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Guided self-help for eating disorders 

 

This section describes the competences that therapists deploy when helping 
clients to follow self-help interventions. It is intended to apply to the delivery of 
any guided self-help cognitive-behavioural programme for eating disorders. 
These will differ in detail, but will usually have a similar structure and focus.  
 
Current evidence does not support the use of guided self-help alone for people 
who are underweight.  

 
 
Knowledge 
 

An ability to draw on knowledge of the classification and presentation of eating disorders  

An ability to draw on knowledge of evidence for the efficacy of guided self-help 
programmes that are based on cognitive-behavioural principles  

An ability to draw on knowledge of the cognitive-behavioural model underpinning self-help 
programmes  

An ability to draw on detailed knowledge of the self-help programme being employed, 
including its rationale, aims, structure and associated self-help materials  

An ability to draw on knowledge that the focus of therapist input in guided self-help is to 
support the client’s ability to follow the programme 

 
 

Application 
 
Screening 
 

In settings where there has been no prior screening by another professional, an ability to 
assess the client’s suitability for the self-help programme, using a semi-structured 
interview to assess, for example:  

the nature of the eating disorder and its duration 

patterns of eating  

feelings of a loss of control over eating  

methods the client uses to control weight and shape (e.g. laxatives, purging) 

weight changes over time 

any food rules that govern what and when the client eats  

the strength and nature of concerns about weight and shape 

 

An ability to identify whether the programme would be unsuitable for the client, e.g.: 

they meet criteria for anorexia nervosa or avoidant/restrictive food intake disorder 
(ARFID) 

they have coexisting conditions that may make it difficult for them to follow the 
programme (in particular, severe depression and/or substance misuse) 

 

Where the client is suitable for the programme, an ability to:  

explain the rationale for using self-help (that it can be as effective as face-to-face 
therapy) 

give an outline of the programme 

outline the CBT model to the client and demonstrate how the model applies to 
them 
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An ability to gauge the client’s motivation for the programme and any initial concerns or 
likely barriers to following it  

 
 
Supporting the programme 
 
Explaining the structure of the programme 
 

An ability to explain that the phases of the intervention will focus successively on: 

establishing a regular pattern of eating  

expanding food choices and introducing feared foods to the diet 

identifying factors that:  

maintain bingeing (e.g. unhelpful thinking styles in relation to weight and 
shape) 

trigger bingeing (e.g. starvation, boredom, lack of structure, loneliness and 
interpersonal conflicts) 

ending the intervention – identifying residual problems and ways to cope with them, 
and planning for the period following treatment  

 

An ability to discuss the usual structure of sessions, including: 

a discussion of eating behaviour and any changes (particularly those associated 
with practice assignments) 

a discussion of further planned changes  

identifying and agreeing between-session practice assignments and use of self-
help materials 

 

An ability to introduce the rationale for self-monitoring – that keeping detailed records of 
food intake, binge eating, purging and exercise levels, in addition to other aspects of 
eating behaviour, will:  

help the client become more aware of the exact pattern of their disturbed eating 

help to identify the changes that they need to make  

help to identify the client’s progress over the course of treatment 

 

An ability to discuss the ways that self-help materials are integrated into the intervention, 
and how these materials will be used and discussed in and between each session 

 
 
Implementing and supporting the intervention 

 
An ability for the therapist to discuss how support will be offered and through what 
medium (e.g., via phone, email, telemedicine or face-to-face support), and to be:  

responsive to client choices or anxieties around these options  

able to discuss the relative merits of different types of support 

 
 

An ability for the therapist to:  

prioritise adherence to the structure and content of the guided self-help programme 

ensure that session structure is focused on supporting the client’s ability to stay on 
track  

be responsive to issues that arise and cause the client distress, but try to contain 
discussion where possible  
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Initial sessions  
 

An ability to review the client’s history and relate this to the CBT model, making links 
between concerns about weight, shape and fear of uncontrollable weight gain with dieting, 
binge eating, and purging, together with the adverse effects of this behaviour on self-
esteem 

An ability to work with the client to draw out the basic elements of the CBT model in 
relation to their history and circumstances, and discuss how this fits with their own 
understanding of their eating disorder 

An ability to discuss concerns that the client may have about changes to their eating 
patterns (e.g. an anxiety that they will gain weight) 

An ability to explain the rationale for in-session weighing, and for avoiding weighing 
between sessions, and: 

an ability to carry out in-session weighing, and to help the client discuss their 
reactions to any changes in weight  

 
 
Subsequent structure of sessions 
 

An ability to work with the client to review:  

the outcomes from practice assignments set in the previous session 

information from self-monitoring  

An ability to discuss the content and activities set by the relevant section of the guided-
self-help programme 

an ability to identify and discuss any issues that challenge adherence to the 
programme (e.g. not carrying out practice assignments, not attending sessions, 
doubts about the applicability of the CBT model), and: 

an ability to work with the client to address and problem-solve these issues  

An ability to agree and plan the next practice assignment 

 

An ability to monitor progress across each phase of the intervention, and where this is 
markedly slow or absent:   

to discuss this with the client and help them identify potential reasons for a lack of 
progress 

to problem-solve solutions that will help to put the intervention back on track  

 

An ability to end the intervention by working with the client to develop a relapse prevention 
plan that identifies what has been learned during the intervention, areas that remain 
problematic, and strategies for managing relapse based on the learning that has taken 
place 
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Cognitive behavioural therapy for eating disorders 
 
 

Effective implementation of CBT-ED requires practitioners to be 
competent in CBT and familiar with its techniques. These are identified 
in the UCL CBT competence framework (downloadable at 
www.ucl.ac.uk/CORE/competence-frameworks).  
 
As such, this section focuses on adapting CBT to helping people with 
eating disorders.  

 
 
Knowledge of CBT-ED models 

An ability to draw on knowledge that CBT-ED is a transdiagnostic approach that assumes 
that at the core of EDs is over-evaluation of shape and weight, and fear of uncontrollable 
weight gain, with consequences for: 

dietary restraint and restriction 

a preoccupation with thoughts about food, eating, weight and shape 

body-related behaviours that seek to reduce anxiety but can be counter-productive 
(e.g. seeking reassurance, checking weight, comparison to ‘ideal’ body images) 

engaging in extreme methods of weight control 

 

An ability to draw on knowledge that restricted eating, starvation and low weight have a 
range of physical, emotional, social and cognitive consequences that can become self-
maintaining, and: 

an ability to draw on knowledge that semi-starvation can have a similar range of 
consequences, even at normal weight or above 

An ability to draw on knowledge that reducing starvation or semi-starvation can have rapid 
positive results (even in people who are underweight and are still working towards a 
normal weight) 

 

An ability to draw on knowledge that CBT-ED views binge eating as part of a vicious circle 
in which: 

starvation leads to behaviour that attempts to correct a homeostatic imbalance 

self-imposed dietary rules result in ‘slips’, which result in ‘giving up’ efforts at control 
for a period of time 

binging episodes intensify the person’s concerns about their ability to control their 
eating, shape and weight, and encourage more dietary restraint, increasing the risk of 
further binge eating 

An ability to draw on knowledge that binge-eating is also maintained by: 

the temporarily alleviation of negative emotional states brought about by bingeing, 
which distracts from difficulties and can become a way of coping with problems 

unstable mood, which is temporarily alleviated by bingeing  

social triggers and interpersonal situations that drive negative emotional states 

a mistaken belief that compensatory behaviours (e.g. vomiting, exercise, diuretics, 
laxative misuse) are effective means of weight control (meaning that people who 
engage in compensatory purging may be less motivated to stop binge eating)  

An ability to draw on knowledge that compensatory behaviours help to reduce awareness 
of underlying beliefs and emotions (which in turn reinforces their use)  

An ability to draw on knowledge that in people who are underweight: 

physiological factors (such as delayed gastric emptying) may contribute to feeling full 
even after eating small amounts of food 

http://www.ucl.ac.uk/CORE/competence-frameworks
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social withdrawal may maintain the eating disorder by limiting exposure to potentially 
helpful experiences that could broaden the person’s focus away from weight and 
shape  

 

An ability to draw on knowledge that CBT-ED can be offered using different evidence-
based protocols, depending on the person’s presentation, including: 

brief CBT for non-underweight clients, lasting 10 sessions 

longer versions for non-underweight clients, lasting 20 sessions 

extended CBT for significantly underweight cases, lasting 30-40 sessions 

 
 
Change mechanisms 
 

An ability to draw on knowledge that CBT for eating disorders usually aims to engender 
changes in behaviour (particularly exposure, behavioural experiments and skills training), 
which in turn can modify thinking rather than employing cognitive restructuring as the 
primary mechanism of change 

 
 
Assessment and engagement 
 

An ability to engage the client in a collaborative assessment of their client’s difficulties, 
identify the appropriate intervention and engage them in the treatment process  

An ability to aid engagement by actively involving the client in a collaborative discussion 
that fosters hope of change and encourages them to take ‘ownership’ of treatment 

An ability to administer appropriate measures of eating pathology, eating behaviours, and 
weight 

 

An ability to identify potential issues that indicate that CBT-ED may need to be deferred, 
e.g.:  

physical health issues  

severe clinical depression 

significant substance misuse 

major distracting life events or crises 

competing commitments that will make attendance less likely  

 
 
Intervention  
 

An ability to draw on knowledge that CBT usually consists of: 

up to 20 sessions for people who are not significantly underweight 

up to 40 sessions for people who are significantly underweight (in order to include 
a focus on limited motivation to change, undereating and being underweight) 

 
 
Initial sessions  
 

An ability to engage the person in treatment and the process of change by: 

deriving a collaborative and personalised formulation (case conceptualisation)  

providing education about treatment and the eating disorder 

introducing and implementing collaborative ‘weekly weighing’ and ‘regular eating’ 
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An ability to work with the client to produce a personalised visual formulation that sets out 
the processes which seem to be maintaining their eating problems and identifies areas 
that are open to change  

 

An ability to describe the rationale for self-monitoring – that it helps: 

gain further information about the eating problem 

increase client’s awareness of behaviours that may seem automatic or beyond 
their control 

inform the agenda for each session  

An ability to introduce the client to procedures for self-monitoring eating behaviour 

An ability to ensure that self-monitoring forms are reviewed at the start of each session, 
and so directly contribute to the agenda 

 
 

An ability to explain the rationale for restricting weighing to a weekly in-session weighing – 
that it:  

provides patients with accurate data about their weight as their eating habits 
change 

excessive checking of body weight, or its avoidance (both of which can act as 
maintaining factors)  

An ability to check the client’s weight once a week, plot this on an individualised weight 
chart, and discuss predicted and actual changes in weight with them 

 
 
Psychoeducation 
 

An ability to offer psychoeducation regarding weight and eating, e.g.: 

the physical and psychosocial effects of eating disorders  

natural variations of body weight and the effects of treatment on weight  

the ineffectiveness of vomiting, laxatives, and diuretics as a means of weight 
control 

the potentially adverse effects of dieting (e.g. patterns of dieting that promote binge 
eating) 

An ability to discuss these topics, respond to queries from the client and recommend (and 
discuss) further reading 

 
 
Regular eating 
 

An ability to discuss the rationale for introducing a pattern of regular eating intended to:  

displace binge eating 

help structure the client’s days  

(for underweight clients) introduce portions of food that can be increased over time 
to ensure necessary weight gain 

An ability to help clients initiate a pattern of planned eating characterise by:  

three planned meals each day plus 2 or 3 planned snacks (such that there is rarely 
more than a 4-hour interval between them) 

confining eating to these meals and snacks 

choosing what they eat, but with the condition that eating is not followed by 
compensatory behaviour (e.g. self-induced vomiting or laxative misuse) 

An ability to help the client prioritise the plan and problem-solve challenges to it (e.g. 
making adjustments to timings in order to work round daily commitments) 
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An ability to help clients adhere to their regular eating plan and to resist additional eating, 
over and above planned meals and snacks, e.g. by helping them: 

identify activities that are incompatible with eating, so are likely to distract them 
from the urge to binge eat and/or make binge eating less likely  

recognise that the urge to binge eat will pass and can be ‘surfed’  

 
 

Joint review of progress  
 

An ability to work with the client to conduct a joint review of progress that:  

identifies those areas of progress and reinforces helpful changes 

identifies problems still to be addressed and any emerging barriers to change 

identifies areas where progress has been limited, and works with the client to 
understand the reasons for this, and:  

where clinical perfectionism, core low self-esteem or relationship difficulties 
are identified as barriers to change, an ability to address these issues by 
implementing CBT-E 

revises the formulation if necessary 

discusses and outlines the next stages of treatment 

 
 
Addressing key processes  
 

An ability to address the key processes that are maintaining the eating disorder  

An ability to identify the key mechanisms and the order in which they need to be 
addressed, based on their role and relative importance  

 
 
Addressing the over-evaluation of shape and weight 

 

An ability to discuss the concept of self-evaluation and the links between over-evaluation 
of weight and shape, and behaviours that characterise the eating disorder (such as 
dieting, binge eating and purging) 

An ability to help clients identify the factors that are salient to their self-evaluation by 
mapping these as a pie chart (and so helping to identify the relative importance of each 
factor) 

An ability to discuss the pie chart with the client, particularly where concerns around 
weight, shape and controlling eating have implications for their self-evaluation 

An ability to help the client discuss themes that link over-evaluation of weight and shape to 
self-evaluation, such as: 

self-evaluation that is largely dependent on the ability to control weight and shape 
(meaning that other domains are seen as marginal)  

self-evaluation is undermined because the area of controlling shape and weight is 
one in which success is elusive 

An ability to develop an ‘extended formulation’ that identifies thoughts and behaviours 
linked to the person’s over-evaluation of shape and weight, e.g.:  

dieting 

body checking and body avoidance 

‘feeling fat’ 

marginalising other areas of life, and: 

an ability to use the extended formulation to help the client consider how 
these thoughts and behaviours maintain and magnify their concerns about 
shape and weight (and hence their relevance to treatment) 
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An ability to help the client broaden the range of factors that contribute to their self-
evaluation (and hence diminish the over-evaluation of shape and weight), e.g.: 

helping them re-engage in aspects of their life that have been displaced by the 
eating disorder 

 
 
Addressing body checking and body avoidance 
 

An ability to address body checking and avoidance by helping clients self-monitor, and so 
become more aware of when and how they do this  

An ability to help the client discuss ways in which repeated checking maintains their body 
dissatisfaction, e.g. that:  

apparent defects are magnified by excessive scrutiny  

body checking tends to provide biased information that leads them to feel 
dissatisfied 

comparison to thin and attractive people leads them to conclude that they are 
unattractive 

An ability to help clients discuss the concerns generated by making changes to body 
checking  

An ability to help the client identify the rate and type of changes in body checking, to 
ensure that this is manageable  

An ability to work with the client to identify practice assignments aimed at reducing body 
checking and avoidance  

 
 
Addressing ‘feeling fat’ 
 

An ability to help clients notice the ways in which ‘feeling fat’:  

is equated with ‘being fat’, irrespective of the person’s actual shape of weight 

often reflects a mislabelling of emotions and bodily experiences  

can increase and decrease in ways that are unrelated to actual changes in weight  

An ability to help clients identify triggers for ‘feeling fat’, such as: 

negative mood (such as depression or boredom) 

physical sensations (such as feeling bloated) 

An ability to help clients monitor the sensation of ‘feeling fat’ and use this as a cue to 
consider what they are feeling at the time, and to address the feelings directly (rather than 
cueing them to increase attempts at restriction) 

 
 
Exploring the origins of over-evaluation 
 

An ability to explore how the client’s sensitivity to shape, weight, and eating developed, 
e.g.: 

its original function  

any events associated with its onset 

An ability to help the client reappraise factors that are related to the onset of the problem  

 
 
Addressing dietary rules 
 

An ability to help clients recognise the ways in which their dietary rules impair their quality 
of life and maintain the eating disorder by: 

identifying their dietary rules and the beliefs that underlie them  
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helping them break these rules to test the beliefs (e.g., that eating regular meals or 
snacks will lead to weight gain or binge eating)  

An ability to help clients who avoid specific foods to gradually reintroduce these foods into 
their diet 

 
 
Addressing event-related changes in eating 
 

An ability to help clients identify significant changes in their eating habits that are a 
response to specific events or specific changes in their mood  

An ability to help clients employ problem-solving strategies, using recent examples of 
event-related disordered eating to consider ways in which they could have managed the 
sequence of events differently  

An ability to work with the client to generate practice assignments that help them practice 
problem-solving skills 

 

Where significant difficulties tolerating disturbed mood lead to disordered eating, an ability 
to help the client by:  

identifying the sequence of events leading to disturbed mood 

reflecting on (and being more accepting of) their feelings  

employing cognitive reappraisal and behavioural experiments in practice 
assignments 

employing behaviours that distract from and moderate mood (such as taking 
exercise or talking with a friend as alternatives to using unhelpful eating behaviours 
such as restriction or bingeing) 

  
 
Ending the intervention 
 

An ability to help the client prepare for the ending of the intervention by: 

discontinuing self-monitoring 

beginning weekly weighing at home 

developing a personalised plan which includes further work on body checking and 
food avoidance, and further practice at problem solving  

continuing their efforts to develop new interests and activities outside eating, weight 
and shape 

An ability to help the client guard against the risk of relapse by helping them: 

have realistic expectations for the future (which includes accepting the possibility of 
setbacks) 

identify ways in which setbacks can be managed using strategies learned in therapy 

 
 
Additional areas addressed in broader versions of CBT 
 

Where indicated by the formulation of the client’s presentation, an ability to address 
additional issues that commonly influence the development and maintenance of eating 
disorders  

 
 
Addressing perfectionism 
 

An ability to draw on knowledge that perfectionism:  

is characterised by the client setting excessively high standards in areas of life that 
they value, and judging themselves if they do not meet these standards 
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intensifies eating disorders because extreme standards are applied to eating, weight 
and shape, and, as a consequence to dietary restraint, exercise and shape checking  

may interfere with progress (e.g. through strong resistance to relaxing dietary 
restraint) 

 

An ability to work with the client to integrate perfectionism and its consequences for eating 
behaviours and self-evaluation into the formulation 

An ability to help the client enhance the importance of domains and activities that can 
contribute to self-evaluation but do not require them to set standards  

An ability to help the client discuss valued goals and the degree to which they set rigid and 
extreme standards that impair their performance (and hence be counterproductive)  

An ability to help the client record when they are ‘performance checking’ and helping them 
to identify skews in their appraisal (e.g. selective attention to failure, only comparing 
themselves to high achievers) 

An ability to help the client recognise and address avoidance (assuming failure and so 
neglecting to make a realistic appraisal, or neglecting to take-up opportunities)  

 
 
Addressing low self-esteem 
 

An ability to draw on knowledge that people with low self-esteem (that is not secondary to 
the eating disorder):  

have a longstanding and pervasive negative view of themselves, largely irrespective 
of their actual performance in life  

strive to control eating, weight and shape in order to retain their sense of self-worth  

often feel undeserving of treatment and do not believe that they can benefit from it 

 

An ability to work with the client to integrate low self-esteem and its consequences for 
eating behaviours and self-evaluation into the formulation 

An ability to explore the origins of low-self-esteem with the client, and helping them re-
evaluate significant negative experiences from their current perspective  

An ability to deploy CBT strategies (including behavioural experiments and cognitive 
restructuring) to help the client identify and modify cognitions, with the aim of helping 
clients reach a more balanced view of their self-worth 

 
 
Addressing interpersonal problems 
 

Where interpersonal problems (such as conflict with others and difficulties developing 
close relationships) directly influence the person’s eating behaviour, an ability to deploy 
CBT strategies (such as problem solving and functional mood modulation and 
acceptance) as part of the CBT-E intervention  

Where interpersonal problems are judged to play a significant role in maintaining the 
eating and/or they interfere with the treatment, an ability to implement interpersonal 
psychotherapy (IPT)1  

 
 
  

                                                             
1 These competences are detailed in the IPT competence framework (www.ucl.ac.uk/CORE/competence-
frameworks).  
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Managing underweight clients  
 

An ability to work with the client to extend the formulation to help them understand the 
ways in which undereating and being underweight maintain the eating disorder 

An ability to address motivation to gain weight, e.g., by: 

offering personalised psychoeducation about the psychological and physical effects of 
being underweight e.g.: that low weight can lead to: 

being obsessive and indecisive 

being socially avoidant 

lacking sexual appetite 

helping them think about the advantages and disadvantages of change, and 
considering of how things are likely to be in the future if they choose not to change, 
and how this would fit with their aspirations 

On the basis of the client deciding to regain weight (rather than this being imposed), an 
ability to help them regain weight gradually but consistently, and help them implement an 
appropriate eating plan to achieve this  

an ability to involve others in the weight-gain process to support the client particularly 
with young clients who are living at home with their parents 
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Maudsley Model of Anorexia Nervosa Treatment for Adults (MANTRA) 
 
 
Knowledge 
 

An ability to draw on knowledge that MANTRA is an outpatient cognitive-interpersonal 
treatment that is: 

biologically informed  

focused on both intra- and interpersonal maintaining factors and strategies  

modularised and manualised with a clear hierarchy of procedures 

guided by a formulation that determines the relevance of procedures (and hence the 
content of the intervention) 

centred around a workbook that is used flexibly, by being adapted to the client’s 
presentation and circumstances (and so is partly a guided self-help intervention) 

 

An ability to draw on knowledge that the MANTRA model assumes that AN is maintained 
by: 

a rigid and perfectionist information-processing style 

social and emotional difficulties (e.g. avoiding the experience and expression of 
emotions in the context of close relationships) 

beliefs about the value of AN in their lives 

An ability to draw on knowledge that starvation exacerbates these issues, and so 
contributes to a vicious cycle that maintains AN 

 

An ability to draw on knowledge that AN may be inadvertently maintained by significant 
others (e.g. through high levels of expressed emotion or by behaviour that accommodates 
or enables AN)  

 

An ability to draw on knowledge that the central focus of MANTRA is on interpersonal 
difficulties (e.g., rejection and abandonment, negative perception of self and the 
experience of negative emotions), and: 

a preoccupation with weight and shape is seen as secondary to these factors 

 
 

An ability to draw on knowledge of the outline structure of MANTRA, which is:  

assessment and engagement 

working on nutritional health 

case formulation 

agreeing a collaborative treatment plan 

working for change 

relapse prevention and ending 

 

An ability to draw on knowledge of the structure and content of the MANTRA workbook 

 
 

Strategies employed across the intervention 
 
Embedding self-compassion  
 

An ability to draw on knowledge that, as clients try to make changes across the various 
strands of MANTRA, they are vulnerable to self-criticism, which will threaten their capacity 
to progress  

An ability to help the client to:  



 

2 
 

become more aware of their ‘inner critic’ and challenge their beliefs about the value 
of harsh self-criticism  

challenge their beliefs that others will judge them harshly 

An ability to help the client become more aware of the positive intentions of others 

An ability to help the client become more self-compassionate (relating to themselves in a 
way that does not involve self-evaluations or social comparisons) and: 

think about themselves with warmth and understanding rather than in a critical or 
judgmental way 

accept that everyone is fallible, and that mistakes are a part of life  

be more mindful of their experience, neither ignoring nor ruminating on disliked 
aspects of themselves  

 
 
Using experiential writing tasks  
 

An ability to help the client make use of experiential writing tasks throughout treatment, for 
example, letters written:  

to anorexia itself (e.g., writing to AN as a friend or as an enemy) 

to real or imaginary audiences, e.g.:  

to people in the client’s life with whom there are current or unresolved past 
conflicts  

in a way that help the client to take the perspective of the other person  

An ability to encourage clients to read their letters aloud in therapy sessions (e.g. as a way 
of accessing what were previously hidden feelings) and to discuss the emotions that are 
evoked when they do so 

 
 
Using metaphors and mottos 
 

An ability to use metaphors and mottos to help capture aspects of the client’s 
predicaments and ways of resolving them 

 
 
Helping clients to make links between eating and psychological processes  
 

An ability to enhance the clients ‘meta-awareness’ of the role of psychological processes 
in maintaining their ED behaviours (e.g. through ongoing psychoeducation, therapeutic 
letter writing, targeted behavioural experiments, cross-referencing to the formulation) 

An ability to help clients make links between concrete eating-disorder goals (such as 
weight gain) and currently targeted psychological processes 

 
 
Intervention 

 
Engagement  
 

An ability to adopt a therapeutic style that:  

is akin to motivational interviewing, emphasising collaboration, empathy, reflection 
and responsiveness (and so does not place clients in a position of ‘defending’ their 
anorexia) 

maintains momentum and helps to move the client towards healthier eating and 
weight gain 
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Assessment 
 

An ability to conduct a comprehensive biopsychosocial assessment of the eating disorder, 
including a full account of:  

the current and previous episodes of anorexia 

previous interventions and their outcomes 

food-related activities, such as food shopping and preparation, and eating with other 
people 

developmental, family and relationship history, and any ‘key’ events in the client’s 
life 

the resources available to support the client 

An ability to draw on information from a physical assessment  

An ability to draw in information from a significant other (carer, parent, partner)  

An ability to administer and interpret neuropsychological assessments relevant to flexibility 
of thinking styles  

An ability to identify the changes that will be needed to restore a normal eating pattern 

An ability to gauge the client’s motivation for the intervention 

 

 
Formulation 
 

An ability to work collaboratively with the client to derive and discuss the following two 
forms of collaborative formulation: 

a ‘vicious flower’ diagram, which combines a developmental component and 
illustrates maintenance cycles in the areas of:  

thinking style 

social and emotional difficulties 

issues arising from the valued nature of AN  

issues arising from the reactions of significant others 

other idiosyncratic maintaining factors 

a ‘letter’ (shared after in-session formulation work has been completed) that:  

is written in a collaborative, reflective, affirming and compassionate style 

focuses on the emotional meaning of AN and includes an account of its 
development, how it is maintained, and the goals and focus of treatment 

 
An ability to derive a formulation that locates the client’s current illness and its maintaining 
factors in the context of:  

their temperamental makeup  

an interaction between their traits and earlier life events and challenges 

 
An ability (as part of the formulation) to help the client identify both positive and 
problematic aspects of their traits  

 
 
Prioritising interventions 
 

An ability to monitor medical risk throughout the intervention (including in-session 
weighing and relevant clinical tests) 

An ability to work with the client to identify the components of MANTRA most relevant to 
their presentation and needs, based on judgments regarding their level of motivation and 
level of physical risk  
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Phases of the intervention 
 

An ability (through all phases of the intervention) to maintain a motivational approach, 
judging when the client is receptive to ideas or discussions that may help shift the balance 
towards change and recovery 

An ability to maintain fidelity to the MANTRA model while adapting it to the client’s specific 
needs and presentation 

 
 
Early phase 
 

An ability to identify and address the client’s pro-anorexia beliefs and any ways that these 
are supported (e.g. through pro-AN websites)  

An ability to help the client discuss their personal values and how these have changed 
with the onset of AN (e.g. by prioritising being thin and placing little or no value on other 
aspects of their life) 

An ability to help understand the function of AN in the client’s life by using techniques from 
motivational interviewing, such as: 

motivational readiness rulers (to help the client consider the importance of change, 
and their willingness, commitment and confidence to take action)  

therapeutic writing exercises (e.g. writing to AN as a friend or an enemy)  

imagining a future with and without AN 

An ability to help the client engage in exercises that externalise AN (and so question its 
centrality to their identify) 

An ability to provide personalised psychoeducation regarding the impact of AN on the 
client by discussing feedback from medical, neuropsychological and other assessment 
measures  

 
 
Introducing support and addressing interpersonal factors that maintain AN 
 

An ability to work with the client to identify:  

impoverished social networks  

withdrawal from social support 

ways in which significant others might inadvertently strengthen AN through high 
expressed emotion and/or accommodation to (and enabling of) AN behaviours  

 

An ability to help the client think about who in their family and social network might be 
most helpful to them in managing their AN (and who might be invited to sessions) 

An ability to discuss ways in which significant others can adversely (if inadvertently) 
strengthen AN, using examples and metaphors to illustrate overinvolved or over-
accommodating behaviours) 

 

An ability to provide information for significant others prior to their attending sessions 

An ability to work with the client and their significant others to identify the ways in which all 
parties can contribute to unhelpful cycles of behaviour:  

without apportioning blame 

identifying specific ways in which these behaviours can be changed  

 
 
Working on nutrition 
 

An ability to judge when the client is ready to work on nutrition (but to introduce this at the 
earliest opportunity) 



 

5 
 

An ability to discuss the client’s medical risk assessment with them 

An ability to help to client reflect on and rate:  

their capacity to care for their nutritional needs (and the degree to which they are 
able to do this independently of support from others) 

the degree to which they think significant others would agree with their assessment, 
and: 

an ability to discuss whether discrepancies between these ratings reflect the 
influence of AN  

 

An ability to explain the rationale for weighing the client at the start of every session, to: 

monitor the client’s physical health (and hence their safety) 

monitor progress  

help manage the client’s fears about losing control of their weight  

An ability to encourage the client not to weigh themselves between sessions (so as to 
mitigate excessive checking or avoidance of their weight) 

After taking their weight, an ability to discuss the client’s emotional reactions to the 
reading and its implications for their physical and mental health, and for their eating 
patterns  

 

An ability to work with the client and discuss information about:  

daily energy needs for maintaining weight and for gaining weight  

the consequences of starvation (specifically, about the impact on their brain) 

the biology of bingeing/overeating 

healthy eating and what to eat on a day-to-day basis  

An ability to help the client discuss potential supports and blocks to safeguarding 
nutritional health 

An ability to work with the client to complete a nutritional change plan  

 

An ability to frame discussion about eating in the context of achieving better emotional 
health, physical health and relationships  

Where clients are reluctant to increase their food intake, an ability to work with them to 
plan and carry out behavioural experiments that gradually and incrementally increase 
calorific intake  

Where appropriate, an ability to encourage clients to involve significant others in practical 
and emotional aspects of food preparation  

Where clients are markedly reluctant to engage in nutritional work, an ability to make use 
of the case formulation in order to clarify the reasons for this  

 
 
Formulation and treatment planning phase 
 

An ability to work collaboratively with the client to develop a case formulation and 
treatment plan that identifies goals for therapy by: 

locating the client’s current difficulties in the context of earlier experiences and their 
current environment 

understanding and sharing the key maintaining factors with the client (and, if 
appropriate, their significant others)  

developing a collaborative diagrammatic case formulation, supplemented by a 
formulation letter  

An ability to agree on treatment goals and plans for change, and to: 

help clients identify SMART (Specific, Measurable, Achievable, Realistic, Tangible) 
goals 
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help clients who find it difficult to set specific goals to begin by identifying initial 
aspirations  

An ability to encourage clients to make regular use of a structured approach to goal-
setting (WOOP), based on a plan that identifies (and summarises):  

their Wish – setting goals that are challenging but achievable  

the Outcome if the goal (wish) was achieved 

the key Obstacles to achieving the wish 

a Plan that can overcome the key obstacles, if they arise 
 
 
Middle sessions: working for change  
 

An ability to draw on knowledge that mid-sessions are used to:  

maintain a focus on nutrition  

focus on problem areas, using the manual to consider thinking style and emotional 
and social mind 

 
 
Thinking style  
 

An ability to help the client reflect on their thinking style (rather than the content of their 
thoughts), particularly:  

any tendency to focus on detail at the expense of the bigger picture 

cognitive rigidity (finding it difficult to switch between different thoughts, rules, tasks 
and perspectives) 

An ability to help the client to use exercises from the MANTRA workbook to reflect on their 
thinking style, e.g.:  

the ways this may have changed as a result of AN  

how this impacts on all aspects of their life (including concerns about eating and 
weight/shape, and also other areas such as their home and social life) 

the function of their thinking style (e.g. helping to retain a sense of control, making 
things safe and predictable) 

An ability to help the client consider the implications of their thinking style (e.g. that 
ensuring that things are absolutely correct and avoiding errors at all costs sets an 
unobtainably high bar)  

An ability to encourage ‘bigger picture’ thinking and cognitive flexibility (setting a standard 
of ‘good enough’, rather than perfect) 

 

An ability to help the client consider how their thinking style plays out interpersonally (e.g. 
being concerned to say the ‘right’ thing, worrying about being judged) 

An ability to help the client think about the origins of their standards, and the impact on 
their social and emotional lives   

An ability to help the client identify the ‘rules’ that they apply to their lives, and to identify 
those that are helpful and unhelpful (e.g. because they so rigid that they set the person up 
to fail) 

An ability to help the client plan and carry out behavioural experiments in which they make 
small modifications to their rules (including deliberately breaking them), aiming to move 
towards greater flexibility and learn to tolerate uncertainty in social situations 

 
 
Working on emotional and social mind 
 

An ability to draw on knowledge that people with AN:  

have difficulty recognising, tolerating and regulating their own emotional states  
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find it challenging to manage social interactions because of concerns about being 
judged negatively and being rejected 

find it difficult to manage the ambiguity and lack of control inherent to social 
situations 

tend to hide or deny the concerns they have about their emotional and social lives 
(such as loneliness, fear of abandonment, shame regarding their symptoms), to 
avoid rejection or disapproval from others  

 

An ability to help the client reflect on:  

the role and function of difficult emotions and how these reflect their needs 

the role of emotions in their social context and particular relationship patterns (such as 
being submissive and trying to please others) 

their ‘emotional rule book’ (e.g. setting a rule that it is bad to express emotions) 

 

An ability to help the client:     

express their emotions and needs appropriately 

manage extreme and overwhelming emotions 

see the world from other people’s perspective (to help them gain a more balanced 
bigger picture of interpersonal/emotionally distressing situations) 

 

An ability to help clients reflect on their emotional and social minds by asking them to 
undertake writing tasks (e.g. identifying the ‘hidden parts of me’ that ‘are not noticed by 
others’) 

An ability to take a ‘stepped’ approach to the areas of difficulty identified by the client, 
starting with topics that can be managed with psychoeducation, moving to more 
experiential exercises and from less to more emotionally ‘hot’ topics  

An ability to work with the client to identify relevant homework tasks, e.g. narrative writing 
tasks and behavioural experiments 

 
 
Ending, relapse prevention and follow-up  
 

An ability to work with the client on relapse prevention strategies, identifying possible 
markers of relapse and strategies that would be used to overcome them  

An ability to help the client build a 'virtuous flower of recovery’ from AN that highlights the 
core relevant processes that promote their wellbeing 

An ability to help the client build a 'traffic light' relapse-prevention plan that is shared with 
significant others 

An ability for the client and therapist to exchange ‘goodbye’ letters that identify what has 
been achieved, and what areas may need further work, and: 

an ability for the therapist’s letter to take on the stance of a compassionate other, 
recognising the client’s difficulties and their struggles to overcome them 

An ability to structure follow-up sessions in a way that overviews the changes that have 
been made  

 
 

 
 



Anorexia Nervosa:  
Treatment protocol for adolescents and their families 

 
(Eisler and Lock Combined Framework) 

 
 

Knowledge 
 
 
Knowledge of the structure of the intervention  

An ability to draw on knowledge that the treatment can be seen as having three phases: 

engagement in treatment 

helping the family to challenge the symptom 

exploring issues of individual and family development 

 
 
Knowledge of eating disorders 

An ability to draw on knowledge of the signs and symptoms of eating disorders and related 
disorders in order to achieve an accurate diagnosis of anorexia nervosa  

An ability to draw on knowledge of the effects of starvation on: 

physiological processes 

cognitive processes  

on mood 

An ability to draw on knowledge of the physical risks of starvation (immediate and future) 

 
 
Knowledge of parenting and child/adolescent development 

An ability to draw on knowledge relating to positive parenting (e.g.  a focus on reinforcing 
appropriate behaviour and the avoidance of punishment)  and resilience factors (e.g. ability 
to cope with crises, manage difficult transitions )   that are associated with a positive 
outcome  

An ability to draw on knowledge of developmental issues associated with adolescence  

 
 

 
Assessment and Engagement 

 
Ability to undertake a systemic assessment  

An ability to integrate ongoing assessment and therapy throughout all stages of the 
intervention 

An ability to consider the implications of the referral process for treatment, including:  

the role of  professionals in the generation and management of the referral  

the history and relationship of the family with other helping systems (particularly 
when there has been multi-agency involvement) 

An ability to identify those factors which may impact on the eating problem (e.g. changes in 
relationships with peers, physical changes in the adolescent, emerging sexuality, family 
conflicts) 

An ability to assess the family structure and interaction patterns including:  

its hierachical structure 

the nature of boundaries (whether rigid or ‘permeable’) 

family communication styles 

alliances and coalitions 

sub-systems within the family 



Ability to assess the impact of the eating disorder on the family 

An ability to gather information about the history of the eating disorder  

An ability to gather information about the ways in which the family has attempted to manage 
problems associated with eating 

An ability to explore family beliefs about the problem and its development 

An ability to assess how the family have become caught up in processes focused on 
anorexia and: 

the ways in which this prevents them from using their resources and strengths  

how this might need to change in order to initiate recovery 

An ability to elicit different family members’ “narratives” about their experience of the problem 

An ability to notice when family members may be feeling guilty or blamed, and to address 
this early on 

 
 
Ability to assess medical risk 

An ability to assess the severity of the anorexia 

An ability to work in a multidisciplinary team to get a detailed medical and risk assessment of 
the young person in order to ensure physical safety and permit outpatient treatment   

an ability to use this assessment as part of the process of engaging with the family. 

An ability to establish procedures for monitoring the client’s weight, either directly or by 
liaising with a healthcare professional who is regularly weighing the client 

 
 
 
Ability to convey the rationale for a family intervention  

An ability to emphasise that the primary task is to overcome the young person’s anorexia 
rather than to focus on the causes of the problem 

An ability to explain that the reason for meeting the family is not because they are seen as 
the source of the problem, but because they are needed to help the young person to recover 

An ability to convey that all families get caught up in the processes around anorexia, that this 
may prevent them from using their strengths  

an ability to explain that the aim of therapy is to understand how this happened for this 
particular family, and how this might need to change in order to start the process of 
recovery 

An ability to convey to the family that although the therapist (and team) have expertise in 
eating disorders, this is different from knowing what a family will need to do to overcome the 
problem  

An ability to give an account of the development and course of the disorder and the impact 
of and course of treatment so as to establish a timeframe for  recovery that goes beyond the 
immediate problem(s)   

 
 
 
Ability to give information to the family while maintaining a therapeutic stance  

An ability to impart information to the family while drawing on knowledge of the potential 
problems associated with taking an expert position (e.g. undermining the family by 
reinforcing a sense of dependency on professionals, or risking allying the therapist with the 
parents) 

An ability to give the family information about the effects of starvation, including the physical 
risks, effects on mood and cognitive processes, and physiological effects 

An ability to draw on knowledge of issues that may typically arise in adolescence and an 
ability to discuss this information with families 

 
 



 
Ability to mobilise family resources by intensifying anxiety  

An ability to convey to the family a knowledge of and familiarity with eating disorder 
behaviours, weight loss and other symptoms, whilst maintaining an appropriate level of 
concern and without minimising the seriousness of the problem  

An ability to intensify the family’s concern, whilst at the same time maintaining an optimistic 
approach to treatment,  through:  

explaining the gravity of the problem   

explaining the significance of different aspects of the symptoms 

refraining from offering reassurance , 

 
 
 

Ability to engage the young person with anorexia 

An ability to engage the young person with anorexia in the room with their parents/family 
present. 

An ability to maintain a therapeutic stance that empathises with the young person and their 
predicament while maintaining a clear stance against the anorexia and the risks that it 
poses, and to model this position for the parents. 

An ability to convey to the young person a distinction between taking sides against the 
anorexia as opposed to taking sides against the young person 

 
 
 
Ability to reframe the family relationship to anorexia using “externalising techniques” 

An ability to use language that begins to label the eating problem as an external force taking 
over the young person’s life and which they are unable to resist on their own. 

An ability to use “externalising conversations” in which anorexia is labelled as separate from 
the young person 

An ability to use an externalising  stance as a way of giving new meaning to some of the 
behaviours and experiences of anorexia (e.g. describing the effects of starvation on healthy 
volunteers) 

An ability to engage both parents and the young person in adopting an externalising stance 
to ensure that both retain responsibility for the management of the problem and to ensure 
that the parents do not take control 

 
 
Ability to explore family background, family values and the cultural context of the 
family 

An ability to explore further the family background, cultural context, belief systems, in order 
to focus on strengths and resilience 

An ability to help the family discuss difficult issues  in the family background through the use 
of : 

future questioning 

facilitating  the adolescent  observation of  her parents discussing their own 
experiences of growing up  

 
 
 
 
 
 
 
 



Helping the family to challenge the problem 
 
 
Ability for the family to monitor eating behaviour and weight 

An ability (while acknowledging taking an expert stance as the therapist) to communicate to 
the parents that they, as parents, know that their child has to eat to gain weight and that they 
have a key role to play in achieving this aim  

An ability to help the parents not to listen to the anorexic voice speaking to their child, by 
using techniques such as: 

giving a meal plan and using diet sheets  (if needed) 

having a joint consultation with a dietician (if needed) 

 
 
Ability to describe behaviour at mealtimes 

An ability to get a detailed description of what happens at mealtimes, including: 

who makes decisions about food 

who prepares the food 

who serves the food 

how much food is served 

An ability to discuss in a non-judgemental way how the family interacts around food, 

An ability to ask how mealtimes/food used to be managed by the family and how this has 
evolved to the current patterns 

 
 
Ability to challenge beliefs about the impossibility of parental action 

An ability to explore with the parents how their usual ways of managing have been undermined by the 
eating disorder 

An ability to explore how the parents work together and how they deal with differences between 
themselves 

An ability to explore differences between the parental positions as a potential resource 

An ability to emphasise the need for parents to develop a united stance  in facing anorexia  

An ability to offer examples of ways that parents can cope by : 

meeting parents’ requests for instructions on how to manage mealtimes through the use of 
examples of approaches taken by other families, while being clear that these may not work for 
them. 

offering examples as ideas and not as instructions thereby helping to foster thought about what 
can be done to challenge the anorexia 

 
 
Ability to explore the role that anorexia has acquired in managing emotions and 
interpersonal relationships 

An ability to stress how emotions and interpersonal relationships as a result of the anorexia  
have developed rather than the role they may have played in the development of anorexia 

An ability to use examples of other illnesses where adaptive responses might have become 
unhelpful over time 

 
 
Ability to explore the young person’s motivation to change  

An ability to meet individually with the young person early in the treatment (while ensuring  
this does not  become an alternative to family treatment) 

An ability to explore areas that the young person may have found difficult to talk about in the 
presence of their parents, including the possibility of abusive experiences 

An ability to explain and consider the implications of the limits of and boundaries  to 
confidentiality with the young person in a family intervention  



An ability to use techniques to explore the young person ‘s motivation to change, e.g.:  

exploring the pros and cons of change  

homework tasks such as writing letters to “anorexia my friend” and “anorexia my 
enemy” 

 
 
 

Exploring issues of individual and family development 
 
 
Ability to explore issues of individual and family development  

An ability to draw on knowledge that exploring issues of individual and family development 
can only start when concerns around eating and weight recede and parents can hand back 
control of eating to the young person 

An ability to draw on knowledge that the timing of exploring issues of individual and family 
development will need to vary according to the young person’s age, their motivation to 
change, stability of their weight, and the family’s negotiated role in the recovery process 

 
 
Ability to identify issues as “adolescent rather than anorectic”  

An ability to help the parents to differentiate between ‘adolescent’ and ‘anorexic’ behaviour 
by:  

challenging the continued use of  externalisation where all problems  are seen as arising 
from anorexia 

focusing the discussion on normal developmental issues that have been put on hold 
by anorexia 

emphasising volition on the part of the young person 

encouraging the parents to consider the possible causes of  difficult behaviour other 
than the anorexia   

 
 
 
 

Ending Treatment 
 

An ability to decide when to end treatment according to the needs of the family 

An ability to discuss with the family how they will decide when the time is right to give back 
control over eating to the young person 

An ability to judge what is needed in order to end the therapeutic relationship with the family 
including any difficulties that the family may have in ending treatment  

An ability to help families to reflect on progress and what they have learned about 
themselves 

An ability to discuss with the family whose responsibility it would be to do something if eating 
problems re-emerged 

An ability for the therapist to reflect on their own wishes to see continue working with the 
family until all problems have been resolved 
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Focal psychodynamic therapy for anorexia nervosa 
 
 
Knowledge 

 

An ability to draw on knowledge of the structure and principles of focal psychodynamic 
therapy (FPT) that:  

focuses on a specific therapy theme, described in terms of relationship dynamics, 
which includes central conflict themes and intrapersonal themes  

maintains a focus on the central psychodynamic aspects of the client’s presentation 
(through an Operationalised Psychodynamic Diagnosis)  

 

An ability to draw on knowledge that, as a psychodynamic approach, FPT focuses on:  

repressed or defended motives and feelings 

re-enactments of early relationship experiences in the current therapeutic relationship 
(transference and countertransference) 

 

An ability to draw on knowledge that FPT’s account of the origins of anorexia nervosa 
(AN) includes and integrates intrapsychic, interpersonal, cognitive, family dynamic, 
sociocultural and biological elements  

 

An ability to draw on knowledge that FTP assumes that disordered eating is a way of 
coping with intrapsychic and interpersonal issues, and that weight gain is required in order 
to begin accessing these, and: 

an ability to draw on knowledge that management of weight and normalisation of 
eating behaviour are central goals in FPT 

 

An ability to draw on knowledge of basic principles of psychodynamic therapy,1 e.g. its 
focus on: 

an empathic and accepting stance 

encouraging clients to express their feelings, and demonstrating an empathic 
response when these are verbalised 

helping clients to express ‘unacceptable’ feelings 

interpersonal themes and problematic relationship patterns 

helping clients to make connections between current issues and past experiences 

helping clients to identify issues that trigger problematic behaviours 

helping clients to develop alternative understanding of situations that trigger conflict  

helping clients to identify habitual patterns of defences  

helping clients to discuss unconscious or preconscious wishes, impulses or anxieties  

helping clients to address tensions in the therapist–client relationship  

An ability to draw on knowledge of the ways in which transference and 
countertransference operate and are addressed in psychodynamic therapy 

 

An ability to draw on knowledge of the way that sessions are scheduled (starting with 
sessions twice a week to set-up a stable relationship, followed by 6 months of weekly 
sessions, with a closing phase of fortnightly sessions [to a total of 40–50 sessions]) 

  

                                                             
1 A full listing of competences relevant to the delivery pf psychodynamic psychotherapy can be found in the UCL 
Psychodynamic Psychotherapy Competence Framework, available at: www.ucl.ac.uk/core/competence-
frameworks 

 

http://www.ucl.ac.uk/core/competence-frameworks
http://www.ucl.ac.uk/core/competence-frameworks
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Initial assessment  
 

An ability to draw on knowledge that assessment, formulation and therapy is structured 
using an Operationalised Psychodynamic Diagnosis, the four axes of which describe: 

the client’s experience of AN, including their sense and understanding of its physical 
and psychological impact  

interpersonal relationships patterns with others, as well as with the therapist  

major conflicts, including the client’s intimacy or detachment from others, the 
importance of control, their potential for experiencing connectedness and conflicts 
related to self-worth   

resources and difficulties in ego functioning (e.g. the ways in which the client 
perceives themselves and others, their capacity to reflect upon inner processes and 
for affect regulation, and their ability to talk about their feelings)  

 
 

An ability to conduct initial interviews that identify the goals for therapy, particularly goals 
for weight gain along with relevant intrapsychic and interpersonal themes, including: 

the severity and chronicity of symptoms and any associated comorbidities 

the consequences of symptoms (including any denial of their impact)  

the client’s social and personal resources 

the client’s relationships patterns with significant others, including their relationship 
with:  

parental figures, including any conflicts and significant changes over the 
years  

siblings 

friends  

romantic relationships (or their wishes for romantic relationships) 

central conflict themes, such as need for care versus self-sufficiency and submission 
versus control 

ways in which any significant losses have been managed  

ways in which strong emotions are experienced, managed and expressed, e.g.:  

chronic avoidance of affect 

difficulty discerning and differentiating inner experiences and feelings 

attempting to suppress feelings and impulses (which are usually experienced 
as ‘bad’) 

sensitivity to criticism leading to social withdrawal (as a way of regulating 
this) 

a distorted and negative body image  

a negative sense of self and self-worth  

difficulty in detaching (in a developmentally appropriate way) from parental 
figures  

 

An ability to formulate the focus in a way that connects the specific pathology of eating 
behaviour with the (often unconscious) conflicting themes and interactions 
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Therapeutic approach 
 

An ability (near the beginning of therapy) to relate changes in weight or eating behaviour 
to the effect on (and importance for) the client, consistently making links between the 
‘triangle’ of:  

interpersonal problems 

eating behaviour and body perception 

associated affects 

 

An ability to establish a clear and agreed framework that identifies:  

goals for weight gain and procedures for monitoring this: 

weighing clients weekly initially, with a weight record documented and maintained 
by the client  

agreeing a weekly goal for weight gain  

directly addressing potential issues that undermine weight monitoring (such as 
wearing bulky clothing)  

meal patterns (e.g. three meals a day, and three snacks) 

the level and frequency of medical monitoring that will take place (matching this to the 
degree of medical risk)  

 

An ability to discuss the client’s body image, including:  

fears of becoming overweight 

disgust at eating and digestion, and:  

helping the client to become more aware of their body, and the ways that (often 
distorted) perceptions of their body are influenced by their emotional state, and, in 
turn, how emotional states are influenced by these perceptions  

helping the client develop a more positive and accepting relationship to their body 
(in which weight and shape are no longer the exclusive lens through which body 
image is appraised) 

 

An ability to draw on knowledge of the benefits of including the client’s family/significant 
others (with the client’s agreement)  

An ability to draw on knowledge of systemic techniques2  

An ability to use family sessions to help identify:  

how the client enacts issues within their family or significant others  

current relationship conflicts between the client and family, or with their significant 
others  

An ability to draw on knowledge that family/couple sessions are contraindicated if this is 
likely to exacerbate family conflict and/or violence 

 
 
  

                                                             
2 A listing of systemic techniques can be found in the description of ‘Family Interventions’ in the Eating Disorders 
Competence Framework, and more extensively in the Systemic Therapy Competence Framework, both available 
at: www.ucl.ac.uk/core/competence-frameworks 

 

http://www.ucl.ac.uk/core/competence-frameworks
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Initial sessions – developing the therapeutic alliance and addressing significant 
themes 
 
 

An ability to help develop the therapeutic alliance by agreeing with the client that in the 
first 4-6 weeks of treatment, body weight will remain stable (neither increasing nor 
decreasing) in order to avoid a premature focus on (and pressure for) weight gain  

An ability to develop a relationship with the client in which therapist and client are allies 
against AN (rather than the therapist being experienced as persecuting the client) 

An ability to develop a therapeutic framework that gives structure, focusing on anorexic 
behaviour but taking care to avoid pressure, empathising with the client’s fears, 
verbalising inner experiences, and helping them cope with a sense of personal 
helplessness 

 

In response to ambivalence about being in treatment and the prospect of weight gain, an 
ability to adopt a directive approach (while maintaining an empathic stance that facilitates 
discussion), aimed at:  

convincing the client that treatment is required 

discussing the risks and consequences of AN  

  

An ability to give the client information on healthy and balanced nutrition and to discuss 
this with them 

 

An ability to discuss how the client can prepare for changes that may accompany weight 
gain  

An ability to use letter-writing tasks to help the client express pro-anorexia beliefs and 
identify reinforcers of AN, such as: 

the emotional security it confers 

giving them a sense of control 

feeling attractive and enhancing self-worth 

helping to avoid negative emotions 

 

An ability to address low self-esteem, and particularly negative beliefs about the self, e.g. 
helping the client:  

to differentiate emotional and more ‘rational’ interpretations of negative beliefs 

to take an external perspective  

to identify situations where they feel more positively about themselves 

 

An ability to help the client identify ways in which they become compliant and 
underassertive with others in order to manage anxieties about being judged negatively  

 
An ability to help the client identify and discuss ways in which they attempt to maintain 
self-esteem by adopting an over-achieving perfectionistic style (that they inevitably fall 
short of) 

An ability to identify and address all-or-nothing thinking that links to overly harsh self-
criticism and self-punishment  

 

An ability to schedule family meetings, at a point when the client has had the opportunity 
to engage with the therapeutic process in individual sessions 
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Middle phase – working with the focus 
 

While maintaining a focus on monitoring weight gain, an ability to modify session structure 
by: 

reducing directive interventions  

encouraging the client to explore their feelings 

making links between feelings and eating behaviour, e.g.: 

clarifying feelings 

encouraging the expression of feelings 

making links between feelings and their experience of relationships 

identifying the triggers for feelings 

developing ‘distance’ from feelings (helping to reflect rather than react) 

 

An ability to focus on unhelpful relationship patterns (as identified in the initial 
assessment) 

An ability to focus on pervasive underlying psychological themes, e.g.: 

difficulty differentiating inner experience and/or feelings (such as fear or anger) 

experiencing affective impulses as ‘bad’ and so attempting to control them 

finding it difficult to regulate self-worth, resulting in self-deprecation and/or sensitivity 
to perceived criticism  

distorted perceptions of the body 

struggling to ask for or accept help from others despite a sense of neediness 

detaching from relationships  

 
 
Closure phase 
 

An ability to allow an extended period for the closure phase in order to ensure that the 
client has time to process feelings that emerge  

An ability to help the client discuss anxieties about ending the therapeutic relationship and 
about fears of separation and loss  

An ability to help the client discuss relationship themes that re-emerge in the context of 
ending (e.g. experiences of, and anger about, abandonment)  

An ability to help the client implement newly developed skills in everyday life 

 

An ability to review the initial goals of therapy and the degree to which these have been 
met, and: 

an ability to identify goals that have not been met, and to discuss how these could be 
addressed after therapy has ended 

an ability to help the client express their feelings about unmet goals or persisting 
symptoms, and ways in which these might be managed (e.g. by drawing on personal 
resources and social supports, or further treatment)  

 

An ability to anticipate and discuss the possibility of relapse, and in particular to identify 
critical situations, early indicators of relapse and potentially helpful coping strategies  

 

An ability to help the client develop a greater sense of autonomy and personal 
responsibility by identifying their role in achieving positive developments that have taken 
place in therapy 

 

An ability to offer follow-up sessions (e.g. after 3 months, and up to a year) 
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Specialist supportive clinical management for anorexia nervosa 
 

 
Knowledge  
 

An ability to draw on knowledge that specialist supportive clinical management (SSCM) is 
an outpatient therapy usually offered by experienced therapists with knowledge of working 
with people with eating disorders  

 

An ability to draw on knowledge that SSCM has two overarching components: 

clinical management (focused on normalising eating and weight gain, addressing 
other anorexia nervosa (AN)-related behaviours and effects, psychoeducation, and 
support to enhance adherence)  

supportive therapy (focused on life issues raised by the client) 

 

An ability to draw on knowledge of the three phases of SSCM: 

an initial orientation phase, which focuses on identifying target symptoms and 
agreeing goals for weight gain and normal eating  

a middle phase in which target symptoms are monitored, and support is focused on 
encouraging weight gain via normal eating and reduction of other eating-disordered 
behaviours 

a final phase, which focuses on ending the intervention and planning the future  

 

An ability to draw on knowledge that in SSCM, therapists employ strategies associated 
with supportive psychotherapy, adopting a conversational style, active listening, open 
questioning, reflection, praise and therapist self-disclosure  

 

An ability to draw on knowledge that while therapists maintain a focus on relieving target 
symptoms, they also aim to develop a collaborative working relationship with the client in 
order to: 

enhance their motivation and engagement 

make it more likely that they will listen to and use advice 
 
 
Engagement 
 

An ability to build and maintain a therapeutic alliance, and to be open and honest about all 
aspects of treatment  

An ability to explain the structure of the intervention  

An ability to discuss the SSCM model with the client (a direct relationship between dieting 
and weight loss to AN, and the consequences of this in physical, psychological and 
psychosocial domains) 

An ability to help the client discuss their attitude towards treatment, including any 
concerns and uncertainty about whether they wish to undertake the intervention  

 
 
Assessment 
 

An ability to conduct a comprehensive assessment of the eating disorder, including a full 
account of:  

the current and previous episodes of AN 

previous interventions and their outcomes 
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current eating (including food intake, pattern over the day, and idiosyncratic food 
choices), eating behaviours, and food-related activities (e.g. food-related activities, 
such as food shopping and preparation, and eating with other people) 

An ability to identify the changes that will be needed in order to restore a normal eating 
pattern 

 
 
Psychoeducation 
 

An ability to discuss information about all aspects of AN and its associated behaviours, 
and their impacts in writing and verbally  

An ability to integrate the education modules contained within SSCM into the intervention, 
judging which modules are relevant and when they should be given to clients  

 
 
Establishing and reviewing target symptoms 
 

An ability to work with the client to identify the anorexic symptoms that are key to their 
disorder, and so will be targeted and monitored in each session, e.g.: 

dietary restriction 

vomiting 

excessive exercise 

use of diuretics and other medications for weight loss 

excessive fluid intake 

binge-eating 

body image disturbance 

social withdrawal 

difficulty eating with others 

substance misuse  

low mood and irritability, low self-esteem, suicidality, self-injury 

An ability to identify the changes in key symptoms that will be expected in order to achieve 
weight gain, normalised eating and a reduction in compensatory behaviours  

An ability to review key symptoms with the client at the start of each session  

An ability to work with the client to identify discomfort and disadvantages associated with 
anorexic behaviours  

An ability discuss how life would be different if anorexic symptoms improved  
 

 
Monitoring weight  
 

An ability to regularly weigh the client (at each session initially, and less frequently if 
eating and weight changes have been established)  

 

An ability to discuss with the client any distress about the prospect of gaining weight, and:  

an ability to empathise with distress about weight gain while also maintaining the 
focus on the agreed targets for weight  

An ability to address unhelpful weighing behaviours associated with a fear of weight gain, 
particularly either excessive weighing or avoidance of weighing  
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Encouraging normal eating  
 

An ability to help the client to establish a pattern of eating regularly from a variety of food 
groups and in sufficient quantity to restore normal weight, by: 

establishing regular eating patterns 

encouraging them to eat regular meals and snacks 

increasing the variety of foods being eaten in a graduated manner 

decreasing the eating rate  

gradually introducing foods that the client views as ‘forbidden’  

An ability to discuss client’s fears about the consequences of eating more normally, 
e.g. that they will lose control and be unable to stop eating and gain weight rapidly 

An ability to help the client eliminate unhelpful behaviours around eating, e.g.: 

compensatory behaviours such as purging, laxative abuse, over-exercising 

calorie counting 

rituals and obsessional behaviours around food and eating  

An ability to help the client engage in social activities that include eating 

An ability to offer nutritional advice, e.g.: 

choosing nutritious foods  

metabolism 

relationship between dieting and binge eating 

discussing menu options 

 

An ability to review progress at each session  

 
 
Supportive therapy 
 

An ability to allow room for the client to raise current life issues and to discuss these using 
supportive therapy techniques  

 
 
Ending therapy 
 

An ability to review progress with the client and discuss any concerns about maintaining 
progress and how they will manage challenges after therapy has ended  
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Delivering interventions in a group format 
 
 
Knowledge 
 

An ability to draw on knowledge of the model of therapy underpinning the group 
intervention  

An ability to draw on knowledge of evidence regarding the effectiveness of group 
therapy for the eating disorders 

 
 
Planning the group 
 

An ability to estimate the likely demand for the group by identifying the number of 
clients who:  

meet the criteria for the group (e.g. presenting difficulties, range of 
problems) 

are likely to be receptive to a group approach 

are likely to share common goals and perspectives 

would be able to attend the group at a specified time and on a regular basis 

An ability to ensure that there is managerial/team support for the group 
(e.g. obtaining appropriate accommodation, resources and referrals) 

 

An ability to ensure that the setting, structure and content of the group 
accommodates the physical conditions with which clients are contending  

An ability to plan the basic structure and content of the group, e.g.: 

practicalities (e.g. setting, and timing the sessions so as to maximise the 
likelihood of attendance, e.g. in the evenings or at the end of the day) 

outline content of sessions 

roles of all staff running the group 

any additional/specific resources required for group sessions 

evaluation procedures, including patient reported outcome measures and 
routine weighing 

 

When contributing to groups that are set up/run by other health professionals, an 
ability to:  

ensure that contributions to the group will dovetail with the overall aims and 
content of the group 

be aware of and plan for group dynamics, e.g.: 

the impact of a new facilitator in an established group 

potential tensions among group facilitators (e.g. about leadership and 
expertise, or the model that is being conveyed) 

 
 
Recruiting clients to the group 
 

An ability to specify and apply inclusion and exclusion criteria for the group 

An ability to explore collaboratively with clients the appropriateness of the group for 
their needs, and:  

an ability to provide information on the content and likely effectiveness of the 
group intervention 

an ability to outline any alternative intervention options or services which 
may be more acceptable to the client 
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An ability to explore (and where possible address) any barriers to participation in 
the group, e.g.:  

practical barriers (e.g. transport, childcare, need to take time off work) 

social barriers (e.g. worries about the stigma of attending) 

emotional barriers (e.g. social anxiety) 

historical factors (e.g. previous negative experiences of groups) 

An ability to negotiate individualised goals with each group member  

 
 
Following the model of group therapy 
 

An ability to implement the components of the group therapy, including: 

structuring the group (e.g. ordering and timing of material, use of media, 
homework) 

specific intervention techniques 

managing group and individual change processes  

evaluation strategy that is relevant to the disorder and the model of therapy 

For manualised groups, an ability to adhere to the sequence of activities outlined in 
the manual, and: 

an ability to draw on knowledge of manualised activities so that they can be 
introduced fluently and in a timely manner 

 
 

Ability to manage group processes 
 
Establishing the group 
 

An ability to apply knowledge of group processes to establish an environment that 
is physically and emotionally safe, by: 

discussing the ‘ground rules’ of the group (e.g. maintaining the 
confidentiality of group members, taking turns to speak, starting and ending 
the group on time)  

‘safeguarding’ the ground rules by drawing attention to any occasions on 
which they are breached 

helping all group members to participate by monitoring and attending to their 
emotional state 

being clear about what information will be kept between the individual and 
clinicians and what will be shared with the group (e.g. to avoid shaming 
individuals by discussing their weight with the group) 

monitoring and regulating self-disclosure by both members and group 
leaders in order to maintain an environment where members can share  

An ability to identify and manage any emotional or physical risk to group leaders or 
group participants 

 
 
Engaging group members 
 

An ability to engage group members in a manner that is congruent with the 
therapeutic model being employed  

An ability to match the content and pacing of group sessions, presentations and 
discussions to the characteristics of group members (e.g. attention span, cultural 
characteristics) 

An ability to build positive rapport with individual members of the group, and: 
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an ability to monitor the impact of these individual relationships on other 
members of the group, and, if necessary, address and manage any tensions 
that emerge 

An ability to manage the group environment in a way that helps all members to 
participate on a level with which they feel comfortable 

When appropriate to the model of therapy, an ability to use modelling and explicit 
social reinforcement to encourage the participation of group members 

 
 
Managing potential challenges to group engagement 
 

An ability to promote and encourage regular attendance, while not stigmatising 
those who fail to attend sessions 

An ability to re-engage those who fail to attend (e.g. following a therapeutic rupture) 

An ability to recognise when individuals form subgroups and to manage the impact 
of these relationships on overall group dynamics 

An ability to keep the group ‘on track’ and to respond actively where the group has 
difficulties in maintaining a focus on the group task  

An ability to plan for, reflect on and manage potential challenges to the group, 
including: 

disruptive behaviour  

persistent lateness/absence or non-engagement in sessions 

group members who leave the group early 

members who are over voluble or who dominate the group 

high levels of distress displayed by a group member, and 

where the emotional states of individuals has an impact on the other 
members of the group, an ability to attend to this so as to ensure 
others do not become overwhelmed or disengaged 

 
 
Managing the ending of the group 
 

An ability to prepare group members for the ending of the group by signalling the 
ending of the therapy at the outset and throughout group sessions, as appropriate  

An ability to draw on knowledge that the ending of the group may elicit feelings in 
the group member connected to other personal experiences of loss/separation  

An ability to help the group member express any feelings of anxiety, anger or 
disappointment that they may have about ending the group 

An ability to review the themes covered in the group, in a manner that is 
appropriate to the model being applied 

An ability to reflect on progress made as a result of participation, and to celebrate 
this in a manner that is appropriate to the model being applied 

 
 
Evaluating the group 
 

An ability to review the client’s goals for the group 

An ability to draw on knowledge of appropriate strategies and tools for evaluation, 
and to:  

draw on knowledge regarding the interpretation of measures  

provide a rationale for the evaluation strategy  

feedback evaluation in a sensitive and meaningful manner 

An ability to use evaluations of group process and outcome to inform future groups 
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Using supervision 
 

An ability to use supervision to reflect on group processes 

An ability for group leaders to reflect on their own impact on group processes  
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Adapting interventions for younger clients 
 
 

Adapting interventions for younger people requires a good understanding of 
child and adolescent development and the communication skills to put this 
understanding into practice.  
 
Several sections of the UCL competence framework for working with children 
and adolescents expand on the competences set out in this section. They can 
be accessed as appendices on the Eating Disorders competence framework 
webpage: 
 

 Knowledge of development in children, adolescents and of family 
development and transitions 

 Ability to communicate with clients of differing ages and developmental 
levels 

 Ability to engage and work with families, parents and carers 

 Ability to recognise and respond to concerns about child protection 
 
The complete Psychological Interventions in Child and Adolescent Mental Health 
Services framework is available at: www.ucl.ac.uk/CORE/competence-
frameworks  

 
 
 
An ability to draw on knowledge that the clinical features of eating disorders in young 
adults are similar to those seen in adults  

An ability to draw on knowledge that outcomes for young adults may be better than for 
adults (because there has been less time for medical complications to develop and for 
psychological issues to become embedded) 

 

An ability to draw on knowledge of the importance of early intervention, given the risk that 
prolonged eating disorders in adolescence can lead to long-term medical harm 
(e.g. impaired growth, permanently lowered bone density)  

 

An ability to draw on knowledge that therapies need to be adapted to take account of:  

the young person’s cognitive, emotional and developmental stage 

the fact that they are usually living in, and dependent on, their family 

 

An ability to draw on knowledge of adolescence as a developmental stage that usually 
includes:  

moving towards independence 

developing social networks and relationships  

adjusting to puberty and sexuality 

An ability to draw on knowledge that in young people with eating disorders there can be: 

a move towards greater (rather than less) dependence on parents 

withdrawal from social and romantic relationships 

a loss of (or failure to develop) sexual interest  

difficulty developing an individual identity  

a loss of outside interests 

 

http://www.ucl.ac.uk/CORE/competence-frameworks
http://www.ucl.ac.uk/CORE/competence-frameworks
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An ability to draw on knowledge that the style of treatment should encourage greater 
autonomy, helping the young person take control and make choices for themselves (in all 
areas of their lives)  

 

An ability to adapt the language and materials used in therapy to the client’s cognitive 
level and developmental stage 

An ability to address the client’s motivation, particularly where they have not initiated the 
referral and may not wish to engage in treatment  

An ability to focus on helping client’s develop supportive peer relationships, particularly 
where problematic social relationships have left them feeling insecure or with low self-
esteem (and turning to controlling eating as a way of exerting control) 

An ability to involve significant others in the intervention (such as parents and siblings), 
keeping them informed of treatment and involved in the intervention, and: 

an ability to ensure that involving others is not perceived by the young person as 
threatening their autonomy in the longer term 

An ability to liaise closely with other physical and mental health professionals who are 
involved in the care of the young person 
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Involving family members, carers and significant others 
 
 
 

An ability to judge when and how to involve family members/carers/significant others in the 
therapy  
 
 
First contact 
 

Where first contact is planned, an ability to begin the process of engagement prior to the 
initial appointment by providing information about the service and the nature of the initial 
appointment (e.g. by sending information leaflets), with the aim of reducing anxiety about 
the appointment 

Where the first contact is unplanned (e.g. following an emergency admission), an ability to 
address and contain distress in both the client and their carers 

 
 
Ability to engage all family members, carers and significant others 
 

An ability to engage family members/carers/significant others in an empathic, respectful 
and even-handed way, including: 

an ability to give each person the opportunity to communicate/participate 

an ability to show an interest in all communications 

An ability to make explicit and value the unique perspective of each person  

An ability to help people who have a restricted capacity to participate (e.g. because of 
developmental, sensory or emotional problems)  

 
 
Ability to communicate with family members, carers and significant others  
 

An ability to tailor the language, pace and content of the session to match the strengths, 
abilities and capacities of the family/carers, including: 

an ability to alter the pace and content in response to heightened emotion and 
stress  

 

An ability to decide whether and how to involve an interpreter (e.g. when the first language 
of family members/carers is different from that of the professional working with them) 

 
An ability to check regularly that the family/carers/significant others understand what is 
being said to them 

An ability to summarise information the family/carers/significant others have conveyed in 
order to check that it has been understood accurately 

An ability to help the family/carers/significant others feel comfortable and confident to ask 
questions when they are uncertain or confused (e.g. by responding positively to questions, 
validating the appropriateness of questions, or actively prompting them to ask questions) 

An ability to provide answers to questions in an honest and straightforward manner, 
including: 

an ability for the clinician to be clear when they need more information in order to 
answer questions, and to seek this information from an appropriate authority or 
source 
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Ability to promote understanding about the service/intervention 
 

An ability to explore the family/carers/ significant others’ expectations of their involvement 
and to identify any concerns they may have about this 

An ability to generate a sense of hope for positive change (e.g. by providing information on 
the service and treatment) 

An ability to ensure that family members/carers/ significant others understand: 

the rationale for treatments/interventions  

how confidentiality is managed 

whether, when and how information will be communicated to other healthcare 
professionals  

 
 
Ability to work in partnership with the family/carers/ significant others 
 

An ability to work in a manner that is collaborative and aims to empower families/carers/ 
significant others by: 

helping them to identify their concerns, goals and objectives 

offering information including psychoeducation about eating disorders, and 
translating technical concepts into plain language that families/carers can 
understand and follow 

sharing responsibility for setting session agendas and content 

promoting joint formulation and problem-solving  

acknowledging that the clinician and the family/carers bring different but 
complementary expertise  

reinforcing and validating insights of family members/carers 

 

An ability to draw on the intervention model being applied to help families/carers/ 
significant others identify how they can best support change, e.g. helping families identify 
ways in which:  

their behaviour can inadvertently maintain or exacerbate eating disorders 
(e.g. accommodation to the illness, avoidance, over involvement, reassurance giving, 
defending the illness against the clinician's efforts to engender change) 

they can support changes in eating 

they can support clients around mealtimes (both during and after) 

they deal with problematic behaviour related to eating disorders (e.g. fridge raiding) 

 
 
Ability to manage challenges to engagement  
 

An ability to monitor the level of engagement throughout the intervention 

An ability to identify threats to engagement, e.g. arising from: 

family members/carers/ significant others withdrawing because they feel guilty or 
blamed 

heightened levels of distress (e.g. due to significant deterioration in the client’s 
health) 

An ability to recognise and explore any impacts of the family/carers/ significant others 
previous experiences of services on their current engagement  

An ability to detect and manage any psychological factors that might impact on the 
family/carers’ capacity to process information and learn new skills (e.g. mental health 
difficulties, substance misuse) 

 
 


