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Chapter 11

Families as an integral part 
of the treatment team
Treatment culture and standard of 
care challenges

Renee Rienecke Hoste, Angela Celio Doyle and 
Daniel Le Grange 

History of the family in eating disorder treatment

The role of the family in the onset, development, and maintenance of eating 
disorders has a long and often negative history. Although families were not 
initially blamed for causing the illnesses, even the earliest description of treatment 
for anorexia nervosa (AN) involved removing the patient from the parental home 
(Morton 1694). This approach to treatment continued almost 200 years later, as 
described by Louis-Victor Marcé in 1860:

This hypochondriacal delirium, then, cannot be advantageously encoun-
tered so long as the subjects remain in the midst of their own family and 
their habitual circle … It is therefore indispensable to change the habitation 
and surrounding circumstances, and to entrust the patients to the care of 
strangers.

(Marcé 1860: 265) 

Sir William Gull, who coined the term ‘anorexia nervosa’ in 1873, also believed 
that ‘patients should be fed at regular intervals and surrounded by persons who 
would have moral control over them; relations and friends being generally the 

Case study

My 24-year-old daughter is recovering from anorexia.  When her eating 

disorder appeared twelve years ago we sought the best, most reputable, 

treatment available. This included several extended inpatient stays. Our 

family was largely excluded, except for participation in infrequent ‘family’ 

therapy sessions in which the aetiology of our daughter’s eating disorder 

was explored. The suggestion was that some pathology within the family 

was to blame.

Leslie
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worst attendants’ (Gull 1874: 26). Contemporaries of Gull suggested that patients 
with AN ‘must be removed entirely from their usual domestic surroundings, 
involving, as they always do, much that is unwholesome for the patient and tending 
directly to foster perversion of the ego’ (Silverman 1997: 5). Jean-Martin Charcot 
had perhaps one of the more direct and damning statements in regard to the role of 
the family in treatment: 

Admission to the hospital enabled me to effect … the absence of the father 
and mother, who had themselves become very nervous, and whose presence 
would … prevent any effective treatment … it is necessary to separate grow-
ing and adult children from their father and mother whose influence, as 
experience shows, is especially pernicious.

(Charcot 1888: 15–17)

These early physicians clearly felt that patients would benefit from being separated 
from their family members during the treatment process (an approach that would 
later come to be colloquially known as ‘parentectomy’), but often stopped short 
of identifying families as the cause of the illness. By the early 1900s, however, a 
British physician reported that ‘unhappy or ill-conducted homes, sometimes with 
“spoiling” by foolish parents, were largely to blame’ for the development of AN 
in several of his patients (Ryle 1936: 895). During the 1960s and 1970s, seminal 
works by influential theorists suggested that eating disorders were driven by 
desires for autonomy, independence, and separation from one’s parents (Bruch 
1962; Selvini Palazzoli 1974), and that families of individuals with AN were 
characterized by enmeshment, overprotectiveness, rigidity, and lack of conflict 
resolution (Minuchin et al. 1975, 1978). Rather than excluding parents from 
treatment, these theorists believed parents should be involved in treatment to 
change the problematic patterns of interaction that led to the eating disorder’s 
development. Unfortunately, this also contributed to treatment providers 
attributing disordered eating to familial psychopathology, resulting in parents 
experiencing much blame and guilt. 

However, research has not supported the existence of an ‘anorexogenic’ family 
(Dare et al. 1994), putting into question the assumption that familial 
psychopathology is necessary for an eating disorder to develop. In fact, research 
has generally not confirmed that family functioning is a specific risk factor for 
eating disorders (Jacobi et al. 2004). Eating disorders are complex illnesses with 
sociocultural, psychological, and genetic components, all of which may need to 
be present for an eating disorder to develop. Problematic family interactions, such 
as parental criticism about shape and weight, may contribute to the development 
of an eating disorder (Fairburn et al. 1997), but are likely to be one piece of the 
puzzle rather than the sole cause of the illness. 

Clinical efforts have also contributed to a paradigm shift in which families are 
beginning to be regarded as a resource during treatment, rather than an obstacle. 
Work at the Maudsley Hospital in London has perhaps been the most influential in 
this regard. The development of family-based treatment (sometimes referred to as 
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the ‘Maudsley method or approach’), and growing empirical support for its efficacy, 
have shown that involving parents in the treatment of their eating disordered child 
can lead to a positive outcome. It also suggests that problematic family interactions 
may develop as a result of living with someone with an eating disorder. Although 
the role of parents in the aetiology of eating disorders is unclear, what is clear is that 
living with an eating disordered individual has a profound impact on all family 
members. The eating disordered individual may gradually become the focus of the 
family (Nielsen and Bara-Carril 2003) and medical complications associated with 
the illness can be a tremendous emotional and financial burden. Unsurprisingly, 
families presenting for treatment may appear ‘dysfunctional’, but the idea that this 
dysfunction followed development of the eating disorder, rather than caused 
development of the eating disorder, is becoming more widely accepted (Lacey and 
Price 2004; Le Grange and Eisler 2008; Nielsen and Bara-Carril 2003). 

Families are now seen as integral to the treatment of children and adolescents 
with eating disorders. In a recent position paper, the Academy for Eating 
Disorders stated: ‘families should be involved routinely in the treatment of most 
young people with an eating disorder’ (Le Grange et al. 2010: 4). Family-based 
treatment has been shown to be effective in the treatment of adolescent AN 
(Eisler et al. 2000; Le Grange et al. 1992; Lock et al. 2006; Robin et al. 1999; 
Russell et al. 1987) and there is evidence that it is effective for adolescents with 
bulimia nervosa (Le Grange et al. 2007). This treatment approach will be 
reviewed next. 

Family-based treatment for anorexia nervosa

Family-based treatment (FBT) is an outpatient treatment consisting of 15–20 
sessions over six to 12 months. Unlike many psychotherapeutic approaches, FBT 
does not assume to know the cause of the eating disorder, and there is little 
emphasis on trying to uncover possible contributing factors. Because of the serious 
medical and psychological consequences of AN, the goals of this symptom-
focused treatment are to rapidly restore a child to physical health and minimize the 
impact of AN on the child’s developmental trajectory. In contrast to historical 
views on the role of the family in treatment, FBT utilizes the family as the primary 
resource in the recovery process (Lock et al. 2001).  

In the first of three phases of treatment, parents are provided with psychoeducation 
about the nature of AN. It is explained that the ego-syntonic nature of the illness 
generally prevents sufferers from appreciating the danger they are in and willingly 
making changes to reverse their state of starvation. Thus, parents are asked to 
temporarily take charge of their child’s eating until the AN has loosened its grip 
and the child is able to once again make these decisions on his or her own. At the 
same time, the therapist aligns the patient with his or her siblings, placing the 
siblings in a supportive role and leaving the task of weight restoration solely to 
the  parents. The resistance often encountered by parents during the weight 
restoration process can be quite difficult. Throughout treatment the therapist 
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emphasizes the importance of maintaining a non-blaming stance toward the patient 
and helping the parents remember that their child is not in control of the eating 
disordered behaviours. 

Families are ready to move into the second phase of treatment when the patient 
is nearing his or her ideal body weight and resistance to parental control over 
eating has decreased. During this phase, parents gradually hand back control over 
eating to their child. The extent of responsibility returned to the child will depend 
largely on the child’s age and on the eating habits that were typical of the family 
prior to the onset of the eating disorder. 

The third phase begins when the child has reached a healthy weight and the 
eating disorder symptoms have largely subsided. With the eating disorder no 
longer impeding the patient’s development, the focus shifts to a discussion of 
ways in which parents can support their child through the developmental challenges 
of adolescence that lie ahead. 

Family-based treatment for bulimia nervosa

Family-based treatment for bulimia nervosa (BN) comprises three similar phases. 
Instead of focusing on weight restoration, however, parents are encouraged to help 
their child regulate his or her eating and reduce binge eating and purging. FBT for 
BN tends to take a more collaborative approach, with the adolescent patient 
working with the parents to change eating disordered behaviour. This approach is 
possible in part because BN is often experienced as ego-dystonic and thus the 
adolescent is more motivated to change. 

The medical and psychological comorbidities that often accompany both AN 
and BN necessitate a team approach to treatment, with a therapist to guide FBT, 
a physician to monitor medical stability and, if necessary, a psychiatrist to manage 
psychotropic medications.  Unfortunately, although FBT is a potentially life-
saving treatment option, many families are not receiving this treatment. 

Empirically supported treatments

Families deserve to know more about evidence-based care. My daughter 

lost twelve years of her life – most of her childhood – to misinformed 

treatment. Many treatment providers still subscribe to outdated notions 

about this disease. 

 Not until recently, after ten years of disordered eating and seven inpa-

tient stays at fi ve different facilities, did we learn about Maudsley. It made 

sense to us. My husband is a scientist and I’m a science teacher. The 

method was based on scientifi c data and seemed more reasonable than 
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The use of empirically supported treatments (ESTs) is gaining attention.  Ethical 
considerations suggest that patients deserve to have access to treatment approaches 
that have been shown to be effective.  Although additional studies are needed, 
family-based treatment currently has the strongest empirical support for 
adolescents under the age of 18 who have had AN for less than three years (Fisher 
et al. 2010; Keel and Haedt 2008; Lock and Le Grange 2005).  Fewer data are 
available to support any one approach in the treatment of BN, but FBT and 
cognitive behavioural therapy show early promise in the literature (Le Grange et 
al. 2007; Schmidt et al. 2007).

Unfortunately there are several barriers to practitioners utilizing FBT and other 
ESTs in actual clinical practice.  First, FBT is different from more typical 
psychotherapeutic treatment in that it first and foremost emphasizes the medical 
crisis of AN and focuses on rapid weight restoration before attending to 
psychosocial concerns. Second, many therapists have not received training in 
FBT, as formal training opportunities for FBT were limited until several years 
ago.

Therapist manuals are available for AN (Lock et al. 2001) and BN (Le Grange 
and Lock 2007), which allow practitioners to learn the approaches on their own. 
Also, the Training Institute for Child and Adolescent Eating Disorders provides 
therapists with the opportunity to become fully trained and certified in FBT. 
Several training workshops are required as part of the certification process and 
experienced therapists provide thorough supervision prior to granting of full 
certification (details: www.train2treat4ed.com).

Incomplete knowledge of or misconceptions about ESTs may dissuade 
therapists from using an approach or parents from seeking that particular treatment. 
For example, misconceptions of FBT include the belief that it involves ‘force 
feeding’; that its focus is weight restoration, ignoring the psychological needs of 
the patient; that FBT is not appropriate for older adolescents; and that certain 
families (e.g. single parents) are unable to use this approach effectively. Even 
therapists trained in FBT may encounter resistance from misinformed treatment 
providers also involved in the patient’s care, making the requisite team approach 
quite challenging. These misconceptions are damaging, and public and professional 
education may help to assuage worries that a particular EST will not work or, 
worse, is harmful. Parent-led advocacy groups and education organizations, such 
as www.maudsleyparents.org and www.effectivechildtherapy.com, are helping to 
raise awareness.

other models. With the Maudsley method, our daughter was not expected 

to come up with the motivation to get better and/or search for some event 

in her past that made her get sick. My husband and I were able to be an 

active part of her treatment. 

Leslie
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Other treatments for eating disorders that include parents in the therapeutic 
process are being evaluated and may accumulate empirical support. For instance, 
Adolescent Focused Therapy (also referred to as Ego-Oriented Individual 
Therapy) has demonstrated good outcomes in two randomized controlled trials 
(Lock et al., 2010; Robin et al. 1999). While the treatment is focused on individual 
meetings with the adolescent, one-quarter of the sessions are reserved for parent 
meetings. Additionally, in a current randomized controlled trial at the University 
of Chicago and Stanford University evaluating cognitive behavioural therapy for 
adolescents with BN, parental involvement is expected. 

Conclusion

It’s hard not to be embittered by the damage we suffered as a family. Most 

diffi cult to reconcile is the ineffective treatment our daughter endured 

and the time lost before we found the Maudsley method.   As our daugh-

ter became re-nourished we were amazed at how her eating disordered 

behaviours peeled away, her depression lifted and her anxiety disappeared. 

Today she is happy and healthy! I continue to be stunned by the transfor-

mation. She suffered from AN for more than a decade, was considered 

‘chronic’ and unlikely to recover. We tried many types of treatment, but 

the only thing that worked was full nutrition. I encourage parents to focus 

on this. Expect that your child’s eating disorder will argue convincingly 

against your involvement, but stay the course. Your child is more likely to 

cooperate if you have a good therapist for support, and recovery does 

not have to be protracted. 

Leslie

The tide is turning. Parents are increasingly recognized as an integral and positive 
element of recovery from an eating disorder. We hope that increased opportunities 
for training in FBT, continued emphasis on provision of empirically supported 
treatments, and correction of misconceptions about FBT and the family’s role in 
therapy will open the door to the provision of more effective and timely treatments 
for individuals suffering from these debilitating illnesses. 
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