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SKILLS BASED TRAINING FOR CARERS OF PEOPLE
WITH EATING DISORDERS

Janet Treasure & colleagues , Kings College Londeww.eatingresearch.com

The following brief notes are extracts from a bedkich is about to be published
describing how to work with the families of peoplgh eating disorders (1) . They
can help you get started working with families .

Introduction

Living with a loved one with an eating disorder dave a significant impact on the
mental and physical health of individual family meens. The National Institute for
Clinical Excellent (2004) guidelines recommend tinabst people with anorexia
nervosa (AN) should be managed on an outpatiemns$,bapolicy that places primary
responsibility for care onto family members. Cargequently report that they often
lack the skills and resources required to carethair offspring with an eating
disorder. Frequently, however, families of patselmave high levels of unmet needs
and stress (2;3). There is evidence to suggestivirag with someone with an eating
disorder can have a significant impact on both riental and physical health of
individual family members. The resulting transfatron of family life is all too
readily perceived as a direct demonstration of wystional relationships within the
family, a factor perceived to have a causal roldhi@ development of the eating
disorder.

Nevertheless, understanding the family conteximipartant due to the impact of the
illness on the family. The manner in which the ilgmattempt to reduce the
symptoms may inadvertently play a role in maintagnthe problem with families
becoming stuck in unhelpful interactions, whilssifgy sight of their own strengths
and resources. Consequently, there is increasioggnition that carers of someone
with an eating disorder (ED) can be valuable reseaim the process of recovery.

Treatment implications

A primary developmental challenge for a familyasctreate a meaning for the illness
experience that promotes a sense of competencynastery and that families adapt
best when their representation of the illness ip@mering, sustains hope and affirms
their relationships. Thus, in order to equip thmily with feelings of empowerment
and efficacy, professionals should regard the faasl a resource within the treatment
in helping the family to feel included and valudthe assessment of the families
needs to be handled with care and sensitivity @dyers may be very sensitive with
their own feelings of guilt, blame and inadequaayd aany actions made by
professionals that reinforce these beliefs may eeastating for the family.
Promoting beliefs that sustain hope and empoweiliEsnand encouraging families
to take “safe risks” may be an important step idumng carers’ feelings of
helplessness and interrupting unhelpful interastiwithin the family (5)

Disseminating skills sharing techniques with famiks
The aim of the new Maudsley model of working fagsliis to build an alliance
between the carers, the service user and the tednmoaeducate service users and
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carers about the illness. The sharing of feelangs problems is encouraged in order
to facilitate the exploration of possible soluticersd to reinforce coping behaviours
reducing the negative emotional climate and inenga®verall positivity. The
underlying philosophy of all elements of the pragnae is to foster understanding,
respect, warmth, consistency and non-critical rasps between all users. The
collaborative caring skills training programme dsranistered under various formats.

Workshops
Collaborative care workshops were designed to eqganers with the skills and

knowledge required to be a ‘coach’ and help the@emwith the eating disorder break
free from the traps that block recovery (6). Tnagnimethods include role-play
demonstrations on how to implement those skillsuiregl to instigate behaviour
change using the trans-theoretical model of chamgethe principles of motivational
interviewing.

The workshops discuss the principles of behavidiange in the context of people
who may be ambivalent about change and use a tep f&irmat. First, they
concentrate on how, why and in what way the behavas the carer may have to
change. By thinking about, experiencing and impleting change in themselves,
carers come to understand the process of behashaumge that will be needed for the
second step, which is guiding change for the imdigl with an eating disorder
herself. The group leaders use motivational inéeving (M) techniques in order to
facilitate change. The workshops are framed agpaortunity for those taking part to
develop the skills to become an ‘expert carer’,dtvetent being similar to that offered
to specialist health professions. Information igeg on how to improve coping
strategies. Techniques on how to side step highresgpd emotion responses to
symptoms are taught. The process of training dedudemonstrations using the
principles of the transtheoretical model and maireaal interviewing, with the aim of
implementing these skills in helping their lovedeochange their behaviour. The
preliminary findings are encouraging (7). More desddout the workshops is given
later.

Self help interventions for Carers

Self help interventions overcome some of the prokleof accessibility and time
management. A variety of methods have developed beag technology such as
books (8), the web and DVDs in order to reach owt wider audience and to address
issues of high demand, scarce resources and géocabpnd time constraints. The
web-based and DVD programmes include role-play ates, which illustrate
communication, assessment and motivational sKillee impact of these is under
investigation(9).

A form of guided self-help that has been develofwedompliment the DVDs/manual
materials is telephone coaching. Whilst the DVDd amanual provides
psychoeducational information and knowledge, it higped that the telephone
coaching sessions offer the interpersonal elemsentiged by attending the on-site
workshops. Carers receive a specified number afltiag sessions, whereby they are
encouraged to use their own creativity and resaurcédentifying manageable target
behaviours, using the strategies and techniquestrdited in the intervention
materials. The coach essentially uses the sameiples in guiding the carers as
those taught to carers in the materials. Moraibdabout this is given later.
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A training programme is currently being devisea #&m of which is to teach ‘expert’
carers to become coaches themselves. The prograsnpeet of a larger research
project, Carer Assessment Skills and Informatioartig (CASIS). The primary aim

of the training will be to recruit and train ‘expearers’ to work as coaches with
other carers, in using the principles of motivasib interviewing to instigate

behaviour change. In addition a manual for probesds describing this intervention
will be available shortly(1).

Conclusion

In general, carers of people with eating disor@eeshighly motivated in participating
in collaborative caring programmes. It is impottatherefore, that carers are
equipped with the necessary skills and resouraggiresl to support their loved one
with an eating disorder, in an approach that inetutloth professionalsnd family
members. This should include sharing informatind geaching carers the same basic
skills as those taught to professionals, to heggmthiecognize those behaviours that
may be maintaining or accommodating to the symptoiffse common enemy is the
eating disorder. It is vital that the approaclréatment reflect this.

The goals of including the family in the assessnpeatess
The goals of the family assessment are, first lpftaloffer carers the opportunity to
obtain information. Secondly, the family are a rese to complete the case
conceptualisation with the different perspectiveythave to offer about the lifetime
context in which the illness emerged. This includes assessment of how
interpersonal features might play a role in mamnitag the disorder by reinforcing the
illness behaviours. The preliminary discussion cevthe concept of expressed
emotion using the animal metaphors (see appendand)hen an assessment of how
the family have organised themselves around thagedtsorder. This is particularly
relevant to those cases in which the individudl kties at home or is in receipt of
continuing parenting because of the overt signthefillness. The aim of this joint
assessment is to ensure that the family are néinguh a different direction to the
therapeutic team. Finally, carers may be offereecic extra help with practical
skills to adapt own their behaviours and manageétieg disorder symptoms.

In addition to the standard description of the efls, the following is a list of
information sharing aims and skills that are uséulcarers. The latter can also be
demonstrated by the therapist within the session:

Information

» Strengthen the familys’ belief in the importance tokir contribution in
facilitating change. Families can play a large pargjiving help and support
and can help to ensure that any maintaining fastkept to the minimum.

 Develop a shared evidence based model (which ghee family the
opportunity to express their concerns about thesemuand effects of the
anorexia nervosa and moderate their level of gudy. We do not know what
causes anorexia nervosa and it is wrong to pinmriatfactor as the cause.
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* Understand that untreated, eating disorders cad leaa chronic and
destructive illness. The individual with the eataigorder may not be able to
help herself as she is trapped and confused biiribss.

* Understand the basic elements of health behavibange, i.e. stage and
dimensional based models of stage of change.

» Discuss the basic principles of behaviour change,reinforcement to foster
positive behaviours and a functional analysis tenidy the triggers to
problematic behaviours.

Skills

* Modelling, affirmation, coaching, and a solutiorcfised approach.

* Model the use of externalising to reduce the le¥@riticism.

» Develop a functional analysis of family interacson

* Teach good communication skills (the ability tadis and to elicit, express
and process emotions).

* Promote respect, cohesiveness and satisfactiomwtitb family relationship.

» Learn the skills of facilitating problem solvingtiitheir offspring.

* Maximise parenting skills (warmth with limits andoundaries, i.e.
authoritative, compassionate parenting).

* Produce a shift in the environmental context teeratdte factors, which
maintain the problem such as confrontation, cadinsihigh expressed
emotion, criticism, hostility, or a dieting culture

* Help the family manage OCD and anxiety behaviowrstat they do not
enable them.

* Help the family when they need to make a firm starmgainst illness
behaviour.

It can be helpful to go through the accommodatioth @nabling scale (see appendix)
with the family to focus the discussion on possieégys that these behaviours may be
maintaining the illness . Sometimes it is helpfulen the family recognise that they
are not the only ones to have these problems.
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The Protocol for running Carer Workshops

The following is a brief outline of how we managed carer workshops. We ran 6
sessions but many people came back for repeainmaon ensured that their husband
came back for later sessions. There is therefaat giexibility in how this is run.
Remember that we are expecting the families tdlgegist in 6 weeks in what we
may have taken over 6 years to learn.

Session 1. Changing maladaptive interpersonalbes with the eating disorder
This session introduces the model of carer cogtingt, we ask carers to think about
whether they can make changes in the areas onagenh in the worksheet in which
they have a direct contribution. These include:

» Spending less contact time,

» Getting an optimal balance with other roles

» Balancing the relationship

a=m 'INess related-indirect control
== Carer related-direct control

Eating disorder

g Unwillingness
behaviours g

Beliefs about the lliness to accept sick

/
l role
Accommodation to \ | Stress

Symptloms Coping with Caring Role — Anxiety
Interpersonal Depression
relationships

| Unmet needs Stigma
Contact
Role strain time
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First of all, we explain how to develop a balanogldtionship avoiding the traps of
extreme emotions or over directiveness. The anmehphors are a playful way of
introducing these maladaptive relationship pattetnigght-hearted discussion
follows on from their observations and reflectiamisiow these patterns emerge in
their own day-to-day interactions. Carers oftehifdb extreme patterns of emotional
responding, either taking too intense an emotiogadtion with anguish or anger
(jellyfish), or denying that they have any emotidastrich) and withdrawing. In
terms of directedness carers can be overly prete¢tangaroo) — taking over all
roles - or overly directive (rhinoceros), invaliohgf the eating disorder symptoms.
Most carers recognise that their relationship patteay often fall into one of these
animal roles.

Carers work in small groups discussing their defpatterns of interaction. The aim is
for carers to gently recognise and reflect on th&sgbility that they may play a role in
maintaining the eating disorder symptoms. We tesmbut issues such as ‘readiness
to change’ and how to increase motivation to chabgeasking the carers to reflect
on whether they might be willing and or able to kvon changingheir role in these
patterns of interaction. The realisation that imas just their daughter, son, relative or
partner who might have to change, but that theydsfoare a role, is an interesting
milestone in the process. In other settings, this loe a road-block for some parents,
especially if they feel they have to commit to fgnitherapy” when they do not see
the family as part of the problem. The processarhmitment to change within the
workshops is more gradual and also more clearmtsired and contained.

Session 1: Compassion and Emotional Intelligence

To be an effective mentor for their relative with eating disorder, carers have to
hone their emotional intelligence skills. This ihwes being able to be reflective about
their own emotional reaction, using it as a guidecision making rather than
becoming captured and swept up by the emotion. ,Tégce to remain calm and
compassionate (all the C’s) and yet warm, is atammsefrain within the workshops.
The parents need to change from high expresseda@mnoto a compassionate stance
so that the person with the eating disorder canainbdw to be compassionate to
themselves, the skills of motivational interviewinglp with this process.

Enhancing compassion is associated with the foiligvget of skills:

» Sensitivity to the need and distress of self aine st

» Tolerant of the distress of self and others

» Able to care for the needs of self and others

* Shows sympathy and empathy for self and others.
* Is non judgmental of self and others

* |s able to see the goodness in self and others

* Slow to chide and swift to bless

The ability to reflect on their own emotions is@ae skill, that can usefully be
transferred to their offspring. People with eatitigprders find this difficult,
preferring to avoid and dismiss emotions altogetf\é suggest, therefore, that a
useful role for any carer is to serve as an ematiooach, modelling emotional
intelligence. All too often, carers react to eatthgorders by denying or invalidating
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their own emotional reaction. If they are suspisithat their daughter has skipped a
meal or thrown it away, for example, they may dradie their daughter who, in turn,
responds angrily and may accuse her carers ofumdtrig her. Carers will often deny
that this is the case, even although they do ost trer. Alternatively, they may deny
being angry or irritated when provoked. They mayegip spending time alone with
their partner, saying they do not mind , when ttiey

This is all done in an effort to keep the pead&ishonesty or avoidance of emotions,
however, is harmful as it invalidates emotions.sTihhibits the person with an eating
disorder from developing and feeling confident aldeer own emotional intelligence.
Peacemaking should not be at the cost of truthkiglon eggshells may only serve
to maintain the illness.

We end the session by small group discussions aheutarers’ coping model and
whether they recognise that demands of this maeelekevant to them.

Session 2

In the beginning we review what it is about theamosituation that contributes to high
stress levels. The small group work focuses orr theds, and how to increase their
coping skills. In many cases, this involves takinstep back with less of an intensive,
full on response. The workshops give carers boghofbportunity and permission to
think of themselves as individuals with their owmeds. Professionals and other
carers provide a safe context to consider takimg toff from the caring role, and to
fit in activities that are rewarding and pleasueabllVe emphasise that a distressed
carer is a less effective carer. Furthermore, thegd to model self nurturing
behaviours for their offspring.

This early phase allows for re-evaluation of thegiring behaviour and whether they
might want to change. This process of thinking @libe importance of changing to a
different pattern of interaction with anorexia nesa and whether they can be
confident that they can do so, is a paradigm whisb helps them to understand the
process that their relative may undergo to changeexia nervosa behaviours.

At the beginning of every session the facilitatehgit feedback from the previous
session to enhance reflection and integrate mefningormation. We may, for
example, ask participants to tell us one thing tdeaynt from the last session or one
new behaviour that they had to put in place afterlast session.

The next session starts with a discussion of theyast possibilities about how they
might set about changing their relationship witk #ating disorder. We teach and
practice the technique of externalising the illnédss serves to correct some of the
common misattributions about the illness such & ‘is just doing it to annoy” or
“because she is stubborn and naughty etc”. We disruss possible ways in which
the eating disorder might control the family, bysalissing how some families
accommodate their behaviour to allow or maintainrDO@uals, or become controlled
by the eating disorder. We then discuss and valithee splits, hostility and anger that
commonly arise. Finally we end with a descriptadrthe trans-theoretical model of
change.
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Carers are then split into small groups to reftectheir readiness to change, using the
readiness ruler, a tool designed to elicit charajk. fThey are often surprised to
become aware of their own mixed feelings. Oftenythecognise the disparity
between their ratings of importance to change amwfidence in their ability to
instigate change. They might, for example, recagiigt by accommodating their
daughter’s rigidity about what she will eat, (eogly Waitrose’s tinned celery), they
may not be helping her fight the anorexia nervb&aertheless, they are terrified of
rocking the boat and whether they will be abledpewith the backlash.

We close the session by having carers undertakd gnoaip work, in which they

reflect on their readiness to change some of thelraviours in relationship to the
eating disorder, considering the pros and conshahge. This involves thinking
about the two constructs of importance and readiteeshange.

Session 3

In this session the focus is on developing good rmamication skills including,
listening skills, the ability to understand nonda&r aspects of communication and
developing the skill of making understanding staets in reflective listening. We
use demonstrations and role plays based on canersexperiences, to facilitate this
key aspect of the workshops. We also analyse trigsoof carer/eating disorder
interactions, as it can be easier to read and plas new language of listening and
reflection before being competent at speaking it.

Carers practise using elements of positive comaatioin, such as solution focused
guestioning, within the safety of small groups. ¥each reflective listening skills,
using the principles enshrined in OAR®pen questioningaffirmation, reflection
and summaries. Many carers find that this new patternntéraction is extremely
liberating, albeit not always easy to master. @Gause these techniques to explore
their own mixed feelings about changing the wayytlmeract with the eating
disorder. Carers reflect on both their own andrtb#spring’s readiness to change
and what any discrepancy means for the relationsdgarding how they manage
anorexia nervosa. This third workshop session evitts a discussion about how to
match interventions with the stage of change. il\gae use the principles of adult
learning, in that once a concept has been defica®rs examine how this fits with
experiments in their own environment. Observatiaresreflected back to the group.
A step to change their own behaviour is made orexgerimental basis and they
analyse and reflect on the implications. We intic the concept of expressive
writing as a means of deepening and tracking figress. The narratives can help
them step back, take an overview and see things &different perspective.

Session 4

The aim of this session is to develop more advamoetivational interviewing skills.
Thus, carers are introduced to the skills of tmagkmicro emotions and using
complex reflections to deepen the meaning and aser¢éhe valence of their emotional
reflection which, in turn, improves empathy. Anatlmportant skill is how to roll
with resistance by sidestepping eating disordés @ald not entering into arguments.
We teach carers how to move from the detail of éang disorder into a bigger
picture by framing the conversation within the @xttof the life course and core
values. Carers learn to use the skills embodietthénacronym DARN (eliciting the
desire,ability, reasons andeed for change). The final aim is for carers toosepany
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ambivalence their offspring might have about théngadisorder and increase the
discrepancy between the current position and bigdeals. By the end of this
session, we hope that carers have started to cothemselves to some plan to
change their own behaviours.

Session 5

In this session we move carers on from thinkingualebanging their own behaviours
and interactions with the eating disorder onto liagkhow they can foster change in
eating disorder behaviours themselves. The theodgmpinning behaviour change is
explained. Carers are taught to observe the conditihat increase or decrease the
likelihood of an unwanted behaviour. They movarfrthis to undertake a functional
analysis; in other words, to examine the antecedemd consequences of the
behaviour. The functional analysis of problemattireg disorder scenarios leads into
discussion about problem solving. In small grouparers apply the skills of
motivational listening by using OARS and DARN, imrder to encourage a
commitment to setting goals towards some small \ieha change. Group work
focuses on negotiating these changes in eatingvlmehia, increasing the importance
and confidence that change can take place as vgelmaking a plan for an
“experiment”. Coaching is used to set, implemet geview goals.

Session 6

In the final session, we rehearse changing somehef other eating disorder
behaviours such as obsessive compulsive behavimper tantrums, self harm etc.
Obsessive compulsive symptoms have consistentiy beend to impact on the
outcome of anorexia nervosa. Consequently, itmportant that we help parents
modify this key maintaining symptom.

We teach parents key elements of change in obgessimpulsive disorder (OCD).
First, we explain how extremely difficult it is fgreople with OCD not to undertake
their compulsions as any attempt to interrupt thesaults in high levels of anxiety.
Following any change in behaviour, there needseterough time to habituate to the
feared situation so that the levels of anxiety taihoff. Part of the problem with
working with people with OCD and AN, is that it segto be very difficult to unlearn
some of these reactions. People who have sucdgsgfue through this process
describe it as “going through hell” needing “blos@eat and tears”. Carers may find
it difficult to tolerate such distress and theylviié tempted to cave in and interrupt
the process. Carers, therefore, need to understendationale and the expected
effects of treatment.

It is important that parents know that reassuraseeking is counter-productive.
Often it can be helpful to have a formal writtemtract, which gets signed before the
implementation of a plan to tackle OCD behavioukey point must be that the task
is not changed at all. There will be pressure fthenperson with OCD, who will find
loopholes to avoid doing the task in order to esciapm the severe anxiety. Carers
need to be able to accept some of the weird theuayid not try to argue against them
by saying that they are stupid, unreasonable atiamal etc. A gradual step-by-step
approach with small goals is usually effective.dfiyy this session also includes a
basic review and quiz.
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Coaching protocols

This intervention has been used as a form of gusédfccare to supplement self help
material. The guidance can be used in face todatelephone setting.

Session 1

The aim of the first session is to focus on thescarself-reflection on their current
behavioural and emotional responses to the illnesehe coach broaches the
possibility that carer responses can sometimes playole in maintaining or
aggravating the illness. The carer is then as@ethkir feelings on this. Through the
use of motivational techniques the carer is thesoeraged to use this information to
reflect on their own responses in guiding theirlgedting and action planning. The
session follows a semi-structured format but gdlyethe main objective of the
session is for the carer to think about the anisydlé/she best reflects, along with any
useful strategies for behaviour change utilizing tiechniques and tools in the
materials. Towards the end of the session, ther ¢ asked what goals he/she can
think of that they can experiment with for nextses. Carers are encouraged to set
specific, achievable and realistic goals that caratbeempted in a timely manner, i.e.
ones that are not likely to set them up for possiailure but those that can also
challenge the behaviours in an appropriate manfeamples of questions for the
first session include:

* Thinking about the animal model, which animal woudu choose for
yourself?

* Have you noticed in what way this seems to helpinder your relationship
with Edi ?

* What do you need to change in your behaviour?

» Can you give me an example of your rhinocerosfdsfgllyfish behaviour?

* How important do you think it is that you change?

The following transcript exemplifies a typical exgefrom the first session where the
coach and the carer engage thdnge talk. We have illustrated the process
elements that are being used which in this vignetése is all open questions. It
would be better practice to have reflections irgersed with open questions. A rule
of thumb in motivational interviewing is not to aglore than 3 questions in a row.:

Coach: What were your feelings on the animal agi@g? (Open question)
Carer: Well, | can see very much, em where | fauma I’'m overly protective
and em, you know, that | need to change my apprteabk more like the dolphin
and less like, is it the kangaroo?

Coach: The kangaroo. Can you give me any exanoplesngaroo behaviour?
(Open question)
Carer: Well always sort of fretting, always em ajwanaking her feel that she

can’t make decisions of her own back any more, eallbsorts of things, not just
about food but particularly about food, you knowRave to be the one who
decides what she’s going to eat. If, on the rareasion, we do go out and she’s
faced with a menu, she can’'t make a choice of herlzack. She has to ask me. |

10
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have to, you know, decide for her and | think whegt got to do is try and stop
doing that sort of say to her, ‘well you’ve gotdecide for yourself'...

Coach: Leaving the food talk to the side for a mainean you think of any
ways you can allow her to make decisions outwigh. troutwith the eating?
...... You said you tend to make decisions in all aoéaer life.(Open question)

Carer: Well because she’s not really doing very muts quite hard to sort of
see how | can but | suppose really its just a wiagn@ouraging her to try and get
more involved in things outside of home and timeds and try and make
arrangements to actually go out and see peopledanthings...| mean the
exercising thing is a big problem for us because ghes mad with it and that’s all
she really wants to do so | need to try and encgeraer to do other things

Coach: How important do you think it is for youstiop the kangaroo
behaviours3Open question)

Carer: Well | can see that if | want her to charige attitude then | probably
need to change mine...

Session 2

The second session begins with the coach askirg boef outline of how things
have been going since the previous session. @oaldiscussed and whether or not
they were achieved. If they were not achievedctiaeh will then ask what has been
going well. In most cases, there are some greeotsh If the carer finds it difficult
to name any, then the coach will helps out by raiteg the positives from last
session. The motivational spirit is maintainedlatimes.

Meanwhile, the aim of the second session is tdo#shathat the carer understands the
concept of change in relation to whatever particslage of change their son or
daughter is in. If the carer has difficulty comqpiup with their own ideas to promote
change in their loved one, then the coach asksipgion to offer a list of strategies in
whichever stage of change applies to their spesifiation
(precontemplation/contemplation strategies et&xamples of questions and
reflections from a typical second session incluaefollowing:

* What strategies or action plans can you make o éetourage your daughter
to (further) contemplate change thoughts?

» Does the model of tailoring what you do to match $tage of change make
sense?

* Were you able to use open questions? If so, cargiv@ me an example?

 Sounds like you're saying that you feel your undsse behaviour is
interfering with your ability to try out some ofdhechniques.

* It sounds like you've gone out of your way agaim @gain to try and make
things work for your son. What are the green shtmt make you feel a little
bit confident?

11
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In the following two excerpts we can see the caaihg open questions and
reflections in addressing problematic communicai#l) and encouraging change

talk #2:

EXCERPT #1: PROBLEMATIC COMMUNICATION

Carer:

Coach:

Carer:

she wants to pack up her job and do a diglomart which | don’t see
as a problem but she’s never done art, you know landthinking,
‘well | don’t see how you’re going to get on an edurse if you've not
got a portfolio or anything like that’ because neaperson I'm very
...I' like to have all the facts | can to make a deai®n. | would never
just think ‘oh I'm going to just pack my job up add it. I'd have to
look at all the pro’s and con’s and she said ‘wgbu are never ever
enthusiastic about anything | do and she really gaally
nasty.....really nasty and | just sort of said ‘wigth sorry but you
know by now, | have to have all the facts ...and wlas very
nasty....’oh it’s all your fault'....

The last time we spoke you described yourself pasaimistic person
by nature.... (Complex reflection)

Well | wouldn’t do anything rash and | hatesay I'm torn because if

that’'s what she wants to do and its going to bedgimo her then yes, she ought to
do it but on the other hand, the organized pamnefsays how’s she actually going
to do it, how’s she going to fund it, if she givgs her job where’s the money
coming from.. you have to think of the practicaltibut | can’t say that because
she then accuses me of being negative....

Coach:

Carer:

What would happen if you said ‘fair enough that retsi like a

fantastic idea’...... how do you think she would resoii@pen
guestion)

She’d probably turn around and then .......... he’&probably be OK
probably........ She would have probably looked amit...but that's

just me, its probably my fault but I can’t be besau wouldn’t be for
anything. Its just not my nature to be like that...

EXCERPT #2: ENCOURAGING CHANGE TALK

Carer:

Coach:

Carer:

so if 1 go back to work after her examsn ljust concerned that she’s
got the whole of the summer on her own in the ho&e has already
said ‘I know I'm not good on my own, | want to lsebasy as possible
and see as many people as possible’ but when skeswg and she’s
feeling low and subdued, the last things she’s gbthinking about is
motivating herself to get out. Its sort of me Bgyi'well go
on....you’re going to go out, lets go for a walk....’

The statement, ‘I don’t do well on my owmant to keep myself as
busy as possible’ sounds interesting. What opesstepn could you
use to pass a certain amount of responsibility emwtrol for her well-
being back to her againOpen question)

Well | suppose | could have asked her veloat of ways did she have

12
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that she could keep herigaedy
Coach: That sounds like a fantastic open queg#dfirmation)

Carer: and start planning for that really — | thinke need to start thinking
about that really...some action planning...

Session 3

The third session again starts with a brief summairythe situation, positives,
difficulties encountered and how these were de#lt.wl'he main aims of this session
is to, first of all, clarify basic psychologicalles and strategies that can be used in
thinking about behaviour change using the ABC (@edent-behaviour-consequence)
functional model of analysis and to recap on urtdading of previous DVDs. Carers
sometimes find the ABC model difficult to implementthe home, so with the help of
the role play scenarios from the DVD, the coach eakr may use this session to
discuss the triggers that lead to problematic bielias. These may be “high risk”
environmental factors, such as people, places #mer @mccasions that spark off a
certain behaviour. Triggers can also be intertied,sufferer’s thoughts and feelings
that can precede, for example, a binge. It cabdneficial to explore the antecedents
because in doing so, it can help carers and susfeealize that the problem behaviour
is influenced by reasonably predictable externatl amternal factors. The
consequences of colluding with or attending to @jamatic behaviour may also be
discussed. Examples from the third session dogldde the following:

* What do you think your daughterttsinkingabout right before a binge?

* What do you think she is usuafigelingright before a binge?

* Can you think of any ideas as to how you can nyage daughter forwards in
any of these areas?

* If you were advising a friend, what would you tedr?

* What consequences areuavoiding?

» How do you feel about making those changes?

In the final extract, we look at setting boundaf@sunacceptable behaviour and how
the coach works with the carer through the useefiective listening and open
guestions, to encourage her to come up with her snlutions and plan of action to
address the unacceptable or maladaptive behaviour:

EXCERPT #3: SETTING BOUNDARIES FOR UNACCEPTABLEBAVIOUR

Carer: | don’t see how to get over this hurdle ef pacing up and down when
| visit her in hospital

Coach: Right...so this is the behaviour you would like tckla (Closed
guestion)
Carer: Certainly that one...I mean | guess she ddwdve a heart attack at any

moment but it's not just that — she’s in a dangsrglace... which is why she’s
supposed to be on bed rest

13
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Coach: So what are your choices? (long pause)........ccceeu.....(Open
guestion)You sound to me frightened that she’s doing &l placing,
because there’s the risk to her heg@omplex reflection)

Carer: iriennnnc.and also it's the travesty of the relationsigve had up
until now. Its like that ‘naughty toddler and theay to deal with a
naughty toddler is to draw the boundaries and yeste | was
allowing it to continue and | felt | shouldn’t hadene...we were doing
a crossword which we both enjoy and it was a cdseotbuding with
em ...she was pacing up and down and | asked heorastd she just
ignored me and | felt, you know, I'm colluding in i

Coach: and you left ( Closed question)-A more MI adhemesponse would
be: | am impressed that you are reflecting on iatdons in terms of the ABC
framework- this is an affirmation and a complexeetion

Carer: No | didn’t
Coach: OK .... You didn't leave. (Closed question)
Carer: The first time | did but I'm not putting up with any more...I think

that's what I've decided ...I'm not putting up withany more...I
suppose | can go and just leave

Coach: The problem is when we tolerate difficult behaviutr makes it easier
to keep doing the same behaviour (complex reflegtib would have
been preferable if the coach had added more affiona and
highlighted the lesson to be learnt -eg You havéectd on
interactions using the ABC framework and you plachiange some of
the consequences as an experiment to examingilf itelp change the
behaviour you find unacceptable.

Carer: Exactly yeah...I've decided I'm not putting wih it...so that's my
choice. I'm going to write to her and say thainidfit unacceptable. | will come to
visit but if you do that then | will leave immedilgt | think that's what I'll do.

That feels right...............

Coach. It is a really good idea to give some wagnabout how your behaviour
will change and what you will and will not acceptletter can help make it clear.
(affirmative complex relection)

These vignettes illustrate how the coach can usprivitiples to coach the parent
through behaviour change.

The following section includes accommodating analding scale and and the
eating disorder specific problem scale. These eamsled as prompts to structure a
discussion of the families reaction to the ED
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Appendix A: Accommodation and Enabling Scale

The following items contain a number of statemethi& commonly apply to the

family members who live with a relatives or friendéth an eating disorder. We

would like you to read each one and decide hownattéas applied to your family
I I Bt is | I I il

Items -During the past monthow often have you thought about:
0 = never
1 =rarely
2 = sometimes
3 = often
4 = every day

Factor 4: Control of Family

Does your relative with eating disorder control: PLEASE

CIRCLE

1. the choices of food that you buy? O 1 2 3 4

2. what other family members do and for howlongin 0 1 2 3 4
the kitchen?

3. cooking practice and ingredients you use? 0O 1 2 3 4

4.  what other family members eat? 0O 1 2 3 4

Factor 2: Reassure Seeking

Does your relative engage any family member in rafgel conversations:

_--ﬂ

Factor 3: Meal Context Ritual

Do any family members have to accommodate to tHiewing:
11. what crockery is used? 0 1 2 3 4

15
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12. how crockery is cleaned?
13. what time food is eaten?
14. what place food is eaten?
15. how the kitchen is cleaned?
16. how food is stored?

I ?
19. how the house is cleaned and tidied?
Factor 5: Blind Eye

|D
=

o]l ol o loNoNoNoNe
REIER R PR
N IR N N N N N
OO IEEE W W W W W
AElNENINDMDMNPMD

Do you choose to ignore aspects of your relativeating disorder that impinge your
family’s life in an effort to reconcile or make itolerable for the rest of the family
such as if:

20. food dissapears?

21. money is taken?

22. the kitchen is left a mess?
23. the bathroom is left a mess?

oooo
[ S
NN NN
W www
ADMPMD

ers

) |
D
—

To continue answering the questionnaire, please bee mind the following:
4. Over thepast one month

0 = never

1 =1-3 times/month
2 = 1-2 times/week

3 = 3-6 times/week

4 = daily

Over thepast one month

0=no

1 = mild

2 = moderate
3 =severe

4 = extreme
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Accommodation and Enabling Scale (AESEDDVERALL score(0-132)

Avoidance& Modifying R. (0-40)= Items 24 + 25 + 2627+ 28+29+30+31+32+33

Reassure Seeking (0-32)=Items5+6 + 7 + 8 +9+1Y + 18
Meal Context Ritual (0-28)= Items 11+ 12+ 13+ 145%#16+ 19

Control of Family (0-16)=Items 1 +2 + 3 +4

Blind Eye (0-16) = Items 20+ 21+ 22+23

17
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Appendix A: Eating Disorders Symptom Impact SdalRS|S)

The following pages contain a number of statemt#rascommonly apply to persons

who care for relatives or friends with an eatingodder. In some stems we use the

word EDI as a short hand for the individual with eating disorder We would like

you to read each one and decide how often it hpBeapto you over thgast one

month. It is important to note that there are no rightwvoong answers. Also, it is best
not to spend too long on any one statement. Yiosirreaction will usually provide

the best answer.

Items Neve Rarel Some Often Nearl
r y - y
times Alwa
ys
-During the past month how often have you thougHiaut:
1. How your friends/relatives have stopped O 1 2 3 4
visiting......
2. Losing your, O 1 2 3 4
friends.......coo i
3. Feeling unable to go out for evenings,
weekends or on O 1 2 3 4
holiday........ccovii
4. Cancelling or refusing plans to see friends
or 0 1 2 3 4
relatiVesS.......oveie e
5. Regret that | did not act before it became
sobad..........cooiiii 0 1 2 3 4
6. Feeling that | have let her/him O 1 2 3 4
down................
7. Feeling that there could have been
something that I should have 0 1 2 3 4
dONE. .
8. Thinking that perhaps | wasn’t strict O 1 2 3 4
enough......
9. Thinking about where | went O 1 2 3 4
WIONG....evenannnns
10. Edi being physically and/or verbally 0 1 2 3 4
aggressive....
11. Edi being 0 1 2 3 4
controlling/manipulative.....................
12. Edii O 1 2 3 4
lying/stealing.............coooiiiiiiiiiiinn.
13. Edi exhibiting an out of control 0 1 2 3 4

temper................

- When the sufferer was living with you at home dlinig the past month, how often:

(if the sufferer was not living at home with yourithg the past month, please refer
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the last time she/he was living at home)

14. Did you experience difficulties prepari
meals (i.e. making separate meals for fan
members, not having correct ingredient
15. Were there arguments with other fam
members about how to handle mealtim
16. Were there arguments or tension du
mealtimes?

17. Did food disappear from the cupboar
18. Did you spend long periods of tin
shopping for food?
19. Did you have difficulties with blocke
drains, plumbing?”
20. Were there bad smells and hygiene in
bathroom?

21. Did you have to turn up the heat due
her/him feeling cold”
22. Did you check on her/him to ensure t
she/he was dkay'?
23. Did you notice or think about how t
illness was effecting her/him physically (i
see her/him fall, faint, struggle up the stair

24. Did you notice or think about how t

g
nily 0
S)?

ily
es?0

ing0

1s?0

thed

to

hat

e. 0
S)?

ne 0

illness was affecting her/him mentally?
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