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ABSTRACT
Background: Eating disorders are complex difficulties that impact the individual, their supporters and society. Increasing numbers are being admitted to intensive treatment settings (e.g., for inpatient treatment, day-patient treatment or acute medical treatment). The lived experience perspectives of what helps and hinders eating disorder recovery during intensive treatment is an emerging area of interest. This review aims to explore patients’ perspectives of what helps and hinders recovery in these contexts.
Methods: A systematic review was conducted to identify studies using qualitative methods to explore patients’ experiences of intensive treatment for an eating disorder. Article quality was assessed using the Critical Appraisal Skill Programme (CASP) checklist and thematic synthesis was used to analyse the primary research and develop overarching analytical themes. 
[bookmark: _Hlk161665193]Results: Thirty articles met inclusion criteria and were included in this review. The methodological quality was mostly good. Thematic synthesis generated six main themes; collaborative care supports recovery; juxtapositions of the intensive environment; negotiating identity; supporting mind and body; the need for specialist support; and the value of close others. The included articles focused predominantly on specialist inpatient care and were from eight different countries. One clear limitation was that ethnicity data were not reported in 22 out of the 30 studies. When ethnicity data were reported, participants predominantly identified as white.
Conclusions: This review identifies that a person-centred, biopsychosocial approach is necessary throughout all stages of eating disorder treatment, with support from a sufficiently resourced and adequately trained multidisciplinary team. Improving physical health remains fundamental to overall eating disorder recovery, though psychological support is also essential to understand what causes and maintains the eating disorder and to facilitate a shift away from an eating disorder dominated identity. Carers and peers who instil hope and offer empathy and validation are valuable additional sources of support. Future research should explore what works best for whom and why, evaluating patient and carer focused psychological interventions and dietetic support during intensive treatment. Future research should also explore the long-term effects of, at times, coercive and traumatic treatment practices and determine how to mitigate against potential iatrogenic harm.
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PLAIN ENGLISH SUMMARY
Some people with eating disorders will need intensive treatment (e.g., inpatient treatment, day-patient treatment or acute medical treatment) during the course of their illness. Understanding what helps and hinders eating disorder recovery during intensive treatment is an important part of developing effective interventions. This review summarises research exploring people with eating disorders’ perspectives of intensive treatment, with the aim of identifying what helps and hinders eating disorder recovery. We searched in scientific databases for all published qualitative studies that explored people with eating disorders’ perspectives of intensive treatment. Thirty studies meet the inclusion criteria of this literature review. The results sections of these studies were analysed by extracting relevant findings relating to eating disorder recovery. We found that a person-centred, holistic approach is necessary throughout all stages of eating disorder treatment, with support from healthcare professionals and carers with specialist knowledge of how to support people with eating disorders. Improving physical health is fundamental to eating disorder recovery. However, psychological support is also essential to help people with eating disorders to understand what causes and maintains the eating disorder and support them to move away from an eating disorder dominated identity. Areas for future research are outlined. 
INTRODUCTION
Eating disorders (EDs) are a group of mental health disorders, such as anorexia nervosa (AN), bulimia nervosa (BN), and binge eating disorder (BED), that are characterised by severe disturbances of attitudes and behaviours related to food, weight, and shape, and that seriously impact mental and physical health (1). ED onset is typically during late adolescence and early adulthood (2). With the potential to impact every organ system, EDs can be life threatening, reportedly having the highest mortality rate of all mental health disorders (3–5). EDs are burdensome to the individual, their supporters and society (6). Covid-19 has only exacerbated this burden: increases in incidence rates, ED symptomatology and hospital admissions have been widely reported (7–9).
Treatment for people with eating disorders (PwEDs) depends on the severity and chronicity of difficulty (10). Most PwEDs are first offered outpatient psychological therapy, which can be complemented with pharmacotherapy, medical monitoring, nursing and/or dietetic support (11). For those who do not respond to outpatient treatment, or whose ED cannot be managed safely as an outpatient, intensive treatment may be offered. This typically ranges from day-patient treatment or partial hospitalisation to inpatient or residential treatment in an ED or general psychiatric unit. Though varied, these more intensive treatments typically involve greater multidisciplinary input and direct meal supervision (11). Alongside specialist intensive treatments, increasing numbers of PwEDs are being admitted to general medical settings to manage the medical complications associated with EDs (12,13). Care in medical settings is highly variable, with varying levels of specialist input (11,13). Importantly, whilst the relative merits of each form of intensive treatment continue to be debated, demand appears to be rising internationally (14–16).
Clinicians supporting PwEDs encounter challenges due to the egosyntonic nature of the illness (17). Many people attach positive value to their ED (18), as it gives a perceived sense of control, and means of obtaining identity and avoiding negative affect (19,20). Consequently, PwEDs are often ambivalent towards treatment and display low motivation to change (21,22). Current treatment efficacy is modest (23). A recent rapid review suggested between 30% and 41% of PwEDs relapse within two years of receiving treatment and that less than half achieve recovery at long-term follow up (24). Furthermore, across all EDs, 62–70% of people who have received inpatient treatment still meet full diagnostic criteria or have remaining ED symptoms at long-term follow-up (6). 
[bookmark: _Hlk161666584]To improve treatment outcomes for PwEDs, it is vital that we better understand the lived experiences of those who use ED services. (25,26)As such, emerging research explores lived experience perspectives of ED treatment. For example, Babb and colleagues (27) reviewed qualitative studies exploring PwEDs’ general experiences of ED treatment. This review called for more individualised care and psychological support. Whilst valuable, it did not specifically focus on recovery. It also only identified studies exploring inpatient and outpatient experiences. Yet, some studies have explored PwEDs’ perspectives of other treatment settings, such as day-patient or acute medical settings, which may add important insights. The lifespan approach taken in this review may also mean that a review focused on adult populations is warranted as there are differences in ED treatment accessibility and delivery between child, adolescent and adult services. For instance, the duration of untreated ED (DUED) varies strongly between age groups, with a younger age seeing a shorter DUED (28) and in child and adolescent ED treatment, greater emphasis is placed on family involvement (29).
Other reviews seek to conceptualise ED recovery from lived experience perspectives. These have led to recovery being described as a complex psychological process that requires commitment, responsibility, development of insight into the function and consequences of the ED, acceptance by others and of the self, and development of meaningful relationships (30). Recovery has also been said to include remission of ED symptoms alongside psychological well-being and adaptability, and involves hope, reclaiming identity, meaning and purpose, empowerment and self-compassion as key components (31–33). Whilst valuable findings, these reviews do not focus specifically on what aspects of treatment help or hinder recovery.
More recently, two qualitative reviews synthesised literature exploring the lived experiences of inpatient treatment for all EDs (34) and AN only (35) within ED-specific treatment settings. These reviews highlight the complex and multifaceted nature of inpatient experiences and the importance of person-centred treatment that involves medical and psychological intervention (34,35). Undeniably, these reviews provide insight into a neglected area of research. However, they include differing all-age studies and exclude studies exploring different intensities and aspects of intensive treatment (such as the experience of involuntary admission). Yet, many PwEDs move through different intensive treatments, some outside ED-specific treatment settings, and all aspects of intensive treatment may relate to recovery.
ED recovery is a process rather than a singular event, which can begin before and continue beyond inpatient treatment. Therefore, this review aims to extend previous reviews exploring the lived experiences of inpatient treatment. With a focus on recovery, it aimed to elucidate what helps and hinders recovery for adults with EDs across all types and aspects of intensive treatment and to provide recommendations for research and clinical practice.
METHODS
[bookmark: _Toc149459376][bookmark: _Toc149459400][bookmark: _Toc149459470][bookmark: _Toc149459539][bookmark: _Toc149459663][bookmark: _Toc149459703][bookmark: _Toc149459910][bookmark: _Toc149470380][bookmark: _Toc149485647][bookmark: _Toc154761965]Search Strategy
This systematic review was conducted in line with Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines (36) and was pre-registered on PROSPERO (ID: CRD42023426052). 
Systematic literature searches were carried out using electronic databases (EMBASE, MEDLINE, PsychINFO, and Web of Science), searched from conception to 6th June 2023. Search terms and inclusion and exclusion criteria were formed using the ‘Sample, Phenomenon of Interest, Design, Evaluation and Research type’ (SPIDER) tool (37). The search strategy employed was informed by preliminary internet searches and previous reviews. It covered four concepts: (1) EDs, (2) intensive treatment, (3) qualitative methodology, and (4) lived experiences. Various combinations of search terms were trialled before settling on a broad search strategy that explored all free text to maximise search sensitivity.
[bookmark: _Toc154761966]Table 1. SPIDER Search Terms and Boolean Operators.
	Sample AND
	Phenomenon Of Interest AND
	Design AND
	Evaluation
	Research Type

	eating disorder* OR anore* OR bulimi* OR binge* OR EDNOS OR OSFED OR ARFID
	inpatient OR IP OR intensive OR admission OR eating disorder unit* OR acute OR day patient OR day treatment OR day hospital* OR partial hospital*

	qual* OR mixed method* OR case study OR content analysis OR discourse analysis OR ethnography OR exploratory OR focus group OR grounded theory OR interview* OR narrative OR phenomenology OR phenomenological OR thematic analysis
	experience* OR attitude* OR perspective* OR view* OR reflect* OR interview*
	N/A


Note. EDNOS = Eating Disorder Not Otherwise Specified; OSFED = Other Specified Feeding and Eating Disorder; ARFID = Avoidant Restrictive Food Intake Disorder.
Study Selection and Eligibility Criteria
The first author completed the literature search, which yielded 2590 articles. Duplicates were removed, and the titles and abstracts of the remaining articles were screened against predetermined inclusion and exclusion criteria, outlined in Table 2. Qualitative or mixed method studies (if qualitative results were reported separately) that explored adults’ experiences or views of any aspect of intensive treatment directly related to an eating disorder diagnosis were considered for eligibility. Only studies originally published in English and in peer-reviewed journals were accepted. A decision was made not to search the grey literature due to time constraints and wanting to ensure adequate space and consideration was given to the included studies. Further, grey literature studies are not necessarily subject to the same rigorous academic peer-review processes as non-grey literature studies. Nonetheless, some potentially relevant studies may have been missed.
Table 2. Inclusion and Exclusion Criteria.
	
	Inclusion criteria
	Exclusion criteria

	Sample
	Focus on adults’ experiences of intensive treatment related to an eating disorder diagnosis. E.g., anorexia nervosa (AN), bulimia nervosa (BN), binge eating disorder (BED), eating disorder not otherwise specified (EDNOS), other specified feeding and eating disorder (OSFED), and avoidant restrictive food intake disorder (ARFID).
	Focus on individuals with lived experience of intensive treatment related to another mental or physical health difficulty, on individuals with lived experience of only outpatient treatment for an eating disorder, or on child and/or adolescent eating disorder samples.


	Phenomenon of Interest 
	Focus on the experience of current or past intensive treatment directly related to an eating disorder diagnosis. E.g., specialist eating disorder or general psychiatric inpatient treatment, day-patient treatment, partial hospitalisation, intensive community treatment or general medical admissions for eating disorder symptoms. 
	Focus solely on carers’ experiences or healthcare professionals’ experiences of intensive treatment for an eating disorder.

	Design
	Qualitative methodology (or mixed methods methodology, if qualitative results are reported separately) and used a named, bona fide analytic approach.
	Quantitative methodology.

	Evaluation
	Explicitly attempt to capture individuals’ experiences, attitudes, perspectives, or views of any aspect of intensive treatment (e.g., overall experience, experience of an intervention, or exploration of a process).
	Studies in which the qualitative data is minimal (e.g., no data extracts provided).


	Research Type
	Studies published in English.
Studies published in reviewed journals.
	Studies published not in English.



Eligibility screening resulted in 71 articles which were read in full. Full-text screening excluded a further 45 articles, resulting in a total of 26 articles. The first author also screened the reference lists of included manuscripts to identify other studies that may have met the inclusion criteria and conducted additional searches through Google Scholar throughout the review process. This resulted in an additional four articles, meaning that 30 articles were included in this review. Throughout this process, any discrepancies were discussed with the second author (MG) until a consensus was reached. The complete procedure is detailed in the PRISMA diagram (Figure 1). 
INSERT FIGURE 1 HERE
[bookmark: _Toc149459378][bookmark: _Toc149459402][bookmark: _Toc149459472][bookmark: _Toc149459541][bookmark: _Toc149459665][bookmark: _Toc149459705][bookmark: _Toc149459912][bookmark: _Toc149470382][bookmark: _Toc149485649][bookmark: _Toc154761967]Quality Assessment 
[bookmark: _Toc149459379][bookmark: _Toc149459403][bookmark: _Toc149459473][bookmark: _Toc149459542][bookmark: _Toc149459666][bookmark: _Toc149459706][bookmark: _Toc149459913][bookmark: _Toc149470383][bookmark: _Toc149485650][bookmark: _Toc154761968]Though what constitutes “validity” or “quality” in qualitative research is debated, quality appraisal remains a crucial part of any qualitative review (38). The Critical Appraisal Skill Programme (CASP) checklist, a commonly used research appraisal tool, offers ten questions that facilitate assessment of qualitative studies. The Cochrane Qualitative and Implementation Methods Group recommends to avoid providing numerical scores, as CASP is not recommended as an absolute score of quality (39). Instead, studies are considered according to whether criteria are: “yes well addressed”; “can’t tell”; or “no not addressed”. In this review, “can’t tell” was chosen when insufficient information was reported to make a judgement, as quality issues may be due to poor methodology and/or inadequate reporting (40,41). The first author conducted the quality assessment and any ambiguities were discussed with the review team until a consensus was reached.
Given the large number of studies in this review, whilst absolute scores were avoided, quality appraisal was used to organise the thematic synthesis, as has been recommended previously (e.g., 41,42). This meant studies (n=10) for which “yes” was chosen for all ten questions were first reviewed to generate the coding framework. This was used to code the remaining studies. When particularly meaningful, new codes were generated. No studies were deemed to be low quality, as all studies provided valuable contributions to a limited evidence base. If there had been low quality studies, no new codes would have been generated, though these studies would not have been excluded.
Method of Synthesis
Thematic synthesis was chosen to integrate findings of multiple qualitative studies to answer a specific review question and extend what is already known (43). All text from “results” or “findings” sections, and any findings in abstracts, were extracted and treated as data. Thematic synthesis followed three iterative stages. Stage one involved line-by-line coding of text according to meaning and content. Stage two involved grouping of codes into hierarchical structures, to develop descriptive themes that remained data-driven and close to the primary studies. Stage three involved the generation of analytical themes through inference of descriptive themes, which go beyond the primary studies to generate new interpretive explanations.
[bookmark: _Toc149459380][bookmark: _Toc149459404][bookmark: _Toc149459474][bookmark: _Toc149459543][bookmark: _Toc149459667][bookmark: _Toc149459707][bookmark: _Toc149459914][bookmark: _Toc149470384][bookmark: _Toc149485651][bookmark: _Toc154761969]Reflexivity
Reflexivity, the conscious, collaborative appraisal and critique of how one's subjectivity and context influence the research processes, is an essential component of qualitative research (44,45). We, the three authors, have a psychology/psychiatry and academic and clinical background. The first author is a trainee clinical psychologist with lived experience of an ED as well as academic and clinical experience in EDs/mental health. The second author is a clinical psychologist with academic and clinical experience in mental health, in particular with adults with experiences of psychosis. The third author is a consultant psychiatrist and expert in the field of EDs, with experience of developing national and international initiatives to improve ED policy and practice. One of us was an insider to the experience of ED treatment and we are all insiders to a culture of working in mental health services with often high levels of need and limited resource. We made every attempt to ensure potential biases (e.g., our combined clinical, academic and experiential understanding that intensive treatment can be challenging for many) were kept in awareness and endeavored to pay attention to the full range of findings. Coding extracts and theme developments were discussed with all authors to check for disagreements or uncertainties before being finalised. Additionally, the first and second author met for monthly supervision to discuss the review development and analysis, and to support a continuous process of self-reflection. This collaborative approach supported development of themes that captured important nuances in the lived experiences of ED treatment, for example identifying the tension between physical versus psychological support. Nonetheless, as with all qualitative research, a different group of researchers who sought to answer the same research question may have extracted different themes from the data.
RESULTS
[bookmark: _Toc149459381][bookmark: _Toc149459405][bookmark: _Toc149459475][bookmark: _Toc149459544][bookmark: _Toc149459668][bookmark: _Toc149459708][bookmark: _Toc149459916][bookmark: _Toc149470386][bookmark: _Toc149485653][bookmark: _Toc154761971]Studies Identified
Thirty papers were identified as relevant. These are summarised in Table 3. 
INSERT TABLE 3 HERE
Included studies totalled 495 participants ranging from 17 to 56 years. Ninety-six percent identified as female, 2% identified as male, 0.4% identified as non-binary and 0.6% were not reported. Sixty-five percent of participants were diagnosed with AN, 6.3% with BN, 0.6% with BED, 9.1% with EDNOS, 0.4% with OSFED, and 18.6% as missing or not reported. Ethnicity data were not reported in 22 studies. When ethnicity data were reported, 98.9% of participants identified as white (94/95 participants in reporting studies) and 1% identified as Other.
Included studies were predominantly conducted in the United Kingdom (N = 17). Other countries included Australia (N = 4), Canada (N = 3), Sweden (N = 2), Denmark (N = 1), Israel (N = 1), Norway (N = 1) and the USA (N = 1). Most studies focused on specialist inpatient units only (N = 19), with three studies focusing on inpatient and day-patient settings and one study focusing on inpatient and general psychiatric units. Three studies focused on day-patient settings only and two studies focused on medical settings only. One study focused on intensive community treatment and one study did not report the setting (though it focused on experiences in intensive settings). Most (27/30) studies did not report length of stay and those that did reported a wide range of 0.14 to 27 months.
Recruitment was carried out using various methods, inviting both current and past receivers of treatment. A range of data analysis approaches were used, though half of the studies used thematic analysis. Most studies (N = 23) used semi-structured interviews. Other data collection methods included open-ended questions in discharge/feedback questionnaires, narrative interviews, focus groups, diary entries and medical documents.
[bookmark: _Toc149459382][bookmark: _Toc149459406][bookmark: _Toc149459476][bookmark: _Toc149459545][bookmark: _Toc149459669][bookmark: _Toc149459709][bookmark: _Toc149459917][bookmark: _Toc149470387][bookmark: _Toc149485654][bookmark: _Toc154761972]Quality Appraisal
Included studies were of variable quality, but none were considered inadequate (see Table 4). All studies provided clear statements of the aims and appropriateness of qualitative methodology. The research design was unclear in three studies (46–48) and one study (49) did not explain consideration of ethics. Ten studies did not describe their recruitment strategy and thirteen studies did not provide any/adequate consideration of the relationship between the researcher(s) and participants. This contrasted with many studies that provided clear descriptions of their recruitment strategy (e.g., 50,51) and researcher reflexivity (e.g., 52,53). In line with their study methodology, some studies provided more descriptive analyses (e.g., 54,55) and others (e.g., 48,49,56) provided more in-depth analyses. Studies that did not provide sufficient qualitative data for the quality of their analysis to be considered and analysed as part of this review were excluded at the point of screening. All studies showed sufficient rigour, providing clear statements of findings and situating these within the wider literature.
Studies varied significantly in the time-point of data collection (e.g., during treatment, immediately after, retrospectively or a combination), with only some reflecting on the chosen time-point(s). Most studies focused on experiences relating to specialist inpatient treatment and only some adequately described the treatment setting. Moreover, several studies did not provide key participant characteristics, samples were not representative and no study focused exclusively on any ED other than AN.
INSERT TABLE 4 HERE
Thematic Synthesis
[bookmark: _Toc149459383][bookmark: _Toc149459407][bookmark: _Toc149459477][bookmark: _Toc149459546][bookmark: _Toc149459670][bookmark: _Toc149459710][bookmark: _Toc149459919][bookmark: _Toc149470389][bookmark: _Toc149485656][bookmark: _Toc154761974]Six themes were generated from the data: Collaborative Care Supports Recovery; Juxtapositions of the Intensive Environment; Negotiating Identity; Supporting Mind and Body; The Need for Specialist Support; and The Value of Close Others. Themes and subthemes are outlined in Table 5 and discussed below.
[bookmark: _Toc152250731]Table 5. Themes and Subthemes.
	Theme
	Subthemes

	Theme 1: Collaborative Care Supports Recovery
	Active Involvement in Treatment
Temporarily Handing Over Responsibility

	Theme 2: Juxtapositions of the Intensive Environment
	A Bubble that was Hard to Replicate 
A Punitive, Distressing Environment

	Theme 3: Negotiating Identity
	Separating the Self from the ED
Beginning to Want Something Different

	Theme 4: Supporting Mind and Body 
	Weight Restoration and Dietary Change
Psychological Awareness and Understanding

	Theme 5: The Need for Specialist Support
	Genuine Care, Alliance and Trust
Skilled and Well Resourced Multidisciplinary Care

	Theme 6: The Value of Close Others
	Peer Support and Comparison
Carer Support and Understanding
Moving from Loneliness to Connection



[bookmark: _Toc149459920][bookmark: _Toc149470390][bookmark: _Toc149485657][bookmark: _Toc154761975]Theme 1: Collaborative Care Supports Recovery
Active Involvement in Treatment
[bookmark: _Toc149470391][bookmark: _Toc149485658][bookmark: _Toc154761976]Collaborative care supported recovery across intensive settings. “Working together” (51) and supporting PwEDs to “make their own decisions” (50) strengthened participants’ motivation. However, collaboration was “often felt to be absent” (57). Several studies identified that participants felt “alienated from the decision-making process” (58), especially those admitted involuntarily. Feeling unheard negatively impacted upon self-esteem and anxiety. Lack of transparency between PwEDs and treatment providers affected treatment experiences and subsequent recovery. Lack of clarity about ward rounds led to “power differences… and anxiety” (59). Participants in both studies exploring medical settings voiced not knowing who was chiefly responsible for their care and “feeling deceived or given a punishment” (58) when starting a refeeding protocol or being detained, due to lack of information. This negatively impacted upon treatment engagement. One study identified that providers should make expectations and regimes clearer and repeat them frequently “to ensure patients have time to process and understand them” (50). In another study, the option to self-admit (to inpatient treatment) strengthened participants’ agency and motivation, and promoted partnership. However, for some, it risked too much decision-making power – “too much say… it’ll be bad for me” (54).
Collaboration was particularly key during transitions of care. Lack of information and “uncertainty in what was going to happen” (53) contributed to fear and feeling overwhelmed, hindering ongoing recovery. Many studies concurred that “a graded and planned discharge helped… [re]integration” (60). This involved “a phased, supportive approach” (61), “communication… with clear goals” (57) and consideration of potential “obstacles and challenges” (62). Several studies identified that treatment intensity dropped too quickly, that little or no further support was offered, or participants were placed on lengthy outpatient waitlists. Continuity of support was essential. 
Temporarily Handing Over Responsibility
[bookmark: _Int_p8bWfYx3][bookmark: _Toc149470392][bookmark: _Toc149485659][bookmark: _Toc154761977]Whilst collaborative care generally supported recovery, there were instances in which, for short periods of time, participants found it helpful to not be so involved in care decisions. Several inpatient studies identified that, whilst challenging, many participants actually felt “saved” (60) when providers took responsibility (e.g., implementing clear boundaries around dietary change). “Handing over” (63) control was sometimes viewed as a necessary step towards recovery. However, for some, sudden loss of control contributed to heightened distress and “amped up the ED” (50). For those experiencing involuntary treatment in particular (e.g., forced nasogastric feeding) this led to disconnection from one’s care. One study identified that “hopelessness and resentment” (60) developed. As Fox and Diab (49) outlined, the ED “gave participants a sense of control and a method of coping…” and “refeeding… led to an intense feeling of losing control” – supporting participants to understand the reasons behind care decisions and to process the intensive emotions these activated appeared fundamental to recovery.
[bookmark: _Toc149459384][bookmark: _Toc149459408][bookmark: _Toc149459478][bookmark: _Toc149459547][bookmark: _Toc149459671][bookmark: _Toc149459711][bookmark: _Toc149459921][bookmark: _Toc149470394][bookmark: _Toc149485661][bookmark: _Toc154761979][bookmark: _Toc149470395][bookmark: _Toc149485662][bookmark: _Toc154761980]Theme 2: Juxtapositions of the Intensive Environment
A Bubble that was Hard to Replicate
For some, the safety and security afforded by intensive treatment supported recovery. Inpatient and day-patient treatment granted “permission” (53,60) to focus on recovery. Inpatients was described as a “respite from overwhelming everyday demands” (54). Participants felt they “belonged somewhere” (64), finding “comfort in predictable routines” (65). Inpatients also provided relief for carers. Several studies suggested non-negotiable boundaries supported change – “completing meals was non-negotiable” (66). Two studies recognised when healthcare professionals (HCPs) made alterations to rules, it gave the ED “leverage to pathologically negotiate” (65). Nonetheless, one participant identified that the existence of certain rules (e.g., prohibiting of water loading) alerted them to new possibilities.
[bookmark: _Toc149470396][bookmark: _Toc149485663][bookmark: _Toc154761981]It was recognised that the certainty and boundaries inpatients afforded was “not easily replicated” (52). Their loss after discharge contributed to difficulties with continuing recovery. Indeed, inpatients was called a “bubble” (60,63), “greenhouse” (67) and “lab… [with] very exact and measured conditions” (67). It left participants “frozen… and dependent on the unit” (63). Various studies identified that intensive treatment (particularly inpatient treatment) put “life on hold” (61). For some, this contributed to dependence on treatment and the ED. As O’Connell (66) outlined, the ED became “the standpoint from which I related to others”. A few studies highlighted the importance of providers “showcasing interest and highlighting aspects of patients’ lives outside of their ED” (50) to provide relief from institutionalisation and support motivation. As PwEDs transitioned out of intensive treatment, returning to or beginning careers, relationships, leisure and personal development activities supported “a sense of routine and purpose” (61).
A Punitive, Distressing Environment
[bookmark: _Toc149470397][bookmark: _Toc149485664][bookmark: _Toc154761982]Words such as “miserable”, “horrific”, “hostile”, “traumatic”, “distressing”, “inhumane”, “terrifying” and “an assault” were used to describe treatment (in inpatient and medical settings only) (48,49,57,60,64). For some, feeling dehumanised, restricted or traumatised negatively impacted upon motivation, engagement and subsequent recovery. Several studies suggested participants felt “under inspection” (60) and treatment was described as “doing time” (56). “Exposure to… [and experiences of] distressing events” (57) were difficult – described as “something I’ll never forget” (48). Participants sometimes experienced “corrective measures as punitive or disciplinary” (65). Moreover, across several studies, participants felt certain boundaries were arbitrary, employed without adequate explanation, or “rigid and unable to be maintained” (60), leaving them feeling disempowered. 
[bookmark: _Toc149459385][bookmark: _Toc149459409][bookmark: _Toc149459479][bookmark: _Toc149459548][bookmark: _Toc149459672][bookmark: _Toc149459712][bookmark: _Toc149459922][bookmark: _Toc149470398][bookmark: _Toc149485665][bookmark: _Toc154761983][bookmark: _Toc149470399][bookmark: _Toc149485666][bookmark: _Toc154761984]Theme 3: Negotiating Identity
Separating the Self and the ED
[bookmark: _Toc149470400][bookmark: _Toc149485667][bookmark: _Toc154761985]Across many studies, attachment to the ED hindered recovery. The ED afforded safety, control and confidence in its success and provided “emotional and physical detachment” (68). Intensive treatment “created a state of internal coercion” (48). Several studies identified that a mismatch between treatment requirements and participants’ readiness to change could result in treatment refusal or termination, strengthening attachment to the ED. For those who experienced repeated admissions, lengthy stays or passing between services, “feelings of hopelessness” (49) and “feelings of failure” (54) were prevalent. Consequently, participants “gripped more tightly onto AN” (66) (and the ED identity).
Indeed, being “reduced to a number and a disorder” (58) in inpatient and medical settings hindered recovery. Various studies suggested participants disliked feeling defined by their illness and treated as “a collective” (67) or in accordance with “an assumed group identity” (69). This “one-size-fits-all approach” (56) left participants feeling “misunderstood, invalidated and stereotyped” (66). There was a desire for “different tracks for people with different needs” (58) and a wish for providers to “humanise the patient” (50). Indeed, personalised, flexible treatment supported recovery across intensive settings. Day-patients was viewed as more flexible than inpatients, though both groups desired a more “tailored approach” (61) (e.g., better consideration of differences in sexuality, gender identity and comorbidities). Intensive community treatment was considered individualised, with “specific and obtainable goals” (68). Moreover, several studies highlighted that, for some participants, being supported to externalise the ED as separate to their sense of self -  recognising “AN as pathology separate to who they were” (65) - supported change and recovery. 
[bookmark: _Toc149470401][bookmark: _Toc149485668][bookmark: _Toc154761986]Beginning to Want Something Different
Indeed, ambivalence towards treatment, particularly initially, was common. Recovery required moving from ambivalence to acceptance and/or determination. Reflecting back, one participant suggested others should “surrender a little bit… trust in the treatment” (50). For some, this was difficult. Several studies identified that compliance resulted in discharge, but not necessarily recovery. One participant “humour[ed]” (62) providers and another aimed to “eat their way out” (60). It was these participants where relapse was most likely. Self-criticism, shame, worthlessness and hopelessness kept participants stuck.
Conversely, several studies outlined the value of motivation. In their study exploring experiences of recovered versus relapsed PwEDs, participants’ “own drive” (62) was prevalent in the recovered group. One participant described eventually “wanting something different” (66) and another study noted EDs require “extremely hard work to be fought against” (68). Key to recovery was self-acceptance, hopefulness, and awareness and insight into the ED: “compassion… and self-care” (60) and “a sense of self” (64) were necessary. 
[bookmark: _Toc149459386][bookmark: _Toc149459410][bookmark: _Toc149459480][bookmark: _Toc149459549][bookmark: _Toc149459673][bookmark: _Toc149459713][bookmark: _Toc149459923][bookmark: _Toc149470402][bookmark: _Toc149485669][bookmark: _Toc154761987][bookmark: _Toc149470403][bookmark: _Toc149485670][bookmark: _Toc154761988]Theme 4: Supporting Mind and Body
Weight Restoration and Dietary Change 
Many participants retrospectively saw intensive treatment as “saving lives” (48), specifically regarding medical stabilisation. However, across inpatient and medical settings, participants struggled with discrepancy between “normal [weight restored] bodies” and continued “anorexic thoughts” (62), leading to other maladaptive behaviours or relapse. Overfocus on biological markers, for example “micro-monitoring of the participant’s weight” (56), negatively impacted recovery. Across studies, participants wished for a “slow pace of change with focus on all aspects of their difficulties” (68).
[bookmark: _Toc149470404][bookmark: _Toc149485671][bookmark: _Toc154761989]Nonetheless, across specialist settings (i.e., not general medical), support in understanding and implementing dietary changes facilitated recovery. Meal support, plans and routines developed “behavioural patterns that supported recovery” (52) and “staff eating alongside” (46) normalised mealtimes. Nutritional education was also valued. Learning about “daily nutritional requirements” (52) and “their bodies’ need for food” (47) helped participants make dietary changes. Similarly, opportunities to engage in practical food groups (e.g., grocery shopping, outings to restaurants/cafes and meal preparation activities) were considered important and increased “conﬁdence to attempt repeating the challenges outside” (70). Practicing dietary related cognitive skills and coping strategies supported a “gradual shift to more independent eating” (71).
Psychological Awareness and Understanding
Understanding what caused and maintained the ED arose as integral to recovery, through individual and group therapy and wider psychological support. Individual therapy supported PwEDs to understand the ED and “challenge… maladaptive thinking styles and behaviours” (72). A “strong [therapeutic] connection” (71) was essential. Similarly, a range of therapeutic groups, including Cognitive Behavioural Therapy, Dialectical Behavioural Therapy and the Maudsley Anorexia Nervosa Treatment for Adults groups, as well as perfectionism, mindfulness, and value-based groups, were appreciated. Many recognised “the importance of sharing experiences and learning from each other” (73), though for a minority, the perceived intensity of groups was challenging. A holistic therapy, acupuncture, was “relaxing, both emotionally and physically” (74) particularly after meals. Nonetheless, for some, therapy was “too structured” (55). There was desire “for more guidance and practice to help with real life application” (72) and several studies identified a need for longer therapeutic intervention. One study identified insufficient psychological input in ward rounds, though one participant did not want their formulation shared due to it being “very personal” (59).
Learning to identify, express and manage emotions emerged as beneficial across intensive settings. For example, developing strategies to “manage… and label emotions” (55) and communicate one’s feelings supported recovery during and after treatment. Self-examination skills (e.g., journaling) helped PwEDs “continue to work on recovery after discharge” (52). Several studies identified that emotional suppression and avoidance of negative affect limited progress.
[bookmark: _Toc149470405][bookmark: _Toc149485672][bookmark: _Toc154761990][bookmark: _Toc149470406][bookmark: _Toc149485673][bookmark: _Toc154761991]Theme 5: The Need for Specialist Support
Genuine Care, Alliance and Trust
[bookmark: _Toc149470407][bookmark: _Toc149485674][bookmark: _Toc154761992]Genuine care, trust and therapeutic alliance between PwEDs and HCPs was important for recovery. Participants wished to be treated with dignity and respect. They valued HCPs who were “approachable and friendly” (51), empathic and non-judgemental, and who validated and managed participants’ emotions. For some, feeling cared for involved nurses adopting a “motherly or sisterly role” (65) and HCPs who went “beyond their roles” (57,75). Several studies noted the importance of strong therapeutic alliances with key workers, characterised by honesty, trust and openness. This promoted “hope and optimism” (75) and led participants to feel “held or supported” (68). Without a good keyworker relationship “challenges could feel insurmountable” (51).
[bookmark: _Toc149470408][bookmark: _Toc149485675][bookmark: _Toc154761993]Correspondingly, across several studies, feeling uncared for negatively impacted recovery. Participants sometimes felt dismissed, patronised or ignored. They struggled with HCPs who “failed to follow through with promises” (60), “overlooked [them] in comparison to newly admitted patients” (63), or offered a “lack of a predictable response” (69). Distrust between PwEDs and HCPs was “an important precursor to some difficult interactions” (56). Described in several studies, conflict often led to further rebellion as the participant sought to “retain their sense of control” (46). Poor connections resulted in increased anxiety and distrust, which impacted participants’ self-esteem, motivation, and desire to remain in treatment.
Skilled and Well Resourced Multidisciplinary Care
Several studies outlined the importance of PwEDs being care for by a skilled and well resourced multidisciplinary team, with “staff from different disciplines… contributing to residents’ recovery” (71). Changing teams, HCP shortages and use of non-permanent staff decreased standards of care and hindered recovery. Whereas, well trained and skilled HCPs displayed empathy, understanding, knowledge and clear boundaries. Indeed, “trust and belief in practitioner’s expertise were… fundamentally important” (49). Skilled HCPs were able to separate the person from the ED, facilitate honesty and openness, and develop strong therapeutic alliances.
[bookmark: _Toc149470409][bookmark: _Toc149485676][bookmark: _Toc154761994][bookmark: _Toc149470410][bookmark: _Toc149485677][bookmark: _Toc154761995]Theme 6: The Value of Close Others
Peer Support and Comparison
Peer support and comparison affected recovery. Across intensive settings, “physical and behavioural comparisons” (63) and competitiveness negatively affected “group cohesion and personal recovery” (53). Many found it distressing and triggering being admitted alongside others at various stages of recovery and with differing levels of illness severity. Indeed, participants were susceptible to adopting “new [unhelpful] ED practices” (67). Participants in two studies described comparing themselves (not under section) to those under section. This comparison increased participants’ guilt for choosing to eat and negatively impacted recovery. Correspondingly, participants in one study valued spending time with people without EDs who “value aspects of life other than shape and weight” (52).
[bookmark: _Toc149470411][bookmark: _Toc149485678][bookmark: _Toc154761996]In contrast, many of the same studies recognised that being alongside other PwEDs also supported recovery. Peers who understood and were non-judgmental were valued and contributed to connectedness, acceptance and belonging. Peer support “increased knowledge of effective coping skills and hope for recovery” (63). Several studies noted participants made “close and lasting friendships… through a sense of camaraderie” (67). Relatedly, one participant valued a peer mentor who had “been there and got through” (53).
Carer Support and Understanding
[bookmark: _Toc149470412][bookmark: _Toc149485679][bookmark: _Toc154761997]Carer support and understanding during, and upon leaving, intensive treatment supported recovery. Across settings, participants desired for carers to “provide love, a listening ear” (50), particularly “during the transition period” (61). Carer support groups were also valued. Returning home with “insufﬁcient or unhelpful social support” (70), as well as “continual emphasis on body weight and dieting within the family or social environment” (62), hindered recovery.
Moving From Loneliness to Connection
[bookmark: _Toc149470413][bookmark: _Toc149485680][bookmark: _Toc154761998]Isolation hindered recovery. Particularly upon admission, participants described an emptiness, loneliness and difficulty trusting others. Difficulties developing and maintaining relationships contributed to negative attributions of the self and others and pushed participants further into their ED. Admissions sometimes exacerbated these difficulties as participants were removed from friends and family. Fostering “meaningful connections after treatment” (52) and moving from “loneliness… to interpersonal connection” (68) supported PwEDs to move towards recovery.
DISCUSSION
This review explored what helps and hinders recovery during intensive treatment for PwEDs. Participants acknowledged that intensive treatment was often necessary, particularly with regards to biomedical recovery. As higher discharge BMI predicts more positive outcomes (for AN) (76), promoting adequate weight restoration remains a priority. Nonetheless, consistent with existing literature (30,35), a biomedical focus often took precedence over addressing underlying psychosocial difficulties. Participants were weight-restored but not recovered and often discharged without a period of consolidation or without adequate step-down support, placing them at higher risk of relapse following discharge (31). Providers should be careful to not over-focus on biological markers and should ensure pace of change is acceptable to the individual.
Correspondingly, a therapeutic milieu, comprising individual and group therapy and the wider care environment, was valued and necessary for recovery, though was not always present or sufficient. Consistent with existing literature (77,78), psychological interventions that supported PwEDs to understand the function and maintenance of their ED,  as well as to identify, express and process emotions, facilitated recovery. Externalisation also arose as an important therapeutic technique across the wider care environment to foster separation from an illness identity (79,80).
Ambivalence, resistance to change and hopelessness hindered recovery. Commonly identified as barriers to recovery (81–83), if these factors were not attended to, change was difficult, and relapse was likely. Imposing actions (e.g., through boundaries and routines) may be necessary for an individual’s safety, but carry a risk of driving them further into their ED, increasing resistance and decreasing motivation and compliance (84). These findings support research highlighting the role of holding and actively sharing hope (33,85) and of motivational interviewing (86).
Consistent dietary support should be embedded into intensive treatment. Across intensive settings (except in medical settings, where they were not mentioned), structured mealtimes, meal support, modelling normal eating, meal plans, nutritional education, and food groups supported PwEDs to move towards recovery. Supporting a small body of literature (87,88), dietary-related interventions allowed PwEDs to practice adaptive coping strategies, improve eating behaviours and self-efficacy, and address social challenges associated with eating.
Compassionate and yet boundaried HCPs were essential. Across intensive settings, collaborative, person-centred care strengthened hope and engagement. PwEDs desired active involvement in treatment, though for some, having responsibility removed initially was a necessary part of recovery. As clinicians have highlighted, balancing PwEDs’ desires with beneficence can be challenging (85,89), however the dominant medical paradigm, that positions HCPs as expert authorities, may harmfully limit choice, autonomy and opportunities for treatment participation. When PwEDs feel unheard or that their needs are not being met, premature treatment termination may result (90). Whilst those in intensive settings are often at higher risk, where possible, it remains important to offer choice and clear information. Although few in number, studies exploring day-patient and intensive community settings suggested they afforded greater choice and collaboration, though this may be as these settings generally support less severe ED populations (91).
Experiences of care were highly individual. At times, intensive environments facilitated recovery. They were safe and supportive, due to firm boundaries, clear routines, and, in inpatient settings, escape from life stressors. Yet, consistent with ED clinicians’ concerns (85), intensive treatment (especially inpatient) also contributed to treatment dependence and estrangement from life outside. Transition out of intensive treatment was highlighted as a particularly vulnerable period. Day-patient and intensive community treatment discharges were experienced as somewhat more graded and skills learnt as more transferable, perhaps leading to a greater likelihood of maintenance. These findings underscore the value of intensive treatment but also the need for a gradual discharge process. Occupational therapists may be particularly well placed to support development of necessary skills for continuing recovery, supporting PwED’s to identify purpose outside of the ED, cope with external triggers and resume educational, vocational and/or family roles (87).
Intensive environments (in inpatient and medical settings only) were also experienced as restrictive and traumatising, due to experiences of coercion, scrutiny, and being subjected to, or witnessing of, distressing practices. These iatrogenic factors may hinder recovery and have long-lasting effects, contributing to more severe psychopathology and/or trauma-related symptoms. To date, limited work has explored what aspects render the experience of psychiatric hospitalisation distressing, though experiences of coercion, stress and trauma appear common and distressing (92). Moreover, whilst compulsory treatment can be necessary to save lives, the long-term effects are largely unknown (93). 
Adding to the growing literature base surrounding the value of carer support for adults with EDs (94,95), carer support was valued when carers were able to understand the ED and challenges of treatment and offer empathy and validation. Given that carers’ distress and ways of coping can inadvertently maintain or reinforce the ED (96), this finding affirms the necessity for carers to receive their own support (95). Currently, a range of carer interventions show positive outcomes for PwEDs undergoing intensive treatment, though implementation is patchy, and research has predominantly focused on young people with AN and the experiences of mothers (95).
[bookmark: _Toc149470414][bookmark: _Toc149485681][bookmark: _Toc154761999]Peer comparison, competition and contagion were common in intensive settings and often reinforced the ED-dominant identity. Nonetheless, peer support and identification were also common, and frequently decreased isolation while motivating individuals towards recovery. One study also highlighted the value of a peer mentor. As a growing area of research and clinical practice, peer mentors may instil hope and increase motivation for treatment (97). Treatment alongside other PwEDs being both helpful and hindering for recovery is a widely reported juxtaposition (27,85). Helpful peer influence appears to depend on dis-identification with the ED-dominant identity and identification with a recovery identity. Indeed, a sense of shared identity with others in ED recovery promoted recovery in an online support group (98). Specialist support is necessary and valued by PwEDs and this generally means PwEDs are treated alongside peers. Peer influence should therefore be considered as part of each individual’s formulation, to explore the potential for support and harm and how this may relate to the ED identity.
Clinical and Research Implications
To enhance likelihood of ED recovery, a multidisciplinary approach is required across intensive settings. Restoring physical health remains fundamental. However, psychological support is also necessary. Whilst several psychological treatments have evidence supporting use in outpatients, minimal evidence guides implementation of evidence-based practices in intensive settings (99,100). Interventions that enhance motivation to change (86,101), foster separation from an ED-dominant identity (102,103) and support emotion recognition, regulation and expression (104,105) should be prioritised. Research must determine what works best for whom and why, tailoring processes to PwEDs’ unique needs, contexts and goals (30) and comorbidities (106). 
Specialist dietetic support should also be employed. Dieticians possess unique skills and knowledge, but the extent to which they are involved in intensive treatment is largely unknown (88) and limited research guides the content of dietetic interventions or explores the effect of including dietetics (107,108). Further research should explore what constitutes effective dietetic support across intensive settings (87,108).
Time to consolidate recovery gains alongside planned and phased discharges are vital for ED recovery. Research has begun to explore novel ways to support intensive treatment transitions (e.g., 134) and intensive stepped-care treatment programs highlight the value of longer-term multidisciplinary care for PwEDs (110,111). Further research must explore how to support maintenance of recovery, particularly as PwEDs return to daily life stressors.
Clinical practice guidelines recommend carer involvement in adult ED treatment (112,113) and carers and PwEDs recognise the value of carer support (96,114). Current carer support is inconsistent, interventions vary, and a sufficient evidence base is lacking, particularly for adult ED populations (94,115). Carer capacity, skill and knowledge vary and interventions need to be tailored accordingly (95,96). To develop more routine and individualised care, research needs to elucidate which carer interventions works best for whom and why, taking consideration of different carer types, EDs other than AN, and stages of illness (94,96).
Perhaps most notably, this review highlights the complexity of intensive support for PwEDs. Findings highlight several dilemmas that HCPs face: helpful boundaries and containment versus restriction and coercion; peer support versus contagion; and physical versus psychological recovery. There is a clear need for sufficient resource, specialist training and opportunities for HCPs to engage in reflective spaces. Organisational pressures alongside client complexity mean HCPs can find working with PwEDs emotionally draining, leading to negative judgements, frustration, hopelessness and worry (99,116). Perhaps it is these feelings that lead HCPs to strive for a practice of safe-certainty (e.g., administering standardised protocols) (116). Time and space for reflection may support adoption of positions of safe-uncertainty, and consequently more flexible, person-centred approaches based on formulation and evidence-based interventions (116).
Specialist skills and knowledge, alongside trust and openness, reduce conflict and enhance therapeutic relationships and treatment engagement (117–119). Within intensive settings, HCPs must balance firmness and empathy, communicating with clear boundaries to ensure certain behaviours are minimised whilst at the same time recognising and understanding the defensive nature of the ED and its adaptive function (22). Future studies should explore what aspects of intensive treatment may be causing harm and any long-term effects. Moreover, there is need for specialist training and research in general medical settings, given the extent of negative experiences in this area.
[bookmark: _Toc149470415][bookmark: _Toc149485682][bookmark: _Toc154762000]Strengths and Limitations
[bookmark: _Toc149470416][bookmark: _Toc149485683][bookmark: _Toc154762001]This review brings together 495 participants’ perspectives across thirty studies. Extending findings of previous reviews (34,35), this study explores what helps and hinders recovery across the spectrum of intensive treatment specifically for adults with EDs. A rigorous methodological process was employed in the selection, evaluation and interpretation of studies. To ensure findings remained contextualised, details of each included article’s aims, sample, setting, methods and methodological quality were included. However, a number of limitations must also be considered. The majority of included studies explored inpatient treatment experiences, making it hard to draw firm conclusions relating to other types of intensive treatment. Further research is needed into the lived experiences of intensive treatment settings other than specialist inpatient treatment for PwEDs (e.g., exploring lived experiences of day-patient treatment/partial hospitalisation, residential care, intensive community treatment, home-based treatments and acute medical admissions). Moreover, many studies also inadequately described the treatment setting. Given the diversity of intensive treatment approaches for PwEDs, authors should endeavour to describe treatment settings adequately to support transferability of findings (120). Additionally, included studies omitted several key participant characteristics, and as has been identified previously, samples lacked ethnic, gender and diagnostic diversity. This limits the generalisability of findings to groups other than white women with AN. Researchers must include ethnicity data, as its absence further maintains underrepresentation. Research prioritising the treatment experiences of marginalised groups is urgently required (121).
Conclusions 
This review explores what helps and hinders recovery during intensive treatment for PwEDs. A sufficiently resourced and adequately trained multidisciplinary service, which includes physical, psychological, dietetic and social support, supports ED recovery. Findings emphasised the vital role psychological support and understanding can have in supporting PwEDs to move from an ED-dominant identity to a sense of self outside of the illness and the value of carers and peers who instil hope and offer empathy and validation. Nonetheless, HCPs face several challenges when supporting PwEDs in intensive settings, as what is helpful for one person may be harmful for another. A person-centred, biopsychosocial approach is necessary throughout all stages of treatment. Further research must evaluate patient and carer focused psychological interventions and the role of dietetic support during intensive treatment. It must explore the long-term effects of, at times, coercive and traumatic treatment practices and determine how to mitigate against potential iatrogenic harm. 
LIST OF ABBREVIATIONS
AN, anorexia nervosa
ARFID, avoidant restrictive food intake disorder
BED, binge eating disorder 
BMI, body mass index
BN, bulimia nervosa 
ED, eating disorder
EDNOS, eating disorder not otherwise specified
HCP, healthcare professional 
LoS, length of stay
OSFED, other specified feeding and eating disorder
DECLARATIONS
Ethics Approval and Consent to Participate: Not applicable.
Consent for Publication: Not applicable.
Availability of Data and Materials: Data sharing is not applicable to this article as no new data were created or analysed in this study.
Competing Interests: The authors declare that they have no competing interests. 
Funding: The first author completed the systematic review as part of a Doctorate in Clinical Psychology at the Salomons Institute for Applied Psychology whilst employed by Surrey and Borders Partnership NHS Foundation Trust. This work is supported by the Medical Research Council/Arts and Humanities Research Council/Economic and Social Research Council Adolescence, Mental Health and the Developing Mind initiative as part of the EDIFY programme (grant number MR/W002418/1). US receives salary support from the NIHR Biomedical Research Centre for Mental Health, South London and Maudsley NHS Foundation Trust and Institute of Psychiatry, Psychology and Neuroscience, King’s College London.
Authors’ Contributions: HW conducted the review and analysed data, and was a major contributor in writing the manuscript; MG supervised the project, provided qualitative expertise during analysis and reviewed the manuscript; US supervised the project and reviewed the manuscript. All authors approved the final manuscript. 
Acknowledgements: Not applicable. 

REFERENCES
1.	American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed. Washington, DC: American Psychological Association; 2022. 
2.	Solmi M, Radua J, Olivola M, Croce E, Soardo L, Salazar de Pablo G, Il Shin J, Kirkbride JB, Jones P, Kim JH, Kim JY.  Age at onset of mental disorders worldwide: large-scale meta-analysis of 192 epidemiological studies. Molecular Psychiatry. 2022 Jan 2;27(1):281–95. Available from: https://doi.org/10.1038/s41380-021-01161-7 
3.	Weigel A, Löwe B, Kohlmann S. Severity of somatic symptoms in outpatients with anorexia and bulimia nervosa. European Eating Disorders Review. 2019 Mar 15;27(2):195–204. Available from: https://doi.org/10.1002/erv.2643
4.	Voderholzer U, Hessler-Kaufmann JB, Lustig L, Lage D. Comparing severity and qualitative facets of depression between eating disorders and depressive disorders: Analysis of routine data. Journal of Affective Disorders. 2019 Oct 1;257:758–64. Available from: https://doi.org/10.1016/j.jad.2019.06.029
5.	Arcelus J, Mitchell AJ, Wales J, Nielsen S. Mortality rates in patients with anorexia nervosa and other eating disorders. Archives of General Psychiatry. 2011 Jul 4;68(7):724-31. Available from:  https://doi.org/10.1001/archgenpsychiatry.2011.74
6.	van Hoeken D, Hoek HW. Review of the burden of eating disorders: mortality, disability, costs, quality of life, and family burden. Current Opinion in Psychiatry. 2020 Nov;33(6):521–7. Available from: https://doi.org/10.1097/YCO.0000000000000641
7.	Gilsbach S, Plana MT, Castro-Fornieles J, Gatta M, Karlsson GP, Flamarique I, Raynaud JP, Riva A, Solberg AL, van Elburg AA, Wentz E. Increase in admission rates and symptom severity of childhood and adolescent anorexia nervosa in Europe during the COVID-19 pandemic: data from specialized eating disorder units in different European countries. Child and Adolescent Psychiatry and Mental Health. 2022 Jun 20;16(1):46. Available from: https://doi.org/10.1186/s13034-022-00482-x 
8.	Devoe D, Han A, Anderson A, Katzman DK, Patten SB, Soumbasis A, Flanagan J, Paslakis G, Vyver E, Marcoux G, Dimitropoulos G. The impact of the COVID‐19 pandemic on eating disorders: A systematic review. International Journal of Eating Disorders. 2023 Jan;56(1):5-25. Available from: https://doi.org/10.1002/eat.23704 
9.	Katzman DK. The COVID-19 pandemic and eating disorders: a wake-up call for the future of eating disorders among adolescents and young adults. Journal of Adolescent Health. 2021 Oct 1;69(4):535–7. Available from: https://doi.org/10.1016/j.jadohealth.2021.07.014
10.	Lemly DC, Dreier MJ, Birnbaum S, Eddy KT, Thomas JJ. Caring for adults with eating disorders in primary care. The Primary Care Companion for CNS Disorders. 2022 Jan 6;24(1). Available from: https://doi.org/10.4088/PCC.20nr02887
11.	Hay PJ, Touyz S, Claudino AM, Lujic S, Smith CA, Madden S. Inpatient versus outpatient care, partial hospitalisation and waiting list for people with eating disorders. Cochrane Database of Systematic Reviews. 2019 Jan 21;. Available from: https://doi.org/10.1002/14651858.CD010827.pub2
12.	Royal College of Psychiatrists. Medical emergencies in eating disorders (MEED) Guidance on recognition and management. 2022 May. Available from: https://www.rcpsych.ac.uk/improving-care/campaigning-for-better-mental-health-policy/college-reports/2022-college-reports/cr233
13.	Turner P, De Silva A. Medical management of eating disorders. Medicine. 2023 May 30;51(7):493–7. Available from: https://doi.org/10.1016/j.mpmed.2023.04.011
14.	Taquet M, Geddes JR, Luciano S, Harrison PJ. Incidence and outcomes of eating disorders during the COVID-19 pandemic. The British Journal of Psychiatry. 2022 May 27;220(5):262–4. Available from: https://doi.org/10.1192/bjp.2021.105
15.	Hansen SJ, Stephan A, Menkes DB. The impact of COVID-19 on eating disorder referrals and admissions in Waikato, New Zealand. Journal of Eating Disorders. 2021 Dec 28;9(1). Available from: https://doi.org/10.1186/s40337-021-00462-0
16.	Milliren CE, Richmond TK, Hudgins JD. Emergency department visits and hospitalisations for eating disorders during the COVID-19 pandemic. Pediatrics. 2023 Jan 1;151(1). Available from: https://doi.org/10.1542/peds.2022-058198
17.	Gregertsen EC, Mandy W, Serpell L. The egosyntonic nature of anorexia: an impediment to recovery in anorexia nervosa treatment. Frontiers in Psychology. 2017 Dec 22;8. Available from: https://doi.org/10.3389/fpsyg.2017.02273
18.	Denison‐Day J, Appleton KM, Newell C, Muir S. Improving motivation to change amongst individuals with eating disorders: A systematic review. International Journal of Eating Disorders. 2018 Sep 6;51(9):1033–50. Available from: https://doi.org/10.1002/eat.22945
19.	Frank GK, Roblek T, Shott ME, Jappe LM, Rollin MD, Hagman JO, Pryor T. Heightened fear of uncertainty in anorexia and bulimia nervosa. International Journal of Eating Disorders. 2012 Mar;45(2):227-32. Available from: https://doi.org/10.1002/eat.20929
20.	Bryant E, Aouad P, Hambleton A, Touyz S, Maguire S. ‘In an otherwise limitless world, I was sure of my limit.’ experiencing anorexia nervosa: a phenomenological metasynthesis. Frontiers in Psychiatry. 2022 Aug 1;13. Available from: https://doi.org/10.3389/fpsyt.2022.894178
21.	Halmi KA. Perplexities of treatment resistance in eating disorders. BMC Psychiatry. 2013 Dec 7;13(1):292. Available from: https://doi.org/10.1186/1471-244X-13-292
22.	Abbate-Daga G, Amianto F, Delsedime N, De-Bacco C, Fassino S. Resistance to treatment and change in anorexia nervosa: a clinical overview. BMC Psychiatry. 2013 Dec 7;13(1):294. Available from: https://doi.org/10.1186/1471-244X-13-294
23.	Monteleone AM, Pellegrino F, Croatto G, Carfagno M, Hilbert A, Treasure J, Wade T, Bulik CM, Zipfel S, Hay P, Schmidt U. Treatment of eating disorders: a systematic meta-review of meta-analyses and network meta-analyses. Neuroscience & Biobehavioral Reviews. 2022 Nov 1;142. Available from: https://doi.org/10.1016/j.neubiorev.2022.104857
24.	Miskovic-Wheatley J, Bryant E, Ong SH, Vatter S, Le A, Touyz S, Maguire S. Eating disorder outcomes: findings from a rapid review of over a decade of research. Journal of Eating Disorders. 2023 May 30;11(1):85. Available from: https://doi.org/10.1186/s40337-023-00801-3
25.	Tindall RM, Ferris M, Townsend M, Boschert G, Moylan S. A first‐hand experience of co‐design in mental health service design: opportunities, challenges, and lessons. International Journal of Mental Health Nursing. 2021 Dec 13;30(6):1693–702. Available from: https://doi.org/10.1111/inm.12925
26.	National Collaborating Centre for Mental Health. Working Well Together: Evidence and Tools to Enable Co-production in Mental Health Commissioning. London; 2019. 
27.	Babb C, Jones CRG, Fox JRE. Investigating service users’ perspectives of eating disorder services: A meta‐synthesis. Clin Psychology & Psychotherapy. 2022 Jul 25;29(4):1276–96. Available from: https://doi.org/10.1002/cpp.2723
28.	Austin A, Flynn M, Richards K, Hodsoll J, Duarte TA, Robinson P, Kelly J, Schmidt U. Duration of untreated eating disorder and relationship to outcomes: A systematic review of the literature. European Eating Disorders Review. 2021 May;29(3):329-45. Available from: https://doi.org/10.1002/erv.2745
29.	Lock J. Family therapy for eating disorders in youth: current confusions, advances, and new directions. Current Opinion in Psychiatry. 2018 Nov;31(6):431–5. Available from: https://doi.org/10.1097/YCO.0000000000000451
30.	Stockford C, Stenfert Kroese B, Beesley A, Leung N. Women’s recovery from anorexia nervosa: a systematic review and meta-synthesis of qualitative research. Eating Disorders. 2019 Jul 4;27(4):343–68. Available from: https://doi.org/10.1080/10640266.2018.1512301
31.	Bardone-Cone AM, Hunt RA, Watson HJ. An overview of conceptualizations of eating disorder recovery, recent findings, and future directions. Current Psychiatry Reports. 2018 Sep 9;20(9):79. Available from: https://doi.org/10.1007/s11920-018-0932-9
32.	de Vos JA, LaMarre A, Radstaak M, Bijkerk CA, Bohlmeijer ET, Westerhof GJ. Identifying fundamental criteria for eating disorder recovery: a systematic review and qualitative meta-analysis. Journal of eating disorders. 2017 Dec;5:1-4. Available from: https://doi.org/10.1186/s40337-017-0164-0 
33.	Wetzler S, Hackmann C, Peryer G, Clayman K, Friedman D, Saffran K, Silver J, Swarbrick M, Magill E, van Furth EF, Pike KM. A framework to conceptualize personal recovery from eating disorders: a systematic review and qualitative meta‐synthesis of perspectives from individuals with lived experience. International Journal of Eating Disorders. 2020 Aug 17;53(8):1188–203. Available from: https://doi.org/10.1002/eat.23260
34.	Peebles I, Cronje JL, Clark L, Sharpe H, Duffy F. Experiences of inpatient eating disorder admissions: A systematic review and meta-synthesis. Eating Behaviors. 2023 May 23:101753. Available from: https://doi.org/10.1016/j.eatbeh.2023.101753
35.	Rankin R, Conti J, Ramjan L, Hay P. A systematic review of people’s lived experiences of inpatient treatment for anorexia nervosa: living in a “bubble”. Journal of Eating Disorders. 2023 Jun 9;11(1):95. Available from: https://doi.org/10.1186/s40337-023-00820-0
36.	Page MJ, McKenzie JE, Bossuyt PM, Boutron I, Hoffmann TC, Mulrow CD, Shamseer L, Tetzlaff JM, Akl EA, Brennan SE, Chou R. The PRISMA 2020 statement: an updated guideline for reporting systematic reviews. BMJ. 2021 March 29;372. Available from: https://doi.org/10.1136/bmj.n71
37.	Cooke A, Smith D, Booth A. Beyond PICO: the SPIDER tool for qualitative evidence synthesis. Qualitative Health Research. 2012 Oct;22(10):1435-43. Available from: https://doi.org/10.1177/1049732312452938
38.	Garside R. Should we appraise the quality of qualitative research reports for systematic reviews, and if so, how? Innovation: The European Journal of Social Science Research. 2014 Jan 2;27(1):67–79. Available from: https://doi.org/10.1080/13511610.2013.777270
39.	Noyes J, Booth A, Flemming K, Garside R, Harden A, Lewin S, Pantoja T, Hannes K, Cargo M, Thomas J. Cochrane Qualitative and Implementation Methods Group guidance series—paper 3: methods for assessing methodological limitations, data extraction and synthesis, and confidence in synthesized qualitative findings. Journal of Clinical Epidemiology. 2018 May 1;97:49-58. Available from: https://doi.org/10.1016/j.jclinepi.2017.06.020
40.	Carroll C, Booth A, Lloyd-Jones M. Should we exclude inadequately reported studies from qualitative systematic reviews? an evaluation of sensitivity analyses in two case study reviews. Qualitative health research. 2012 Oct;22(10):1425-34. Available from: https://doi.org/10.1177/1049732312452937
41.	Long HA, French DP, Brooks JM. Optimising the value of the critical appraisal skills programme (CASP) tool for quality appraisal in qualitative evidence synthesis. Research Methods in Medicine & Health Sciences. 2020 Sep 6;1(1):31–42. Available from: https://doi.org/10.1177/2632084320947559
42.	Boeije HR, van Wesel F, Alisic E. Making a difference: towards a method for weighing the evidence in a qualitative synthesis. Journal of Evaluation in Clinical Practice. 2011 Aug;17(4):657-63. Available from: https://doi.org/10.1111/j.1365-2753.2011.01674.x 
43.	Thomas J, Harden A. Methods for the thematic synthesis of qualitative research in systematic reviews. BMC medical research methodology. 2008 Dec;8:1-0. Available from: https://doi.org/10.1186/1471-2288-8-45
44. 	Olmos-Vega FM, Stalmeijer RE, Varpio L, Kahlke R. A practical guide to reflexivity in qualitative research: AMEE Guide No. 149. Medical Teacher. 2023 Mar 4;45(3):241–51. Available from: https://doi.org/10.1080/0142159X.2022.2057287
45. 	Jamieson MK, Govaart GH, Pownall M. Reflexivity in quantitative research: A rationale and beginner’s guide. Social and Personality Psychology Compass. 2023 Apr 2;17(4):e12735. Available from: https://doi.org/10.1111/spc3.12735
46. 	Long S, Wallis D, Leung N, Meyer C. “All eyes are on you”: anorexia nervosa patient perspectives of in-patient mealtimes. Journal of Health Psychology. 2012 Apr;17(3):419-28. Available from: https://doi.org/10.1177/1359105311419270
47.	Solhaug C, Alsaker S. Treatment of eating disorders: voices from a ward. International Journal of Qualitative Studies on Health and Well-being. 2021 Jan 1;16(1):1983948. Available from: https://doi.org/10.1080/17482631.2021.1983948
48.	Mac Donald B, Gustafsson SA, Bulik CM, Clausen L. Living and leaving a life of coercion: a qualitative interview study of patients with anorexia nervosa and multiple involuntary treatment events. Journal of Eating Disorders. 2023 Mar 13;11(1):40. Available from: https://doi.org/10.1186/s40337-023-00765-4
49.	Fox JR, Diab P. An exploration of the perceptions and experiences of living with chronic anorexia nervosa while an inpatient on an Eating Disorders Unit: An Interpretative Phenomenological Analysis (IPA) study. Journal of Health Psychology. 2015 Jan;20(1):27-36.. Available from: https://doi.org/10.1177/1359105313497526
50.	Rienecke RD, Dimitropoulos G, Duffy A, Le Grange D, Manwaring J, Nieder S, Sauerwein J, Singh M, Watters A, Westmoreland P, Mehler PS. Involuntary treatment: A qualitative study from the perspectives of individuals with anorexia nervosa. European Eating Disorders Review. 2023 Nov;31(6):850-62. Available from: https://doi.org/10.1002/erv.3010
51.	Sly R, Morgan JF, Mountford VA, Sawer F, Evans C, Lacey JH. Rules of engagement: Qualitative experiences of therapeutic alliance when receiving in-patient treatment for anorexia nervosa. Eating Disorders. 2014 May 27;22(3):233-43. Available from: https://doi.org/10.1080/10640266.2013.867742
52.	Cockell SJ, Zaitsoff SL, Geller J. Maintaining change following eating disorder treatment. Professional Psychology: Research and Practice. 2004 Oct;35(5):527-534. Available from: https://doi.org/10.1037/0735-7028.35.5.527
53.	Matthews K, Gordon L, van Beusekom J, Sheffield J, Patterson S. A day treatment program for adults with eating disorders: staff and patient experiences in implementation. Journal of Eating Disorders. 2019 Dec 1;7(1):21. Available from: https://doi.org/10.1186/s40337-019-0252-4
54.	İnce B, Phillips MD, Zenasni Z, Shearer J, Dalton B, Irish M, Mercado D, Webb H, McCombie C, Au K, Kern N. Autopsy of a failed trial part 2: Outcomes, challenges, and lessons learnt from the DAISIES trial. European Eating Disorders Review. 2023 Dec 18. Available from: https://doi.org/10.1002/erv.3058
55.	Matthews‐Rensch K, Young A, Cutmore C, Davis A, Jeffrey S, Patterson S. Acceptability of using a nasogastric refeeding protocol with adult patients with medically unstable eating disorders. Journal of Evaluation in Clinical Practice. 2023 Feb;29(1):49-58. Available from: https://doi.org/10.1111/jep.13718
56.	Strand M, Bulik CM, von Hausswolff‐Juhlin Y, Gustafsson SA. Self‐admission to inpatient treatment for patients with anorexia nervosa: the patient's perspective. International Journal of Eating Disorders. 2017 Apr 20;50(4):398-405. Available from: https://doi.org/10.1002/eat.22659
57.	Yim SH, Jones R, Cooper M, Roberts L, Viljoen D. Patients’ experiences of clinical team meetings (ward rounds) at an adult in-patient eating disorders ward: mixed-method service improvement project. BJPsych Bulletin. 2023 Apr 12;47(6):316-22. Available from: https://doi.org/10.1192/bjb.2023.14
58.	Seed T, Fox J, Berry K. Experiences of detention under the mental health act for adults with anorexia nervosa. Clinical Psychology & Psychotherapy. 2016 Jul;23(4):352-62. Available from: https://doi.org/10.1002/cpp.1963
59.	Smith V, Chouliara ZO, Morris PG, Collin PA, Power K, Yellowlees AL, Grierson D, Papageorgiou E, Cook M. The experience of specialist inpatient treatment for anorexia nervosa: a qualitative study from adult patients’ perspectives. Journal of Health Psychology. 2016 Jan;21(1):16-27. Available from: https://doi.org/10.1177/1359105313520336
60.	Eli K. Between difference and belonging: Configuring self and others in inpatient treatment for eating disorders. PLoS One. 2014 Sep 11;9(9):e105452. Available from: https://doi.org/10.1371/journal.pone.0105452
61.	Bryan DC, Macdonald P, Cardi V, Rowlands K, Ambwani S, Arcelus J, Bonin EM, Landau S, Schmidt U, Treasure J. Transitions from intensive eating disorder treatment settings: qualitative investigation of the experiences and needs of adults with anorexia nervosa and their carers. BJPsych open. 2022 Jul;8(4):e137. Available from: https://doi.org/10.1192/bjo.2022.535
62.	Hannon J, Eunson L, Munro C. The patient experience of illness, treatment, and change, during intensive community treatment for severe anorexia nervosa. Eating disorders. 2017 Aug 8;25(4):279-96. Available from: https://doi.org/10.1080/10640266.2017.1318626
63.	Federici A, Kaplan AS. The patient's account of relapse and recovery in anorexia nervosa: A qualitative study. European Eating Disorders Review: The Professional Journal of the Eating Disorders Association. 2008 Jan;16(1):1-10. Available from: https://doi.org/10.1002/erv.813
64.	Ross JA, Green C. Inside the experience of anorexia nervosa: A narrative thematic analysis. Counselling and Psychotherapy Research. 2011 Jun 1;11(2):112-9. Available from: https://doi.org/10.1080/14733145.2010.486864
65.	Zugai JS, Stein‐Parbury J, Roche M. Therapeutic alliance, anorexia nervosa and the inpatient setting: A mixed methods study. Journal of advanced nursing. 2018 Feb;74(2):443-53. Available from: https://doi.org/10.1111/jan.13410
66.	O’Connell L. Being and doing anorexia nervosa: an autoethnography of diagnostic identity and performance of illness. Health. 2023 Mar;27(2):263-78. Available from: https://doi.org/10.1177/13634593211017190
67.	Holmes S, Malson H, Semlyen J. Regulating “untrustworthy patients”: constructions of “trust” and “distrust” in accounts of inpatient treatment for anorexia. Feminism & Psychology. 2021 Feb 15;31(1):41-61. Available from: https://doi.org/10.1177/0959353520967516
68.	Pemberton K, Fox JR. The experience and management of emotions on an inpatient setting for people with anorexia nervosa: a qualitative study. Clinical Psychology & Psychotherapy. 2013 May 22;20(3):226-38. Available from: https://doi.org/10.1002/cpp.794
69.	Biddiscombe RJ, Scanlan JN, Ross J, Horsfield S, Aradas J, Hart S. Exploring the perceived usefulness of practical food groups in day treatment for individuals with eating disorders. Australian occupational therapy journal. 2018 Apr 6;65(2):98-106. Available from: https://doi.org/10.1111/1440-1630.12442
70.	Williams KD, O'Reilly C, Coelho JS. Residential treatment for eating disorders in a Canadian treatment centre: clinical characteristics and treatment experiences of residents. Canadian Journal of Behavioural Science. 2020 Jan;52(1):57. Available from: https://doi.org/10.1037/cbs0000143
71.	Whitney J, Easter A, Tchanturia K. Service users' feedback on cognitive training in the treatment of anorexia nervosa: a qualitative study. International Journal of Eating Disorders. 2008 Aug 8;41(6):542-50. Available from: https://doi.org/10.1002/eat.20536
72.	Larsson E, Lloyd S, Westwood H, Tchanturia K. Patients’ perspective of a group intervention for perfectionism in anorexia nervosa: a qualitative study. Journal of Health Psychology. 2018 Oct;23(12):1521-32. Available from: https://doi.org/10.1177/1359105316660183 
73.	Hedlund S, Landgren K. Creating an Opportunity to Reflect: Ear Acupuncture in Anorexia Nervosa–Inpatients' Experiences. Issues in Mental Health Nursing. 2017 Apr 10;38(7):549-56. Available from: https://doi.org/10.1080/01612840.2017.1303858
74.	Money C, Genders R, Treasure J, Schmidt U, Tchanturia K. A brief emotion focused intervention for inpatients with anorexia nervosa: a qualitative study. Journal of health psychology. 2011 Sep 25;16(6):947-58. Available from: https://doi.org/10.1177/1359105310396395
75.	Wright KM, Hacking S. An angel on my shoulder: a study of relationships between women with anorexia and healthcare professionals. Journal of Psychiatric and Mental Health Nursing. 2012 Feb 6;19(2):107-15. Available from: https://doi.org/10.1111/j.1365-2850.2011.01760.x
76.	Glasofer DR, Muratore AF, Attia E, Wu P, Wang Y, Minkoff H, Rufin T, Walsh BT, Steinglass JE. Predictors of illness course and health maintenance following inpatient treatment among patients with anorexia nervosa. Journal of Eating Disorders. 2020 Dec 2;8(1):69. Available from: https://doi.org/10.1186/s40337-020-00348-7
77.	Thompson‐Brenner H, Brooks GE, Boswell JF, Espel‐Huynh H, Dore R, Franklin DR, Gonçalves A, Smith M, Ortiz S, Ice S, Barlow DH. Evidence‐based implementation practices applied to the intensive treatment of eating disorders: summary of research and illustration of principles using a case example. Clinical Psychology: Science and Practice. 2018 Jan 22;25(1):e12221. Available from: https://doi.org/10.1111/cpsp.12221
78.	Solmi M, Wade TD, Byrne S, Del Giovane C, Fairburn CG, Ostinelli EG, De Crescenzo F, Johnson C, Schmidt U, Treasure J, Favaro A. Comparative efficacy and acceptability of psychological interventions for the treatment of adult outpatients with anorexia nervosa: a systematic review and network meta-analysis. The Lancet Psychiatry. 2021 Feb 15;8(3):215-24. Available from: https://doi.org/10.1016/S2215-0366(20)30566-6
79.	Heywood L, Conti J, Hay P. Paper 1: a systematic synthesis of narrative therapy treatment components for the treatment of eating disorders. Journal of Eating Disorders. 2022 Sep 8;10(1):137. Available from: https://doi.org/10.1186/s40337-022-00635-5
80.	Dawson L, Rhodes P, Touyz S. “Doing the impossible” the process of recovery from chronic anorexia nervosa. Qualitative Health Research. 2014 March 4;24(4):494-505. Available from: https://doi.org/10.1177/1049732314524029
81.	Ali K, Farrer L, Fassnacht DB, Gulliver A, Bauer S, Griffiths KM. Perceived barriers and facilitators towards help‐seeking for eating disorders: a systematic review. International Journal of Eating Disorders. 2016 Dec 26;50(1):9-21. Available from: https://doi.org/10.1002/eat.22598
82.	Lindgren BM, Enmark A, Bohman A, Lundström M. A qualitative study of young women's experiences of recovery from bulimia nervosa. Journal of advanced nursing. 2015 March 4;71(4):860-9. Available from: https://doi.org/10.1111/jan.12554
83.	Nordbø RH, Espeset EM, Gulliksen KS, Skårderud F, Geller J, Holte A. Reluctance to recover in anorexia nervosa. European Eating Disorders Review. 2012 Jan 4;20(1):60-7. Available from: https://doi.org/10.1002/erv.1097
84.	Krebs P, Norcross JC, Nicholson JM, Prochaska JO. Stages of change and psychotherapy outcomes: A review and meta‐analysis. Journal of clinical psychology. 2018 Oct 31;74(11):1964-79. Available from: https://doi.org/10.1002/jclp.22683
85.	Webb H, Dalton B, Irish M, Mercado D, McCombie C, Peachey G, Arcelus J, Au K, Himmerich H, Louise Johnston A, Lazarova S. Clinicians’ perspectives on supporting individuals with severe anorexia nervosa in specialist eating disorder intensive treatment settings. Journal of eating disorders. 2022 Jan 6;10(1):3. Available from: ttps://doi.org/10.1186/s40337-021-00528-z
86.	Weiss CV, Mills JS, Westra HA, Carter JC. A preliminary study of motivational interviewing as a prelude to intensive treatment for an eating disorder. Journal of Eating Disorders. 2013 Aug 20;1(34). Available from: https://doi.org/10.1186/2050-2974-1-34
87.	Mack RA, Kelleher K, Bhattarai JJ, Spence T. Individuals with eating disorders’ perspectives on a meal preparation intervention. Occupational Therapy in Mental Health. 2023 Sep 28:1-20. Available from: https://doi.org/10.1080/0164212X.2023.2262761
88.	Jeffrey S, Heruc G. Balancing nutrition management and the role of dietitians in eating disorder treatment. Journal of Eating Disorders. 2020 Nov 17;8(1):64. Available from: https://doi.org/10.1186/s40337-020-00344-x
89.	Walker DC, Heiss S, Donahue JM, Brooks JM. Practitioners' perspectives on ethical issues within the treatment of eating disorders: Results from a concept mapping study. International Journal of Eating Disorders. 2020 Sep 12;53(12):1941-51. Available from: https://doi.org/10.1002/eat.23381
90.	Vinchenzo C, Lawrence V, McCombie C. Patient perspectives on premature termination of eating disorder treatment: a systematic review and qualitative synthesis. Journal of Eating Disorders. 2022 Mar 16;10(1):39. Available from: https://doi.org/10.1186/s40337-022-00568-z
91.	Irish M, Dalton B, Potts L, McCombie C, Shearer J, Au K, Kern N, Clark-Stone S, Connan F, Johnston AL, Lazarova S. The clinical effectiveness and cost-effectiveness of a ‘stepping into day treatment’approach versus inpatient treatment as usual for anorexia nervosa in adult specialist eating disorder services (DAISIES trial): a study protocol of a randomised controlled multi-centre open-label parallel group non-inferiority trial. Trials. 2022 Jun 16;23(1):500. Available from: https://doi.org/10.1186/s13063-022-06386-7
92.	Ward-Ciesielski EF, Rizvi SL. The potential iatrogenic effects of psychiatric hospitalization for suicidal behavior: A critical review and recommendations for research. Clinical Psychology: Science and Practice. 2021 Mar;28(1):60-71. Available from: https://doi.org/10.1111/cpsp.12332 
93.	Elzakkers IF, Danner UN, Hoek HW, Schmidt U, van Elburg AA. Compulsory treatment in anorexia nervosa: a review. International Journal of Eating Disorders. 2014 Jul 3;47(8):845-52. Available from: https://doi.org/10.1002/eat.22330
94.	Fleming C, Le Brocque R, Healy K. How are families included in the treatment of adults affected by eating disorders? A scoping review. International Journal of Eating Disorders. 2021 Mar 13;54(3):244-79. Available from: https://doi.org/10.1002/eat.23441
95.	Hannah L, Cross M, Baily H, Grimwade K, Clarke T, Allan SM. A systematic review of the impact of carer interventions on outcomes for patients with eating disorders. Eating and Weight Disorders-Studies on Anorexia, Bulimia and Obesity. 2021 Dec 1; 27: 1953-62. Available from: https://doi.org/10.1007/s40519-021-01338-7
96.	Treasure J, Nazar BP. Interventions for the carers of patients with eating disorders. Current Psychiatry Reports. 2016 Feb;18:1-7. Available from: https://doi.org/10.1007/s11920-015-0652-3
97.	Lewis HK, Foye U. From prevention to peer support: a systematic review exploring the involvement of lived-experience in eating disorder interventions. Mental Health Review Journal. 2022 Feb 1;27(1):1–17. Available from: https://doi.org/10.1108/MHRJ-04-2021-0033
98.	McNamara N, Parsons H. ‘Everyone here wants everyone else to get better’: The role of social identity in eating disorder recovery. British Journal of Social Psychology. 2016 Dec 1;55(4):662-80. Available from: https://doi.org/10.1111/bjso.12161
99.	Thompson‐Brenner H, Brooks GE, Boswell JF, Espel‐Huynh H, Dore R, Franklin DR, Gonçalves A, Smith M, Ortiz S, Ice S, Barlow DH. Evidence‐based implementation practices applied to the intensive treatment of eating disorders: Summary of research and illustration of principles using a case example. Clinical Psychology: Science and Practice. 2018 Mar 13;25(1). Available from: https://doi.org/10.1111/cpsp.12221
100.	Chen EY, Kaye WH. We are only at the tip of the iceberg: A commentary on higher levels of care for anorexia nervosa. Clinical psychology: a publication of the Division of Clinical Psychology of the American Psychological Association. 2018 Jan 23;25(1). Available from: https://doi.org/10.1111/cpsp.12225
101.	Macdonald P, Hibbs R, Corfield F, Treasure J. The use of motivational interviewing in eating disorders: a systematic review. Psychiatry research. 2012 Nov 30;200(1):1-11.  Available from: https://doi.org/10.1016/j.psychres.2012.05.013
102.	Schmidt U, Wade TD, Treasure J. The Maudsley Model of Anorexia Nervosa Treatment for Adults (MANTRA): development, key features, and preliminary evidence. Journal of cognitive psychotherapy. 2014 Mar 1;28(1):48-71. Available from: http://doi.org/10.1891/0889-8391.28.1.48
103.	Heywood L, Conti J, Hay P. Paper 1: a systematic synthesis of narrative therapy treatment components for the treatment of eating disorders. Journal of Eating Disorders. 2022 Sep 8;10(1). Available from: https://doi.org/10.1186/s40337-022-00635-5
104.	Oldershaw A, Startup H. Building the healthy adult in eating disorders: a schema mode and emotion-focused therapy approach for anorexia nervosa. In: Oldershaw A, Startup H. Creative methods in schema therapy. PLACE: Routledge; 2020. p. 287-300. 
105.	Harrison A, Stavri P, Tchanturia K. Individual and group format adjunct therapy on social emotional skills for adolescent inpatients with severe and complex eating disorders (CREST-A). Neuropsychiatrie. 2021;35:163-76. Available from: https://doi.org/10.1007/s40211-020-00375-5
106.	Hambleton A, Pepin G, Le A, Maloney D, Touyz S, Maguire S. Psychiatric and medical comorbidities of eating disorders: findings from a rapid review of the literature. Journal of eating disorders. 2022 Sep 5;10(1). Available from: https://doi.org/10.1186/s40337-022-00654-2
107.	McMaster CM, Wade T, Franklin J, Hart S. A review of treatment manuals for adults with an eating disorder: nutrition content and consistency with current dietetic evidence. Eating and Weight Disorders-Studies on Anorexia, Bulimia and Obesity. 2021 Feb;26:47-60. Available from: https://doi.org/10.1007/s40519-020-00850-6
108.	Yang Y, Conti J, McMaster CM, Hay P. Beyond refeeding: the effect of including a dietitian in eating disorder treatment. A systematic review. Nutrients. 2021 Dec 15;13(12). Available from: https://doi.org/10.3390/nu13124490
109.	Adamson J, Cardi V, Kan C, Harrison A, Macdonald P, Treasure J. Evaluation of a novel transition support intervention in an adult eating disorders service: ECHOMANTRA. International Review of Psychiatry. 2019 May 27;31(4):382-90. Available from: https://doi.org/10.1080/09540261.2019.1573721
110.	Dalle Grave R. Multistep cognitive behavioral therapy for eating disorders: theory, practice, and clinical cases. Jason Aronson; 2013.
111.	Ibrahim A, Ryan S, Viljoen D, Tutisani E, Gardner L, Collins L, Ayton A. Integrated enhanced cognitive behavioural (I-CBTE) therapy significantly improves effectiveness of inpatient treatment of anorexia nervosa in real life settings. Journal of Eating Disorders. 2022 Jul 8;10(1):98. Available from: https://doi.org/10.1186/s40337-022-00620-y
112.	National Institute for Health and Care Excellence. Eating disorders: recognition and treatment NG69. London: NICE; 2017. Available from: https://www.nice.org.uk/guidance/ng69
113.	Hay P, Chinn D, Forbes D, Madden S, Newton R, Sugenor L, Touyz S, Ward W. Royal Australian and New Zealand College of Psychiatrists clinical practice guidelines for the treatment of eating disorders. Australian & New Zealand Journal of Psychiatry. 2014 Oct 24;48(11):977-1008. Available from: https://doi.org/10.1177/0004867414555814
114.	Bezance J, Holliday J. Mothers’ experiences of home treatment for adolescents with anorexia nervosa: an interpretative phenomenological analysis. Eating Disorders. 2014 Jul 14;22(5):386-404. Available from: https://doi.org/10.1080/10640266.2014.925760
115.	Fleming C, Byrne J, Healy K, Le Brocque R. Working with families of adults affected by eating disorders: uptake, key themes, and participant experiences of family involvement in outpatient treatment-as-usual. Journal of Eating Disorders. 2022 Jun 29;10(1):88. Available from: https://doi.org/10.1186/s40337-022-00611-z
116.	Graham MR, Tierney S, Chisholm A, Fox JR. The lived experience of working with people with eating disorders: A meta‐ethnography. International Journal of Eating Disorders. 2020 Mar 15;53(3):422-41. Available from: https://doi.org/10.1002/eat.23215
117.	Hartley S, Raphael J, Lovell K, Berry K. Effective nurse–patient relationships in mental health care: A systematic review of interventions to improve the therapeutic alliance. International Journal of Nursing Studies. 2020 Feb 1;102:103490. Available from: https://doi.org/10.1016/j.ijnurstu.2019.103490 
118.	Gulliksen KS, Espeset EM, Nordbø RH, Skårderud F, Geller J, Holte A. Preferred therapist characteristics in treatment of anorexia nervosa: the patient's perspective. International Journal of Eating Disorders. 2012 Nov 16;45(8):932-41. Available from: https://doi.org/10.1002/eat.22033
119.	Johns G, Taylor B, John A, Tan J. Current eating disorder healthcare services–the perspectives and experiences of individuals with eating disorders, their families and health professionals: systematic review and thematic synthesis. BJPsych open. 2019 Jul 12;5(4):e59. Available from: https://doi.org/10.1192/bjo.2019.48
120.	Treharne GJ, Riggs DW. Ensuring quality in qualitative research. In: Rohleder P, Lyons A. Qualitative Research in Clinical and Health Psychology. Bloomsbury; 2017. 57-73.
121.	Goel NJ, Jennings Mathis K, Egbert AH, Petterway F, Breithaupt L, Eddy KT, Franko DL, Graham AK. Accountability in promoting representation of historically marginalized racial and ethnic populations in the eating disorders field: a call to action. International Journal of Eating Disorders. 2022 Apr 6;55(4):463-9. Available from: https://doi.org/10.1002/eat.23682
[bookmark: _Toc152250541][bookmark: _Toc152250730]

Table 3. Included Study Characteristics. (See Additional File 1)

Table 4. CASP Quality Appraisal. (See Additional File 2)
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Figure 1. PRISMA Flow Diagram

