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Abstract 

Background: Problems in social cognition and social support contribute to eating disorders (ED). Group therapy 
provides an ideal format to create an experiential learning environment focused on understanding social interactions. 
This pilot study examined the qualitative content of the participants’ experiences in the Self-Blame and Perspective-
Taking Intervention (SBPI) for ED.

Methods: The SBPI was a 4-week group therapy intervention involving art therapy and psychoeducation that 
focused on social behaviors in ED patients. Participants received surveys immediately after the intervention and at 1 
to 4 weeks after the post-intervention. Thematic analyses of qualitative feedback were performed using Braun and 
Clarke’s thematic analysis framework.

Results: Inductive analyses revealed three main themes: (1) Developing self-acceptance through emotional 
reflection, (2) Changing expectations with neurosocial knowledge, and (3) Bonding and vulnerability in social 
interactions; all concepts intentionally targeted by the SBPI. Participants varied in their support of a guideline to 
exclude personal discussion of ED-related cognitions and behaviors in the group.

Conclusions: As a whole, patients valued the combination of psychosocial education with group experientials 
focused on social behavior. Positive feedback from the SBPI suggests that adjunctive treatments that target mental-
wellness constructs indirectly related to ED pathology may be helpful by allowing patients to see themselves as 
separable from the illness.

Trial registration ClinicalTrials.gov, NCT0487758. Registered 7 May 2021—Retrospectively registered. https:// clini caltr 
ials. gov/ ct2/ show/ NCT04 877158.

Plain English summary 

Adult patients with eating disorders frequently report challenges in developing and maintaining supportive social 
relationships. A group therapy intervention utilizing structured art tasks in conjunction with psychoeducation about 
interpersonal relationships was piloted in twenty-four women with eating disorders. Participants provided written 
feedback about their experiences in the intervention. These responses were coded by three raters to identify consist-
ent themes related to those experiences. Participants reported benefits related to self-acceptance and emotional 
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Introduction
Eating disorders (EDs) are complex mental illnesses 
that substantially reduce quality of life [1, 2]. Even after 
individuals receive treatment, reach physiological recov-
ery, and accomplish partial or full behavioral symptom 
stability, EDs are associated with high rates of relapse 
[3, 4]. Qualitative research on the perspectives of recov-
ered individuals have highlighted the centrality of posi-
tive relationships as both contributors to and defining 
features of recovery from EDs [5, 6]. Specifically, social 
support, meaningful connection, and building an identity 
outside of the ED help maintain progress towards recov-
ery [7–10].

However, securing social support is difficult for many 
individuals, and may be especially challenging for indi-
viduals with EDs, as these illnesses have been associated 
with impairments in social function. Specifically, indi-
viduals with EDs have difficulty feeling like they belong 
in groups [11], show reduced eye contact in social situa-
tions [12], and have trouble building positive social rela-
tionships with a lack of social competence [13]. Patients 
with EDs often ruminate over interpersonal interactions 
and show a negative self-attribution bias [14–16]. Both 
individuals with anorexia nervosa (AN) and those with 
bulimia nervosa (BN) also demonstrate deficits in theory 
of mind [17]. Neural differences during social perspec-
tive-taking and social interactions are found in both AN 
and BN, providing further neural evidence suggesting  
the presence of social perceptual differences [18–21]. 
Interventions that alter social perceptions and behaviors 
may help patients to obtain social support, a factor that 
could improve both quality of life and psychiatric symp-
toms for individuals with EDs.

Many treatments for EDs include components that 
address social difficulties and several have focused on 
social cognitive targets [22]. Cognitive Remediation and 
Emotion Skills Training (CREST) has both individual 
and group formats designed to explicitly target social 
emotional functioning and inflexible, detail-oriented 
thinking styles through psychoeducation and experien-
tial exercises [23, 24]. CREST was designed for patients 
with severe AN at inpatient levels of care, and its utility 
in outpatient settings is unknown. Radically Open Dia-
lectical Behavioral Therapy (RO-DBT) addresses open-
ness, social signaling, and social connectedness in AN 
using both individual therapy and weekly skills groups, 

within the conventional format for DBT [25, 26]. Finally, 
both group and individual versions of interpersonal psy-
chotherapy have similar efficacy to enhanced cognitive 
behavioral therapy (CBT-E) transdiagnostically in EDs, 
suggesting treatment focusing on social interactions may 
be effective in these illnesses [27].

Patients with EDs often find the transition to outpatient 
from residential treatments difficult, due to decrease in 
structure, development of a sense of disconnection, and 
loss of group momentum fostered during residential 
treatment [8]. Addressing challenges in engaging social 
support in an outpatient setting is clinically advanta-
geous, as risk for relapse is highest in the first year fol-
lowing treatment [4, 28]. Few patients with EDs in our 
community sustain involvement in group therapy during 
outpatient treatment [29]. Designing groups explicitly for 
outpatients with EDs may provide social connection and 
peer support at a crucial phase in treatment.

Group interventions for EDs in outpatient settings 
have been shown to be feasible and acceptable [30, 31]. 
We propose that challenges in navigating social envi-
ronments, such as impairments in emotional appraisal 
and difficulty receiving social support, may increase ED 
symptom expression. Given this etiological hypothesis, 
we developed an intervention targeting these domains by 
requiring participants in a group to engage in complex 
social interactions within a supportive environment in 
concert with education about social behaviors.

Recently, we reported on the psychological and clinical 
results of this intervention, finding improvements in both 
assessments of self-concept as well as clinical symptoms 
of anxiety, depression, and eating disorders [32]. Specifi-
cally, participants reported a more positive self-attribu-
tion bias, as well as increased trait and state self-esteem 
at the first post-intervention follow-up. In addition, 
symptoms of depression, anxiety, and eating disorder 
behaviors were significantly decreased at both the 1 to 
4 weeks post-intervention and 3 to 5 months post-inter-
vention time points.

Here, we examined qualitative feedback collected from 
participants after completing the SBPI intervention to 
better understand how participants perceived and expe-
rienced this brief group therapy. The qualitative and 
quantitative data were examined separately to allow for 
a more thorough investigation of both the feasibility and 
acceptability of the intervention as well as its impact on 

regulation, valued learning about their brain and behaviors, and appreciated peer interactions in this setting. In sum, 
this adjunctive and structured outpatient group targeting social interactions was acceptable to outpatients with eat-
ing disorders.

Keywords: Anorexia nervosa, Bulimia nervosa, Binge eating disorder, Perspective-taking, Recovery, Attributions
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clinical and psychosocial outcomes. In addition, with the 
qualitative data, we recognized that participants might 
report thematic elements unrelated to the specific targets 
of the SBPI as designed by the investigators. Thus, we 
employed a qualitative thematic approach to inductively 
evaluate written feedback from the Self-Blame and Per-
spective-Tasking Intervention (SBPI).

Method
Enrollment and measures
Participants were recruited for the SBPI from existing 
research studies as well as local treatment programs. Par-
ticipants were eligible for the study if they met current 
DSM-5 criteria for AN (including atypical anorexia), BN, 
or binge eating disorder and were appropriate for partial 
hospital, intensive outpatient, or outpatient care. Quali-
fying participants provided informed consent consist-
ent with procedures approved by the UT Southwestern 
Institutional Review Board. Participants were screened 
with the Mini-International Neuropsychiatric Interview 
(MINI) and the Eating Disorder Assessment-5 (EDA-5) 
to confirm an eating disorder diagnosis [33, 34], intelli-
gence was assessed with the Wechsler Abbreviated Scale 
of Intelligence [35], and demographic information col-
lected. Pre and post-intervention assessments included 
both clinician-rated and self-report measures that 
addressed depression, anxiety, eating, self-esteem, and 
interpersonal attributions (see [36]). Qualitative ques-
tionnaires about the participants’ experiences with the 
SBPI were completed at the end of the last session and at 
the first follow-up post assessment.

Overview of Self‑Blame and Perspective‑Taking 
Intervention (SBPI)
The SBPI consisted of four 2-h weekly in-person sessions 
held in a group meeting room. Each session included 
an experiential art task, a psychoeducation group, and a 
homework assignment. Each of the art tasks required the 
group to cooperate and communicate clearly; the focus 
of the art tasks coordinated with psychoeducation about 
social function in EDs, with the specific topics selected 
being self-blame, positive and negative biases, and per-
spective-taking (upper panel, Fig.  1, additional details 
[32]). Four SBPI groups were offered between Janu-
ary 2018 and March 2019, with five to eight individuals 
enrolled per group. An experienced art therapist and a 
research assistant were present for all sessions; psychia-
try residents and psychology graduate students assisted 
with psychoeducation using a manual developed prior to 
the intervention. The SBPI addressed social targets exclu-
sively, and participants were directed to avoid discus-
sion of ED clinical symptoms, including cognitions and 
behaviors. Investigators were concerned that discussion 

on ED cognitions and behaviors would risk creating a 
competitive environment that would detract from the 
relational goals of the intervention, as well as confound 
interpretation of any quantitative changes related to self-
concept and psychopathology. Our decision to include 
this guideline in the group is investigated in this qualita-
tive analysis.

The psychoeducation component of the SBPI was 
closely coordinated with the art experientials, providing 
both verbal and visual examples of the psychoeducation 
targets: interpersonal attribution biases, perspective-
taking and the emotional impact on oneself in setting 
positive or negative expectations about interpersonal 
interactions. For example, self-blame was subverted by 
the art experientials, with the tasks designed to prevent 
perfectionism and result in imperfect products. As all 
group members shared credit for the imperfect finished 
product, the tendency to blame oneself for the imperfec-
tions was often challenged as other group members felt 
similarly, helping to create peer support bonds. Perspec-
tive-taking from alternative viewpoints was concretely 
demonstrated in both the art experientials including 
directing others with different viewpoints as well as in 
role-plays that required shifting one’s social perspec-
tives. Changing background stories about hypothetical 
social interactions were used to demonstrate how posi-
tive and negative expectations can alter a person’s emo-
tional reactions to an event. Finally by maintaining highly 
structured sessions, the group leaders were able to ensure 
a positive shared group experience for most participants.

Qualitative feedback data
To gain a more nuanced understanding of the partici-
pants’ experiences, qualitative feedback about the inter-
vention was obtained at two time points. Immediately 
after the final session, a short ratings questionnaire about 
each week’s activities included two open-ended queries: 
“What was the most helpful part of the intervention?” 
and a space for “Other comments.” At a follow-up assess-
ment occurring 1 to 4  weeks after the SBPI, a longer 
open-ended questionnaire was completed. The prompts 
included (1) “Since finishing the intervention, what has 
been the primary lesson or take-away that has stuck 
with you?” (2) “What component of the intervention (art 
project, psychoeducation, activities, videos, or home-
work) do you think has been the most valuable? Least 
valuable? Why?” (3) “Are there any specific strategies that 
you learned that have helped you in everyday life?” (4) 
“What specific changes would you recommend in order 
to improve the intervention?” (5) “How has this inter-
vention compared to other forms of treatment that that 
you have received?” (6) “Have you noticed any changes in 
your general attitudes or attributions since starting the 
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intervention?” (7) “Do you think it was helpful or unhelp-
ful that the intervention did not involve discussion of eat-
ing behaviors? Why?” and (8) “Other comments.”

Qualitative data analysis
In order to understand the participants’ experience and 
views of the intervention, as well as the degree to which 
these experiences and views aligned with intervention 

targets, a four-step deductive thematic analysis was 
undergone following Braun and Clarke’s thematic analy-
sis framework [37].

In the first step, prior to generating initial codes, three 
authors (BH, JP, & SP) reviewed the evaluation forms 
submitted by participants to gauge the overall impres-
sion of the intervention. This process allowed us to iden-
tify preliminary ideas about the participant feedback and 

Fig. 1 Upper panel, an overview of the art tasks and psychoeducation concepts included in each session. Lower panel, some of the qualitative 
feedback about the SBPI. Selected comments are color-coded according to the three themes shown in the center; comments with more than 
one color included codes related to different themes. The specific colored sentence fragments are selected just for illustration; comments were 
coded as a whole. The three themes are presented as overlapping circles, to symbolize how the emotional experience of an individual (Developing 
self-acceptance through emotional reflection) are processed using intellectual reasoning (Changing expectations with neurosocial knowledge), and 
placed in the context of real-world experiences (Bonding and vulnerability in social interactions)
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how their responses could best be represented through 
coding. During this time, the three coders also discussed 
initial thoughts about codes and how best to represent 
participant feedback through a social cognitive lens, 
while also ensuring that personal biases were not intro-
duced into the coding procedure. It was also agreed upon 
that the coders would use language and terminology 
derived from a social cognitive framework so as to main-
tain interrater consistency.

In the next phase, we used an open coding process in 
which codes were not created a priori, but rather induced 
from the narrative data. After transcribing all evaluations 
into one document, three authors (BH, JP, & SP) coded 
the evaluations separately. Although coding was guided 
partially by findings from step 1, codes were developed 
and modified where needed throughout the coding pro-
cess. After each author had completed coding of the 
evaluations, the authors met to discuss coding. Codes 
were retained only if all three coders agreed on the code, 
or were modified where appropriate. For example, in 
instances where one coder applied a code to a piece of 
text that differed from the code used by the other two 
coders, all three coders engaged in discussion to deter-
mine which code was most appropriate in the context 
of social cognition. For example, insight, perception or 
self-attributions might be initially selected as codes, and 
at the subsequent step of discussing relationships across 
the codes, the theme of developing of self-acceptance 
through emotional reflection emerged. After the initial 
coding process, the emergent codes were further refined 
using the RQDA package [38] in R [39]; in which prior 
codes were retained, and additional detailed qualifiers 
added.

In the third step, data were displayed in a table to 
facilitate conclusion drawing. Codes were represented 
on the table rows and participant responses (text) were 
represented in the column. The three coders met to dis-
cuss which codes should be grouped together based on 
similarity in meaning and the extant literature in the ED 
field. This process was undergone by first selecting a code 
word, followed by discussion about which other codes 
were potentially related. For example, one of the most 
commonly used codes was “attributions.” Assuming that 
the frequency of the code word was somewhat related to 
its importance in indicating a potential theme, additional 
code words related to “attributions” (e.g., “cognition”) 
were identified and grouped together (Table 1). Once all 
code words were grouped based upon their substantive 
meaning, the three coders searched for themes among 
the data. As a starting point, themes were considered 
within the context of the social psychology of cognition 
and the cognition of social psychology [40].

Finally, after identification of themes, data pertinent to 
a particular theme were gathered and reviewed. Themes 
were reviewed both in the context of a single question on 
the evaluation form and collectively across all questions. 
Particular attention was given to themes that may be too 
broad (i.e., comprised of multiple sub-themes) or were 
not well supported by the data. In the latter case, consid-
eration was made as to whether any themes would best 
be combined.

The coding and theme extraction process described 
above was partially informed by the questions presented 
to participants on the feedback form. For example, one 
question, “Have you noticed any changes in your general 
attitudes or attributions since starting the intervention?” 

Table 1 List of themes and associated codes

Developing self‑acceptance with emotional 
reflection

Changing expectations with neurosocial 
knowledge

Bonding and vulnerability in 
social interaction

Comparison Assumptions Acceptance

Expectations Attitude Bonding

Identity Attributions Burden

Insight Brain response Comfort zone

Mindfulness Cognition Communication

Perception ED talk Help-seeking

Perfectionism Perspective In-group

Self-blame Psychoeducation Interaction

Self-compassion Motivation

Observation
Others

Social support

Team work
Triggering
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was expected to produce participant narrative that 
aligned with “attitude” and “attribution” codes and thus 
would allude to a neurosocial knowledge theme. In this 
way, coders did have an a priori expectation about what 
themes would emerge. However, the coding and theme 
extraction process was not guided by a priori codes. 
While the feedback form was targeted in the questions 
asked of participants, we remained open to codes and 
emergent themes that did not align with a priori expec-
tations. Coders met on multiple occasions to discuss the 
coding process as a way to check biases in our coding and 
to maintain integrity in the participants’ responses so as 
to ensure that participant narrative was not unduly coded 
based on a priori expectations.

Results
Participants
Twenty-four participants enrolled and attended at least 
one group therapy session; the participants were split in 
four separate cohorts. The participants had AN (n = 11), 
BN (n = 11), and BED (n = 2), and their age ranged from 
19 to 41  years (M = 28.5, SD = 5.76). Most participants 
identified their race as White (n = 22) and ethnicity as 
non-Hispanic (n = 20). Four participants identified as 
Hispanic, one as Black, and one as other. Twenty-one 
participants provided feedback using the short question-
naire after the last session; twenty completed the longer 
follow-up questionnaire at 1–4 weeks.

Overview of results
The thematic analysis of responses to the post-interven-
tion questionnaire and first follow-up resulted in 149 
pieces of text, each representing a participant’s com-
plete response to one evaluation item, and 31 codes. In 
general, multiple codes were attached to a single piece of 
text. Consistent patterns among the coded data emerged 
and were contextualized as themes present in ED recov-
ery. After reviewing and grouping codes, three main 
themes were identified: (1) Developing self-acceptance 
through emotional reflection, (2) Changing expectations 
with neurosocial knowledge, and (3) Bonding and vulner-
ability in social interactions (Table 1; Fig. 1). These data 
suggest that the intervention targets of self-blame and 
perspective-taking in relation to social behavior were 
present in the participants’ evaluations after the interven-
tion and were generally well-received.

Developing self‑acceptance through emotional reflection
After completing the SBPI, many participants described 
shifts in their self-perception that allowed them to bet-
ter understand how others might, in turn, perceive them 
and how they thought about themselves in relation to 
that. To the participants, this shift in perception allowed 

them to re-evaluate how they respond to the way oth-
ers communicate with them and the actions of others. In 
this respect, participants described having the ability to 
refrain from over-thinking about others.

How I interpret things (people’s actions) might not be 
correct. Since this is so, it’s important not to try to 
read too much into things. Also when people compli-
ment it, they mean it in a positive way and nothing 
more or less.

Other participants described the important role of self-
reflection and the ability to think and react to their own feel-
ings. One participant listed the “primary lesson” from the 
intervention as, “Redirecting the negative self-talk. Catch-
ing the constant critical thinking towards myself.” In turn, 
the ability to self-reflect provided participants with a better 
sense of how to communicate with themselves and others. 
This provided a degree of emotional freedom, resulting from 
their shift in perception. Another participant reflected, “I’m 
not excellent at changing or re-directing my negative self-
talk; however, I am so much more aware of what is happen-
ing in my mind. There is more of a “pause” between think and 
do/react.” Many participants commented on their tendency 
to self-blame and the shift in this thinking after completing 
the intervention: “Noticing I am human and there are flaws 
and challenges I will walk through. Comparing myself to oth-
ers is wasted time and energy. It is not helpful.”

Importantly, shifts in self-perception are often under-
stood within the context of self-categorization, in which 
social processes are explained by the shift from a first-
person perspective to a third-person perspective [41, 42]. 
Our participants described how their shifts in percep-
tion increased their feelings of empathy, helping them to 
understand that others may act for reasons unrelated to 
themselves or for reasons beyond their control. In turn, 
the participants’ ability to understand that others’ actions 
may be unrelated to themselves, allowed them to feel that 
they are not necessarily the reason for negative actions 
of those around them. One participant reflected, “Learn-
ing about perspective has really stuck with me. I’ve been 
thinking more about why people may act or do certain 
things beyond reasons I can see or assume. I’ve been trying 
to put myself in others’ shoes as well as tell myself not eve-
rything people do that is negative is my fault or because of 
me.” As a result of the understanding that others some-
times act for reasons beyond their control, many par-
ticipants described a decreased sense of self-blame and a 
higher sense of self-compassion and self-acceptance. This 
idea was articulated by one participant:

The fact that not everything is my fault and I don’t 
have to take responsibility for someone else’s opinion 
because they have their own situation.
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Changing expectations with neurosocial knowledge
During the intervention, participants were engaged in a 
series of psychoeducation segments that provided infor-
mation about social cognition in general as well as neu-
ropsychological antecedents and consequences to their 
ED. Participants described developing an increased 
understanding of the pathology of their ED and how their 
brain functions in relation to those of healthy controls. 
With this, participants felt they had a better understand-
ing of the way in which the ED brain operates.

I think the psychoeducational research was very 
insightful, as well as informative. I enjoyed learning 
about the depth of my disease and how it can affect 
my brain’s functioning.

Participants enjoyed reflecting on their ED within a 
more neuropsychological context as well. Some women 
described this as being coupled with a sense of relief, 
understanding that their disease is not something to be at 
fault for and can be managed. As one participant stated:

I like knowing there is science to back up the way I 
am, it’s not just something in my head. It gives me 
hope to know if I just keep practicing the things I 
learned that I might be able to not feel this way for-
ever or be able to control it better.

Some participants found the psychoeducation and the 
homework to be the most helpful parts of the interven-
tion, in particular the social perspective-taking exercises.

The psychoeducation allowed me to realize the 
importance of thinking about things with an outside 
perspective. The homework put the psychoeduca-
tion to use and applied it on a personal level which 
allowed for more growth.

The psychoeducation components focused on creat-
ing a better understanding of both attribution biases and 
perspective-taking; attribution bias is important in self-
regulation and impacts on social expectancies [40]. Many 
participants described a tendency to make assumptions 
that others’ actions were caused because of something 
they had done wrong. In learning about cognitive biases, 
participants felt they were better able to understand that 
others’ actions are often unrelated to themselves. For 
example, one participant expressed:

Being aware of/processing different people’s reactions 
or perceptions of a situation. The fact that not every-
thing is my fault and I don’t have to take responsibil-
ity for someone else’s opinion because they have their 
own situation.

Likewise another participant reflected:

I have been allowing to give myself the benefit of 
the doubt more often when someone acts negatively 
towards me like it isn’t always something I’ve done 
wrong or my fault.

The relationship between one’s mental representations 
of the world around them and other people acting in 
their environment, was further explored in the psychoe-
ducation with the participants, with an emphasis on how 
different people have different perspectives. This under-
standing of attribution biases and perspective-taking led 
many women to reflect on how their attribution biases 
might impact their relationships and/or interaction with 
others. This was further contextualized by participants 
who suggested that the uniqueness of certain situations 
they encounter should result in different reactions, both 
from themselves and the other involved persons. A par-
ticipant reflected, “I feel like I understand assumptions 
more, about how you can’t always change them and may 
just have to accept that people think or feel a certain way, 
but you don’t have to agree. I think more about my own 
reactions and judgments as well.”

Group bonding and vulnerability in social interaction
The importance of bonding with others and being vulner-
able in social interactions was a key takeaway from the 
intervention. Participants remarked on the benefits of 
bonding with women who also have EDs, and describ-
ing communication improvements from the activities. In 
so doing, participants felt they were better prepared to 
ask for help and find support in others who share simi-
lar journeys. Accordingly, one participant wrote, “I really 
enjoyed doing team building activities with the girls. 
What I took away from that experience is that we need 
each other’s support, in one form or another. Just being 
around girls that I know struggle with similar issues made 
me more motivated for recovery.”

Similarly, teamwork and enjoying cooperative tasks 
were highlighted repeated by participants: “The art and 
teamwork aspect were the most beneficial”. One partici-
pant noted that the group changed how she approached 
social interactions, “[Most valuable?] The art projects. It 
was a new process for me and made me think about work-
ing with others in a different way.”

Although the bonding that occurred made some partic-
ipants feel vulnerable, they felt that this vulnerability was 
useful in building trust with one another. Participants 
described a decreased sense of “feeling in competition” 
with one another, and instead, bonding over common-
alities. This was particularly highlighted in the art tasks 
which they felt explored complex tendencies and charac-
teristics shared among the women. As one described:
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This also engaged us a lot beyond being vulnerable 
and talking mostly about ED topics. There were 
points of vulnerability, but it also felt bonding to do 
silly tasks that took teamwork and trust.

Even some who did not enjoy the art therapy, noted util-
ity from learning from the group interactions: “Art ther-
apy was not my favorite, however it was effective in me 
addressing social dynamics with my therapist, so maybe it 
was also helpful.” The team building aspect of the inter-
vention led participants to feel encouraged to “step out of 
their comfort zone” and work with others.

Exclusion of ED symptom discussion
Participants were specifically asked about whether the 
rule to avoid personal ED symptom/behavior discussion 
was helpful or not and why in the feedback questionnaire. 
While the responses aligned with themes described pre-
viously, we discuss separately to enrich our understand-
ing of how patients with EDs perceive their experiences 
in groups with and without ED talk.

In response to this query, many participants detailed 
prior experiences with negative group interactions 
around ED behaviors, and appreciated the guideline that 
personal ED discussion would be avoided as these were 
deemed triggering. One participant said “Most times 
sitting around and talking about ED behaviors actu-
ally makes me want to practice my eating disorder” and 
another said “[Discussing ED behaviors] can turn into 
triggering, unhelpful war stories”. A third stated: “If it were 
allowed, I feel like people would feed off of each other’s 
eating behaviors and it wouldn’t feel as if we were pro-
ductively changing behavior.” Another reported: “So help-
ful! Because I have noticed through treatment that people 
with EDs can get caught up in basically segregating with 
others who are more “like them”. But this intervention kept 
everyone together.” Another noted “I think it was helpful 
because I’m sure we all have different experiences and it 
would be hard if one person took control of the conversa-
tion to fit their needs”. One who found it unhelpful noted 
wanting to learn about the other participants’ illnesses 
as a means to bonding “I also was hoping to hear what 
other girls in the group were struggling with in their eating 
disorders” and another “I think it would be good to hear 
some people are not alone in this and as a group we could 
help each other out”. All of these comments reflect on the 
“Bonding and vulnerability in social interactions” theme 
previously detailed, but adds the nuance that many of 
these participants had experienced negative social inter-
actions related to ED symptom discussions in other 
settings.

Some interest in discussing ED behaviors was related 
to a desire for more specific information about ED 

pathology. “Not talking about it makes it more general 
and you can apply what you learned to all things, not just 
eating. But if we had discussed how it related to eating 
disorder I might feel more empowered in that one specific 
area”. And another “This gave us the opportunity to get 
educated on life, environmental, and society, and how it 
effects our minds and EDs.” Another person enjoyed the 
opportunity to focus on other things: “I liked that part 
of it. Once you get on that topic [personal ED symptoms], 
it can take up the whole session and still not be resolved 
or finished. It was really good to talk about the brain, the 
art projects, and why things are, and offer and hear the 
others’ feedback.” These types of comments reflected the 
desire to learn more about psychology and brain func-
tion, aligning with the “Changing expectations with neu-
rosocial knowledge” theme.

A few comments suggested that avoiding eating discus-
sion was helpful by diminishing the importance of the ED 
identity, fitting the first theme of “Developing self-accept-
ance through emotional reflection”. For example, one 
said “Helpful – because it put the focus more on underly-
ing causes rather than the eating disorder. It eliminated 
some of the feelings of guilt and helped me be more open.” 
And another stated that “It felt like we had more to our-
selves than just the ED” because ED talk was not involved 
in developing the relationships with others in the group, 
allowing the person’s identity to expand beyond the ED.

However, one participant disagreed, stating that “I 
think it was unhelpful because ED behavior – frequency, 
intensity, duration – is the main meter of recovery in 
action. And you can’t know how you’re doing if you don’t 
have good data/troubleshoot trends in data”. And a few 
suggested benefits from avoiding ED discussion in the 
group depend on specific stage of recovery: “I think it 
depends on the participants. Some were wanting to talk 
about it because they wanted to see how other people go 
through it.” One participant believed it was “Unhelpful 
because I feel like I didn’t get the opportunity to really dis-
cuss what I felt are the core issues to my eating disorder.” 
And another reported that “It [not talking about ED] was 
helpful for me because my main issues right now are not 
my eating disorder, but rather depression and anxiety.”

Discussion
The Self-Blame and Perspective-Taking intervention 
(SBPI) was designed to include explicit discussion of 
brain-based social perceptual challenges observed in EDs 
in concert with a group that experientially targeted those 
social challenges and simultaneously provided a positive 
social experience. The themes identified in the qualita-
tive analyses suggest the neurosocial targets were effec-
tively taught to participants. Further, this knowledge was 
associated with reported improvements in the emotional 
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state and self-acceptance of participants. In addition, the 
participants described feeling that the SBPI was a posi-
tive social experience. In sum, both the neurosocial infor-
mation and the interactions within the group led to a 
perceived positive impact in the participants’ lives. These 
descriptions add depth to our understanding of the quan-
titative results which support more positive self-concept 
and reduced clinical symptoms following the interven-
tion. Psychosocial functioning is a key component in 
ED recovery [43]. In a literature review assessing themes 
observed in lived experiences with personal recoveries 
from EDs, Wetzler and colleagues identified six compo-
nents: supportive relationships, hope, identity, meaning 
and purpose, empowerment, and self-compassion [44]. 
The feedback from the SBPI revealed three main themes: 
(1) Developing self-acceptance through emotional 
reflection, (2) Changing expectations with neurosocial 
knowledge, and (3) Bonding and vulnerability in social 
interactions; all themes are closely related to the support-
ive relationships, identity, empowerment, and self-com-
passion described in that synthesis of personal recovery 
experiences.

The cognitive-affective interpersonal maintenance 
model for EDs presupposes that social-emotional dys-
regulation is coupled with cognitive distortions and 
interpersonal difficulties [45]. The themes identified here 
are highly consistent with the key features of the main-
tenance model for EDs. We have nested our themes in 
Fig.  1, placing Self-Acceptance at the core, as the basic 
question about how an individual feels about themselves 
is a concept not always accessible verbally or obvious to 
external viewers. Neurosocial knowledge reflects the 
abstract information about social function; differences 
in our abstract knowledge can change both one’s inter-
actions with others as well as one’s internal emotional 
beliefs about oneself. Finally, the outer rim of Social 
Interactions relates to the actual experiences work-
ing with other group members. Thinking of this more 
broadly, the sum of social interactions over a lifetime 
impacts both our beliefs about social dynamics as well as 
self-acceptance for all people.

The SBPI did not permit discussion of ED behaviors. 
This element received mixed qualitative feedback, but our 
rationale for this guideline developed from our pre-study 
clinical conversations with patients. First, potential par-
ticipants described withdrawing from ED support groups 
because discussion of ED cognitions and behaviors could 
be triggering. The guideline of no ED discussions was 
set to encourage attendance for patient-participants that 
previously avoided groups. Second, the goal of the SBPI 
was to create a supportive social environment condu-
cive to team-building. Symptom discussion can engender 
competition and comparison, which can interfere with 

social support [7, 46]. The data provided here, support 
a need for clinicians to recognize that discussion of ED 
behaviors in groups can be triggering and evaluate its 
need in other settings. Another qualitative study exam-
ining motivation for recovery found that non-judgmental 
healthcare providers who could see beyond weight and 
eating to the emotional well-being of their patients were 
most helpful [47]. The SBPI provided an opportunity for 
patients to work with peers and clinicians without focus-
ing overtly on the ED behaviors.

Several limitations warrant discussion. First, only par-
ticipants interested in a group intervention participated, 
likely biasing our analysis towards positive feedback. We 
were not able to obtain feedback from participants who 
declined to participate or withdrew. Those responses 
might provide different perspectives on intervention 
feasibility or illuminate areas for improvement. Our 
sample size was adequate for qualitative investigation 
but the perspectives of participants may not represent 
the full range of possible experiences with the interven-
tion, as feedback was collected with a semi-structured 
questionnaire. This supported our aim to assess fea-
sibility about the targets as well as acceptability of the 
experience, but likely limited the variety and depth of 
participant responses. Additionally, we did not conduct 
member checking (i.e., ask the participants if the themes 
we found were accurate). In an ideal qualitative study, 
we would have used respondent validation to verify that 
our results reflected the true thoughts and emotions of 
our participants. Our queries were designed to promote 
responses related to the targets of the intervention and 
its components, potentially restricting the information 
offered. Finally, our study sample only included females, 
and results may not generalize to males or nonbinary 
individuals with EDs.

Conclusions
In summary, participants in the SBPI endorsed learn-
ing and incorporating both intervention targets, self-
attributions and perspective-taking, into their lives. The 
intervention as a whole was also perceived positively 
both due to benefits from learning about those targets 
and enjoying the structured social interactions. The SBPI 
may help meet a clinical need for social connection that 
can be lacking when patients with EDs transition to out-
patient care. Social support was identified as a key ele-
ment to recovery in a qualitative study reviewing weblogs 
of recovered individuals [48]. Specifically, in inpatient, 
residential, and partial hospital programs, patients often 
develop a strong sense of community from the peer 
support present in these environments [49–51]. When 
patients with EDs move to outpatient care, the abil-
ity to obtain similar social support is difficult. Many try 
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in-person and online support groups, but these options 
can trigger ED symptoms [52–54]. Prior research on 
patient perspectives indicates that addressing interper-
sonal function and relationships is an important compo-
nent of ED recovery [5, 6]. The SBPI may fill a treatment 
gap for outpatients with EDs by both targeting social 
challenges common in EDs as well as providing social 
support.
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