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Abstract
Background  Despite suggestions that Day Programs can be efficacious, little is understood about which 
mechanisms create positive change for young people and their family in this setting. The aim of this study was to 
explore clinician perspectives on how change occurs in an adolescent eating disorder Day Program in Australia.

Methods  Twelve clinicians working as a team on an adolescent Day Program participated in semi-structured 
qualitative focus groups. Focus groups explored the clinicians’ perspectives on change processes in the Day Program 
treatment model and the impact on young people and their families. Data generated from each focus group was 
analysed using reflexive thematic analysis.

Results  The structure, predictability and intensity of the Day Program along with tailored and responsive treatment 
was perceived as leading to a main theme of structural containment. Additionally, the combination of a strong 
relational treatment focus with team mutuality was perceived as leading to a second main theme of relational 
containment. The combination of structural and relational containment for families was perceived by clinicians as the 
leading mechanisms in supporting parental effectiveness in treatment and the settling and engaging of the young 
people. Levels of containment were also understood to create safety for all (parents, young people, and clinicians) 
providing a wraparound approach allowing effective treatment to be delivered.

Conclusions  The findings of this study speak to the importance of safety as a foundation for working with families 
needing higher levels of care. Treatment approaches that are both structurally and relationally containing might be 
needed for families requiring more intensive care. Findings also highlight the importance of the clinical team working 
cohesively and the potential need for clinicians/services to consider how to create a therapeutically supportive 
environment that maximises the effectiveness of treatment.

Plain English Summary
While there is evidence that Day Program treatment is helpful, little is understood about what creates positive 
change for families in this setting. This study aimed to explore how clinicians believe change to occur during Day 
Program treatment. For this aim, twelve clinicians participated in semi-structured qualitative focus groups of 60 to 
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Background
For a significant minority of young people with anorexia 
nervosa (AN), standard outpatient and/or inpatient treat-
ment models are insufficient to support recovery from an 
eating disorder [1–3]. To address the needs of young peo-
ple with more complex treatment needs, many services 
have looked to offer intensive outpatient treatment mod-
els, such as Day Programs [4–7]. Day Program treatment 
models can vary significantly, and there is no one model 
across services for young people with AN [8]. For exam-
ple, some Day Programs utilise a Family-Based Therapy 
(FBT) model or a cognitive-behavioural model (CBT), or 
a mixture of both treatments [9, 10]. In general, however, 
a Day Program will consist of (1) increased treatment 
intensity compared to outpatient care, with young peo-
ple typically attending multiple days per week for several 
hours per day [9, 11]; and (2) young people leaving the 
facility to return home at the end of the day, in contrast to 
inpatient treatment [5]. In turn, Day Programs can func-
tion as a step-up from outpatient care and a step-down 
from inpatient treatment [12, 13]. One systematic review 
has shown that Day Programs, generally (i.e., across age 
and treatment models of focus), have been associated 
with physical and psychological change including weight 
gain, improvements in comorbid psychopathologies (e.g., 
depression, anxiety and worry symptoms), and improve-
ments in psychosocial functioning (e.g., emotion regula-
tion, cognitive flexibility and attachment relationships; 
[12]).

While empirical research on Day Program treatment is 
growing, relatively little is known about designing effec-
tive Day Programs [12]. Service design of Day Programs, 
while empirically informed, is also driven by clinical 
wisdom and experience. Little is known about the pos-
sible mechanisms for how positive changes in a Day Pro-
gram treatment setting might occur [14]. Understanding 
mechanisms for change that lead to improvements in 
eating disorder symptoms and broader relational and 
psychological changes for young people and their fam-
ily is important to understand, to enable improvement 

to treatment interventions, as well as understanding the 
unique treatment features of a Day Program model and 
how this impacts care.

One previous qualitative study investigating the experi-
ences of young people and their families found that con-
tainment of the AN and the structure of Day Program 
were instrumental in creating change, including reducing 
AN symptomology and improving comorbid psychopa-
thologies for the young people [5]. Containment in this 
context refers to the process of managing or controlling 
the symptoms associated with AN (e.g., predictability 
with mealtimes; [15]), while structure typically refers to 
a strict schedule that the young people and parents are 
expected to follow during the program (e.g., expectations 
surrounding eating) [16]. Containment and program 
structure have been found to be useful in this setting, as 
they provide families with clear expectations, which in 
turn creates a secure base and settles the family [5, 16]. 
These perspectives from young people and their fami-
lies provide valuable insights into what aspects of a Day 
Program are helpful, however, additional perspectives are 
needed to gain a fuller picture of what creates change in 
this setting, with a particular focus on service design and 
service delivery.

One perspective that has been largely overlooked 
includes the experience of clinical staff at a Day Program 
[9, 16, 17]. Exploring clinician perspectives would likely 
provide unique insights given staff have firsthand expe-
rience of the family’s behaviours, challenges and devel-
opment; and have observed patterns across the many 
families who have accessed a Day Program over time; 
and, most importantly are involved in treatment design 
and delivery. Indeed, there is little in the literature at 
large regarding how clinical teams understand and artic-
ulate their philosophy of change and clinical thinking 
regarding how change occurs in treatment settings. Thus 
far, only two qualitative studies have explored clinicians’ 
perspectives on their experiences in specialist eating dis-
order intensive treatment settings [16, 17]. These studies 
identified processes such as flexibility, carer burden, and 

90 min in the Day Program setting. Data from each focus group was analysed using reflexive thematic analysis, a 
widely used method for analysing this type of data.

The Day Program’s structure, predictability, intensity, and tailored and responsive treatment was understood 
as leading to a main theme of structural containment. Additionally, the combination of team mutuality and 
building strong relationships was understood as leading to a second main theme of relational containment. It was 
understood that clinicians perceived these two main themes – structural and relational containment - as the main 
factors in supporting positive change for young people and their families.

The present study highlights the importance of safety when working with families who need more intensive 
care. Families who attend Day Program may benefit from treatment that provides both clear structure and strong 
relational support. This study also highlights the importance of clinical teams working together and for services to 
create a supportive environment that enhances effective treatment for families.

Keywords  Anorexia nervosa, Day program, Change mechanisms, Qualitative analysis, Clinician perspective
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intensive support, and while informative, either did not 
focus on adolescent Day Programs, or reported on what 
their experience was like working in these settings (e.g., 
working with limited resources), and not how change 
occurred for the patients.

This paper aims to use the rigor of qualitative research 
methods to explore and overt the clinical thinking of a 
team of specialist eating disorder clinicians to investigate 
their understanding of how positive treatment changes 
occur within an adolescent eating disorder Day Program 
at the Sydney Children’s Hospital Network (SCHN). 
This research complements existing data on the per-
ceived change processes reported from the perspectives 
of young people and their families and provides valu-
able insights for refining content and processes to target 
in treatment into the future, with the aim of improving 
treatment outcomes.

Method
Day program treatment description and study site
The participating study site was the Eating Disorder 
Intensive Program for Adolescents (EDIPA) which is 
part of the Eating Disorder Service at Sydney Children’s 
Hospital’s Network (SCHN). The program was devel-
oped to meet the needs of patients and families for whom 
standard outpatient care was not sufficient to support 
recovery, or for families who needed a step down from 
inpatient admission owing to the severity of their illness.

The Day Program at EDIPA is a brief but intensive out-
patient program where young people (between the ages 
of 12 to 18) attend from Monday to Friday from 9am to 
4pm for an average duration of 14 weeks. Admission into 
EDIPA requires young people to meet a level of complex-
ity where they are not progressing in standard outpatient 
treatment, however their needs are not so severe that 
they require inpatient care. Treatment is initially full time 
and then transitions to part time attendance as treatment 
progresses and young people gradually reconnect to ado-
lescent life. Discharge from EDIPA is appropriate when 
outpatient treatment is sufficient to meet the young per-
son and family’s needs and typically occurs when a young 
person has reached physical recovery, there has been 
a reduction in eating disorder symptomology, and an 
increase general functioning, such as capacity to return 
to school. The program has a family therapy model of 
care where family involvement plays a central role in 
treatment. The program utilises FBT principles as well 
as drawing on systemic family therapy, attachment-based 
therapies and dialogical practices. The entire multi-dis-
ciplinary team participate in weekly reflective, dialogical 
group supervision. In addition, regular team training days 
are held where clinicians discuss the program’s model 
of care and the processes of change. There is a focus on 
physical, psychological, and functional recovery from 

an eating disorder, and treatment has a strong relational 
focus and aims to be responsive and tailored to the needs 
of each family. The program includes therapeutic meal 
support, a group-based therapeutic program (including 
CBT and Dialectical Behaviour Therapy-based groups), 
psychiatry and medical treatment, attending an in-house 
school program, parent groups, and individual and fam-
ily therapy. Parents attend two parent groups per week, 
a multi-family morning tea where in vivo meal support is 
provided, and weekly family therapy. Daily check-ins or 
ad-hoc meal support with parents is provided as needed. 
Treatment is delivered in an inter-disciplinary model of 
care and in partnership with the parents, with an empha-
sis on both behavioural changes and the strengthen-
ing of family relationships. At the time of writing this 
manuscript, an interdisciplinary team of 12 clinical staff 
worked at EDIPA (see more below under Participants).

Recruitment
All participants were recruited from EDIPA and 
informed of the study via email from a member of the 
broader SCHN eating disorders service team who was 
not an EDIPA team member or line manager of any par-
ticipants, nor a researcher on the study, and from a dif-
ferent hospital campus. If an individual was interested in 
participating, the staff member would notify a member 
of the research team, first author, NW, who would then 
provide participants with a participant information sheet 
and consent form.

Participants
Of the 12 clinical staff approached to participate, all con-
sented and took part in the present study. These included 
four clinical psychologists, one clinical psychology reg-
istrar, one assistant in nursing, one registered nurse, one 
psychiatry registrar, one psychiatrist, one paediatrician, 
one clinical social worker, and one dietitian. Each clini-
cian’s time spent working at EDIPA spanned from five 
months to 10 years, since the program commenced.

Design
Six qualitative focus groups of 60 to 90  min were con-
ducted either face-to-face, or via video-call on Micro-
soft Teams, with the first author, NW. The mode of the 
focus group was based on participant preference. Each 
focus group included two clinical staff members and were 
conducted throughout August 2024. Participants were 
interviewed with clinicians with a similar clinical back-
ground (e.g., clinical psychologist with a clinical psychol-
ogist), where possible. A similar clinical background for 
the groups was chosen to help create an interview space 
where the clinicians could exchange ideas and draw upon 
their shared professional experiences. All focus groups 
were semi-structured and followed the same sample 
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guide, which included questions about participants’ per-
ception of what creates change among young people and 
families in the program. Prompts and guidance were also 
provided if content relevant to the study was not spon-
taneously raised by the participants. These included 
prompts to explore the structure of EDIPA, relation-
ships with families, and specific parts of EDIPA. All focus 
groups were audio-recorded using a voice recording 
device and transcribed verbatim.

Data analysis
Data generated from each focus group were analysed 
using Reflexive Thematic Analysis [18]. This method of 
analysis was chosen to enhance transparency and cred-
ibility of the findings by acknowledging the authors’ sub-
jectivity throughout the analysis. To assist the analysis, 
NW used the qualitative data analysis software, NVivo 
14. A critical realist framework was adopted when ana-
lysing the data which meant that experiences and mean-
ing of the data were considered subjective and influenced 
by social and cultural context [19, 20]. NW approached 
the data with prior knowledge about Day Programs and 
its change mechanisms from previous qualitative data 
exploring the experiences of young people and their 
families [4, 5]. Given this approach, analysis of the data 
was deductive and semantic, however this was flexible. 
For example, at times participants in the current study 
raised themes that had not been widely explored in the 
literature and in the context of Day Program. Conse-
quently, despite this deductive approach, the data was 
not restricted to a particular theoretical lens and still pro-
vided a rich description of the overall dataset.

One of the themes that was raised by participants that 
had not been widely reported on in previous research 
was relationships between young people in the program. 
During the data analysis process, the researchers became 
aware that the participants spoke from one perspective 
and had not been asked in the focus groups to explore 
this from other perspectives. To address this imbalance 
in the data collection process, the participants were 
emailed this question after the data collection period and 
invited to respond. These responses were then included 
in the final data analysis.

The six-phase process of reflexive thematic analysis [18] 
were followed. Initially, the first author familiarised her-
self with the data (step 1) by reading through each tran-
script several times. Codes were then produced (step 2) 
and themes generated (step 3). These themes were then 
reviewed (step 4) by Coordinating Principal Investiga-
tor (CPI), LD, and DM, to ensure they reflected accurate 
descriptions of the data and answered the research ques-
tion. Thereafter, themes were named and finalised (step 
5), and the manuscript was written (step 6). The change 

process model (see Fig. 1 below) was developed by NW, 
LD and AW and reviewed and finalised by all authors.

Throughout the analysis, various measures to increase 
the rigor of the present study were employed. These 
included the first author keeping a journal of memo writ-
ing to document and reflect on her ideas throughout 
the research process, exporting codes into a Microsoft 
Word document to further sort and organise, keeping an 
audit trail, and member checking to increase rigor of the 
findings.

Member checking
Member checking was completed in line with the rec-
ommended guidelines to increase the rigor of the study 
and the trustworthiness of the results [21]. After themes 
were generated from the data, all participants were sent 
a short summary of the results. Thereafter, participants 
could discuss via email whether the results reflected their 
experiences and add or amend anything to the ideas pre-
sented. In all, 10/12 (83.3%) participants responded and 
confirmed that the results were consistent with their 
experiences and did not suggest any amendments to the 
results. The remaining two participants did not respond.

Reflexivity statement
In addition to being a student researcher at the time of 
data collection and analysis, NW was a clinical psychol-
ogy student and completed her final clinical placement 
at EDIPA between late July and December 2024. LD and 
AW are also both participants and principal investiga-
tors of the present study. LD is a clinical psychologist and 
team leader at EDIPA and AW is a clinical social worker 
and senior member of the EDIPA team. As such, their 
professional backgrounds influenced the lens through 
which the data were analysed. To manage this influence, 
data was initially reviewed by NW and DM to establish 
an initial foundation for the findings before further anal-
ysis. In addition, the research team engaged in regular 
reflexive discussions to check for assumptions through-
out the coding process and writing of the manuscript.

Results
Two main themes of (1) structural containment and (2) 
relational containment were identified, organised into 
two pathways, and understood as working in combina-
tion to facilitate and activate essential treatment pro-
cesses. The first pathway depicts the combined effects 
of Structure, Predictability and Intensity, along with Tai-
lored and Responsive Treatment, leading to the overarch-
ing theme of Structural Containment; which was defined 
as families feeling safe and supported by the external 
or operational aspects of EDIPA. The second pathway 
depicts a combination of Relationships, and Team Mutu-
ality and Collaboration creating an overarching theme 
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of Relational Containment. Relational containment was 
defined as both families and the clinical team experi-
encing a sense of social connection and relational safety 
within EDIPA. Relational safety refers to a sense of psy-
chological and emotional security that is experienced 
within the therapeutic relationships clients have with 
clinicians and peers in the program.The combination of 
structural and relational containment was perceived to 
activate two essential treatment processes, resulting in 
a bi-directional process of (1) enhanced parental effec-
tiveness through increased insight and treatment action, 
which can (2) emotionally and behaviourally settle and 
then engage the young person. In turn, the settling of the 
young person allowed for more effective parenting and 
enhanced capacity for parents to enact the treatment 
principles in an attuned way. This process was thought to 
facilitate positive change for the young person and their 
family (see Fig. 1).

1. Structural containment
Theme 1a: structure, predictability and intensity
Participants described that due to the severity of the AN 
among young people at EDIPA, families who attend the 

program typically present with high levels of anxiety, 
both in the treatment setting and at home. The clinicians 
frequently expressed that the structure of EDIPA created 
clear expectations for the parents and young people to 
follow. Structure was understood as a schedule in which 
every moment at EDIPA is dedicated to a particular 
activity for the young people and parents (e.g., morning 
tea, school, therapy group etc.).

I think often when families come to us, it can be 
pretty chaotic. Everyone [is] sort of in a state of like 
high anxiety and high emotions. And I guess part of 
being here and part of the structure that creates con-
tainment is just sort of knowing when you need to be 
somewhere and what’s expected of you.

Predictability was seen as arising from the structure and 
intensity of EDIPA in which the days and weeks when a 
young person and their family are on program look very 
similar. The clinicians expressed that this predictabil-
ity allowed the families to better manage their anxiety 
because they knew what was expected of them.

Fig. 1  Perceived change process in an adolescent eating disorder Day Program from the clinician perspective
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…So, the more we can have predictability across the 
week around expectations, what the days look like, 
rules, consistency across families for like what those 
expectations and rules are, the more people can just 
settle in.

Clinicians often expressed the intensity of the EDIPA 
program as a needed step up for when a young person 
required a higher level of care. The move to attending 
EDIPA five days per week rather than attending outpa-
tient care for around one hour a week was thought to 
facilitate change in AN symptomology and also under-
stood as placing pressures on parents, albeit necessarily.

I guess the level of intensity and the strength of the 
illness requires a high level of parental participation 
and because…the parents are such an important 
resource for the young person throughout treatment, 
but [that] obviously then means you need the parent 
involved and which depending on sort of the work 
set up and pressure in that way that can be a hard 
thing.

Theme 1b: tailored and responsive treatment
While EDIPA is heavily structured, clinicians spoke of 
the importance of tailoring treatment within the program 
to ensure each family’s needs and treatment goals were 
met. Tailored and responsive treatment was understood 
as adapting treatment to the individual differences pres-
ent amongst each family.

There’s some things that are the same for everybody 
who comes to day program and there are some 
things that are very like specific and bespoke to the 
needs of that particular family. And so, there’s also 
a lot of thinking that happens within the team and 
with families about what needs to be different in a 
particular family and how can we use the structure 
of the day program to meet those needs.

Structural containment
There was a sense that Structure, Predictability, Inten-
sity and Tailored and Responsive Treatment combined 
to create Structural Containment. Structural Contain-
ment was understood as the external, or operational fac-
tors surrounding the program that are supporting the 
families. The structural containment that the program 
provides was understood as minimising parental anxiety, 
effectively supporting parents to settle and engage their 
young person and create change in their family.

…being in such a sort of structured program where 
there’s supports across the day and across sort of a 
week in general, and it allows parents to sort of feel 

less anxious in their position, which then in turn sort 
of filters down towards like their ability to be able to 
do what they need to do to refeed their child.

In fact, clinicians expressed that poor structural con-
tainment strengthened the AN, ultimately maintaining 
the disorder, whereas optimal containment allowed the 
young people and parents to make changes regarding eat-
ing meals, sitting with distress or having difficult conver-
sations with each other and clinicians.

…because we know anorexia is very good at splitting, 
you know if there is inconsistency and there’s a low 
structure, it’s gonna, it’s gonna pounce on the idea of 
spreading because, you know, spreading is something 
that anorexia thrives on.
I think you can do hard things [eating a meal, sit-
ting with distress, having difficult conversations etc] 
and do things differently when you feel safe. So, in 
safety, like [there] is a bit of a strength to like do a 
hard thing, but there’s a bravery or like a knowing 
that there’s something around you when you’re doing 
something hard that will like, hold or catch you.

Interestingly, while the structural containment of EDIPA 
was understood as a key factor in the perceived change 
process, some clinicians spoke of how this process can 
become unhelpful and in fact prevent change when 
an admission is too long. This is because families can 
become reliant on the service, ultimately delaying the 
transition from EDIPA back to community life.

Sometimes when the admissions go too long and we 
miss those windows for the change, then sometimes 
that can create sort of an unhelpful sort of dynamic 
here in which like the mechanisms that were help-
ing change initially then become sort of maintaining 
things the same and preventing change or creating 
barriers to sort of the next bit of change.
When parents and young people sort of feel safe and 
contained here, that can often prevent them from 
doing that next step of getting back into normal 
life….

2. Relational containment
Theme 2a: relationships
Relationships between staff and parents
Relationships between the staff and parents were 
described as a “partnership” and frequently mentioned as 
a mechanism for creating and preventing change. On one 
hand, when a strong therapeutic relationship was pres-
ent between the staff and parents change was possible 
because the parents trusted the staff, felt empowered to 
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make changes, and were comfortable sharing their con-
cerns about treatment and their young person’s needs.

But seemingly I think something happens at the 
beginning when you’re forming relationships with 
the parents and you’re in partnership with them 
where they see things starting to shift and they build 
trust with you, then they lean on you more, I think 
that emboldens them more to make more changes.

However, if there was a rupture in this relationship, 
change was prevented because either the trust was bro-
ken, or families were not heard by clinicians.

“Probably like a lack of trust between families and the 
team, yeah that could be something that gets in the way. 
So, if like families are not quite on board or are not quite 
feeling understood or heard by the team. That might sort 
of, to their minds, like maybe not feel supported in what 
they’re doing or understood.”.

This partnership was also expressed in the context of 
clinicians modelling firmness and kindness with the aim 
that parents start embodying those behaviours to facili-
tate change in their young person.

…the team are kind of like embodying like kind of 
meta parents for everyone…I guess in a way of kind 
of modelling and holding within themselves a kind 
and loving action-oriented relational stance that 
creates containment and allows people to do some-
thing that’s really hard in a way that they haven’t 
been able to do it before.

Relationships between staff and young people
The relationship between the staff and young people was 
described as “firm but loving” and frequently expressed 
as a mechanism for creating change. For instance, if the 
clinicians approached the AN from a strictly firm lens 
change would not occur because young people would not 
feel comfortable.

I don’t think you can treat people if you don’t know 
about them on a bit of a personal level and you just 
treat them like a number. Like, that’s not going to 
elicit change because they won’t feel comfortable, 
and they need to feel heard, and it needs to feel like 
it’s an individual approach and that it is collabora-
tive and not “here is what we’re going to tell you to 
do”.

And similarly, clinicians expressed if no firmness was 
present, the young person would not feel contained as no 
limit setting would be present.

…you sometimes just have to have that stricter 
approach. But it’s coming from a place of love to try 
and make that change happen, otherwise anorexia 
just pushes back and knows, like, if there’s no sort of 
strict boundaries or strict things in place then I feel 
like it will just take any escape route it can to get 
away with things. So, like, they need that firmness 
and that harshness sometimes, but in a loving and 
empathetic way, it needs to be, obviously.

Relationships between parents
The relationship between the differing parents on the 
program was often described as creating a sense of “soli-
darity”. EDIPA holds a parent group twice weekly where 
parents can discuss challenges they are facing and the 
changes they have noticed in their young person. It was 
thought this shared experience with other parents in sim-
ilar situations created hope and effectiveness for parents.

And parents who have felt stuck for so long, seeing 
themselves in other parents and family situations 
that are not that different. And getting hope that OK 
if we do this in this way, we might get there.

Relationships between parents and young people
Clinicians expressed the importance of targeting the rela-
tionships between parents and their child in treatment. 
When a strong relationship was present between the 
parents and young people, there was more understand-
ing for the young person’s distress and insight into their 
pushback on meals. This understanding of the eating 
disorder and their child’s distress allowed more opportu-
nity to settle the young person and elicit change in AN 
symptomology.

The treatment places a lot of strain on the family, 
so you know, if the cup is almost already overflow-
ing, there’s not much more capacity to take on stress. 
So, if there’s strong relations and coping mechanisms 
within the family, there’s just more tolerance, more 
capacity to tolerate with the strains that it places 
on them. So, the parents, you know, are less likely to 
get strung out and are more likely to be able to kind 
of keep their cool in those moments, which provides 
like, a calming effect on the young person to be able 
to finish the meal.

However, if this relationship was not present, there would 
be less chance of change occurring because the AN had 
found an opportunity to take charge and limit refeeding 
and thus an important target of treatment to strengthen 
the relationship.
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Because if you know if some young person is seeing 
that the illness is, you know, is scaring the parents or 
is able to bully the parents and then it gives it, you 
know, a bigger voice and anorexia is just very good 
at finding cracks.

Relationships between young people
The relationship between young people on the program 
was described as having the capacity to be both help-
ful and unhelpful. Staff described that there could be a 
sense of comradery between patients with young people 
being supportive of each other, especially when doing 
hard things together, such as meals. Young people in the 
program were perceived to experience a sense of connec-
tion, shared understanding, and increased empathy with 
each other through the sharing of their lived experiences. 
When young people are at different stages in the pro-
gram with some young people moving forward towards 
recovery this was seen as potentially increasing hope and 
openness for recovery.

Seeing other young people make psychological/func-
tional progress can help encourage young people/
families working towards functional gains e.g. return 
to school.
Galvanising…the milieu [group] pulls stuck individ-
uals forward.

Staff reflected that the group milieu between patients 
was highly valued by staff as a change agent and identi-
fied that considerable clinical thinking went into main-
taining a helpful and constructive group milieu. They 
identified that the young people are highly sensitive to 
the group dynamics and that these can also be unhelpful. 
For instance, when young people tended to band together 
with each other in unhelpful ways, rather than receive 
support from the clinicians or their parents, it increased 
the risk of unhelpful conversations taking place, which 
ultimately maintain the AN (e.g., falsifying weight, purg-
ing strategies).

Sometimes the young person or young people can 
impact on each other and that can really, really pre-
vent change. Just like them banding together with 
each other rather than, it’s not that we want them 
to band together with us, but more leaning on each 
other instead of us…or leaning on their parents, 
which would be more helpful, I think, and more 
appropriate in making change happen.
…there might be discussions around compensatory 
behaviours like exercising or how to falsify weight or 
how to purge, in sort of illness promoting discussions 
that I think the eating disorder is quite receptive to.

Theme 2b: team mutuality and collaboration
The clinicians described the clinical team as a cohesive 
network in which different disciplines can mutually share 
a feeling, action or relationship, and collaborate to create 
a holistic understanding of the young person and their 
family. It was thought that the team as a whole was “more 
than the sum of its parts” because different perspectives 
were always present to provide nuance and richness to 
the treatment plan and the family’s treatment goals. In 
fact, there was a sense that change would not be possi-
ble if all the parts of EDIPA were not interconnected and 
working together.

Yeah, ’cause, if you think that of all the different 
components…we’ve got the therapy groups, we’ve got 
the parent groups, we’ve got family therapy, the med-
ical, psychiatry… all those things are really impor-
tant, but in and of themselves, I don’t think will yield 
change. So, it’s all the things together, but it’s also the 
way in which they are held by the team. So, I think 
if you took all those things out and you didn’t have 
a cohesive team that understood the assignment, it 
doesn’t work. So, the relational aspects of this [at 
EDIPA] are crucial.

“I also believe that we have like a reasonable safety where 
people have the freedom to express their opinions. You 
know the collaboration within the teamwork. So, I think 
all these things, because if you professionally feel safe, you 
feel empowered, you feel safe to share your concerns”.

Relational containment
As with structural containment, it was understood that 
the aforementioned two themes (Relationships and Team 
Mutuality and Collaboration) combined to create rela-
tional containment. This was understood as the inter-
nal social factors (e.g., relationships between the staff 
and parents, relationships between the staff), within the 
structure of the program that support and create rela-
tional safety for the families.

The combination of relational and structural 
containment
When combined, relational and structural containment 
were understood to facilitate an individual process within 
the family system at both the parent and young person 
level. For parents, parental effectiveness was enhanced 
through (1) increased insight in understanding the nature 
of AN and subsequently what was required in treatment; 
and (2) moving into a more active, change-oriented posi-
tion in the treatment via making and supporting behav-
ioural changes. Parental effectiveness was understood 
as parents feeling both effective and confident in their 
ability to promote change in themselves and their young 
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person. For example, parents were more able to deliver 
eating disorder treatment such as supporting their child 
to eat a wider range of foods of sufficient volume, man-
aging and reduce unhelpful eating disorder behaviours, 
such as compulsive exercise, purging etc. and gener-
ally more effectively managing their child’s distress. Cli-
nicians often expressed that the greatest likelihood of 
recovery occurs when parents are supported to become 
“the primary agents” of change for their young person.

For young people, the relational focus and structure of 
the program were thought to not only settle young peo-
ple, but help them meaningfully engage in the program, 
which in turn supported parental effectiveness. This pro-
cess was perceived to generate positive change for the 
young person and their family and to contribute more 
broadly to attunement and family connection.

Levels of relational and structural containment
Clinicians also expressed ideas about different ‘levels’ 
of relational and structural containment. One level was 
understood to be the program structure of EDIPA as 
a whole, which contained the clinicians as well as the 
families. The clinicians also contain themselves and the 

families, and the parents contain themselves and their 
young person (see Fig. 2).

There’s containment on so many levels, there’s like 
the young person feeling contained by like the team 
and like by their parents, there’s like the whole fam-
ily feeling contained by the team. There’s the team 
containing the team in the context.

These levels of containment were understood as provid-
ing a wrap-around approach where clinicians support 
each other and feel supported by the program structure. 
The clinicians then support parents to settle and engage 
their young person and create behavioural change in 
their family.

But it’s the way our program is designed to just, you 
know, I think support, guide, direct in a way but also 
as I said, sort of empower the parents to make the 
change, I think and feel supported to make those 
changes.

Discussion
The aim of the present study was to explore how change 
was perceived to occur within an adolescent eating dis-
order Day Program from the perspective of a team of 
clinicians, a hitherto neglected perspective in the litera-
ture. The combination of a treatment response that was 
both structurally and relationally containing for families 
was perceived by clinicians as the leading mechanisms 
in supporting an effective treatment context. These 
mechanisms were understood as strengthening the fam-
ily system through a bi-directional relationship between 
increased parental effectiveness and settling and engage-
ment of the young person.

Relational containment within the family system has 
been hypothesised as an important change mechanism 
in outpatient FBT [22]. While Wallis and colleagues 
described elements of structure, a care team, therapy 
appointment frequency, medical appointments within 
the original relational containment concept, the data in 
the current study suggests the additional aspects of struc-
tural and relational containment are important in lead-
ing to positive treatment changes in more intensive levels 
of care. It is possible that families needing more inten-
sive levels of care require both processes of containment 
because they present with an increased complexity, com-
pared to young people attending outpatient FBT. This 
idea is supported by recent qualitative findings reported 
from young people and their families in another Day 
Program setting [5]. The findings of the present study 
complement the findings of Colla and colleagues who 
found that the process of containment was linked to the 

Fig. 2  ‘Levels’ of relational and structural containment thought to provide 
a wrap-around approach to support parents in leading the change in their 
young person. The program structure of EDIPA was thought to contain the 
clinical staff and families, clinical staff were thought to contain themselves 
and families, and parents were thought to contain themselves and their 
young person
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program’s structure and authority, while the process of 
connection referred to the families’ relationships to staff, 
peers and each other, suggesting that both structural and 
relational factors are necessary and work in tandem to 
create change in the Day Program setting.

While the importance of structural and relational con-
tainment is understood as important for positive change 
in the current study, an additional finding was that the 
length of an admission might be crucial to these pro-
cesses working effectively. Such containment might turn 
into dependence if held by teams for too long. Thus, cli-
nicians holding these ideas might need to consider how 
to sufficiently support families with intensive but short-
term supports with a view of gradually reducing supports 
to work towards greater independence. Discovering a 
‘sweet spot’ between dependence and independence is 
likely to be a consistent process issue for teams with each 
individual family in such programs.

Day Programs likely hold a unique possibility of creat-
ing such containment because of the day-to-day nature 
of the program and the subsequent possibility of creating 
relationships and rigid program structure. For clinicians 
not working in such intensive settings, how to create a 
more structurally and relationally containing treatment 
response might be useful, particularly for families who 
are struggling with a positive treatment response. Deter-
mining which families might present with high or low 
containment needs could be a focus of future research.

Relational and structural containment embedded in the 
program model were also understood as containing the 
clinical staff, which in turn allowed the staff to contain 
the parents, and the parents their child. The findings from 
the current study thus extend on existing ideas regarding 
containment and expand the containment boundaries to 
include the clinical team. In this way, we are understand-
ing these processes of containment as layers of safety. The 
nested structure of this suggests a sense of unity and con-
nection between different parts of the whole, ultimately 
resulting in relational safety in which the hard parts of 
treatment can be held. Consequently, the structure and 
relational experience of the Day Program might replicate 
a secure base for families – acting as a safe base or ‘meta 
parents’ – so that families can tolerate the challenges of 
treatment, such as supporting young people to eat feared 
foods, challenge eating disorder behaviours, and tolerate 
distress in ways that feel safe. This might be particularly 
important if the stress of a serious eating disorder means 
that such containment or consistency is not possible at 
home. Additionally, staff create safety with each other, 
and the program structure at large potentially allowing 
them to better support parents and young people. These 
findings potentially highlight the importance of consider-
ing how to create an effective systemic treatment context.

These findings also speak to the importance of rela-
tionship safety as a foundation for working with families 
experiencing significant distress. Consistent with attach-
ment theory [23, 24], adolescents need their caregivers 
to turn to them and respond in predictable and attuned 
ways in the face of serious difficulty to maintain safety. In 
a parallel way, the clinical team also need to be a secure 
base for the families with a similar predictability and 
attunement. A kind of transitional object [25, 26] for 
the uncertainty until a new safer, more regulated, for-
ward moving situation emerges. Security and safety have 
important consequences for both regulating a system’s 
emotional tone and reducing anxiety levels [27]. As such, 
shifts that support effective problem solving and the cre-
ation of a positive social learning environment between 
people who are relevant to each other is important [28, 
29]. Without a secure base ‘hard things’ become impos-
sible, and support offered can feel like it is ‘missing the 
mark’. Given the intense and distressing nature of AN [30, 
31], and the stress and impact placed on families [32], the 
need for a secure base in which to receive the effective-
ness of treatment is understandable.

The potential importance of team mutuality and team 
processes is another novel finding from the present study. 
How to create safety and containment within a clinical 
team was not a focus of the current study but could be a 
focus of future research. Participants in the current study 
emphasised the importance of clinicians from all disci-
plines (medical, psychological, nursing, dietetics etc.) 
collaborating to drive change resulting in a less hierarchi-
cal and top-down approach. The findings highlight the 
importance of the clinical team working cohesively, and 
its role in creating change for families. This is in line with 
a broader recognition in medicine and associated fields 
that interdisciplinary (shared decision making between 
professionals) ways of working lead to better patient 
outcomes and also positive interpersonal relations for 
clinicians [33, 34]. How to establish and maintain effec-
tive interdisciplinary care and the associated safety is an 
important consideration, particularly given the intensity 
of eating disorder treatment, potential stress on clini-
cians, and flow-on effects to families and young people. 
Building clinical team safety into the model of care for 
intensive eating disorder services might be an important 
consideration for future service designs.

For most families, such levels of containment will not 
be necessary for effective treatment outcomes, as evi-
denced in the broad usefulness of FBT [8, 35–37]. For 
families where there is a higher level of complexity or 
higher strength of illness, how we create a context and 
supportive environment that allows effective treatment to 
occur rather than changing treatment approaches, should 
be considered. Importantly, the concepts reported in this 
study suggest that containment alone is not sufficient; 
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rather it creates a treatment context that allows families 
to effectively engage in evidenced-based approaches.

The findings of the current study emphasised thera-
peutic processes more than content. While participants 
in the current study reflected on family therapy con-
cepts in their responses, there was little focus on treat-
ment content with much greater emphasis on therapeutic 
processes and treatment delivery. These findings possi-
bly speak to the importance of therapeutic stance when 
greater treatment intensity is required, with services 
potentially needing to emphasise how treatment is deliv-
ered as a critical component of a model of care alongside 
evidenced-based treatments. This might be particularly 
important for families who are needing a higher level of 
care and have already experienced poor response in stan-
dard evidence-based treatments.

Strengths and limitations
A strength of the present study is the recruitment of all 
clinical staff who worked at the study site. While the sam-
ple size was somewhat small, perspectives were gathered 
from a diversity of clinical backgrounds (e.g., from dietet-
ics, psychiatry, nursing, psychology and social work) 
which added nuance and richness to focus groups. Inter-
estingly, no significant differences in findings between 
the disciplines were found. Given the interviews were 
conducted with one team, and the program’s emphasis on 
reflective practices, it is likely this alignment in responses 
is due to the clinical staff regularly learning from each 
other and combining ideas together. Consequently, find-
ings of this study might not be generalisable to other clin-
ical settings. However, a specific aim of the current study 
was to use qualitative research methods to overt the clin-
ical thinking of a team of clinicians working in this spe-
ciality area.

The present study extends on similar qualitative 
research that has explored how change occurs from the 
perspectives of young people and parents [5]. In family 
therapy, second order cybernetics recognises the clini-
cian’s role in shaping outcomes and the co-creation of 
meaning [38]. Thus, the addition of clinician perspectives 
was needed for a full systemic understanding of change 
processes. Future qualitative research could encompass 
all perspectives (parents, young people, and clinicians) 
into one analysis and explore if findings from the per-
spective of clinicians are similarly held by parents and 
young people who attend such services.

Conclusions
The present study sought to explore how changes occur 
within an adolescent eating disorder Day Program from 
the perspective of a team of speciality clinicians. Change 
was perceived to occur through the strengthening of 
the family system, driven by processes of structural and 

relational containment. These processes are facilitated 
through mechanisms of structure, predictability, inten-
sity, tailored and responsive treatment, relationships and 
team mutuality and collaboration. The findings under-
score the significance of safety and containment for 
young people and parents participating in an intensive 
eating disorder Day Program, as a means of supporting 
parental effectiveness and engaging and settling young 
people so that effective treatment can occur. Relational 
and structural containment for families, young people, 
as well as the clinicians delivering treatment, should be 
considered as important considerations for future service 
design and delivery.
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