary for therapeutic change (physical, behavioral, psychological, and relational) that lasts beyond the families' involvement with the programme. As described throughout the findings, elements that contributed to positive change also had the potential to have a negative impact for various reasons including processes being too extreme, missing a key element, or becoming counter-productive over time (Figure 1).


[image: Figure 1]
FIGURE 1
 Interconnection of themes creating change.


Generally, adolescents focused in more detail on the experience of being in the day programme itself. Parents generally took a broader view, talking more about the past, the whole family, the future, their own experiences as parents, and their views on broader UK National Health Service (NHS) treatment provision. Overall, there was considerable agreement between individual adolescents and their parents when they spoke about the same subject. Where adolescents and their parents did not give similar accounts, these were sometimes contradictory but more often complementary (i.e., they said things that could both be “true” without the other one being “false”); examples of these differences are highlighted below. The authors' sense from looking at the paired interviews was that some families had either spoken about the topics discussed or were able to mentalize effectively about their family member's experience. See Table 2 for all themes and subthemes, with illustrative quotes.


TABLE 2 Themes and subthemes.
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Theme one: “Like me, she didn't feel so alone anymore” (Ilana-A)—families connect with staff, peers, and each other.

The narratives of adolescents and parents suggest that isolation was a significant issue before ITP, whether pre-dating or resulting from their eating difficulties. Struggles were named or implied by all participants. For many, the conflict and struggle were initially between the adolescent and their parents (and sometimes staff), but shifted over time for many to a struggle with AN itself. Adolescents with more reported progress also tend to describe more (re-)connections.

Subtheme 1.1: “You ended up getting into a relationship with them, which was very helpful.” (Helen-P)—The therapeutic relationship is a bridging relationship.

Narratives about staff were overwhelmingly positive. Participants spoke about the whole staff team as well as their ‘mini-teams' (their individual and family therapists) in a way that suggested a positive therapeutic milieu in the programme and particularly close bonds with their two assigned staff members. Bella (A) reported that “all the people were really nice, they never said anything negative to you, they were very fair to you…They really listened to you” and added, “I think it built up my confidence bit by bit, and on the trust side of things”. Bella (A) contrasted this with previous experiences “in CAMHS it was just refeeding, it wasn't about listening to me, and I felt very unheard”.

The adolescents who were able to speak more openly with parents in family sessions often attributed this to feeling safe about opening up in their therapy as a first step before saying it in family sessions. Ilana (A) explained: “I knew that they like cared about helping me get better, I guess, so it just- I was able to kind of buildup that trust”. Some adolescents spoke of their therapeutic relationship as motivating. Clara (A) said: “I really respected them [staff] and trusted them and stuff so I didn't want to let people down”. This desire to please staff could have a negative impact as well. For example, Fae (A) said “I think I struggled a bit at the beginning because I felt like I was letting my team down if I was like, not gaining, or not complying completely so yeah […] I felt like I had to sort of sometimes pretend that I was doing better than I was”.

Alice (A) had a different experience of the therapeutic relationship; she stated “Uhm [long pause] I felt my psychologist lost faith in me” and explained, “It's just [pause] one day, it was like–it was almost like she thought I was a fake”. It is unclear where this feeling came from; Alice (A) appeared to blame herself in part saying “I'm not very good at being vulnerable”. This lack of therapeutic connection likely reflected and perpetuated Alice's sense of disconnection and mistrust.

Some parents noted the importance of the therapeutic relationship not just for their daughters but also for them. They spoke of feeling respected and on the same team as professionals in their struggle with the illness. Carol (P), who had felt blamed by previous services, noted an immediate difference in the perceived attitude of staff toward her and her husband:

“[I] Immediately felt just in safer hands […] Because I[…] I respect and trust them and I knew that they didn't think that about me [crying] […] we felt very respected and as though we were part of what was going on and, uhm, that we were all going to be working together to help Clara.”

Carol (P) described self-blame as “such a waste of time” and how letting go of self-blame in ITP freed her up to focus on recovery: “It made us have uhm room for- to care for Clara better... because you're not being sort of dragged back all the time […] by just feeling rubbish.”

Subtheme 1.2: “It's good because you kind of feel like in a bit of a community, like a group struggle almost” (Bella-A)—Connecting with people with similar experiences reduces isolation and increases motivation, but can be triggering.

Meeting people experiencing similar difficulties was described as largely helpful by parents and adolescents, despite some reservations about this aspect of the programme before starting. Clara (A) stated, “it's a kind of community, and obviously the community can be really negative but I think it can be positive if you can help each other.” Ilana (A) was clear that fighting her eating disorder alongside others was a key part of her progress, through helpful accountability among the adolescents, and a bit of social pressure not to let each other down:

I never really met other people with similar difficulties who were kind of trying to fix them. So that was a motivation. […] like...people- there were people who would hold you to it if you didn't gain weight, you know, you felt like you were kind of pressured in a way, I guess... because they knew what you were trying to do and they knew the situation you were in, so therefore you were held accountable. (Ilana-A)

Parents also reported benefiting from being around other parents whose children had anorexia nervosa for similar and different reasons to their children. Like them, there was a sense of being less alone in their experiences and learning from each other.

“Yes, yeah, definitely [pause] because you think you're on your own, don't you? Because the rest of the journey is all by yourself. And then to suddenly to be with people, not necessarily all at the same part, but you've all gone along the same route [pause] and to kind of realize you're not all on our own, it's you know, everyone is going through the same thing.” (Eleanor-P)

An aspect mentioned more by parents than adolescents is that seeing families with the same difficulties helped them reduce their self-blame as parents, as well as any blame they or their partner felt toward their child. Helen (P) described how her anorexia nervosa was a “meritocracy” because it is “such an illness that it's the same for everyone”. Fran (P) said that “seeing everybody's shapes and sizes […] just makes you realize that it isn't anything we've done, it's just how we've ended up and we just need to deal with it. […] that was really helpful.” Some adolescents like Fae (A) also thought about this experience for their parents: “I think it was nice for them having like, the parents group. Because they were able to again recognize that other families were in the same position.”

Several participants indicated that being around others was most helpful when they were earlier in the journey and others were further along. It allowed them to see a roadmap of how the adolescents might also recover, which increased hope and motivation. The flipside of this benefit for those earlier on in their treatment and recovery was that it could be unhelpful for those further along, who may have been finding the presence of acutely unwell adolescents triggering. Greg (P) noted: “[Gemma (A)] would say ‘well I'm not as thin as them […] so to be here, I need to be thinner. So therefore, why should I eat?”'. Comparisons and triggering comments could have a negative impact throughout the programme. Ilana (A) explained, “obviously anorexia is like a really competitive illness and it can be really toxic at some times “ and that “some people liked the fact that they were slimmer than other people”, and Bella (A) summarized this idea: “I constantly felt like I was kind of looking at my ideal body image”.

Subtheme 1.3: “I had quite a good relationship with my parents. Uhm, but I think we're closer now” (Gemma-A)—Family relationships improve through communication, support, and seeing progress.

Parents tended to highlight that the whole family had suffered and was battling anorexia nervosa together; for example, Helen (P) described that “an advantage of ITP” compared to inpatient admission “is that you're on the journey with them.” Adolescents were more likely than their parents to conceptualize it as their individual struggle. Most participants noted a significant improvement in their parent–child relationships, which had been negatively impacted by the illness. Carol (P) explained, “So much of our relationship before was awful because of the eating disorder. So, when that goes then we're getting back to more of our how we were before. [laughter] Which is, which is really good”. (Carol-P).

This change was generally conceptualized more as an outcome of other changes rather than as a process of change, but some participants hinted at its contribution to change through a decrease in conflict enabling parents to care better for their daughters. Helen (P) noted that “Well it's- it's- well it's- it makes it much easier to care for somebody, than if being shouted and screamed at and treated negatively”. Fae (A) highlighted how this might also increase motivation to recover:

“I think they're a lot more comforting and they don't get angry, whereas before, I guess they would get really frustrated if I wasn't eating a meal, but now it's a bit more like they'll listen to me first and try to understand rather than getting annoyed. […] I think it's made me closer to them, so I kind of feel a bit more motivation to do it in order to help them.” (Fae-A)

Participants noted that they had to spend more time together in the process of treatment. Fae (A) and Fran (P) spoke similarly about how spending more time together brought them closer, with Fran wondering how to maintain emotional closeness without food:

“I think we've got closer because… naturally I've spent more time with them … around meals and after meals, so yeah. And also, we go for like walks and stuff and just get us to talk about things we wouldn't talk about before.” (Fae-A)

“I'm wondering how we're going to … have the relationship but just not have the food involved in it somehow and we need to be able to still be this close as we now are.” (Fran-P)

April (P) and Alice (A) had differing views on the intensity of their time together. Alice (A) stated that “if anything, we're closer […] just because we've had to spend like a lot of intense time together” whereas April (P) expressed that this increased time was detrimental to their relationship: “because that's not normal, you know, normally they go to school, they come home, you're not 24/7 trying to get somebody to […] eat something they don't want”. Additionally, April (P) noted that “sometimes when some of those boundaries have come down, it's hard to put them back up. So you've said things, both of you, […] you've shown emotion that you never probably exposed to each other before”.

Theme two: “You have to eat because ITP say so” (April – P)—the programme provides families with containment through its structure and authority.

The families who attend ITP have experienced treatment non-response and all typically presented with high levels of anxiety. Some parents described the process of their daughter's deterioration as traumatic. As a result, families needed a sense of containment, to feel that there was a clear structure around them, with established goals, supported by people with expertise in adolescent anorexia nervosa.

Subtheme 2.1: “If there weren't like, strict boundaries, I just, I just wouldn't have done it” (Daniela-A)—The authority of the programme limits adolescents' choices.

Adolescents and parents shared some interesting insights into how adolescents were enabled, or not enabled, to accept their meal plan, both within the programme and at home. Typically, adolescents were quicker to eat meals and snacks provided by the professionals within the service context than the food provided by parents at home. Adolescents either expressed a belief that they had no choice but to eat, or that they had limited choices: the choice to eat their meal plan, have it replaced with a nutritional supplement drink, or be suspended from the programme and potentially face admission to an inpatient unit. Gemma (A) highlights that there is a choice, but that one is quite obviously better from her perspective:

“Uhm, I mean [pause] yeah...it's, yeah [laugh]... I think it's good that they have it [replacement with fortisip] there because otherwise there would- like, people would just not eat, and they wouldn't get better, so I think like if you're sort of, not forced to eat, but like, if you have either one choice, or a choice that's worse, then you're going to choose the better one, even if you don't wanna, so I think it like helps people, even if they don't realize”. (Gemma-A)

Daniela (A) and her mother had similar narratives around the idea of not having a choice. Dawn (P) expands that it took the pressure off their relationship:

“So- and I think that that is- that's the magic, really, uhm, is that you take away the responsibility of the child to make the decision. And I think that that's a massive relief for her actually [pause] yeah, and it also- yeah, took the pressure off of our relationship, me kind of going ‘come on, you've got to eat, you've got to eat, you've got to eat' because Daniela [pause] no longer had any- as far as she could see she had no choice.” (Dawn-P).

Bella described an incident early in ITP where she did not eat a meal, and eventually had a replacement after two members of staff encouraged her to, which she described as building trust in staff:

“I didn't regret coming, but I was definitely in shock … the determination that they wouldn't give up. [...] Uhm, I think it just–I think it taught me to [pause] trust others a little bit more. [...] In a way that you, that you don't have any choice, so you might as well get it over with.” (Bella-A)

Clara (A) described a very different response to the rules of ITP and maintained that no one can physically make another human being eat. “I...that's a tricky one for me to answer, I think... because I [felt like I] was force-fed for a while. I dunno about- I dunno about that. I don't think it [the consequence of meal replacement with fortisip] works, but I can't see how you get someone to eat, so...I dunno.” (Clara-A)

The parents and adolescents also alluded to the possibility that the strict rules and clear consequences allowed the part of the adolescent that wanted to recover to argue with or appease the part of them that did not. This promoted separation from, or increased ability to manage, their eating disorder cognitions and behaviors. Many spoke of finding eating easier once they felt they had no choice, which appeared to pave the way for other processes described across the themes. Ilana (A) explained how this sense of having no choice helped her: “you weren't giving yourself such a like mental battle every time you had to eat.”

“But in that moment, it was- it seemed to us-me was she had wanted that all along... maybe it was the fact that it was- she could say “well, I...it's ITP that are telling me to this”... and so it's- and it was maybe a way of that she could argue with the anorexia.” (Greg-P)

Eleanor (P) hypothesized that not having a choice reduced her daughter's guilt: “Whereas here, the food she had to eat, there was no choice, you had to eat it. And because she didn't have a choice, she couldn't feel that guilty about it. Because it wasn't her that chose to eat it.” Her daughter Evie (A) framed it slightly differently, saying “Uhm, it in a way made me want to finish, because I didn't want the added calories of the fortisip which is more than the meal itself ”, but does not refer to it being “easier” or less guilt-inducing. Daniela (A) specifically said that not having a choice did not reduce her guilt, but did allow her to argue: “well every time I ate I felt guilty, so. I don't think it helped around that, but the fact that you don't have a choice means you can just say ‘well, there's nothing I can do about it, so...'”

Subtheme 2.2: “It was like having a massive weight lifted” (Dawn-P)—Parents feel relieved at having the backup and support of staff.

Parents expressed a strong sense of relief at their child being in “safe hands” (April, Fran, and Carol -P) and knowing that they will eat while at the programme. Parents were initially reassured by the sense of having a “back-up” (Helen-P) in terms of knowing that staff will offer support, which seemed to lend parents authority: “I think it just gave us authority to be able to say this is what needs to be done.” (Greg-P).

Fran (P) described realizing that staff could replace missed meals at home with fortisip: “And then I just knew that...well, my savior is that I can inform them [ITP] … that really was very helpful”. Evie (A) reported some ambivalence about having food missed at home replaced in the programme, saying “Uhm, it was OK because then they were making you like, replace the meal you missed, but then the bad thing was that you were replacing the meal that you intentionally missed [laughter]”. This ambivalence likely reflected a wider ambivalence about recovery. This strategy generally seemed to lead to far fewer arguments about food at home, which was a relief for both and seemed to take some pressure off the parent–child relationship.

Some parents also valued having some time to themselves after long periods of intense supervision at home before the programme, particularly not having to do all the meals with their daughter. Eleanor (P) reported, “it was good... uhm, because at least I knew that the meals she had here were meals that I didn't have to fight with her [laughter], that somebody else was doing that for a bit”.

Some parents expressed some guilt at valuing this break but also considered the benefits in terms of other family relationships, as well as how their wellbeing impacts their children.

“I think as parents it gave us, uhm, in the early days just some respite, uhm, it was very intense and very...very difficult at home.” (Bridget-P)

“Uhm, yeah, and sort of helped me to give me a little bit of free time as well. Which I kind of enjoyed [...] So it, it worked well for me as well. I felt guilty–I felt guilty about it but it did give me some free time.” (Fran-P)

However, parents could also feel disempowered in relation to the authority of the programme and its staff. A couple of parents expressed frustration or dismay that staff seemed to have a “magic” ability to get adolescents to eat and felt that they as parents who know their daughters intimately should be more able to do so.

“Well, that made me feel a bit rubbish because I thought ‘what is it they can do that I can't do?' you know? […] because at first I thought to myself, ‘well, they are the experts, and that's probably why they can make her do these things and that's maybe why I can't', but at the same time, I thought ‘no, because I'm still- we're still her parents, we should be able to do even better than them because we know her so well', you know.” (Fran-P)

There was a sense that ITP staff's authority had only been lent out to them, and they were not sure they had their own equivalent authority with regards to their daughter's eating disorder.

“I start negotiating, [laughter] I know I shouldn't, but then I'm like, because she says I'm not eating, then I'm like ‘I've got to get you to have something' so what's the least fearful thing I can get you to have so you're still keeping your calories up, which then isn't tackling anything else, but it- [sigh] so yeah, I dunno.” (Eleanor-P)

The anticipation of no longer having the backup of the programme after discharge was also a source of concern, particularly for Alice (A) and April (P) who had not seen as much change during the programme as they had hoped: “I think we're all a bit–even Alice is a bit nervous about when that threat isn't there.” (April-P).

Subtheme 2.3: “That structure is really... crucial”(Helen-P)—The structure of the programme provides predictability and distraction for adolescents

Most adolescents stated that having a structure to their days with predictable mealtimes and expectations about eating was beneficial. Most parents also noted the significance of the structure itself in benefitting adolescents, particularly in keeping them busy and knowing what would happen when.

“So I suddenly– I realized that that's what ITP did. It provided the structure, even though she didn't want it, she was reassured by the fact that somebody was going to stick to the rules regardless. [...] I suppose it's the structure, the structure of the whole thing...so- and the immovable kind of boundaries.” (Dawn-P)

Some adolescents noted that they had insufficient structure before coming to the programme, which meant their lives were increasingly focused on food. The regular mealtimes in the programme meant that adolescents knew when food would arrive. Interestingly, combined with the distraction of groups and education, this seemed to mean that their lives felt less focused on food, despite attending a day programme for restrictive eating disorders.

“It meant that I had things to do. Like, I had to do them, I didn't have the option to... not do them [AC: uh-hmm] and I knew... and I know when a meal is coming and like often, what it's going to be. [...] Uhm, it just makes me feel like a bit more like, secure, and like, in the know.” (Alice-A)

Adolescents were clear that at times when there was less structure such as less structured therapeutic group sessions, it “let your [pause] your mind wander” (Bella-A). It was implied that the mind would turn to thoughts relating to food or weight, which in turn could temporarily increase distress.

Theme three: “I found that I was using the skills I learnt there like in multiple aspects of my life, not just around food.” (Fae-A)—Families take in new ideas and generalize these into their lives.

Adolescents and parents talked about how changes made within the programme were often a first step toward making them back in the “real world”. As Fran (P) explained, “we always use it and go back and say well you did it in ITP, so we can do it, you know”. This process was often promoted by the intensity of the programme. Several specific elements, such as certain groups and eating meals out with staff, were mentioned as particularly useful in this process and can be understood as addressing predisposing and maintaining factors of relevance to their eating disorder. Participants also described the usefulness of ITP being time-limited, as well as the combination of individualized care, that was collaboratively agreed upon with their “mini-team”, provided within the common structure with the same expectations for everyone. This was described as all helping participants be able to get “back to life” more quickly.

Subtheme 3.1 “It's maybe not in my nature but I'm having- I'm teaching myself.” (Fran-P)—Parents and adolescents try out concepts that address predisposing or maintaining factors.

The idea of ITP being a place to make a small change that could then be generalized to the “real world” was articulated by adolescents and parents alike. Participants often described these changes in the “real world” with excitement and pride:

Gemma came in and was so chuffed to have been, and sort of, “I've been out with my friends for the first time, yeah, somewhere to eat, uhm, I eat- and I got, I had a coke and a sprite because why wouldn't you, it's bottomless drinks” [laughter]. And I was sort of gobsmacked because I can't even remember her ever drinking a coke and sprite...before, rather than-never mind post-anorexia- well I say post, we're still in recovery, but [pause] yeah, so lots of positives.” (Greg-P)

Adolescents spoke about applying skills from the groups to their lives, particularly those related to perfectionism and relationships and social skills. Fae (A) explained, “I found perfectionism group really helpful, because perfectionism is something I've struggled with like, my whole life. [...] It was nice kind of challenging that head on.”

“I was like very determined to not [engage in groups], to be honest, and then you have to do, like homework and that kind of thing, although I didn't usually do it, I- I did think about it a lot, and ended up accidentally applying it to life so [...] I'd be going into a social situation and I'd have my headphones on, and I'd be like ‘No! that's a shield! [laughter] You need to interact with people'.” (Daniela-A)

“Uhm, all the different uhm, like, not classes, but the different like, RO DBT and perfectionism and like, all those kinda things [groups], I felt were helpful in like helping me understand my ways of thinking, ways to cope with it. [...] I'm trying to be less unhealthy perfectionist.” (Evie-A)

Most adolescents had been out of school or even if in school, had felt disconnected from friends. Several adolescents and parents reported that connecting with other adolescents on the programme got them back into the habit of socializing and built their confidence in this respect, allowing them to reconnect with their friends outside the programme.

There was also a sense from some that the programme helped them to reengage in the world: As Dawn (P) described:

“She got into the sea [...] we were just bobbing around in the waves, and she just went she just said ‘Mummy, I just feel like I'm back' and so, you know, it was a really nice moment where I thought yeah she said ‘I haven't been in the'- I think she was like, ‘I'm back in the sea', but...actually, I kind of felt like ‘oh my god, but you are back' because she hadn't been in the sea for a whole year, [...] it was a nice moment.” (Dawn-P)

Participants did not mention generalizing skills or ideas from individual therapy; this does not necessarily mean that it did not occur; perhaps relational aspects of individual therapy eclipsed other aspects.

Subtheme 3.2 “Sort of making little steps” (Clara-A)—Intensity, repetition, collaboration, and individualization facilitated mastery and generalization.

Participants reported that the intensity of the programme was needed for the benefits described above to be seen; Carol (P) argued “the more intense the better [laughter] as far as I was concerned. I mean I think it's the most intense illness so, and it's just, you need all the help you can get.” A couple of participants wondered about having more intensity at the start because parents are usually so tired, or a more gradual build-up to full-time at the start for adolescents not to be overwhelmed.

Several participants wished that attendance could be for longer than the typical “two rounds” (one UK school term), but others seemed to think that this gave a focus and a sense of needing to make the most of opportunities while on the programme. Some also highlighted the benefit of being able to get back into life fairly quickly.

“I think [ITP being brief] is important because obviously they can't keep everyone there forever and it made it better, because when I did have to go, I felt like OK, I got a lot out of it, maybe not as much as I could have done, but...you know, if it had been less intense I wouldn't have got as much out of it. And it also means you can get back to normal life a lot quicker.” (Fae-A)

Some participants gradually reduced their attendance intensity and returned part-time to school; those for whom this was not possible felt this would have been beneficial.

“I think for us, actually having that very intensive period, having it very much centered about being here, and just, and just really sort of pushing it all together in this very condensed period was a really good thing.” (Bridget-P)

“I think it would have been good if I'd, like, a little bit more of a step-down whereas it was a bit like ‘you're here and then you're not here ever' but...yeah...there wasn't anything that could be done in my situation, and I know that everyone else did have that.” (Daniela-A)

While adolescents were clear that their difficulties were not just about food, the reintroduction of feared food items was viewed as important. Fae (A) explained that she needed the day programme “because I think the things that I'd avoided for so long that I felt like I couldn't find the motivation to try it, if I was just alone at home. I needed to be in a like, supported environment”.

Most adolescents spoke of finding gradual steps and repetition of food-related challenges useful in mastering these challenges. Clara (A) described it as “sort of making little steps. And you know, sometimes it would go that way sometimes it would go that way, but [pause] and that that was actually a way for me to build my own strength around things” and that “It just seemed to work...just kind of slow, yeah.” Fae (A) felt that more repetition would have benefited her: “I think when we went out for meals, that was really helpful, and it would have been more helpful to maybe do that more often. Or like, repeat certain challenges, because doing them once usually doesn't conquer the fear.”

Often, weight gain and food-related achievements were valued for the other changes they enabled, such as increased independence; Bella (A) explained that “I feel like at the start it had to be no choice and then that slowly meant that like I could like have more choices about what I did”. Some adolescents were particularly positive about having meals out with staff because of their goals.

“I went out to eat quite a lot, because that was one of my targets to really, really feel comfortable. Not just going out with a group to eat, but to really feel comfortable around eating in cafes and all that.” (Bella-A)

Some adolescents with many fear foods found the early weeks of ITP challenging and even overwhelming. Evie (A) said “I don't know if it's just me, but all the food list was like, foods I'm like, scared of [pause] so that was quite hard” and suggested that “I think, like, maybe a- one fear food a day, would have like, helped you build up a bit more than stressed you out”. Conversely, Gemma (A) reported that “I came to ITP, literally everything was my fear food, but then because they gave it, because they gave it to us at lunch, then I just got over.”




Discussion

This study aimed to explore adolescent and parent experiences of day programme treatment and how change is perceived to occur. Parent and adolescent narratives tended to be complimentary, rather than contradictory; however, they had different foci at times. The analysis suggested several interrelated processes that impacted change and progress during day programme treatment. Three interconnected themes were interpreted from the data: (1) families connecting with staff, peers, and each other; (2) the programme providing containment through structure and authority; and (3) families taking in new ideas and generalizing them out to the “real world”.

Helpful aspects of the programme were frequently related to what families felt they had lacked before it, as well as difficult historical experiences related to treatment non-response. Notable important elements included the intensity of the programme; the containment created by staff authority; the provision of clear information about anorexia nervosa; practical support for parents to address gaps in knowledge, and individual support for the adolescents to enable better use of family sessions. This helped in multifaceted ways including establishing connections between adolescents and staff, other adolescents with anorexia nervosa (and for parents), and family members; establishing rules and structures to facilitate adolescents to eat and gain weight; gradual and repeated food challenges; and group therapies focusing on social skills, perfectionism, and anxiety. Together, these processes encouraged a change in the adolescent's relationship with their eating disorder and their family members, which promoted more negative views of AN and more distance and ability to manage it.

Some unhelpful processes were also identified. Most typically resulted from otherwise helpful processes. Often, they were either reflecting “flipsides' of these processes, or the application of helpful strategies without the crucial relational element. For example, staff firmness, which participants often found helpful, could be experienced as harshness when adolescents did not feel they were being related to as individuals. Staff authority and support could inadvertently create dependence among families, which made the programme ending very challenging; the presence of adolescents was positive overall but could not be made entirely free of comparisons and competition.

The way connection (and re-connection) helped was conceptualized slightly differently by the adolescents compared to the parents. Parents described increased connection helping the difficulties feel more shared between parent and adolescent. Slightly differently, the narratives of the adolescents were that connection helped them move away from isolation to a more supported, but still individual, struggle with the illness. The extent to which this was present varied between narratives, where adolescents with more self-reported progress also tended to describe more (re-)connection.

While no other qualitative data about adolescent day programme experience are available to directly compare the current findings too, several similarities are noted between the current findings and recent qualitative studies of adolescent and parent experiences of higher intensity treatment for adolescent anorexia nervosa (Nilsen et al., 2021; Baudinet et al., 2023). Nilsen and colleagues (Nilsen et al., 2021) found that adolescents with anorexia nervosa who experienced inpatient treatment described relief about getting more intense help, a change in reported ambivalence over time, both benefits and challenges related to being with others struggling with similar difficulties, valued staff expertise, observed improvements and challenges in family relationships, and fear of discharge back to services that were not felt to have helped previously. Similarly, in intensive outpatient multi-family therapy, intensity, connection, comparisons, and skill building were all perceived as change mechanisms that promoted hope, mentalization, self-efficacy, and change (Baudinet et al., 2021a, 2023).

The importance of reducing isolation and increasing safety and containment links with the idea of epistemic trust (how much one trusts and is willing to consider information provided by others Fonagy and Allison, 2014) and “relational containment” (Wallis et al., 2017), both of which have been described as important processes of change in outpatient family treatment (Jewell et al., 2016). This also fits with the emphasis placed on engagement and formulation in FT-AN (Eisler et al., 2016; Baudinet et al., 2021b, 2022). Where the current findings extend this data, is by emphasizing the increased role that a day programme multi-disciplinary team can have in establishing containment in the more intensive setting. Additionally, the group-based approach concurrently appears to contribute toward reducing isolation. A recent meta-synthesis reported that carers of people with eating disorders can experience guilt and self-blame; shock, anger, helplessness, and mistrust; and worry and rumination (Fox et al., 2017). The day programme setting and staff approach appear to offer predictability and kindness, essentially creating a “safe base” for treatment. The current data suggest that the structure and staff approach contains both adolescents and parents, which, in turn, supports increased containment between parents and adolescents.

At each step in this process, containment seems to lead to relational safety, which may in turn be associated with an increase in mentalization in adolescents and parents, enabling them to think about their and each other's inner worlds. Impaired mentalizing and, more recently, epistemic mistrust have been theorized to link to eating disorder presentations, positing that they are central processes in the development and maintenance of anorexia nervosa (Robinson et al., 2019). These conjectures are offered tentatively and further quantitative and qualitative research is needed to better understand these potential mechanisms and how day programme, and other intensive treatments, may address this.


Strengths and limitations

A strength of this study is that it begins to address the relative dearth of qualitative research into the views of families attending day programmes for adolescent restrictive eating disorders. The use of dyadic interview analysis of parent–adolescent paired interviews allowed for an in-depth systemic understanding of their experiences during the programme. This rich data will be of interest to the growing number of day programme providers in the UK and abroad.

The dyadic approach, while providing unique insights, means that the analysis is based on data from only 9 families. Additionally, this small sample was recruited from a single service and the reader will need to judge the degree to which the findings are relevant to their own service context. Researchers did not gather information about participant ethnicity, which would have been interesting given the growing literature addressing ethnic and cultural differences in eating disorder presentations.



Clinical implications and future directions

Participants were overwhelmingly positive about their interactions with other people experiencing similar difficulties, despite many also having been concerned about this aspect before the programme. Similar but more limited benefits of group work with peers in multi-family therapy have been described elsewhere (Voriadaki et al., 2015; Baudinet et al., 2023), pointing to the need to explore the benefits of peer support more thoroughly for adolescents with anorexia nervosa. Participants particularly described the benefit of being around adolescents or parents further ahead in the process of recovery. However, several participants reflected that for those further in recovery, it was triggering to see those earlier on in the process. Rhodes and colleagues (Rhodes et al., 2009) reported several benefits of adding “parent-to-parent consultations” to standard family-based treatment. These consultations consisted of a single session between a parent who had completed treatment and a parent beginning treatment. The finding that adolescents value an equivalent experience only further enhances the need to explore the use and impact of peer support more thoroughly and rigorously.

The current findings highlight that a very firm approach may be needed to promote change for adolescents and parents who need greater treatment intensity than can be provided in first-line outpatient treatment. However, this approach can also be unhelpful if a foundation of trust and collaboration is not initially established. The issue of control, responsibility, and collaboration within treatments for anorexia nervosa also needs to be further examined. Further research is needed to establish what other factors may contribute to effective collaboration. Furthermore, it would be useful to explore what other factors that may be contributing toward the establishment of effective collaboration for this group specifically. Alliance with both adolescents and parents has been shown to predict improved outcomes in FT-AN (Jewell et al., 2021). A quantitative exploration of this in the day programme setting is also indicated from the current data.




Conclusion

Intensive outpatient treatment for anorexia nervosa was acceptable to adolescents and their parents, who noted many core interrelated processes that enabled them to make meaningful changes. While the behavioral aspects of the treatment were deemed essential, these could not lead to change beyond the programme without strong therapeutic relationships.
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Theme One: “Like me she didn’t feel so alone anymore”
(Ilana-A)—families connect with staff, peers, and each other.
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1.1 “You ended up getting into a relationship with
them, which was very helpful.” (Helen-P)—The
therapeutic relationship is a bridging relationship.

Illustrative Quotes

“We¥ve certainly found the people that we've worked
whm, our mini-team, a lot of the people here, uhm,
were just, yeah, amazing, we could not have asked
for, uhm, anything more.” (Bridget-P)

1.2: “If’s good because you kind of feel like in a bit of a
community, like a group struggle almost”
(Bella-A)—Connecting with people with similar
experiences reduces isolation and increases
motivation, but can be triggering.

“Uhm, starting to just reconnect with other people
and as well, noticing like, you're not alone in it and
that they're going through the same thing.” (Fae-A)

“Anything- anything sort of where you just feel
god, when you listen to other parents, you think
‘well ... it’s only- it’s not just me’, you know,
everything they were saying would be how we felt as
well so that was- it was really reassuring, that was
really helpful.” (Fran-P)

1.3 “I had quite a good relationship with my parents.
Uhm, but I think we're closer now”
(Gemma-A)—Family relationships improved
through communication, support, and seeing
progress.

“And also because the eating disorder was being
squashed as it were, or being you know, there was
more of her that came back out I think. The old
person. Uhm, and so you were able to connect with-
with that person again.” (Helen-P)

Theme two: “You have to eat because ITP say so”
(April-P)—the programme provides families with
containment through its structure and authority.

2.1 “If there weren’t like, strict boundaries, 1 just, I just
wouldn’t have done it” (Daniela-A)—The authority
of the programme limits adolescents’ choices.

“Uhm...the fact that it was almost kind of like, I'd
describe it as tough love, because obviously they
cared and you knew that they cared, so you knew
you had people there for you, but at the same time,
there were dire consequences AKA like fortisip
[nutritional supplement drink] if you didn’t do
what they said. So knowing that you had no choice
made it a lot easier”. (Ilana-A)

2.2 “It was like having a massive weight lifted”
(Dawn-P)—Parents feel relieved at having the
backup and support of staff.

“Well, she did it once, she was like ‘I don’t care, I'll
Jjust have it [replacement with fortisip]’, and then
she was like gosh, I drank it all day I'm not going to
do that again’ [laughter], so yeah” (Eleanor-P)

2.3 “That structure is really... crucial”
(Helen-P)—The structure of the programme
provides predictability for adolescents

“Because before I came to IR, well I had been in
hospital last year, and then for the first half of this
year I was just at home with no structure which
wasn't very helpful.” (Alice-A)

Theme three: “I found that I was using the skills I learnt there
like in multiple aspects of my life, not just around food.”
(Fae-A)—Families take in new ideas and generalize these
into their lives.

3.1 “I's maybe not in my nature but I'm having- I'm
teaching myself.” (Fran-P)—DParents and adolescents
try out concepts that address predisposing or
maintaining factors

“So it’s definitely made me more aware that you
know, it can’t just be food, it’s got to be [pause]
proper food. If that makes any sense?” (Eleanor-P)

3.2 “Sort of making little steps” (Clara-A)-Intensity,
repetition, collaboration, and individualization
facilitated mastery and generalization.

“It was definitely helpful, I think, looking back on it
now, because had I not eaten my fear foods, had I
still been afraid of them, I probably wouldn’t have
moved forward-I probably would have just stayed
where I was, still tried to negotiate with food, but
the fact that ITP and my parents challenged me so
much. . is-it was really helpful. Obviously at the
time I didn’t think so.” (Bella-A)
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Participant pseudonym(s) Age* Length of treatment = Morgan—Russell Previous

(adolescent and parent) (weeks)® outcome® treatments
“Alice” and “April” 17 20 Poor Inpatient
Outpatient ED

MFT-AN (during ITP)

“Bella” and “Bridget” 17 13 Good Pediatric
Outpatient ED

“Clara®” and “Carol” 16 25 Poor Outpatient ED
Pediatric

MFT-AN (during ITP)

17 Intermediate Inpatient

“Daniela” and “Dawn” 15 16 Good CAMHS
Outpatient ED

Pediatric

MFT-AN (during ITP)

“Evie” and “Eleanor” 16 14 Good Outpatient ED
“Fae” and “Fran” 16 5 Good Outpatient ED
MFT-AN
“Gemma” and “Greg” 14 14 Good Outpatient
“Helen” (parent) 16 26 Intermediate Outpatient ED
Pediatric

MFT-AN (during ITP)

“Ilana” (adolescent) 17 12 Poor Pediatric

Outpatient ED

#Age of the adolescent at the time of participation.
PNB, some adolescents attended full-time while others attended part-time for some or all of their treatment duration.

Good: >85 %mBMI with menstruation or premenarchal and no bulimic symptoms; Intermediate: >85 %mBMI without menstruation or bulimic symptoms averaging <1 per week over the
last month; Poor: < 85% without menstruation or bulimic symptoms averaging >1 per week over the last month).

dReported by Families themselves. Options include outpatient children and adolescents eating disorder service (“outpatient ED”), inpatient general psychiatric ward or eating-disorder-specific
ward (“inpatient”), Pediatric hospitalization (“Pediatric”), Multi-family Therapy (“MFT”), and generic Child and Adolescent Mental Health Services (CAMHS).

“Clara had two episodes of treatment within the programme, before and after inpatient admission.
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