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Abstract
Background
Research is scarce on patient and parent satisfaction with family-based treatment for adolescent anorexia nervosa (AN), especially family-based treatment adapted to inpatient settings. The purpose of this study was to describe and compare patient and parent satisfaction with an inpatient family-based treatment program for adolescent AN, and to investigate whether the level of satisfaction with treatment was associated with eating disorder outcome.

Methods
Former patients and their parents were contacted approximately five years (4.5 ± 1.7, range: 1.3–7.0) after discharge from family-based inpatient treatment. Ninety-four participants (patients: n = 34, mothers: n = 40, fathers: n = 20) from 46/58 (79.3%) families took part in the study. Former patients and both parents completed treatment satisfaction questionnaires. Outcome at follow-up was assessed by the Eating Disorder Examination Questionnaire and body mass index (kg/m2).

Results
Overall, mothers and fathers reported a high level of satisfaction with treatment, while the former patients’ satisfaction was moderate. There were no significant differences between treatment satisfaction scores for mothers and fathers. However, the former patients’ treatment satisfaction scores were significantly lower than the parents’ scores on several of the items. Correlations between eating disorder outcome parameters and treatment satisfaction were small, except for fathers’ satisfaction with treatment and weight outcome at follow-up.

Discussion
Family-based treatment adapted to inpatient settings is a novel treatment approach for adolescents with AN that require hospitalization. Inclusion and empowerment of parents are considered crucial in outpatient family-based treatment, but may be just as important in inpatient programs. Mothers and fathers alike reported high levels of satisfaction with treatment, which may constitute an important factor in the success of family-based treatment.

Conclusion
Family-based inpatient treatment for adolescents with severe AN who have failed to respond to outpatient treatment seemed to be highly valued by parents and viewed by adolescents as acceptable. Parental satisfaction with their child’s treatment is likely to be an important factor for treatment implementation and adherence both in outpatient and inpatient settings.
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Plain English summary
Knowledge of patients’ and parents’ satisfaction with treatment is important to improve treatment for families affected by serious illnesses such as adolescent anorexia nervosa. The most effective treatment for adolescents with anorexia nervosa is family-based, with a high level of parental involvement. Thus, the parents’ experiences with treatment are particularly important in family-based treatment. However, knowledge of patients’ and parents’ satisfaction with family-based treatment for anorexia nervosa is scarce, particularly in cases when the patient requires hospitalization.
In this study, we investigated the experiences of former patients and their parents following discharge from a family-based, specialized treatment program. Parents physically accompany their child during hospitalization and participate intensively in the treatment. Patients, mothers, and fathers completed treatment satisfaction questionnaires approximately 5 years following discharge. Upon reflection, mothers and fathers expressed high levels of satisfaction with the treatment received. However, as is reflected in other studies on adolescent anorexia nervosa, the parents tended to be more satisfied with treatment than former patients themselves.

Introduction
Assessment of patient experiences is important for the evaluation and improvement of health services [1–3]. Satisfaction with health services is likely to influence the patient’s engagement in treatment and collaboration with the staff, as well as treatment adherence. Ambivalence to treatment is a major challenge in anorexia nervosa (AN). Patients often report negative treatment experiences [4–6] and have a high dropout rate [7, 8]. However, dropout from family therapy for AN has been found to be much lower than from individual therapy [8]. Because the parents have a crucial role in ensuring that their children seek and adhere to treatment, the parents’ views and satisfaction with treatment may be more important for a successful delivery and implementation than the patients’ own satisfaction [9, 10].
Family-based treatment (FBT) [11, 12] is the most well-documented treatment for adolescent AN [13, 14]. Originally, FBT was developed as an outpatient intervention. However, many adolescents with AN need to be hospitalized due to severe physical complications, failure to respond to outpatient FBT, or lack of access to adequate outpatient treatment. When outpatient FBT is insufficient, FBT adapted to more intensive levels of care might be beneficial for adolescents with AN [15–19].
An important challenge when adapting outpatient FBT to inpatient settings is to combine FBT’s strong focus on empowering the parents with the highly structured framework in inpatient programs that may be deemed necessary to manage the patient’s medical condition [15]. During family-based hospital admissions, the parents are included in the daily care and intensive treatment and are able, therefore, to get more extensive coaching and support than what is possible in outpatient settings [16, 17]. As in outpatient FBT, the staff will support the parents’ authority, but, typically, the inpatient staff will assume more responsibility for monitoring the patient’s medical condition and for the framework in the treatment program. Adolescents with AN who require hospitalization will be expected to have a more severe prognosis than those in outpatient care, but family-based inpatient treatment may be associated with better outcomes than individual admissions [16, 18]. For instance, one study that compared outcome after an inpatient FBT intervention for medical stabilization in youths with AN with “treatment as usual” (TAU) hospitalization, found that those who received the FBT intervention were 2.84 times more likely than the TAU-group to achieve at least 95% of treatment goal weight at 6 months post-discharge [16]. Also, parental self-efficacy increased significantly in caregivers who participated in the FBT intervention [16]. The close collaboration with parents in family-based inpatient treatment may be important to reduce dropout.
Despite the parents’ key role in the treatment, only a few studies have investigated parental satisfaction with their child’s ED treatment [20–24], or with interventions aimed at parents [24, 25]. None of these studies has investigated parental satisfaction with family-based inpatient treatment. A study from the United Kingdom, for example, investigated patients’ and parents’ satisfaction with three types of services for adolescent AN [20]. Results showed that parental satisfaction was highest for specialized outpatient services, intermediate for specialized inpatient services, and lowest for unspecialized child and adolescent mental health services [20]. Research on family-based treatment for EDs have generally found high levels of parental satisfaction with treatment for adolescent AN, and interestingly, parents tend to be more satisfied than the patients themselves [20, 21]. Supporting parents’ efforts to help their child is often underscored as an important aspect of care related to greater satisfaction [24, 25].
A core aspect of FBT involves the inclusion of both parents in treatment, provision of support, and close collaboration in helping their child to overcome the ED [11, 26]. In addition to a high level of maternal involvement, the extent of fathers’ participation in FBT has been found to predict better outcome at the end of treatment [27]. Also, the agreement between mothers and fathers in their perceptions of treatment may influence their collaboration in coping with the ED. To our knowledge, only one previous study has compared mothers’ and fathers’ perceptions of their child’s AN treatment [21]. In that study, both fathers and mothers reported an overall positive perception of their child’s treatment, with a high level of parental agreement.
Knowledge is scarce and inconsistent as to whether patient and/or parent satisfaction with treatment for adolescent AN is associated with better ED outcome. In a study by Paulson-Karlsson et al. [23], there was no statistically significant difference in treatment satisfaction between recovered and not-recovered patients. However, the parents of recovered patients reported significantly higher treatment satisfaction than parents of non-recovered patients. A study by Halvorsen & Heyerdahl [21] found that patient and parental treatment satisfaction was not significantly associated with whether the patient still suffered from an ED at follow-up assessment.
The primary aim of the current study was to describe and compare how former patients, mothers, and fathers perceived and experienced family-based inpatient treatment for adolescent AN following discharge. Specifically, areas covered included the effectiveness or perceived benefit of treatment, perceptions of the therapists, and fulfillment of treatment goals at follow-up. Furthermore, a secondary aim was to investigate whether outcome (i.e., weight gain (kg) from admission to follow-up, BMI, and eating disorder psychopathology at follow-up) were related to patient and parent treatment satisfaction.

Methods
This was a sub-study of a larger follow-up of families who received family-based inpatient treatment for adolescent AN at the Regional Department for Eating Disorders at Oslo University Hospital during the period 2008–2014 [17]. Patients were referred from specialized mental health services and all had received previous inpatient and outpatient treatment at their local child- and adolescent mental health services. This had included family-based interventions, typically focusing on parental support to eat, but usually not manualized FBT. At the child and adolescent inpatient unit (for patients up to 18 years old), the standard treatment program is family-based treatment [11, 12] which has been adapted for delivery at an inpatient setting. This approach was selected based upon evidence supporting the effectiveness of FBT for adolescent AN in outpatient settings [13]. The unit has beds for a maximum of five patients to be admitted with their parents (and siblings when applicable).
Children under 18 years of age in Norway have the right to be accompanied by a parent during hospital stays because proximity to primary caregivers is considered important for the health and well-being of sick children and adolescents [28]. Parents/guardians in Norway receive financial benefits to stay with children under 18 years of age during hospitalization, which is usually equivalent to full salary. All families who participated in the present study had at least one parent who agreed to stay at the hospital with their child during the admission.
Participants and procedure
All former patients (n = 58) and parents (n = 104) who received family-based inpatient treatment at the unit during the period May 2008–June 2014 were contacted via a letter of invitation sent to each family member asking them to participate in the study. Non-responders were reminded by mail and/or telephone. In the case of re-admissions to the same unit, the focus of the follow-up was based upon the initial family admission. Only one family discontinued treatment against recommendations from the medical treatment team. At admission, all patients had a diagnosis of AN, with the exception of one patient who was admitted with a bulimia nervosa diagnosis despite a past history of AN. Mean age at admission was 15.8 ± 1.8 years, mean BMI percentile (for age and sex) 4.9 ± 15.4, and mean duration of illness 2.8 ± 1.8 years. Mean duration of the family admission was 20.3 ± 12.9 weeks, mean weight gain during the admission 7.1 ± 4.5 kg and mean discharge BMI percentile 20.9 ± 20.6.
The sample included 34 former patients, 40 mothers, and 20 fathers from 46 (79%) of the 58 eligible families. There were 31 mother/patient pairs, 18 mother/father pairs and 12 father/patient pairs available for the analyses. The number of participants from each family ranged from one to three. When the participants had provided written consent, they completed the follow-up assessment packet at home and brought it along to an interview conducted by an experienced clinician. No statistically significant differences existed between the 46 participating and the 12 non-participating families for the following background variables: duration of ED before admission, age at admission, admission BMI percentile, weight gain during the admission, discharge BMI percentile, age at the time of the follow-up study, and time between discharge to follow-up.

Treatment
Treatment principles from the Maudsley FBT [11, 12, 29] were adapted and modified for delivery on an inpatient setting. As in FBT-adapted day treatment programs [18] and traditional day treatment, the inpatient program was intensified compared to outpatient care to meet the needs of patients with severe medical conditions and/or unsatisfactory response to outpatient treatment. While day treatment, or partial hospitalization, programs may be delivered from a few hours to several days a week, and parents usually attend only part of that time [18], inpatient family-based treatment entails that one or both parents would stay at the hospital during the entire period to take part in the intensive daily care and treatment of their child [16, 17].
If the parents lived together (N = 31, 66% of the families), both parents were encouraged to stay at the unit to facilitate parental communication and to develop cooperative skills in managing the illness. Typically, both of the parents stayed at the unit during the first phase of the treatment, and thereafter alternated between staying at the hospital versus at home with siblings. If the parents did not live together (N = 15, 33%), one of the parents stayed at the hospital at a time, while both participated in treatment meetings, parental counseling, and family sessions. In nine (20%) of the families, only one parent was able to participate in treatment, typically due to health problems affecting the other parent or in the case of sole custody.
Most of the inpatient admission corresponds to the first phase of the Maudsley approach, where the main focus is on helping the parents take charge of their child’s weight restoration. In our inpatient setting, the staff assumed more responsibility than in outpatient FBT to provide a structured regime for weight gain, i.e., by providing meal plans, prescribing supplemental nutritional drinks, or in seldom cases tube-feeding, if the patient did not finish her/his meal, and recommending how much activity and rest the child needed. The more extensive support was provided to help ensure adequate weight gain, as previous inpatient and outpatient treatment had not led to remission. Treatment was administered in close collaboration with the parents, and with a clear goal to support the parents’ role in caring for their child both emotionally and with overcoming the ED.
The family ate all meals together in a designated family room or at a family table in the dining room. The parents were responsible for helping their child to eat sufficiently, while the staff’s role was to support the parents to accomplish this task rather than taking over the responsibility for the child’s eating. If the parents needed help during the meal, one of the staff members would encourage them to trust in themselves, to not give up and to support each other, but also offer consultation and specific advice, for example, on how to articulate and repeat the message that the food must be eaten. Milieu therapy staff aimed to support the whole family in coping with the ED, reducing conflicts, promoting cooperation and facilitating positive relationships between family members, and empowering parents to support their sick child. During the last phase of hospitalization, when most patients had regained normal body weight, the focus gradually shifted toward encouraging the adolescent to assume greater responsibility for eating and exercise with continued parental supervision, that is, to help themselves to food from the buffet or negotiate how to resume physical activities. This transition corresponds to the second phase in Maudsley FBT.
Physical health was closely monitored, and a weekly weight gain of approximately one kg was recommended. The individual treatment plan was reviewed and adjusted at weekly treatment meetings. Both parents attended treatment meetings, and occasionally, staff members from the referring local child- and adolescent mental health services also attended. The family spoke with the staff on a daily basis to review progress and attended joint family sessions once or twice a week. The family sessions included core elements from outpatient FBT/Maudsley approach, but was adapted to our inpatient setting and to the families’ situation, which was characterized by long duration and severity of AN as well as previously unsuccessful treatment. Parents also attended weekly group sessions for parents, where they could share experiences and support one another, and meetings alone with staff members. Supportive individual sessions were offered weekly to patients if requested. During some periods, group sessions for patients and a sibling group was also offered. Finally, weekend leaves from the hospital were integrated into treatment to encourage patients and parents to practice and transfer skills to the home environment, with longer leaves granted toward the end of hospitalization. At discharge, the patients were referred to further outpatient treatment at their local mental health services. Thirty (88%) had received outpatient treatment, and 13 (38%) had been rehospitalized, during the follow-up period.
Data from the treatment phase were collected from patient records.

Assessment at follow-up
ED diagnoses and body weight were assessed by an experienced clinician at the patient interview [17].
Body weight and height
Body mass index (BMI, kg/m2) was calculated from either measured (n = 16) or self-reported (n = 18) weight and height. Self-reported weight and height were used if the participant did not want to be weighed and when the interview took place at home or by telephone. Mean BMI based on measured weight/height (19.8 ± 3.3) did not differ from that based on self-report (19.9 ± 2.9, n.s.) in the group with only self-reported BMI.

Assessment of ED symptoms
The Eating Disorder Examination Questionnaire 6.0 (EDE-Q) [30] is a widely-used 28-item self-report measure of ED psychopathology based on the EDE interview. The EDE-Q focuses on core ED symptoms and behaviors, including binge eating and purging, during the past 28 days. It is comprised of four subscales: dietary restraint, eating concern, weight concern, and shape concern. The mean of the subscale scores comprises a global EDE-Q score. An EDE-Q global score < 2.5 has been demonstrated as the clinical threshold to optimally distinguish non-cases from cases in a sample of Norwegian women [31]. The Norwegian version of the EDE-Q has shown adequate psychometric properties in community and clinical samples, with good convergent validity between the EDE and EDE-Q, and good internal consistency (Cronbach’s Alpha coefficients 0.76–0.90) and inter-rater reliability (0.70–0.97) for the four subscales [32].

Assessment of treatment satisfaction
The following questionnaires were administered to former patients, mothers and fathers:	General satisfaction with treatment: The Norwegian Generic Short Patient Experiences Questionnaire (GS-PEQ) [1, 33] covers important aspects of user experiences across a range of specialist health services and is widely used in Norwegian health services. The questionnaire consists of 14 items with five response categories ranging from “not at all satisfied” to “very satisfied” (see Table 1). The GS-PEQ has shown good evidence for validity and reliability, good internal consistency (Cronbach’s Alpha coeffiecient > 0.70) and good test-retest reliability (intraclass correlations between 0.62–0.85 for the different items) [34].

	Perceived benefit of treatment: One item from the GS-PEQ on overall benefit of treatment was administered (Table 1, a). The test-retest reliability of this single item was found to be 0.73 [33]. Additionally, two items were designed by the authors to assess overall usefulness of treatment for other family members (Table 1, b and c) as well as items on the perceived utility of 19 different treatment aspects, with five response categories ranging from “no benefit” to “very large benefit”.

	Perception of therapists (POT): A treatment satisfaction questionnaire from the Swedish National Quality Register on EDs [21, 35] was translated into Norwegian by the first author. The instrument consists of 11 items on the perceptions of the therapists, which in this context was defined as all staff members who participated in the treatment, plus two items for parents that were added for this study (Table 2). The instrument has six response categories ranging from “never” to “always”.

	Treatment goals: Another questionnaire from the same Swedish National Quality Register [21, 35] was used, and was translated into Norwegian by the first author. The instrument includes ten goals for ED treatment that were rated according to the degree to which each goal was perceived as fulfilled (four response categories ranging from “not at all” to “yes, completely”) (Table 3). The original instrument also had questions about each goal’s relevance and importance, but these were not used in the present study.



Table 1The family members’ general experiences with, and benefit of, family inpatient treatment


	 	Mean score ± SD
	Patients /moth.b
	Patients./fath.c
	Moth./fath.d

	General experiences with the treatmenta
	Patients N = 34
	Mothers N = 40
	Fathers N = 20
	P-valuee
	Effect sizef
	P-valuee
	Effect sizef
	P-valuee
	Effect sizef

	Mean general experiences with treatment score (item 1–12)
	3.2 ± 1.0
	3.7 ± 0.7
	3.9 ± 0.5
	0.001
	0.6
	0.029
	0.9
	0.457
	0.3

	 1. Did you have confidence in the clinicians’ professional competence?
	3.3 ± 1.4
	4.1 ± 0.8
	4.2 ± 0.5
	0.006
	0.7
	0.117
	0.9
	0.718
	0.1

	 2. Did the clinicians talk to you in a way that was easy to understand?
	3.8 ± 1.0
	4.4 ± 0.7
	4.1 ± 0.6
	0.001
	0.7
	0.236
	0.4
	0.579
	0.5

	 3. Did you get sufficient information about the illness/diagnosis?
	3.6 ± 1.1
	3.9 ± 0.9
	3.9 ± 0.8
	0.008
	0.3
	0.242
	0.3
	0.651
	0.0

	 4. Did you perceive the treatment as suited to your situation?
	2.9 ± 1.4
	3.5 ± 1.2
	3.9 ± 0.9
	0.009
	0.5
	0.034
	0.8
	0.311
	0.4

	 5. Were you involved in decisions regarding your/your child’s treatment?
	2.9 ± 1.2
	3.7 ± 1.1
	3.5 ± 0.9
	0.038
	0.7
	0.191
	0.7
	0.529
	0.3

	 6. Did you perceive the institution’s work as well organized?
	3.4 ± 1.3
	3.9 ± 1.0
	3.9 ± 0.7
	0.055
	0.4
	0.223
	0.5
	0.632
	0.0

	 7. Was the staff aware of siblings’ situation?g
	2.4 ± 1.2
	3.2 ± 1.0
	3.7 ± 0.8
	0.003
	0.7
	0.120
	1.3
	0.510
	0.6

	 8. Did the staff collaborate well with the parents?
	3.4 ± 1.4
	4.1 ± 0.8
	4.1 ± 0.6
	0.021
	0.6
	0.296
	0.6
	0.632
	0.0

	 9. Did the staff collaborate well among themselves?
	3.6 ± 1.2
	4.0 ± 0.9
	4.0 ± 0.5
	0.131
	0.4
	0.312
	0.4
	0.458
	0.0

	 10. Did the staff cooperate well with other public services?
	3.2 ± 1.1
	3.4 ± 1.0
	3.8 ± 0.7
	0.282
	0.2
	0.082
	0.7
	0.111
	0.5

	 11. Did you perceive that the institution prepared you for the time after discharge?
	2.6 ± 1.4
	3.0 ± 1.1
	3.3 ± 0.9
	0.142
	0.3
	0.468
	0.6
	0.718
	0.3

	 12. Overall, was the help and treatment you/ your child received satisfactory?
	2.9 ± 1.3
	3.7 ± 1.0
	4.1 ± 0.9
	< 0.001
	0.7
	0.001
	1.3
	0.333
	0.6

	Mean score on overall benefit of the treatment for family members (a-c)h
	3.1 ± 1.0
	3.3 ± 1.1
	3.5 ± 1.1
	0.019
	0.2
	0.046
	0.4
	0.913
	0.2

	 a) Overall benefit for the patient
	3.0 ± 1.1
	3.6 ± 1.1
	3.6 ± 1.2
	< 0.001
	0.5
	0.016
	0.5
	0.333
	0.0

	 b) Overall benefit for the parents
	3.5 ± 1.1
	3.6 ± 1.1
	3.7 ± 1.0
	0.147
	0.1
	0.795
	0.2
	0.331
	0.1

	 c) Overall benefit for siblingsg
	2.7 ± 1.3
	2.4 ± 1.3
	3.0 ± 1.2
	0.843
	0.2
	0.457
	0.2
	0.305
	0.5

	Mean score on benefit of 19 different treatment elementsg
	3.0 ± 0.9
	3.4 ± 0.9
	3.4 ± 0.8
	0.042
	0.4
	0.218
	0.5
	0.128
	0.0


a)Reply options: not at all, to a small extent, to a moderate extent, to a large extent, to a very large extent. Possible range:1–5, more satisfied the higher score, b) 31 pairs, c) 12 pairs, d)18 pairs, e)paired samples t-tests, f)Cohen’s d (small: 0.2. medium: 0.5, large: 0.8), g)applicable for n = 25 patients, n = 35 mothers and n = 19 fathers, h)reply options: no benefit, little benefit, some benefit, large benefit, very large benefit. Possible range:1–5, more satisfied the higher score


Table 2Perception of the contact with the therapists/staff members who participated in the treatment (POT) by patients and their parents


	 	Mean score ± SD
	Patient/motherc
	Patient/fatherd
	Mother/fathere

	Patient
N = 34
	Mother
N = 40
	Father
N = 20
	P-valuef
	Effect sizeg
	P-valuef
	Effect sizeg
	P-valuef
	Effect sizeg

	Mean POTa score (item 1–11)
	3.6 ± 1.2
	4.6 ± 0.9
	4.8 ± 0.7
	< 0.001
	0.9
	< 0.001
	1.2
	0.227
	0.2

	Do you think that the therapist(s)b:

	 1. Understood your problems?
	3.3 ± 1.4
	4.5 ± 1.0
	4.5 ± 0.6
	< 0.001
	1.0
	0.007
	1.1
	0.751
	0.0

	 2. Received you well?
	4.1 ± 1.4
	4.8 ± 0.9
	4.9 ± 0.8
	0.002
	0.6
	0.001
	0.7
	0.261
	0.1

	 3. Respected you as a person?
	4.2 ± 1.5
	4.9 ± 1.1
	5.2 ± 0.8
	0.002
	0.5
	0.003
	0.8
	0.264
	0.3

	 4. Let you to talk about what was important to you?
	4.1 ± 1.6
	4.7 ± 1.1
	5.0 ± 0.6
	0.018
	0.4
	0.013
	0.7
	0.164
	0.3

	 5. Listened to you?
	4.1 ± 1.5
	4.6 ± 1.2
	5.0 ± 0.7
	0.103
	0.4
	0.002
	0.8
	0.188
	0.4

	 6. Were able to help you/your daughter/son?
	3.6 ± 1.6
	4.1 ± 1.3
	4.2 ± 1.3
	0.022
	0.3
	0.017
	0.4
	0.751
	0.1

	 7. Gave your parents/you enough help to support you/your daughter/son in overcoming the ED?
	3.0 ± 1.4
	4.6 ± 1.2
	4.7 ± 0.9
	< 0.001
	1.2
	0.001
	1.4
	0.387
	0.1

	 8. Agreed with you on the treatment goal?
	2.9 ± 1.5
	4.8 ± 1.0
	4.7 ± 1.0
	< 0.001
	1.5
	< 0.001
	1.4
	0.721
	0.1

	 9. Agreed with you on how the treatment should be?
	2.9 ± 1.4
	4.4 ± 1.0
	4.5 ± 0.9
	< 0.001
	1.2
	< 0.001
	1.4
	0.586
	0.1

	 10. Had sufficient knowledge of ED and knew what they were doing?
	3.8 ± 1.6
	4.9 ± 1.1
	4.9 ± 1.0
	< 0.001
	0.8
	0.002
	0.8
	1
	0.0

	 11. Valued your own efforts in overcoming the ED?
	3.6 ± 1.7
	4.7 ± 1.2
	4.8 ± 1.0
	0.001
	0.7
	0.001
	0.9
	0.301
	0.1

	For parents only:

	 12. Were able to help you as a mother/father?
	 	4.1 ± 1.2
	4.3 ± 0.8
	 	 	 	 	0.818
	0.2

	 13. Gave you enough help to support each other as parents?
	 	3.9 ± 1.4
	4.5 ± 1.1
	 	 	 	 	0.302
	0.5


a) Perception of therapists, b)reply options: never, seldom, sometimes, often, very often, always. Possible range:1–6, more satisfied the higher score, c) 31 pairs, d) 12 pairs: n = 24, e) 18 pairs,, f)paired samples t-tests, g)Cohen’s d (small: 0.2, medium: 0.5, large: 0.8)


Table 3Fulfillment of treatment goals


	 	Mean score ± SD
	Patients /moth.b
	Patients./fath.c
	Moth./fath.d

	Patients
N = 34
	Mothers
N = 40
	Fathers
N = 20
	P-valuee
	Effect sizef
	P-valuee
	Effect sizef
	P-valuee
	Effect sizef

	Mean goal fulfillment score (mean of the 10 potential goals)
	2.1 ± 0.7
	2.4 ± 0.6
	2.6 ± 0.6
	0.006
	0.5
	0.019
	0.8
	0.527
	0.3

	Potential treatment goals: Was the goal fulfilled?a

	 1. To learn more about eating disorders
	2.4 ± 0.9
	2.8 ± 0.7
	2.9 ± 0.6
	0.094
	0.5
	0.045
	0.7
	0.775
	0.2

	 2. To get help talking about painful experiences
	2.3 ± 1.1
	2.4 ± 0.7
	2.6 ± 0.7
	1.000
	0.1
	0.799
	0.3
	0.336
	0.3

	 3. Learn to eat normally
	2.3 ± 1.0
	2.4 ± 0.9
	2.4 ± 0.8
	0.326
	0.1
	0.760
	0.1
	0.720
	0.0

	 4. Learn to cope with unreasonable notions about food and body size
	1.8 ± 0.7
	2.3 ± 0.8
	2.4 ± 0.9
	0.008
	0.7
	0.081
	0.7
	0.190
	0.1

	 5. Become more satisfied with myself and my body
	1.5 ± 0.7
	2.1 ± 0.8
	2.3 ± 0.9
	< 0.001
	0.8
	0.019
	1.0
	0.426
	0.2

	 6. To get help to stand up for what I feel / she or he feels
	2.0 ± 1.0
	2.4 ± 0.7
	2.6 ± 0.6
	0.036
	0.5
	0.104
	0.7
	0.336
	0.3

	 7. Reduce guilt and self-blame
	1.7 ± 0.8
	2.2 ± 0.7
	2.3 ± 0.9
	0.002
	0.7
	0.021
	0.7
	0.793
	0.1

	 8. To get support in crisis situations
	2.6 ± 1.1
	2.8 ± 0.9
	2.8 ± 1.0
	0.231
	0.2
	0.321
	0.2
	0.613
	001

	 9. Get help to cope with difficult feelings such as sadness, anxiety and anger
	2.2 ± 1.0
	2.4 ± 0.8
	2.4 ± 0.7
	0.183
	0.2
	0.563
	0.2
	1.000
	0.0

	 10. To reduce conflicts in the family related to difficulties with eating
	2.1 ± 0.9
	2.5 ± 0.8
	2.6 ± 0.8
	0.004
	0.5
	0.049
	0.6
	0.673
	0.1


a) Range: 1–4, the higher score the more fulfilled. Reply options: 1 = not at all, 2 = only to some extent, 3 = yes, mostly, 4 = yes, absolutely, b) 31 pairs, c) 12 pairs, d)18 pairs, e)paired samples t-tests, f)Cohen’s d (small: 0.2, medium: 0.5, large: 0.8)





Statistical analyses
Data were fairly normally distributed and parametric analyses were used. Independent t-tests were used to investigate differences in background variables between participants and non-participants. Differences between former patients, mothers, and fathers on the treatment satisfaction measures were investigated using paired samples t-tests. Bivariate associations between continuous variables were investigated with Pearson’s correlations. All analyses were two-tailed. When multiple analyses were used, the alpha level was set at p < .01.
The study was approved by the Regional Medical Ethics Committee.


Results
The average time between discharge and follow-up was 4.5 ± 1.7 years (range 1.3–7.0). Mean age of the former patients was 20.4 ± 2.7 years. Twenty-one (62%) of the participants were weight recovered (i.e., BMI > 18.5) and 13 (38%) fully recovered (i.e., normal eating attitudes and behavior defined as an EDE-Q global score < 2.5, no binge eating/purging during the past three months, and BMI > 18.5).
General experience with treatment
Overall, parents reported a high level of satisfaction with all central aspects of treatment, including perceived competence of the therapists, communication and collaboration (Table 1). There were no significant differences between mothers and fathers in their general experience of treatment. Former patients had significantly lower scores than mothers and fathers on the items, “Did you perceive the treatment as well-suited to your situation?” and “Overall, was the help and treatment you/your child received satisfactory?” In addition, former patients had significantly lower mean scores on the 12 general experience items. Effect sizes indicated moderate to large differences in scores between parents and former patients (Table 1). The mean score for former patients’ “general experience with treatment” was 3.2 (±1.0), reflecting a medium level of satisfaction. All family members had the lowest scores on the item: “Did you perceive that the institution prepared you for the time after discharge?”
Five percent of mothers and fathers replied that they thought their child had “in any way received the wrong treatment”, in contrast to 15% of the former patients.

Benefit of treatment
The former patients rated their own overall benefit from treatment significantly lower than the parental ratings of the overall benefit for their child (medium effect sizes, Table 1). However, former patients and parents had similar views on the overall benefit of treatment for parents. Parents and former patients also had similar, but lower, ratings on the overall benefit for siblings (Table 1). Table 1 illustrates the mean scores for the perceived benefit of 19 different treatment elements.

Perception of the contact with the therapists/staff members
Mothers and fathers alike reported a similarly high level of satisfaction with therapist contact (Table 2). The former patients, however, perceived the contact with therapists more negatively than mothers or fathers, with medium-to-large effect sizes. The former patients gave the highest ratings to being well-received, respected, allowed to talk about what was important to her/him, and being listened to (> 4, corresponding to “often”). The lowest scores (< 3, corresponding to “sometimes”) related to agreement on treatment goals, agreement on treatment structure/content, and the help their parents had received to support their recovery from an ED.

Fulfillment of treatment goals
Ten possible goals for ED treatment were rated according to the extent to which the goal was perceived as fulfilled (Table 3). Former patients had a significantly lower overall mean goal fulfillment score than mothers and fathers (medium-large effect sizes) as well as poorer ratings for several of the specific goals. Receiving “help in crisis situations” and “learning more about EDs” were perceived by all participants (former patients, mothers, and fathers) as the most fulfilled goals. Increased satisfaction with body/self, reduction of guilt/shame, and learning to cope with unrealistic beliefs regarding food and body weight/shape were perceived as the least fulfilled goals by all groups.

Correlations between treatment satisfaction measures and outcome variables
As shown in Table 4, correlations were performed to investigate associations between the various aspects of treatment satisfaction and the three ED outcome variables (weight gain from admission to follow-up, BMI and EDE-Q global score at follow-up). Among former patients, all correlations between treatment satisfaction and the ED outcome variables were low (r < 0.17, n.s.). Among mothers, all correlations were low except the correlation between mothers’ average goal fulfillment score and the two outcome variables weight gain from admission to follow-up (r = 0.49, p = 0.008) and BMI at follow-up (r = 0.56, p = 0.002). In contrast, for the fathers, all the treatment satisfaction measures showed large correlations with weight gain from admission to follow-up and BMI at follow-up, but not with the EDE-Q global score (Table 4).Table 4Correlations between treatment satisfaction variables and ED outcome variablesa


	 	 	ED outcome variables

	 	 	Weight gain from admission to follow-up
	BMI
At follow-up
	EDE-Q global score
At follow-up

	Weight gain from admission to follow-up
	 	1
	 	 
	BMI at follow-up
	 	0.82*
	1
	0.02

	EDE-Q global score at follow-up
	 	0.10
	0.02
	1

	Mean general experiences with treatment score (see Table 1)
	Patient
	0.08
	0.11
	0.09

	Mother
	0.28
	0.19
	0.10

	Father
	0.66
	0.68
	0.20

	Mean score on overall benefit of the treatment for family members (see Table 1)
	Patient
	0.16
	0.17
	0.03

	Mother
	0.20
	0.16
	0.16

	Father
	0.72*
	0.62
	−0.03

	Mean Perception of therapist (POT) score (see Table 2)
	Patient
	0.06
	0.17
	−0.07

	Mother
	0.17
	0.15
	0.07

	Father
	0.67
	0.72
	−0.08

	Mean goal fulfillment score (see Table 3)
	Patient
	−0.05
	0.05
	−0.07

	Mother
	0.49*
	0.56*
	−0.07

	Father
	0.84*
	0.85*
	0.15


a)Pearson’s correlations. Number of pairs: between patient variables: 34, patient/mother: 31, patient/father: 12
*p < 0.001





Discussion
Despite the crucial role that parents play in treatment engagement and adherence for their child, research is scarce on how parents perceive and experience treatment for adolescent AN. This study investigated patient and parental satisfaction with family-based inpatient treatment for adolescent AN as assessed retrospectively at approximately five years (4.5 ± 1.7 years) following discharge.
Several main conclusions can be derived from our findings. First, mothers and fathers alike reported similar and overall positive experiences with treatment, whereas the former patients were significantly less satisfied than parents, reporting a medium level of overall satisfaction. Second, we found no strong support for the notion that treatment satisfaction was associated with outcome of the ED. Eating disorder symptomology as measured by the EDE-Q demonstrated very low correlations (r < 0.2, n.s.) with the various aspects of treatment satisfaction rated by patients and parents.
Our finding that parents reported a higher level of satisfaction with their child’s AN treatment than the patients themselves is in accordance with three other studies comparing parents’ and patients’ treatment satisfaction [20, 21, 23]. The very low dropout rate from treatment in the present study (1/58 families) may be related to the high level of parental satisfaction. Overall, mothers and fathers reported rather similar perceptions of treatment, which might be a positive factor for collaboration and consistency between the parents in their efforts to help their child. In terms of perceived benefit of treatment for the child, former patients showed lower ratings than parents, however, all family members rated the overall benefit for parents as good (Table 1). FBT emphasizes that the parents, not the patient, must take charge of their child’s weight restoration, and, thus, the parents’ benefit of treatment may be an important factor for outcome. One reason for FBT’s superiority compared to individually-based treatment for adolescent AN may be that the treatment is less affected by the young patient’s own ambivalence and fear of weight gain.
Studies of patient satisfaction with health services tend to find that most patients report a high level of satisfaction [33, 36], which is consistent with the present findings for parents, but not the patients. AN is a highly ego-syntonic disorder for those personally afflicted by the illness, but not for parents, and this may differentially influence patients’ and parents’ perceptions of treatment [37, 38]. Extreme fear of eating and weight gain are core symptoms of AN, and the patients usually experience particularly strong ambivalence to treatment components directly aiming to restore a healthy body weight [38]. Weight restoration is a main overarching goal for hospitalization and, thus, it may be natural that patients, even in retrospect, might experience their ED treatment as difficult and challenging, with lower treatment satisfaction ratings than their parents.
Lower patient scores were observed for items related to agreement with treatment goals and treatment content/structure, with average scores of 2.9 (corresponding to “sometimes”). As several aspects of treatment were non-negotiable, such as the amount of food, amount of rest and physical activity, this finding is perhaps expected. Unfortunately, we do not know whether former patients desired greater influence on their treatment plan, or if they retrospectively felt that parents and therapists needed to manage these aspects of treatment.
Various aspects of the therapeutic relationship, such as being well-received, respected, listened to, and having the freedom to discuss personally important topics received the highest treatment satisfaction ratings from former patients. This finding is consistent with other studies that have found that patients with AN tend to be satisfied with their relationship with therapists [39], but less satisfied with treatment goals relating to restoration of a healthy body weight, which are goals typically viewed as essential by healthcare professionals [38, 40]. Suffering from AN during adolescence is inarguably extremely difficult and distressing, and it is encouraging that the majority of former patients retrospectively perceived their relationship with the therapists positively, despite the lower rating given for other aspects of treatment.
Inpatient treatment has been shown to be effective in achieving weight gain, but less effective in improving psychological symptoms [41, 42]. Consistent with these findings, our sample of former patients, mothers, and fathers reported the lowest goal fulfillment scores for reducing psychological ED symptoms, e.g., body dissatisfaction, and intermediate scores for the item “learning to eat normally”. Outcome studies of FBT for adolescent AN have found that the majority of the patients successfully achieved weight recovery by the end of treatment and/or follow-up, but that a lower proportion achieved normal eating attitudes [13]. For instance, in a randomized treatment study by Lock et al. [43] only 34% of participants who had received FBT, and 20% that had received individual therapy, had achieved both EDE-Q global scores in the normal range and full weight-restoration at one year follow-up. Consistent with other studies [13], a minority (38%) was shown to meet the criteria for full recovery at follow-up in our study despite the rather long follow-up time (4.5 years) [17].
It might have been expected that patients with a favorable ED outcome and their parents would be comparatively more satisfied with treatment. However, in line with two other studies [21, 23], we did not find any strong evidence to support this assertion. Our results suggested no clear picture of the relationship between treatment satisfaction and degree of improvement or outcome at follow-up. Some were satisfied with treatment despite having a poor ED outcome, while others were less satisfied despite having a favorable outcome, perhaps believing they had managed to overcome the illness despite unsatisfactory treatment. It is possible that patients tend to value the therapeutic relationship, while aspects of treatment that directly tackle weight-restoration, despite being necessary to recover from AN, are associated with ambivalence and reluctance.
Parental therapeutic alliance in FBT has been found to be associated with weight gain, which parents have control over in FBT, but less associated with cognitive improvement that parents have less control over [44]. Unlike mothers and former patients, the fathers’ ratings of treatment satisfaction correlated strongly with the patients’ weight outcome. Thus, weight recovery may have contributed to treatment satisfaction among fathers, or, vice versa, that fathers with high levels of treatment satisfaction contributed to effective weight restoration [44]. Further research should investigate whether fathers emphasize the importance of achieving a healthy body weight to a greater extent than mothers or patients. This would be consistent with a study on fathers’ views on parental interventions which found that fathers tended to prefer a focus on measurable outcomes [45]. It is possible that fathers may experience even stronger feelings of helplessness than mothers when their child is affected by AN and that they particularly appreciated the focus on strengthening specific parental skills in helping their underweight child gain weight during the family-based treatment. Fathers may also feel that mental health services are focused on the mother and perhaps consider the mother’s competence and ability to provide care as more important [45]. One study found that the mothers’ attendance in FBT-sessions for adolescent AN was much higher than fathers’, but that a higher rate of attendance by fathers predicted better outcome [27], suggesting the importance of extensive involvement of both mothers and fathers in AN treatment.
The present study provides insight into patient and parental satisfaction with family-based inpatient treatment for adolescent AN, which is a novel treatment approach with comparatively less research attention. Moreover, studies of patient and parental satisfaction for treatment of adolescent AN is scarce, despite the importance to improve available health services. The inclusion of both parents is considered essential in FBT, but there is a lack of studies on how mothers and fathers experience treatment. The present study included several measures of treatment satisfaction, and compared satisfaction between former patients, mothers, and fathers.
Nevertheless, this study had several limitations that should be noted. The number of participants was small, rendering statistical power low. The number of participants from the same families varied, which limited the numbers of available pairs to investigate mean differences or correlations. In particular, the available patient-father pairs were low (n = 12 pairs), which renders uncertainty about the representativeness of the results. Thus, these findings should be considered preliminary and require replication. Treatment satisfaction was assessed at follow-up, following an average of 4.5 years after discharge, which is likely to have affected how the participants recalled the treatment. The majority of the patients had received further treatment during the follow-up period, which also might have influenced their retrospective perceptions of the family inpatient program. “General satisfaction with treatment” was assessed with an instrument with well-established psychometric properties, although data on reliability or validity were unavailable for two of the treatment satisfaction questionnaires (“Perception of the contact with the therapists” and “Treatment goals”). Furthermore, the study was conducted at the institution that had delivered the treatment, which might have influenced the family members’ responses.
Family admissions are demanding both for health service providers and parents, and the generalizability of findings related to this treatment approach may be limited by a lack of social welfare systems to compensate for parents’ loss of income during their child’s illness. However, individual admissions also demand extensive resources from families and the health services. If individual admissions are shown to be less effective than family admissions, resulting in prolonged parental distress and burden of care [46, 47], this could adversely affect parents’ health and work ability, surpassing the financial toll incurred during a family admission. When an adolescent with AN fails to remit despite receiving outpatient FBT, the parents need extensive support to regain trust in their own ability to help their child [48]. Individual admissions might be less beneficial for the parent-child relationship, mother-father collaboration, and their ability to cope with the ED, both during and after the hospital stay. Thus, greater knowledge is warranted about inpatient approaches that include parents in the treatment of adolescents with AN.
Caring for siblings was an important dilemma encountered during the family admissions, and parents found it often challenging to determine whether siblings should stay at the hospital to maximize treatment participation, or remain at home to maintain regular contact with their school, friends, and activities. Although the unit emphasized awareness of siblings’ needs, parents and patients alike perceived the overall benefit of the treatment for siblings as small to moderate. Adolescent AN greatly affects siblings’ family situation and daily life [49–51], and concern for the welfare of siblings was especially prominent in our study, owing to the severity and chronicity that characterized the patient sample. More research on the perspectives of the siblings of adolescents with AN is important, and in particular, how parents and health services should accommodate the needs of siblings.

Clinical implications and conclusion
A clinical implication from this study is that family-based inpatient treatment for adolescents with AN may be a useful option when outpatient treatment has proven insufficient. We found that parents, and to some degree former patients, were satisfied with this treatment approach, which supports its feasibility. All families agreed that one or both of the parents would stay at the hospital for the full length of the admission, and dropout was very low (1/58), which also supports the acceptability of the treatment. Although the participation of both parents is crucial in FBT, fathers’ participation level is often low. Our finding that fathers reported a similar, and equally high, level of satisfaction as mothers indicates that the treatment approach was perceived as useful for fathers as well as for mothers, which is likely to promote fathers’ participation.

Acknowledgements
We wish to thank the participants for their time and effort in helping enhance our knowledge of how families experience treatment. We thank our leaders and colleagues for their valuable contributions to the study, and Selma Øverland Lie and Deborah L. Reas for language editing.
Funding
This study was internally funded by the Regional Department for Eating Disorders (RASP), Oslo University Hospital, Norway.

Availability of data and materials
The dataset analyzed during the current study is kept on a secure research server at Oslo University Hospital. It is not publicly available due to data protection regulations for medical research. Please contact the first author if information is requested.


Authors’ contributions
The first author has had the main responsibility for planning the study, data collection, data analyses and writing the paper. The second author’s contribution has been consultation on all parts of the study, and particularly on data analyses and the writing of the paper. Both authors read and approved the final manuscript.

Ethics approval and consent to participate
The study was approved by the Regional Committee for Medical Research Ethics, South-East Norway (REK2014/2223). All participants provided written informed consent and, for former patients under 16 years old, parental consent.

Consent for publication
Not applicable

Competing interests
The author declares that he has no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
Sjetne IS, Bjertnaes OA, Olsen RV, Iversen HH, Bukholm G. The generic short patient experiences questionnaire (GS-PEQ): identification of core items from a survey in Norway. BMC Health Serv Res. 2011;11:88. https://​doi.​org/​10.​1186/​1472-6963-11-88.

2.
Peterson CB, Becker CB, Treasure J, Shafran R, Bryant-Waugh R. The three-legged stool of evidence-based practice in eating disorder treatment: research, clinical, and patient perspectives. BMC Med. 2016;14:69. https://​doi.​org/​10.​1186/​s12916-016-0615-5.

3.
Escobar-Koch T, Banker JD, Crow S, Cullis J, Ringwood S, Smith G, et al. Service users' views of eating disorder services: an international comparison. Int J Eat Disord. 2010;43(6):549–59. https://​doi.​org/​10.​1002/​eat.​20741.

4.
Clinton D, Bjorck C, Sohlberg S, Norring C. Patient satisfaction with treatment in eating disorders: cause for complacency or concern? Eur Eat Disord Rev. 2004;12(4):240–6. https://​doi.​org/​10.​1111/​j.​1365-2702.​2004.​00943.​x.

5.
Offord A, Turner H, Cooper M. Adolescent inpatient treatment for anorexia nervosa: a qualitative study exploring young Adults' retrospective views of treatment and discharge. Eur Eat Disord Rev. 2006;14:377–87. https://​doi.​org/​10.​1002/​erv.​687.

6.
Bell L. What can we learn from consumer studies and qualitative research in the treatment of eating disorders? Eat Weight Disord. 2003;8:181–7.

7.
Kahn C, Pike KM. In search of predictors of dropout from inpatient treatment for anorexia nervosa. IntJ Eat Disord. 2001;30(3):237–44. https://​doi.​org/​10.​1002/​eat.​1080.

8.
Dejong H, Broadbent H, Schmidt U. A systematic review of dropout from treatment in outpatients with anorexia nervosa. IntJEatDisord. 2012;45(5):635–47. https://​doi.​org/​10.​1002/​eat.​20956.

9.
Thomson S, Marriott M, Telford K, Law H, McLaughlin J, Sayal K. Adolescents with a diagnosis of anorexia nervosa: parents' experience of recognition and deciding to seek help. Clin Child Psychol Psychiatry. 2014;19(1):43–57. https://​doi.​org/​10.​1177/​1359104512465741​.

10.
Pereira T, Lock J, Oggins J. Role of therapeutic alliance in family therapy for adolescent anorexia nervosa. IntJ Eat Disord. 2006;39(8):677–84. https://​doi.​org/​10.​1002/​eat.​20303.

11.
Lock J, le Grange D. Treatment Manual for Anorexia Nervosa. A Family-Based Approach. 2. New York: Guilford Press; 2012 Aug. 24, 2012. ISBN 978-1-4625-0676-7.

12.
Blessitt E, Voulgari S, Eisler I. Family therapy for adolescent anorexia nervosa. CurrOpinPsychiatry. 2015;28(6):455–60. https://​doi.​org/​10.​1097/​YCO.​0000000000000193​.

13.
Couturier J, Kimber M, Szatmari P. Efficacy of family-based treatment for adolescents with eating disorders: a systematic review and meta-analysis. IntJEatDisord. 2013;46(1):3–11. https://​doi.​org/​10.​1002/​eat.​22042.

14.
NICE Guideline. Eating disorders: recognition and treatment. NG69. London: National Institute of Clinical Excellence; 2017.

15.
Murray SB, Anderson LK, Rockwell R, Griffiths S, Le Grange D, Kaye WH. Adapting family-based treatment for adolescent anorexia nervosa across higher levels of patient care. EatDisord. 2015;23(4):302–14. https://​doi.​org/​10.​1080/​10640266.​2015.​1042317.

16.
Matthews A, Peterson CM, Peugh J, Mitan L. An intensive family-based treatment guided intervention for medically hospitalized youth with anorexia nervosa: parental self-efficacy and weight-related outcomes. Eur Eating Disord Rev. 2019;27(1):67–75. https://​doi.​org/​10.​1002/​erv.​2632.

17.
Halvorsen I, Reas DL, Nilsen J-V, Rø Ø. Naturalistic outcome of family-based inpatient treatment for adolescents with anorexia nervosa. Eur Eat Disord Rev. 2018;26(2):141–5. https://​doi.​org/​10.​1002/​erv.​2572.

18.
Richards IL, Subar A, Touyz S, Rhodes P. Augmentative approaches in family-based treatment for adolescents with restrictive eating disorders: a systematic review. Eur Eat Disord Rev. 2018;26(2):92–111. https://​doi.​org/​10.​1002/​erv.​2577.

19.
Wallis A, Alford C, Hanson A, Titterton J, Madden S, Kohn M. Innovations in Maudsley family-based treatment for anorexia nervosa at the Children's Hospital at Westmead: a family admission programme. J Fam Ther. 2013;35:68–81. https://​doi.​org/​10.​1111/​j.​1467-6427.​2012.​00604.​x.

20.
Roots P, Rowlands L, Gowers SG. User satisfaction with services in a randomised controlled trial of adolescent anorexia nervosa. EurEatDisordRev. 2009;17(5):331–7. https://​doi.​org/​10.​1002/​erv.​944.

21.
Halvorsen I, Heyerdahl S. Treatment perception in adolescent onset anorexia nervosa: retrospective views of patients and parents. IntJEatDisord. 2007;40(7):629–39. https://​doi.​org/​10.​1002/​erv.​2191.

22.
Krautter T, Lock J. Is manualized family-based treatment for adolescent anorexia nervosa acceptable to patients? Patient satisfaction at the end of treatment. J Fam Ther. 2004;26(1):67–82. https://​doi.​org/​10.​1111/​j.​1467-6427.​2004.​00267.​x.

23.
Paulson-Karlsson G, Nevonen L, Engström I. Anorexia nervosa: treatment satisfaction. J Fam Ther. 2006;28:293–306. https://​doi.​org/​10.​1111/​j.​1467-6427.​2006.​00353.​x.

24.
Zucker NL, Marcus M, Bulik C. A group parent-training program: a novel approach for eating disorder management. Eat Weight Disord. 2006;11(2):78–82.

25.
Pasold TL, Boateng BA, Portilla MG. The use of a parent support group in the outpatient treatment of children and adolescents with eating disorders. Eat Disord. 2010;18(4):318–32. https://​doi.​org/​10.​1080/​10640266.​2010.​490121.

26.
Forsberg S, Lock J. Family-based treatment of child and adolescent eating disorders. Child Adolesc Psychiatr Clin N Am. 2015;24(3):617–29. https://​doi.​org/​10.​1016/​j.​chc.​2015.​02.​012.

27.
Hughes EK, Burton C, Le Grange D, Sawyer SM. The participation of mothers, fathers, and siblings in family-based treatment for adolescent anorexia nervosa. J Clin Child Adolesc Psychol. 2017:1–11. https://​doi.​org/​10.​1080/​15374416.​2017.​1390756.

28.
van der Horst FCP, van der Veer R. Changing attitudes towards the care of children in hospital: a new assessment of the influence of the work of Bowlby and Robertson in the UK, 1940–1970. Attach Hum Dev. 2009;11(2):119–42. https://​doi.​org/​10.​1080/​1461673080250365​5.

29.
Eisler I, Simic M, Blessitt E, Dodge L. Maudsley Service Manual for Child and Adolescent Eating Disorders. https://​www.​national.​slam.​nhs.​uk/​.​.​.​/​Maudsley-Service-Manual-for-Child-and-Adolescen... King's Health Partners. Kings's College Hospital. South London and Maudsley. London; 2016. p. 1–164.

30.
Fairburn CG, Beglin SJ. Assessment of eating disorders: interview or self-report questionnaire? Int J Eat Disord. 1994;16(4):363–70. https://​doi.​org/​10.​1002/​1098-108X%28199412%2916.​4<363.​AID-EAT2260160405>3.​0.​CO.​2%2D.

31.
Ro O, Reas DL, Stedal K. Eating disorder examination questionnaire (EDE-Q) in Norwegian adults: discrimination between female controls and eating disorder patients. Eur Eat Disord Rev. 2015;23(5):408–12. https://​doi.​org/​10.​1002/​erv.​2372.

32.
Reas DL, Wisting L, Kapstad H, Lask B. Convergent validity of the eating disorder examination and the eating disorder examination-questionnaire among university women in Norway. EurEatDisordRev. 2011;19(4):357–61. https://​doi.​org/​10.​1002/​erv.​1068.

33.
Bjertnaes OA, Sjetne IS, Iversen HH. Overall patient satisfaction with hospitals: effects of patient-reported experiences and fulfilment of expectations. BMJ Qual Saf. 2012;21(1):39–46. https://​doi.​org/​10.​1136/​bmjqs-2011-000137.

34.
Pettersen KI, Veenstra M, Guldvog B, Kolstad A. The patient experiences questionnaire: development, validity and reliability. Int J Qual Health Care. 2004;16(6):453–63. https://​doi.​org/​10.​1093/​intqhc/​mzh074.

35.
Lago C, Norring C, Engström I. Riksät. ional Quality Register for Eating Disorders Treatment (Nationellt kvalitetsregister för ätstörningsbehandling, Rikssät). Center for Psychiatry Research (Psykiatriskt forskningscentrum). Örebro läns landsting. Sweden; 1998.

36.
Williams B, Coyle J, Healy D. The meaning of patient satisfaction: an explanation of high reported levels. Soc Sci Med. 1998;(9):47, 1351–1349. https://​doi.​org/​10.​1016/​S0277-9536(98)00213-5.

37.
Bravender T, Elkus H, Lange H. Inpatient medical stabilization for adolescents with eating disorders: patient and parent perspectives. Eating and weight disorders. EWD. 2017;22(3):483–9. https://​doi.​org/​10.​1007/​s40519-016-0270-z.

38.
Westwood LM, Kendal SE. Adolescent client views towards the treatment of anorexia nervosa: a review ofthe literature. J Psychiatr Ment Health Nurs. 2012;19(6):500–8. https://​doi.​org/​10.​1111/​j.​1365-2850.​2011.​01819.​x.

39.
Hannon J, Eunson L, Munro C. The patient experience of illness, treatment, and change, during intensive community treatment for severe anorexia nervosa. Eat Disord. 2017;25(4):279–96. https://​doi.​org/​10.​1080/​10640266.​2017.​1318626.

40.
de la Rie S, Noordenbos G, Donker M, van Furth E. Evaluating the treatment of eating disorders from the patient's perspective. Int J Eat Disord. 2006;39:11. https://​doi.​org/​10.​1002/​eat.​20317.

41.
Goddard E, Hibbs R, Raenker S, Salerno L, Arcelus J, Boughton N, et al. A multi-Centre cohort study of short term outcomes of hospital treatment for anorexia nervosa in the UK. BMC Psychiatry. 2013;13:287. https://​doi.​org/​10.​1186/​1471-244X-13-287.​:​287-13.

42.
Hartmann A, Weber S, Herpertz S, Zeeck A. Psychological treatment for anorexia nervosa: a meta-analysis of standardized mean change. PsychotherPsychosom. 2011;80(4):216–26. https://​doi.​org/​10.​1159/​000322360.

43.
Lock J, le Grange D, Agras WS, Moye A, Bryson SW, Jo B. Randomized clinical trial comparing family-based treatment with adolescent-focused individual therapy for adolescents with anorexia nervosa. ArchGenPsychiatry. 2010;67(10):1025–32. https://​doi.​org/​10.​1001/​archgenpsychiatr​y.​2010.​128.

44.
Isserlin L, Couturier J. Therapeutic alliance and family-based treatment for adolescents with anorexia nervosa. Psychotherapy(Chic). 2012;49(1):46–51. https://​doi.​org/​10.​1037/​a0023905.

45.
Sicouri G, Tully L, Collins D, Burn M, Sargeant K, Frick P, et al. Toward father-friendly parenting interventions: a qualitative study. Aust N Z J Fam Ther. 2018;39(2):218–31. https://​doi.​org/​10.​1002/​anzf.​1307.

46.
Raenker S, Hibbs R, Goddard E, Naumann U, Arcelus J, Ayton A, et al. Caregiving and coping in carers of people with anorexia nervosa admitted for intensive hospital care. Int J Eat Disord. 2013;46(4):346–54. https://​doi.​org/​10.​1002/​eat.​22068.

47.
Anastasiadou D, Medina-Pradas C, Sepulveda AR, Treasure J. A systematic review of family caregiving in eating disorders. Eat Behav. 2014;15(3):464–77. https://​doi.​org/​10.​1016/​j.​eatbeh.​2014.​06.​001/​1471-0153.

48.
Wufong E, Rhodes P, Conti J. "We don't really know what else we can do": Parent experiences when adolescent distress persists after the Maudsley and family-based therapies for anorexia nervosa. J Eat Disord. 2019;7:5. https://​doi.​org/​10.​1186/​s40337-019-0235-5.

49.
Halvorsen I, Ro O, Heyerdahl S. Nine-year follow-up of girls with anorexia nervosa and their siblings: retrospective perceptions of parental bonding and the influence of illness on their everyday life. EurEatDisordRev. 2013;21(1):20–7. https://​doi.​org/​10.​1002/​erv.​2191.

50.
Dimitropoulos G, Freeman VE, Bellai K, Olmsted M. Inpatients with severe anorexia nervosa and their siblings: non-shared experiences and family functioning. EurEatDisordRev. 2013;21(4):284–93. https://​doi.​org/​10.​1002/​erv.​2230.

51.
Fjermestad KW, Ro AE, Espeland KE, Halvorsen MS, Halvorsen IM. "Do I exist in this world, really, or is it just her?" Youths' perspectives of living with a sibling with anorexia nervosa. Eat Disord. 2019:1–16. https://​doi.​org/​10.​1080/​10640266.​2019.​1573046.




OEBPS/sidebar.gif





OEBPS/cc-by.png
() _®





OEBPS/contact.gif





