
       Brief Group Psychotherapy for Eating 
Disorders 

 In the treatment of Anorexia Nervosa, delivering psychological interventions in a 

group format can bring unique benefi ts in addition to those associated with work-

ing with patients individually. These include: sharing experiences and learning from 

others in a safe and therapeutic environment, becoming accustomed to being with 

other people and practising interpersonal skills. However, these aspects of group treat-

ment also represent a challenge for group facilitators as it is exactly these interper-

sonal and relational demands that patients fi nd diffi cult to tolerate. Facilitators are 

likely to be confronted with low motivation, or complete disengagement, as a result of 

the discomfort evoked by spending time in psychological groups. Nonetheless, once 

these diffi culties are successfully overcome, the group setting can be effectively uti-

lised to address the specifi c aims of a given psychological intervention, as well as 

tapping into these wider benefi ts. 

 Drawing upon research carried out by the Maudsley national inpatient eating dis-

orders programme,  Brief Group Psychotherapy for Eating Disorders  brings together 

expert contributions in order to review the evidence base, as well as discussing how 

the challenges of the group setting can be overcome. This book outlines newly devel-

oped protocols for group interventions aimed at providing brief but effective treatment 

for an increased number of patients, and addresses the need to develop and evaluate 

cost-effective psychological interventions for patients with Anorexia Nervosa. 

  Brief Group Psychotherapy for Eating Disorders  is designed to offer therapists, 

clinicians and researchers in the fi eld a synopsis of the available evidence along with 

guidance on how to put theory into practice effectively. It will also be an invaluable 

resource for students, trainees and teachers in the clinical, counselling, psychology, 

psychiatry, nursing, occupational therapy and other allied professions. 

 Dr Kate Tchanturia, Fellow of the Academy of Eating Disorders and Fellow of the 

British Psychological Society, is Lead Clinical Psychologist in the South London and 

Maudsley NHS Foundation Trust Eating Disorders National Service and Reader in the 

Psychology of Eating Disorders at King’s College London. She is actively involved 

in several postgraduate programmes within King’s College London (PhD and Clinical 

Psychology doctoral training programmes and lead of the Women’s Mental Health 

module for the Mental Health Studies MSc programme). Kate’s research centres 
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around translation, applying research fi ndings in cognitive and emotional processing 

in eating disorders in order to develop novel treatment interventions, such as cognitive 

remediation and emotion skills training modules in individual and group formats. For 

further details please see:  http://www.katetchanturia.com .   
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        Chapter 1 

 An introduction to brief group 
 psychotherapy in intensive 
care  programmes for eating 
 disorders:  gathering research evidence    

    Kate   Tchanturia     and     Katherine   Sparrow     

   Eating disorders are severe mental health problems with devastating consequences 

(Klump  et  al .,  2009 ). The high mortality rates associated with these disorders 

emphasise the relevance of developing successful treatment interventions. The 

existing literature regarding psychological treatment programmes for eating dis-

orders is still limited, and this is particularly true for group interventions. 

 Delivering psychological interventions in a group format can bring unique 

benefi ts that are not achievable when working with patients individually. These 

benefi ts include:  sharing experiences and learning from others in a safe and 

therapeutic environment, being with other people and practising interpersonal 

skills. In the treatment of anorexia nervosa (AN), these therapeutic benefi ts also 

represent a challenge for group facilitators as it is exactly these interpersonal and 

relational demands that patients fi nd diffi cult to tolerate (Tchanturia  et al .,  2012 , 

 2013a ; Fleming  et al .,  2014 ). Facilitators are likely to be confronted with low 

motivation and a reluctance to engage, which are not only characteristic of the 

illness itself, but are also a result of the discomfort evoked by spending time with 

others in a group setting (Genders and Tchanturia,  2010 ). It has been observed 

that patients with AN often remain isolated and avoid communicating with other 

patients in inpatient settings. Our recent research also shows that people with 

anorexia have diffi culties making social contacts and forming friendships well 

before the onset of the illness (Doris  et al .,  2014 ). We also know that people with 

eating disorders report high levels of social anhedonia – an absence of pleasure 

derived from being with people (Tchanturia  et al .,  2012 ; Harrison  et al .,  2014 ). 

In our recent study when we compared IQ matched controls and patients with 

anorexia, we found that patients with a higher than normal IQ scored lower on 

emotional intelligence tasks (Hambrook  et al .,  2012 ). This task called MSCIT is 

widely used in human resources and by organisational psychologists. A combi-

nation of many factors such as being shy, socially anxious and having a long-term 

eating disorder creates social diffi culties. The majority of patients in our inpa-

tient programme tell us about their discomfort when engaging in group discus-

sions, whether inside or outside of the hospital environment. In one of our recent 

studies exploring how eating disorders affect work and social adjustment we 
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2 K. Tchanturia and K. Sparrow

found that most people experienced the largest detriment to their social relation-

ships and social leisure, whereas the work domain was less affected by their 

eating disorder (Tchanturia  et al .,  2013a , Harrison  et al .,  2014 ). One interesting 

piece of research conducted by our group suggests that patients with anorexia 

have very low facial expressivity in the acute stage of the illness. Whilst watch-

ing an amusing fi lm clip, patients with anorexia did not express smiles compared 

to non-eating-disordered controls (Davies  et al .,  2010 ). Interestingly, the results 

of this original study conducted with adults were replicated in an adolescent 

patient group (Rhind  et al .,  2014 ). The absence of facial emotional expression 

hugely affects the quality of patients’ relationships. We have therefore used these 

research fi ndings to inform our group interventions and tailor group treatment 

in the best possible way for our patients. For example, we developed psychoe-

ducation materials and specifi c exercises informed by research fi ndings to help 

patients address their social diffi culties. 

 Group therapy is unique in providing a safe opportunity to address social prob-

lems, which is important for improving patients’ quality of life and relapse pre-

vention. For this reason we have summarised the relevant literature in this book to 

enable us to refl ect on our own practice and develop a stronger, more robust group 

treatment programme. 

 We utilise a stringent clinical audit system in our treatment programme in order 

to evaluate the effi cacy of both individual and group interventions. Over the years 

we have been considering how to improve the group programme and tailor it to 

our patients’ needs. This is an ongoing process and we have shared our insights in 

this book with the aim to help both ourselves and our colleagues working in the 

fi eld of eating disorders to learn from this research and develop group treatment 

programmes further. 

 In  Figure 1.1  we have presented a brief snapshot of the number of individual vs 

group therapy sessions attended by inpatients on our ward in 2013. This provides 

a visual demonstration of the challenges faced by clinicians regarding patients’ 

willingness to engage with group treatment. On examination of the individual 

cases presented in  Figure 1.1 , it appears that patients who attended a relatively 

greater number of individual therapy sessions are those who failed to gain signifi -

cant weight during their inpatient admission and remained on the ward for a long 

time. It is notable that the number of group therapy sessions attended by these 

patients is very low.  

 In contrast, patients who attended relatively fewer individual therapy sessions 

and a relatively greater number of group therapy sessions were more likely to gain 

weight and have a shorter admission period. These observations are very prelim-

inary and complex, but nevertheless emphasise the importance of encouraging 

patients to attend group therapy. This approach holds great therapeutic value for 

patients. The group format encourages them to be with others and to develop the 

skills to eat in a social environment. Patients also have the opportunity to discuss 

topics directly related to the disorder or to broader aspects of recovery. In add-

ition, given the busy ward environment, a meaningful and evidence-based group 
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Group psychotherapy in eating disorders 3

programme is a more effi cient use of the therapist’s time; a necessary consider-

ation which will be further explained later. 

 Having highlighted these diffi culties, we believe it would be therapeutically 

benefi cial to use the time during an inpatient’s admission to address not only the 

core symptoms of the illness, but also the broader issues which often act as main-

taining factors. Therapeutic interventions which improve interpersonal skills and 

confi dence in being with others, and create a more cohesive sense of identity and 

reduce feelings of isolation are likely to facilitate the complex process of functional 

reintegration into the community. Some authors believe that interventions which 

encourage the direct expression of feelings are clearly warranted in this patient 

group, as they are inclined to express feelings through indirect or somatic channels 

(Lieb and Thompson,  1984 ). Therapeutic groups are the ideal place to practise 

and implement social and communication skills, and to receive social feedback 

(both verbal and non-verbal). In the context of inpatient adult services, the major-

ity of patients have a chronic eating disorder and have been unwell for many years 

( Chapter 3  has more specifi c information about our national clinic demographics), 

therefore their social network is limited and their social confi dence is low. To add 

to these diffi culties, the prevalence of autistic traits is high among eating disordered 

inpatients (e.g. Huke  et al ., 2013; Tchanturia  et al .,  2013c ). 

 There has been a great deal of research and clinical debate regarding what 

works best in terms of treatment for eating disorders in adults. This is particularly 

true for patients with a diagnosis of anorexia due to the lack of a strong fi rst choice 

treatment (NICE,  2004 ). Another problematic issue related to this is that it tends 

to be the more severely unwell patients who disengage from treatment. Given that 

AN has a high mortality rate and is a huge burden for patients, their families and 

society, further research and new recommendations are needed. 

 With regard to the existing literature for group interventions, the majority of 

recently published studies focus only on individual forms of treatment. Indeed, 
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 Figure 1.1      Snapshot of the individual and group attendance  
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our systematic appraisal of the literature showed that only 38 studies have 

reported group therapy treatments in eating disorders. Moreover it is diffi cult to 

form any conclusions from the available studies for the following reasons: they 

report on different patient groups (anorexia, bulimia, binge eating disorders), the 

content and therapeutic model varies hugely, sample sizes are small, and outcome 

measures are very different (Genders and Tchanturia,  2010 ; Pretorius  et al .,  2012 ; 

Fleming  et al .,  2014 ). 

 We decided to appraise the available literature and present the studies we were 

able to fi nd systematically before publishing this book.  Table 1.1  summarises the 

studies we were able to fi nd up to and including 2014 (May). 
    

  Systematic literature review of the group treatment of 
EDs: method 

 Two systematic literature reviews were conducted according to the ‘PRISMA 

statement’ (Moher  et al .,  2009 ) for this study. The fi rst was a review of studies on 

group therapy for eating disorders.  Figure 1.2  shows the consort diagram for the 

study selection.      

  Eligibility criteria 

 Studies of group therapy for eating disorders published in peer reviewed journals 

in English were included. Studies were included if they examined the outcome or 

effi cacy of a group therapy or examined the feedback of patients regarding group 

therapy. Studies were excluded if they: 

•   examined the dynamics of the group in group therapy (for example, group 

cohesion);  

 •   examined multifamily group therapy;  

 •   focused on binge eating disorder and obesity;  

 •   examined the feedback of the therapist or parents regarding the group therapy;  

•   explored challenges in implementing group therapy generally.     

  Information sources and search strategy 

 Electronic databases of PsycINFO, Medline, Embase and SCOPUS were searched 

up to July 2014 using the following keywords: (‘group therapy’ or ‘group treat-

ment’) and (‘eating disorders’ or ‘anorexia’).  

  Selection 

 Studies identifi ed in the search were then screened by the content of their abstracts 

and potentially relevant articles were selected. Duplicates were excluded at this 

stage and full text articles were then assessed for suitability. Studies were excluded 
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as being inappropriate for the review if they did not meet the eligibility criteria at 

this stage. 

 As depicted by the table, it is very hard to synthesize the fi ndings from the lit-

erature. It is also clear that pre 2000 there were only nine studies examining group 

therapy and after 2000 this fi gure tripled. 

 However, the evidence is still very limited. The modest number of publications 

since 2000 is highlighted by the table. 

  Figures 1.3  and  1.4  visually present the state of the literature on group interven-

tions for eating disorders, emphasising the gaps in our knowledge.     

 To summarise, the evidence base for treatments of AN remains limited (e.g. 

Berg and Wonderlich,  2013 ; Kass  et  al .,  2013 ). Therefore, there is a need to 

Studies identified through
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n = 1404

Potentially appropriate studies to include in the review
n = 79

Potentially appropriate studies to include in the review
n = 51

Studies to be included in the review
n = 38

Studies excluded as
duplicates n = 28

Studies excluded as not
appropriate

n = 13

 Figure 1.2      Flow diagram in line with PRISMA  
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develop and clinically evaluate cost-effective psychological interventions for 

patients with AN (NICE,  2004 ). As a starting point, research investigating the 

cognitive, socio-emotional profi le of individuals with eating disorders has yielded 

promising results and identifi ed key areas for therapies to target (Davies  et al ., 
 2010 ,  2012 ; Money  et al .,  2011 ; Tchanturia  et al .,  2013b ; Fleming  et al .,  2014 ; 

Lloyd  et al .,  2014 ). 

 In this overview we refl ected on the need to conduct more systematic research, 

evaluate groups and generate further evidence regarding group interventions that 

are benefi cial for eating disorders. In the following chapters of the book we will: 

  1)     provide group intervention protocols;  

  2)     evaluate existing audit data on the therapeutic groups we run in the 

inpatient ward;  

  3)     analyse quantitative and qualitative data;  

  4)     plan future studies to inform our clinical practice.   

 In our opinion, the importance of this evaluation and of sharing short group treat-

ment protocols is timely. First, it will contribute to the limited existing literature 

on group interventions designed specifi cally for eating disorders. Furthermore, in 

the current economic climate, mental health services in the UK and other coun-

tries are under pressure to provide brief but effective treatment packages for an 

ever increasing number of patients. Mental health services differ between coun-

tries, but the time pressure and demand for better tailored treatments are neverthe-

less similar regardless of geography. 

 We will discuss group protocols and available evidence in the following chap-

ters and summarise where possible what we have learned.   
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        Chapter 2 

 A short description of the adult 
clinical treatment service at the 
Maudsley    

    Kate   Tchanturia     

   The eating disorders unit (EDU) adult service at the Maudsley has different 

departments:  outpatient, day care step-up and inpatient treatment programmes. 

The inpatient ward has 19 beds and accepts patients from many parts of the UK 

and locally which means that it is a national service for eating disorders (ED). 

 The Psychology team is formed of a consultant (lead), clinical and counselling 

psychologists and a psychology assistant of different grades according to training 

and years of experience working in the fi eld. They offer psychological treatment 

including Cognitive Remediation and Emotion Skills Training (CRT and CREST), 

Motivational Enhancement Therapy (MET) and Cognitive Behavioural Therapy 

(CBT). Some of the therapists in the department are trained in Cognitive Analytical 

Therapy (CAT), Schema Therapy, and some of them in Dialectical Behavioural 

Therapy (DBT). We have a large multidisciplinary team with many skills, offering 

occupational therapy based groups, and a family therapist jointly with a social worker 

delivers the carers workshops developed by Professor Janet Treasure, consultant 

psychiatrist and clinical director of the eating disorder service. We also have a very 

experienced team led by dietician Kate Williams delivering individual and group 

sessions. The Maudsley adult team is research active and has an evidence-generated 

approach. A good example of this is the outpatient manualised treatment intervention 

(MANTRA) developed by Professor Ulrike Schmidt. Professor Schmidt is head of 

the research unit and consultant psychiatrist in the outpatient department. 

 In this book we choose to focus on the group interventions that we deliver in 

our treatment programme in brief format. This book is mainly written by the psy-

chology team and represents part of the work we do. 

 The multi-disciplinary team (MDT) includes:  the Medical team (consultant 

psychiatrists and doctors); the Management team (specialist clinical lead and 

ward manager); the Nursing team; the Psychology team (that provides individual 

and group psychological work as well as assessments); the Occupational Therapy 

team (that provides individual sessions, reviews and group interventions); the 

Family Interventions team; and access to a dietician. 

  In the inpatient programme treatment as usual includes:    

•   Individual care plans, daily weigh-ins and dispensing on any medication by 

the Nursing team.  
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 •   Communal meals (three main meals and three snacks) every day in the din-

ing room. Patients must stay in the dining room for the duration of the meal 

and are supported by members of the MDT. Each meal is followed by a rest 

period which is for one hour after main meals and 20 minutes after snacks. 

During this time patients must remain in the communal areas of the unit.  

•   Aims of the eating programme: to make eating as manageable as possible, 

to restore nutritional health safely, to establish a regular eating pattern, with 

a normal variety of foods and to gradually give the responsibility back to 

patients for feeding themselves. The eating programme is divided into four 

main stages: 1) a gradual re-introduction to eating; 2) gradual increase of meals 

throughout the day; 3) more substantial meal plans; 4) participation in trips 

to the canteen, cooking groups in the unit and buying and preparing meals.   

The Psychology groups programme includes the Flexibility group (CRT), the 

Emotions group (CREST), Coping with worry group, Self-esteem group, Living 

with Perfectionism, Body wise, Relapse prevention, Coping with excessive exer-

cise group as well as one-off groups. In the step-up programme a recovery star 

based programme is running as well as day care specifi c groups. 

 We mainly will describe the group programme that the Psychology team offers. 

Most of it is designed based on the psychoeducational materials and tools that tar-

get the psychopathology, cognitive and personality styles commonly described in 

anorexia and that facilitate the recovery process.          

Relapse
prevention

Anxiety
management

Body Image

Exercise

Self-esteem

CREST

Flexibility
Perfectionism

Consultation
with team

Shared formulation

Individual
therapy

Assessment &
Formulation

CRT & CREST
Individual forms of therapy

 Figure 2.1      The individual and group programmes in the ward  
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        Chapter 3 

 Flexibility workshops 
 Cognitive remediation therapy (CRT) in group 
format: adults    

    Kate   Tchanturia     and     Eli   Doris     

   After the successful development and implementation of the individual format of 

cognitive remediation therapy (CRT), we decided to develop a group format of 

CRT with several clinical benefi ts in mind. First of all, to maintain and consolidate 

the knowledge, refl ection and skills obtained in the individual format of CRT; sec-

ond, we hoped that the group format would allow patients to practise social skills 

as well as thinking about thinking styles in a socially safe environment. Those 

of us involved in the development (please see acknowledgement section), deliv-

ery and supervision of this group decided to call the intervention the ‘Flexibility 

workshop’, to make it more accessible to patients who were not familiar with the 

term CRT. 

 We were mindful that the patients who would be receiving the group interven-

tion may have already had, or be due for, individual CRT sessions; therefore it was 

decided to try to include some novel exercises in the group sessions. These exer-

cises were designed to tap into ‘bigger picture’ thinking and cognitive fl exibility, 

as with the tasks administered in individual CRT sessions. There was also a need 

to make sure that the exercises were acceptable to patients in a group situation, 

as well as being interactive in nature, in order to make the most effi cient use of 

the group format. As with individual CRT, the aim of the group sessions was to 

practise global and fl exible thinking, but with the support of peer group members 

and group facilitators. All sessions were designed to include the following ele-

ments: psycho-education, practical exercises, refl ection and discussion within the 

session, and the planning of homework tasks. Continual discussion relating the 

exercises and homework tasks to real life thoughts and behaviours also remained 

an essential part of the refl ection process. 

 The aims of the pilot work (a short four-session intervention with 18 patients, 

which was reported in our fi rst paper: Genders and Tchanturia,  2010 ) were not 

only to explore whether participation in the group would enhance cognitive skills, 

but also whether there were any secondary gains in improving motivation and 

self-confi dence. Outcome measures were used to evaluate the group’s effective-

ness in improving these areas as well as its acceptability to the patient group. The 

outcome measures we used are outlined after the session plans below. 

9781138848887c03_p26-50.indd   269781138848887c03_p26-50.indd   26 3/12/2015   6:19:48 AM3/12/2015   6:19:48 AM



CRT in group format: adults 27

 The length of the intervention was decided to be four weekly sessions, which 

was later extended to six weekly sessions (Tchanturia and Smith,  2015 ). This 

decision (for a short format) was infl uenced in part by the fact that the group 

was an unfunded pilot clinical project and also by the average length of inpatient 

admission at the time of the pilot ( 2009 ), which had been decreasing (please see 

 Table 3.1  and  Figure 3.1 ). Once we had piloted the four-session format, we col-

lected qualitative evaluation from the patients in the inpatient clinical programme 

(Genders and Tchanturia,  2010 ; Tchanturia and Smith,  2015 ) as well as from 

the clinicians who had delivered the intervention (Lounes DClin Thesis,  2014 ; 

‘Cognitive remediation for eating and weight disorders’ book chapter by Lounes 

and Tchanturia,  2015 ). Both patients and clinicians highlighted the importance of 

extending the four-session format and at present we are evaluating the six-session 

format.    
   

 Table 3.1      The average length of stay in the inpatient programme has decreased over time; 
data sourced from the last nine years of our inpatient programme audit.  

 2005  2006  2007  2008  2009  2010  2011  2012  2013 

 Average length of 
admission (weeks) 

 21.7  25.1  23.0  17.3  19.7  17.2  20.4  16.3  16.9 

 Figure 3.1       The average length of admission has not only decreased in our service, this is a 
general trend across the UK. We know from the literature that hospital stay has 
shortened even in the USA. In some European countries it is longer.  
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 It might be helpful to outline the general context and patients’ characteristics 

from the audit data over the past nine years (this is the ‘bigger picture’ which 

varies from year to year, but is a close approximation to our clinical reality based 

on the mean percentages calculated from the audit data). Of our patients, 95.5% 

have AN, of which 61.1% are AN Restrictive, 23.4% are AN Binge-Purge and 

11% are atypical AN; while 1.1% have Bulimia Nervosa and 3.4% have Eating 

Disorder Not Otherwise Specifi ed (EDNOS). In terms of severity, 33–40% typ-

ically are national referrals (usually more severely unwell) and around 25% are 

treated under the Mental Health Act. Regarding admission by Body Mass Index 

(BMI, defi ned as mass/height ² ) severity, 4.4% are in the underweight range (BMI 

17.5–20), 17.4% are in the AN range (BMI 15–17.5), 37.4% are in the severe 

range (BMI 13.5–15), 30.1% are in the critical range (BMI 12–13.5), and 9.8% 

are in the life threatening range (BMI < 12). 

 The group has been designed to be delivered by multi-disciplinary clinical team 

members with two facilitators per group (typically one with clinical/counselling 

psychology training). The facilitators’ stance is aimed to be motivational, collabo-

rative and interactive. The sessions are an  exploration  of the different thinking 

styles of the group members, and the facilitators should emphasise that there are 

no right or wrong ways of thinking but rather pros and cons of different thinking 

styles. 

 The main difference between the individual and group formats of CRT is that 

the group format is much shorter; therefore refl ection and the relating of content 

to everyday life should be initiated much earlier. However, with several group 

members and two facilitators’ contributions, these refl ections tend to arise more 

easily in the early sessions. 

 Thus, six group sessions were planned and implemented; the outline of each is 

provided below. We do not have exclusion criteria for the Flexibility group, and 

regardless of the severity of the illness (as shown above) we include patients from 

the very early days of their admission, to ensure that psychological work starts 

immediately upon arrival to the inpatient programme alongside nutritional treat-

ment. In traditional treatment approaches it is common to wait until nutritional 

status has improved, given that cognitive functioning is limited when patients are 

in the severe range of BMI 10.5–15.00. Thus most of the individual talking ther-

apies are delivered when patients are in the weight-restored stage. However, given 

that anorexia is an ego syntonic disorder (patients often identify with the illness 

and feel a sense of achievement and control from it), by the time weight is restored, 

the chances of therapeutic engagement and motivation for psychological treatment 

are pretty low. It seems to us that cognitive remediation in both the individual and 

group formats bridges this gap and helps patients to start psychological work early 

on in the treatment programme. This is due to the nature of CRT; both patients and 

clinicians from our qualitative study mention that it is fun, easy to engage with, has 

a focus away from eating and disorder-related symptoms, and yet is still relevant 

for the recovery journey. With regard to content, the main focus of the group is tar-

geting cognition; in particular, awareness of cognitive infl exibility and the absence 

of bigger picture thinking are the targets of this psychological treatment.  
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  Content of the group sessions 

  Session 1 – the brain, thinking styles and what research tells us about 
cognitive styles in eating disorders 

 Materials: paper, pens, fl ipchart and fl ipchart pens, laptop or computer, data pro-

jector, hand-outs, homework sheets and self-report questionnaires (outlined in the 

‘outcome measures’ section). 

  1.     Welcome to the group and ground rules 

 Group members are welcomed and a few minutes are spent discussing general 

ground rules for group attendance such as respect, time keeping and confi dential-

ity. The group members are asked if they would like to keep the six sessions open 

or closed to new members. In most cases group members request closed groups 

and as facilitators we have discovered that this does indeed allow for greater con-

tinuity between sessions. Outcome measures should also be administered at the 

start of the session, for auditing purposes and the detection of cognitive and psy-

chological changes over time.  

  2.     Introduction to CRT 

 Group facilitators normally give a brief explanation of the basis of the group in the 

same way as one would introduce individual CRT sessions to a patient. It should 

be emphasised that the sessions are designed to be interactive and not necessarily 

focused on eating, weight and shape; for example :   

  The idea behind this group is to help people  think  about  thinking . In everyday 

life we don’t often stop and think about  how  we think – we tend to do the 

things the same way day in day out without really thinking about it – like we 

are on autopilot. Our brains get used to these ways of thinking and this means 

we often fi nd it diffi cult to adapt when we need to. 

 The idea of this group is for us to do some games and puzzles that will help 

us to identify our thinking strategies in everyday life and explore whether 

there might be alternative ways of doing things.  

  A short task at the beginning of the session can provide a simple demonstration of 

the ideas behind the group and act as an ice breaker.  

  3.     Handwriting task 

 Group members are given a sheet of paper and a pen and asked to write their 

name with their dominant hand. They are then asked to do the same but with their 

non-dominant hand. Facilitators can do the same so as to demonstrate the interac-

tive nature of the group and to engage participants in the process. Group members 

are then asked if they would like to share their writing with the rest of the group 
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and discuss how it felt to write with their non-dominant hand. Facilitators can 

share their experiences too. 

 The aim of the exercise is to demonstrate how we all have certain ways of doing 

things which feel comfortable and that most of our everyday habits are automatic. 

However, the exercise shows us that although we all fi nd it diffi cult to do things 

another way, our brains will allow us to do so and with practice it should become 

easier. 

 After this exercise it is easy to introduce the brain plasticity idea, i.e. how we 

can develop new pathways and areas of the brain through practice and being aware 

of our cognitive styles. We often use examples from the research literature, such 

as how the working memory of taxi drivers becomes very effi cient and how well 

their hippocampus develops; we also talk about musicians developing different 

brain structures depending on what instrument they play.  

  4.     Psycho-educational fi lm clip 

 We found in the fi rst session (depending on the motivation and severity of the 

group) that patients are interested in learning about what is known from the research 

evidence on how anorexia affects the brain. There is a piece of psycho-educational 

material which sheds light on this and can be shown when access to PowerPoint 

and the Internet is possible during the session:

   http://bodybrain.com.au/info/sites/default/fi les/Brain%20for%20Kids_0.pdf   

  This short fi lm serves as a basis for interesting discussions.  

  5.     Brain atlas/hand-out 

 If the group takes place in a room where these facilities are not available then we 

use stories and interesting/engaging materials illustrating the brain plasticity idea 

and how different parts of the brain can be trained and developed through practis-

ing and exerting brain function. We often present a brain atlas or hand-out with 

some comments, for example:

  There are special parts of our brain that are responsible for what we call 

‘executive functioning’ (like a big boss organising his workers!) 

 Planning, organising, problem-solving and self-control (if you fi nd these 

things diffi cult, you may fi nd that you’re late for sessions, often act before 

thinking, forget to do things …). 

 We mainly use our frontal lobes (at the top/front of the brain) when we’re 

doing these things.  

  The brain is the hungriest organ in the body and in order to function it needs 

between 500 and 800 kcal. Often we discuss the Minnesota starvation experi-

ments and what we know about the consequences of chronic food deprivation.  
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  6.     Planning homework 

 For homework, participants can explore the benefi ts of cognitive exercises and 

learn how we can change/train our brains. 

 In the session we also mention the benefi ts of fl exible thinking; even if some 

people think they are fl exible they can still think about how useful this skill is in 

the general context. 

 Dr Spencer Johnson’s book  Who Moved My Cheese  is a manageable sized book 

to read for homework and discuss in the next session.   

  Session 2 – bigger picture thinking 

 Materials: paper, pens, fl ipchart and fl ipchart pens, laptop or computer, data pro-

jector, hand-outs and homework sheets. 

  1.     Summary of the previous session and refl ection on homework 

 This session starts with a brief reminder from Session 1 and thinking about how 

people think when they are at the most severe stage of illness compared to when 

they are in a better nutritional state. Group members who have attempted a home-

work challenge are encouraged to share their experiences. 

 Almost all groups comment that attention is very much affected when in the 

starved state. As an ice breaker the group can be shown the following clip, which 

provides good material to start thinking and discussion about how awareness 

alters perception and attention:

   http://www.youtube.com/watch?v=IGQmdoK_ZfY   

  We endeavour to keep CRT sessions balanced between specifi c and concrete 

materials, role plays and games, and refl ection and discussion. In the group setting 

we encourage DOING, then REFLECTING and planning homework. 

 In the second session the theme is about trying to see the ‘wood for trees’, and 

after group members participate in an exercise which targets this, we move to the 

discussion and behavioural experiments.  

  2.     Describing task in pairs 

 Group members are asked to get into pairs and each is given a hand-out containing 

a set of line drawings of simple and more complex shapes (see  Figures 3.2  and 

 3.3  for examples), and some blank paper and pens. It should be ensured that each 

participant has a different hand-out from their partner.     

 They are then instructed to take it in turns to choose a fi gure from their hand-out, 

without showing it to their partner, and describe it to them so that they can draw it. 

A facilitator should pair up with a participant if there are odd numbers. 

 This task should take about ten minutes or long enough so that each member of 

a pair has described and drawn at least one of the shapes. 
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  EXAMPLE FIGURES FOR THE DESCRIBING TASK  

  REFLECTIONS 

 The facilitators can then ask the group for observations and refl ections on the task 

to elicit discussion on detail-focused vs bigger picture thinking and the pros and 

cons of these, for example: 

•   How did people fi nd it?  

 •   Was it easy or diffi cult? Was it easier to draw or describe?  

 •   What strategies seemed to help?  

 •   How might you have done it differently?  

 Figure 3.2      Describing task fi gure  

 Figure 3.3      Describing task fi gure  
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 •   Which thinking styles were you using during this task?  

 •   In which alternative ways could you approach this task?  

 •   What are the advantages/disadvantages of these approaches?  

 •   When do we need to use these thinking styles in everyday life?  

•   Can these thinking styles cause problems ever?      

  3.     Planning homework 

 The session ends with some optional homework challenges. These should be 

introduced a few minutes before the end and a hand-out with suggested ideas can 

be provided (for a copy of the Homework Challenges see below). Participants are 

encouraged to try a  small  challenge for homework which should be treated as a 

personal experiment. The aim is not for participants to confront major diffi culties 

associated with their eating disorder, but merely to practise simple tasks with the 

view of raising their awareness of their thinking styles and increasing their confi -

dence in their own ability to change.    

  Flexibility group – homework challenges 

 Before the next group session, see if you can try one or two of these challenges. 

 Try to choose one that may be something you would not normally do, or that is 

different to how you would normally do it… 

 These challenges may help to break a rigid routine you have (e.g. tidying your 

room), or may help to break a rigid thinking pattern (e.g. worrying about the 

dining room).   

•   Get up or go to bed at a different time – maybe try not to set your alarm if 

there isn’t something you need to get up for.  

 •   Read a different magazine from usual.  

 •   Watch a fi lm or an episode of a TV show you haven’t seen before.  

 •   Use a different shampoo or shower gel.  

 •   Style your hair in a different way.  

 •   Listen to a different radio station.  

 •   Try not to make your bed fi rst thing in the morning – maybe try and leave it 

until later in the day or before you go to bed.  

 •   Change where you sit in the lounge.  

 •   Borrow a CD from someone else.  

 •   Take a different route on a journey you are used to taking.  

 •   Try a different colour eye shadow or lip gloss.  

 •   Play a game of cards/board game.  

 •   Change the time on your phone to 24hr or 12hr.  

 •   Read a chapter in a book.  

 •   Leave the house/room untidy when you go out and tidy up later.  

•   Choose a new ringtone on your phone.   
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 Or choose your own  little  challenge that means something to you. 

 Let us know how it went. 

  Session 3 – switching 

 Materials: fl ipchart, fl ipchart pens, hand-outs and homework sheets. 

  1.     Summary of the previous session and refl ection on homework 

 Group members are asked if they can provide a summary of the previous session 

and what they learnt. Group members who have attempted a homework challenge 

are encouraged to share their experiences.  

  2.     Illusions task 

 Visual illusions can be blown up and displayed on a fl ip chart, or they can be given 

as hand-outs if this is not possible. Around four or fi ve illusions can be used in one 

session. The facilitators should encourage a discussion on each illusion, asking 

group members what they can see – this task is a good way to promote interaction 

between different group members coming to the board to point out different parts 

of the picture. 

 Following this, the group are then asked to refl ect on what the task tells us about 

our ways of thinking, for example: 

•   What did people notice fi rst? The bigger parts or the smaller parts?  

 •   Could group members see the different perspectives?  

 •   When do we need to be able to switch in everyday life?  

 •   Is it hard sometimes to see things from another point of view?  

•   Do people fi nd it hard to switch from their normal routines and habits? Any 

examples?     

  3.     Planning homework 

 The session ends with the planning of homework. The list of homework chal-

lenges may be used again for those who have not tried one, but for others it may 

be appropriate to plan a more personal challenge within the session. The facilita-

tors should try to discourage unrealistic goals to avoid the possibility of feelings 

of failure.   

  Session 4 – multitasking 

 Materials: fl ipchart, fl ipchart pens, packs of playing cards and homework sheets. 
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  1.     Summary of the previous session and refl ection on homework 

 As with the previous sessions, begin with a reminder of the topics from the pre-

vious session and feedback from group members who attempted homework 

challenges.  

  2.     Rub tummy/pat head 

 Ask group members to rub their tummy and pat their head at the same time (facili-

tators typically join in). Then ask group members to switch to rubbing their head 

and patting their tummy. Ask the group how easy or diffi cult they found the task. 

 Facilitators can then explain that this task is a short, easy way to demonstrate 

how our brains fi nd it diffi cult to manage two things at once, especially when they 

are done in a way that we are not used to.  

  3.     Card game task 

 The aim of this task is to practise multitasking further. Group members are asked 

to get into pairs; facilitators may pair up with participants if there is an odd num-

ber in the group. Each pair is given a pack of playing cards and asked to play snap 

with one another, awaiting further instructions. After group members have been 

playing for a few minutes, facilitators should then ask them to carry on playing 

snap but at the same time to take it in turns to describe their favourite fi lm to each 

other. Allow group members to continue with this for a few minutes before com-

mencing discussion about the task. 

 Refl ections should elicit discussion on why the task was diffi cult, and how 

group members manage multitasking in everyday life, for example: 

•   How did everyone fi nd the task?  

 •   When did it become harder?  

 •   Which skills do we need to be able to do both the card game and the 

discussion?  

•   When do we need to do this in everyday life? When is it diffi cult?     

  4.     Planning homework 

 More personal challenges can be encouraged, this time they may focus on prac-

tising multi-tasking if this has been identifi ed as a particular problem; otherwise 

the focus can remain on practising fl exibility in everyday activities and routines.   

  Session 5 – summary and refl ections 

 Materials: fl ipchart, fl ipchart pens, occupations written on postcards/post-it notes, 

hand-outs and homework sheets. 
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  1.     Summary of the previous session and refl ection on homework 

 As before, the group begins with a summary of what was covered in the previous 

session and a discussion about the homework. 

 The aim of the fi nal session is to summarise and consolidate what has been cov-

ered in the previous sessions and to think about how group members can take what 

they have learned forward. Facilitators can ask the group members if they remem-

ber the four different thinking styles that have been covered in the sessions: ‘ detail 
focused thinking ’, ‘ bigger picture thinking ’, ‘ switching ’  and  ‘ multi-tasking ’. 

 The following task allows group members to refl ect on some of those different 

strategies.  

  2.     Occupations task 

 This task allows group members to explore four different thinking styles (‘ fl ex-
ible ’, ‘ focused ’, ‘ detailed ’ and ‘ bigger picture ’) and when they would be useful in 

everyday life. The overall aim is for patients to conclude that no particular think-

ing style is best; but it helps if we can have skills in all four thinking styles as they 

are all needed at different times in life. 

 Different occupations are written on postcards or post-it notes in preparation 

for the session, for example: brain surgeon, teacher, dinner lady, architect, student, 

editor, builder, chef. 

 To begin the task, four thinking styles are written in the four corners of a fl ip-

chart sheet ( Figure 3.4 ). The group members are then instructed to place the differ-

ent occupations on the fl ip chart under the skill they would use most. Discussion 

over the occupational skills used by each one is encouraged until an agreement is 

reached over where each occupation should be placed. For example, an architect 

might need to take a bigger picture approach when looking at the building he is 

planning as a whole and how it will fi t into its environment, but he also needs to 

take a detailed approach when drawing the very minute and complex parts of the 

plans. In this example, the architect may then be placed somewhere between the 

bigger picture and detailed points on the fl ip chart.  

 Discussions often conclude that several of the occupations use a variety of skills 

and can be placed in the middle of the fl ip chart or in between two of the skills. 

After all of the occupations are sorted on the fl ip chart, the facilitators should gen-

erate a discussion on what the group can conclude from this task about the think-

ing skills covered in these sessions. As mentioned previously, this allows group 

members to come to some useful conclusions about thinking skills, for example: 

•   Everyone needs a combination of all the thinking skills.  

 •   Some people have strengths in some of the skills more than in others.  

•   If we can practise having all of the skills in our thinking ‘repertoire’ then we 

are more likely to be able to handle different situations in life.      
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  Occupations task – an example 

  2.     Proverbs and sayings 

 The aim of the fi nal task is to provide some motivational messages for the group 

to discuss in the session. Proverbs and sayings that capture the aims and themes 

of the group sessions are presented to the group and provided on a hand-out (an 

example of the proverbs and sayings hand-out is provided below). Facilitators 

should encourage a discussion on these sayings and on how group members feel 

about the end of the group, for example: 

•   Do any of these sayings particularly stand out to anyone?  

 •   Does anyone have a favourite?  

 •   Does anyone have any other examples that are not on the list?  

 •   Do any of them really summarise what this group has meant?  

•   Can everyone share the main message they will take from this group and how 

they will take it forward.      

FLEXIBLE

BIGGER PICTURE

FOCUSED

DETAIL FOCUSED

Manager Judge

Businessperson

Architect

Therapist

Proof-reader

Lab technician Brain surgeon
Student

Builder
Teacher

 Figure 3.4      Occupations task example diagram  
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  Proverbs and sayings – some examples   

  Nothing ventured, nothing gained.  

  Short words are best and the old words when short are best of all.  

  You will never get to the end of the journey if you stop to shy a stone at every 

dog that barks.  

  Never stand so high upon a principle that you cannot lower it to suit the 

circumstances.  

  Diffi culties mastered are opportunities won.  

  Criticism is easy; achievement is diffi cult.  

  A picture is a worth a thousand words.  

  Actions speak louder than words.  

  All work and no play makes Jack a dull boy.  

  Habit is second nature.     

  Session 6 – mind maps, the meaning of life and the bigger picture of 
recovery 

 Materials:  paper, pens, fl ipchart and fl ipchart pens, homework sheets, and 

self-report questionnaires. 

 The main objective of this fi nal session is to bring together what was covered 

over the course of the previous group sessions. To help with this, the group mem-

bers are introduced to three useful tools: mind maps, the recovery star and the 

professor’s lesson. 

  1.     Mind maps 

 Ask group members to think together and draw a mind map on the fl ip chart 

including ideas relating to the following questions: What was this group experi-

ence like? What was learned and experienced and what are the take-home mes-

sages? How can this knowledge be consolidated in real life?       

  2.     Outcome measures 

 Outcome measures should be administered at the end of the session, for auditing 

purposes and the detection of cognitive and psychological changes over time.   

  Outcome measures we use in the group format of CRT 

 We administer self-report outcome measures before the fi rst and after the last ses-

sion of this group. The measures for the fi nal session include a feedback question-

naire. Verbal feedback can also be sought at the end of the group. 

 When deciding on appropriate outcome measures for evaluating this pilot, the 

team were mindful of choosing measures which would refl ect change in the areas 
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on which the group focused, whilst remaining practical to administer in the ses-

sion. Neuropsychological assessment was not possible mainly due to the lack of 

resources. 

 To measure the development of cognitive skills, the Cognitive Flexibility Scale 

(CFS; Martin and Rubin,  1995 ) was the only brief measure we were able to fi nd 

when we started to evaluate CRT groups. The CFS assesses participants’ per-

ceptions of the options and alternatives available to them in everyday situations. 

Higher scores represent greater cognitive fl exibility. The authors found a mean 

score of 54.1 in a healthy population (Martin and Rubin,  1995 ). In our early work 

(e.g. Genders and Tchanturia,  2010  ; Lounes  et  al .,  2011 ) we reported results 

using this questionnaire, but we are increasingly using the DFlex questionnaire 

(Roberts  et al .,  2011 ), because this measure captures both fl exibility and ‘bigger 

picture’ thinking, and has now been validated. 

 We also use the motivational ruler which asks group members to rate on a scale 

of 0 to 10 how important it is to change and how confi dent they are in their ability to 

change. Please see  Table 3.2  for outcome data from the Flexibility group pilot work. 
   

 In addition, we give participants a self-designed feedback form on the last ses-

sion. This feedback form asks group members to rate on a Likert scale of 1 to 5 

how much they enjoyed the sessions, how useful the sessions were and whether 

they felt they have learnt any new skills. There are also two open-ended questions 

I am writing and
rewriting my essays

and xmas cards
excessively.

Flexibility group

It will be good to think about the ‘Who
moved my cheese’ story..
I can explore and think about this...

A collage is a good idea, I will forget all
these discussions but having my motto
in my room will be good...

Being flexible saves
time and can be fun.

It was interesting to hear about
calories and the brain.

Thinking about
thinking styles;

different professions
differ in styles.

 Figure 3.5      Group ‘mind map’ example  
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40 K. Tchanturia and E. Doris

that ask participants what they liked most about the sessions and what could be 

improved. 

 As can be seen in the other chapters, we try to use the motivational ruler and 

feedback questionnaire with most of the groups.  

  Group members’ feedback from the pilot work 

 When asked what participants liked most about the sessions, 65 per cent men-

tioned that being able to talk and share experiences was helpful. They also men-

tioned liking the approach of using practical tasks to demonstrate thinking and 

behavioural styles. The educational aspects of the sessions, i.e. learning about 

thinking styles and the brain, were also cited as being useful. Four participants 

also mentioned fi nding the homework in between sessions helpful for practising 

new ways of approaching everyday activities. 

 Only some of the participants suggested something that could be improved. 

Half of them said that they would like more sessions and further practice at the 

skills covered in the sessions, while two participants mentioned the benefi ts of 

having individual CRT sessions in addition to the group, and the remaining par-

ticipants said that nothing could be improved. 

 Some quotes from patients’ feedback forms after the pilot CRT groups are 

presented in  Table 3.3 . The purpose of this snapshot illustration is to help cli-

nicians who will be running the groups to plan and learn from earlier patient 

experiences.  
  

 Patient feedback following the CRT groups was organised into themes after 

qualitative analysis by one of KT’s students (please see  Table 3.4 ). 
   

 Feedback from patients and clinicians helps us to refl ect on every group we 

have in the inpatient programme. We review groups once every year and try to 

synthesise outcomes and qualitative feedback from patients and the clinical team 

in order to make the appropriate changes. Here we have highlighted some recom-

mendations which we either have already implemented or will be implementing 

in our future work. 

 Table 3.2      Outcome data from the ‘Flexibility group’ pilot work  

 N (% 
sample) 

 Pre-
intervention 

 Post-
intervention 

  p    Effect 
size  

 Flexibility  BMI  97 (100)  15.7 (2.06)  16.1 (1.91)  <0.001**  0.20 
 CFS  69 (71)  44.3 (8.88)  46.0 (8.55)  0.09  0.20 
 MR – I  73 (76)  7.85 (2.42)  8.03 (2.21)  0.45  0.08 
 MR – A  73 (76)  4.86 (2.58)  5.58 (2.70)  0.02  0.27 
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 Table 3.4      Themes emerging from patient feedback 

 Sparrow,  2014  MSc dissertation    

  What did you enjoy most about the sessions?  

   Themes within patients’ qualitative responses      Frequency   

 Enjoyed the size and the relaxed atmosphere of the group as it made 
it easy to speak up and enjoyed sharing thoughts and feelings with 
others 

 22 (36%) 

 Enjoyed the light-hearted practical activities and games as they 
demonstrated how to use the skills in everyday situations and could 
lead to thought-provoking and deeper refl ection and discussions 

 21 (34.4%) 

 Enjoyed learning to understand different thinking styles and strategies 
and gaining a greater understanding of why I do certain things in a 
certain way and why I fi nd certain things diffi cult 

 7 (11.5%) 

 Felt it was not too pressurised/formal/invasive  7 (11.5%) 
 Enjoyed learning new skills and how to adopt new coping mechanisms 

and learning alternative ways of looking at situations 
 6 (9.8%) 

 Felt it was motivating/encouraging/rewarding as the focus was on what 
can be changed now 

 5 (8.2%) 

 Enjoyed animated and interactive group discussions rather than just 
listening to the group facilitator 

 5 (8.2%) 

 Enjoyed the challenge of thinking fl exibly and thinking about the 
practicality of introducing more fl exibility into my everyday life more 
and more 

 5 (8.2%) 

 Found the group fun and interesting, that it was different to other 
groups 

 4 (6.6%) 

 Enjoyed learning how to see the bigger picture  3 (4.9%) 
 Group facilitators were very knowledgeable and understanding.  3 (4.9%) 
 Liked the fact that the group was planned but the facilitators were 

also open to change – things which patients found helpful could be 
discussed which were not originally planned for the session 

 2 (3.3%) 

 Useful to identifying little things which you could change to begin with 
and learning how making slight adjustments to your routine can be 
OK 

 2 (3.3%) 

 Focusing on the positive aspects of everyday experiences and the 
positive affi rmations hand-out 

 2 (3.3%) 

 Thought that it was helpful that the group was conducted or facilitated 
during rest period 

 1 (1.6%) 

 Enjoyed that the group was not focused around food  1 (1.6%) 

  How can we improve sessions?  

   Themes within patients’ qualitative responses      Frequency   

 Would like more sessions/more frequent sessions/a more frequent 
rotation of the group 

 17 (32%) 

 Would like more tasks such as the ‘seeing two pictures in one’ task and 
more activities/games 

 7 (13.2%) 

 Would like more help with applying skills to real life and more practical 
solutions and tools 

 7 (13.2%) 

 Nothing comes to mind to improve  5 (9.4%) 
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  Summary of the individual vs group CRT differences 

 Both formats follow CRT principles; for more details see Tchanturia  et  al . 
( 2013 ,  2014 ) and:  http://www.national.slam.nhs.uk/wp-content/uploads/2014/03/

Cognitive-remediation-therapy-for-Anorexia-Nervosa-Kate-Tchantura.pdf . 

 Additionally, please see  Table 3.5 . 
   

 KT: I think that at least one group therapist needs to have solid clinical experi-

ence in order to be able to facilitate a group and contain the group processes in the 

best possible way. The main challenge with this group is to balance group member 

contribution, i.e. to make sure that the more talkative members do not take over 

the majority of the space in the group; to avoid competition and encourage col-

laboration and sharing; and to deal with criticism and turn it into curiosity. Group 

exercises are designed to help therapists go back to the specifi cs of the task/role 

play and bring the focus of the work onto cognitive styles.    

  Recommendations for improvement and suggestions on how 
to run this group   

•   Our clinical observation, which was supported by patients’ feedback, told 

us that the original amount of four group sessions was a very small dose and 

that it would be more appropriate to run the group in a six-session format for 

adults (in the  next chapter  you will see that in the adolescent part of the clinic 

we are running eight sessions).  

 •   In the context of our inpatient programme it is practical to run groups once 

per week (this frequency can be adapted depending on the clinical setting).  

 Would like a wider variety of tasks and more varied group content so 
that people repeating the group do not fi nd it boring 

 5 (9.4%) 

 Would like a handbook or more resources/hand-outs to take away 
with useful tips and practical tasks 

 4 (7.5%) 

 Would like to work on the ideas raised in the group individually with a 
therapist/more work on specifi c individual issues 

 3 (5.6%) 

 Would like more discussion about how infl exible thinking can impact 
on your life and more discussion on why we need to change and 
how to change and be more fl exible 

 3 (5.6%) 

 Feel that more patients should attend as they would benefi t from it  3 (5.6%) 
 Would like to discuss patients’ experiences more, e.g. when we are 

paying too much attention to detail and how we could have changed 
in that situation 

 3 (5.6%) 

 More suggestions to try outside of the group and more homework  3 (5.6%) 
 Would like more deep and interesting group discussions and would like 

more people to get involved 
 2 (3.8%) 

 Would like to be set goals each week  2 (3.8%) 
 Would like more of a balance between games and discussions  1 (1.9%) 
 More solid ideas about fl exibility and ways to be fl exible  1 (1.9%) 

Table 3.4 (cont.)
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 •   The 45-minute session length is preferred in the ward setting (one of the rea-

sons for this is that due to patients being very underweight it can be diffi cult 

for them to maintain concentration for longer than this). In the day care con-

text one hour is suitable. We believe that small modifi cations are necessary 

depending on the context of the clinical setting.  

 •   While it is important to connect sessions and recap on the previous session 

for the fi rst few minutes, we endeavour to keep sessions as standalone and 

ensure that they each tap into fl exibility and bigger picture thinking, as well 

as having relevance to functioning/recovery.  

 •   It is important to have a balance between ‘doing’ and ‘thinking’ activities.  

 •   Ten minutes for planning before group meetings and group debriefi ng are 

necessary.  

 •   Weekly supervision for therapists running each group including CRT.  

 •   When you add or create a new exercise it is important to ensure that it fi ts 

the purpose of tapping into thinking styles and the bigger picture of recovery. 

Supervision and refl ective time after the groups help to keep ‘innovations’ 

on track and prevent deviation from the theoretical framework and the main 

aims of this work.  

 •   Outcome measures:  we have validated the Detail and Flexibility (DFlex; 

Roberts  et al .,  2011 ) questionnaire and although it has not yet been formally 

used in the group evaluation, we would like to administer it at the beginning 

and end of the CRT group because it taps into both fl exibility and bigger 

 Table 3.5      Summary of the results from a qualitative study conducted by Lounes ( 2014 ), 
assessing feedback from 11 therapists who had been trained to deliver both individual 
and group CRT  

 Individual CRT  Group CRT 

 • tailoring the work to the individual 
 • the benefi t of creativity with the tasks to 

suit each individual patient 
 • the therapist modelling fl exibility in the 

sessions, for example with the use of 
the tasks 

 • therapists recognising the variations 
in delivering CRT, mainly due to 
individualisation and therapist style 

 • working from the manual is seen as both 
an advantage and as restrictive: it is a 
helpful tool however it can be restrictive, 
mainly in terms of what can be explored 
within the structure 

 • therapists felt it may be safer for patients 
to open up in an individual setting 

 • patients can learn from others and share 
the work with others, thus also getting 
support with tasks in the session and 
with homework 

 • the group can allow patients to discuss 
their thinking styles, thus normalising 
some of their experiences 

 • the group can be an additional 
opportunity for patients to experience 
social activities and can boost 
self-esteem 

 • therapists commented on the inevitable 
comparison to others in the group and 
the competitive aspects 

 • therapists have to manage group 
dynamics and processes which can be 
diffi cult 

 • less individual tailoring or focus is 
possible in the group 
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picture thinking. This measure has been published and validated and will be 

easy to implement from now on.  

•   This is work in progress, but hopefully the self-report measures and qualita-

tive evaluations will help to gather further evidence.     

  Additional materials and group exercises 

 1. Ice breaker:  ‘Brain clip’  http://bodybrain.com.au/info/sites/default/fi les/

Brain%20for%20Kids_0.pdf  

 Discuss how the clip relates to the brain, what we know about the brain in terms 

of laying down new neural networks when we do new things, and how this helps 

us to think about things from different perspectives. 

        Initials………… Date……..  
   Group Feedback Questionnaire   

  1. Name of group…………………………………………………………  

  2. How many sessions did you attend? ………………  

  3. How much did you enjoy these sessions?  

 Did not       Quite   Really enjoyed 

 enjoy at all   enjoyed 

 ____________________________________________________________ 

  1  2  3  4  5  

  4. How useful were these sessions?  

 Not useful   Quite    Really 

 at all       useful   useful 

 ____________________________________________________________ 

  1  2  3  4  5  

  5.  Have you used any new thinking skills or strategies as a result of what 
you learnt in the group?  

 No, none   Some   Yes, lots 

 ____________________________________________________________ 

  1  2  3  4  5  

  6.  What did you think about the length of the group (i.e. number of weeks)? 
Was this too long, too short or appropriate?  

 Too short  Just right  Too long 

 ____________________________________________________________ 

  1  2  3  4  5  

  7. What did you like the most about the sessions?  

 ……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

………………….….….…. 
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  8.  Please give your ideas about how we could improve the group in the 
future:  

 ……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

……………………………………………………………………………………

………………….… 

  9. What other groups have you attended on the ward?  

 ……………………………………………………………………………………

………………………………………………….….….….….….….….….….….

….….….….….….….. 

  10.  Are there any new groups you would like introduced into the 
programme?  

 ……………………………………………………………………………………

……………………………………………………………………………………

…………………………………………………………………………….  

  Acknowledgements 

 Kate would like to thank her students Naima Lounes, Katherine Sparrow and 

Rebecca Genders, as well as our colleagues from the South London and Maudsley 

NHS Foundation Trust Eating Disorders Adult National Service for their support, 

ideas and valuable input in the development of this group protocol as well as prac-

tical input in its implementation. 

 This work was supported by the NIHR Biomedical Research Centre for 

Mental Health, South London and Maudsley NHS Foundation Trust, the Institute 

of Psychiatry, King’s College London, and by an NIHR Programme Grant for 

Applied Research (Reference number RP-PG-0606-1043). The views expressed 

herein are not necessarily those of the NHS, NIHR or the Department of Health. 

We are grateful to the Swiss Anorexia Foundation for funding awarded in 2014.   

   Bibliography 

    Bulik ,  C.   ( 2014 ).  The challenges of treating anorexia nervosa .  The Lancet ,  383 ( 9912 ), 

 105–106 .  

  Cognitive Remediation for Eating and Weight Disorders ( 2014 )  Clinical manual cognitive 
remediation for anorexia nervosa , K. Tchanturia (ed.).  London :  Routledge.   

    Genders ,  R.   and   Tchanturia ,  K.   ( 2010 ).  Cognitive Remediation Therapy (CRT) for anor-

exia in group format: A pilot study .  Eating and Weight Disorders ,  15 ( 4 ),  234–239 .  

    Johnson ,  S.   ( 1999 ).  Who moved my cheese?   London :  Vermilion .  

    Lounes ,  N.   ( 2014 ).  Cognitive Remediation Therapy in anorexia nervosa: Patients’ neuro-

psychological and self-report outcomes and therapist qualitative feedback . Clinical 

Doctoral Thesis.  

    Lounes ,  N.   and   Tchanturia ,  K.   ( 2015 ). Clinicians’ experience of cognitive remediation 

therapy:  A  qualitative study. In K.  Tchanturia (ed.),  Cognitive Remediation Therapy 
(CRT) for Eating Disorders  (pp. 62–79). East Sussex: Routledge.  

9781138848887c03_p26-50.indd   499781138848887c03_p26-50.indd   49 3/12/2015   6:19:51 AM3/12/2015   6:19:51 AM



50 K. Tchanturia and E. Doris

    Lounes ,  N.  ,   Khan ,  G.   and   Tchanturia ,  K.   ( 2011 ).  Assessment of cognitive fl exibility in 

anorexia nervosa: Self-report or experimental measure? A brief report .  Journal of the 
International Neuropsychological Society ,  17 ( 5 ),  925–928 .  

    Martin ,  M. M.   and   Rubin ,  R. B.   ( 1995 ).  A new measure of cognitive fl exibility . 

 Psychological Reports ,  76 ( 2 ),  623–626 .  

    Miller ,  W. R.   and   Rollnick ,  S.   ( 2002 ).  Motivational interviewing:  preparing people for 
change  (2nd edition).  New  York :   Guilford Press .  http://www.national.slam.nhs.uk/

wp-content/uploads/2014/03/Cognitive-remediation-therapy-for-Anorexia-Nervosa-K

ate-Tchantura.pdf   

    Roberts ,  M.  ,   Barthel ,  S.  ,   Tchanturia ,  K.  ,   Lopez ,  C.   and   Treasure ,  J.   ( 2011 ).  Development 

and validation of the detail and fl exibility questionnaire (DFlex) in eating disorders . 

 Eating Behaviours ,  12 ( 3 ),  168–174.   

    Sparrow ,  K.   ( 2014 ). Qualitative assessment of inpatient group programme. MSc dissertation.  

    Sparrow ,  K.   and   Smith ,  E.   ( 2015 ). Cognitive remediation therapy (CRT) for anorexia in 

group format: An evaluation from adult population. In K. Tchanturia (ed.),  Cognitive 
Remediation Therapy (CRT) for Eating Disorders  (pp.  46–61 ). East Sussex: Routledge.  

    Tchanturia ,  K.  ,   Lloyd ,  S.   and   Lang ,  K.   ( 2013 ).  Cognitive remediation in eating disorders . 

 International Journal of Eating Disorders, Special Issue ,  46 ( 5 ),  492–496 .  

    Tchanturia ,  K.  ,   Lounes ,  N.   and   Holttum ,  S.   ( 2014 ).  Cognitive remediation in anorexia ner-

vosa and related conditions: A systematic review .  European Eating Disorders Review , 

 22 ( 6 ),  454–462 .      

9781138848887c03_p26-50.indd   509781138848887c03_p26-50.indd   50 3/12/2015   6:19:51 AM3/12/2015   6:19:51 AM



        Chapter 4 

 Group cognitive remediation therapy 
format for adolescents    

    Zoe   Maiden    ,     Laura   Baker    ,     Jonathan   Espie    ,     Mima   Simic    
 and     Kate   Tchanturia     

   Context and development 

 The following child and adolescent treatment programme was designed and 

developed within the South London and Maudsley (SLaM) Intensive Treatment 

Programme (ITP). This is part of the wider National and Specialist Child and 

Adolescent Eating Disorder Service (CAEDS). The ITP was set up in September 

2010 for young people with anorexia nervosa (AN) or eating disorder not other-

wise specifi ed restrictive type (EDNOS-R), who require more intensive support 

than outpatient care and as an alternative to inpatient admission. The ITP aims to 

increase a young person’s motivation for recovery, establish a regular and more 

fl exible eating pattern, achieve consistent weight gain and/or maintenance, treat 

maintaining factors of the disorder and foster reintegration to school and with peer 

group. The programme also aims to disseminate skills to parents that can help 

them in meal supervision of the young person at home. 

 ITP is a day patient programme that runs from Monday to Friday, for up to 

eight young people each day. Young people usually attend the programme for fi ve 

days initially and this is gradually reduced as they reintegrate back to school. If 

young people attend the programme for fi ve days they receive ten hours of educa-

tion per week. They are also given one individual therapy session per week for 

goal setting and motivational work, in addition to twice weekly family reviews 

with their parents and weekly parents’ skills group. Work with families is based 

on the principles of Family Therapy for Anorexia Nervosa (FT-AN) that has been 

developed in our service. Regular physical monitoring, including weight and 

physical observations, is also provided. 

 Young people attend a variety of therapeutic groups based on cognitive behav-

iour therapy (CBT), dialectical behaviour therapy (DBT) including mindful-

ness, motivational interviewing (MI), mentalisation based art psychotherapy and 

cognitive remediation therapy (CRT) and yoga. The group programme aims to 

target maintaining factors of the illness. The CRT group was adapted from the 

adult group protocol and similarly was named the ‘Flexible Thinking’ group. For 

details see  Chapter 3  on adult CRT groups, and our fi rst publication (Genders and 

Tchanturia,  2010 ). 
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 The adult group is based on neuropsychological data indicating that adults with 

AN have diffi culties with fl exibility of thinking and are overly concerned with fi ner 

details. It was introduced after encouraging results of the individual format of CRT 

(Tchanturia  et al .,  2008 ,  2013  for more information). Research into the neurocog-

nitive profi les of young people is still in its infancy and hence we are unsure if the 

same diffi culties are present in young people with AN (for the systematic review of 

the literature see Lang and Tchanturia,  2014 ; Lang  et al .,  2014 ). However, there is 

emerging evidence that at least some young people with AN share some premor-

bid temperament traits with adults with AN. These include increased inhibition, 

perfectionism and an infl exibility in thinking style. Also heightened attention to 

detail, and an exaggerated sensitivity to risk, mistakes and uncertainty were found. 

The CRT group described here aims to target these areas using various exercises 

which have been continuously developed to suit adolescent populations. Tasks 

are designed to promote interaction between group members and foster an active, 

fun-promoting, light-hearted atmosphere, which keeps young people engaged. At 

the same time care is taken in planning meetings and supervision to ensure that 

exercises tap into enhancing fl exibility and ‘bigger picture’ thinking. Every exer-

cise which was additional to those in the adult protocol (see  Chapter 3  for more 

details) was planned and discussed amongst the authors of this chapter. 

 In 2010/11 for 12 months, CRT was delivered as a ‘closed’ group treatment, 

where young people all started the group at the same time and had only four 

weekly sessions. However, the group protocol has since been developed to adapt 

to the ITP becoming a rolling programme and young people attending the pro-

gramme for two to three months. This has resulted in an ‘open’ group of eight ses-

sions, where young people join and leave at different times. At present, the group 

is run by two facilitators from the multidisciplinary team (e.g. principal or senior 

clinical psychologist, an assistant psychologist and clinical nurse specialist (ZM, 

LB, JE)). They receive regular supervision from the last author (KT), who devel-

oped the adult one-to-one and group protocols. Sessions 1–3 and 5–7 each target a 

specifi c cognitive skill (bigger picture thinking, switching or multi-tasking) while 

Session 4 and Session 8 are ‘summary’ sessions. The sessions run for 45 minutes 

and include a combination of ice-breakers, psychoeducation, group exercises that 

practise the targeted skill, refl ective discussions around the exercises, relating dif-

ferent thinking styles to real-life situations (including eating-related diffi culties) 

and setting and reviewing of homework tasks. Session plans are followed, speci-

fying what exercises are to be completed. However, we are also mindful of the 

combination of young people in the group each week and change the session plan 

if necessary (for example, to accommodate those who have already completed 

several sessions as well as newcomers). 

 Each session follows a similar structure. For full breakdown of each of our cur-

rent sessions, please see  Table 4.1 .    

  Ice-breaker (fi ve minutes)  

  Welcome new young people, explanation of why we do ‘Flexible Thinking’ 

(fi ve minutes)  
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  Review of homework (fi ve minutes)  

  Introduction to today’s session (fi ve minutes)  

  Exercise  1 followed by refl ective discussion/links with everyday life (ten 

minutes)  

  Exercise  2 followed by refl ective discussion/links with everyday life (ten 

minutes)  

  Homework setting (fi ve minutes)     

  Refl ective discussions 

 Following each exercise, facilitators ask guiding questions to generate a discus-

sion about what the young people just experienced, what they have learned from 

 Table 4.1      Session content  

 Session  Content 

 1 – Bigger Picture  Bigger picture ice-breaker (message to the moon), introduction 
to CRT, bigger picture tasks (geometric fi gures, Qwirkle and/
or Blokus), refl ections, homework (geometric fi gure) 

 2 – Switching  Switching ice-breaker (acting opposite), review of previous 
week’s homework, switching tasks (Stroop task in pairs, 
illusions task), refl ections, homework (one new behavioural 
task) 

 3 – Multi-tasking  Multi-tasking ice-breaker (multi-coloured ball game), review of 
previous week’s homework, multi-tasking activities (drawing 
invisible circles, drawing real infi nity signs, memory game), 
refl ections, homework (practise a specifi c example of 
multi-tasking in everyday life) 

 4 – Summary  Ice-breaker (buzz), review of previous week’s homework, 
summary of sessions so far, summarising task (adapted 
‘occupations’ task), homework (‘My Dream Job’ worksheet) 

 5 – Bigger Picture  Ice-breaker (zip zap boing), review of previous week’s 
homework, bigger picture tasks (‘how to’ text an alien, 
London landmarks), refl ections, homework (diffi cult meal 
time worksheet) 

 6 – Switching  Switching ice-breaker (splat), review of previous week’s 
homework, switching tasks (illusion cards, hand tapping 
game, switching in real life), homework (try as many 
behavioural tasks as you can) 

 7 – Multi-tasking  Multi-tasking ice-breaker (bip bap), review of previous week’s 
homework, multi-tasking tasks (play-dough and directions, 
active listening game), refl ections, homework (‘pros and cons 
of fl exible thinking’ worksheet) 

 8 – Summary  Ice-breaker (slap clap click click), review of previous week’s 
homework, summary of sessions so far, exercises for each 
targeted skill (bigger picture squares task, fi ner detail car 
task, twisted fairy-tale), team bigger picture vs team switch 
vs team multi-task, homework (fl exible thinking motto) 
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this and how they can use different skills to help them in different real-life situa-

tions. The choice and number of questions will depend on the exercise, the amount 

of prompting a group requires, and time restraints. A few examples of questions 

we might use are provided below: 

  1.     What did you think of the task?  

 •   Was it easy or hard?  

 •   Which parts of it did you fi nd particularly diffi cult?  

•   Why do you think we gave you this exercise?    

  2.     Did you use or develop any strategies to help you complete the task?  

•   Could you have done anything different?  

•   If we did the same task again, would you go about it in the same way?    

  3.     What does this task tell us about the way our/your brain works?  

•   Are you more likely to use one thinking style (e.g. fi ner detail) more than 

another (e.g. bigger picture)?    

  4.     How can we apply these skills to everyday life?  

•   Is this type of skill always helpful? When is it/isn’t this helpful?  

•   Do you think this skill is important to have in everyday life? If yes, why? 

If not, why do we think it’s important?     

 Further questions are asked based on our knowledge of the young people in the 

group at the time. For example, if we know a young person in the group is strug-

gling to think of the bigger picture in terms of her attendance at the ITP and what 

this means for her recovery, we may ask an open question about this to the group 

as a whole to generate discussion.  

  Ice-breakers 

 Ice-breakers were introduced to the group to set a light-hearted, interactive 

tone for the group. They also help to activate participants and get the group 

present-moment focussed. This can be particularly important after a diffi cult 

lunch time. The ice-breakers include one or more of the targeted thinking skills. 

Depending on the ice-breaker, one or both of the facilitators take part. 

  Body positioning game 

 Materials required: n/a 

 Young people are asked to spell out certain words, which could be seen from a 

birds-eye view, using only their bodies. This requires bigger picture thinking. 

All members of the group need to make up part or all of a letter and so effect-

ive communication and team-work are also required. The group members are 

asked to spell out words including ITP (in both upper and lower case), brain and 

fl exible.  
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  Do the opposite 

 Materials required: n/a 

 This is a simple game whereby young people have to do the opposite of what we 

ask them to. Examples include: 

•   put left hand out  

 •   stand on your right leg  

 •   sit down  

 •   jump in the air  

 •   look up  

•   look down.   

 As the game progresses the facilitator picks up speed and tries to catch people out. 

If a player does the wrong action they are out; the game continues until one person 

is left. This ice-breaker requires switching and concentration.  

  Buzz 

 Materials required: n/a 

 We have adapted the classic game of ‘Buzz’ to allow the practice of switching. 

The aim is to count, as a group, from the number 1 to the number 30. Each attempt 

to count to 30 becomes more challenging as a new rule is introduced and partici-

pants have to switch from using one to rule to another. 

 All group members stand in a circle and, going clockwise, take it in turn to say 

one number. For the fi rst attempt, multiples of 3 (e.g. 3, 6, 9, etc.) are replaced by 

saying the word ‘buzz’ (they do not say the number). Once the team has success-

fully reached 30, a new rule is introduced; multiples of 5 (e.g. 5, 10, 15, etc.) are 

replaced with a clap. Again, once the team has successfully reached 30 using both 

rules, a third rule is introduced. Multiples of 4 (e.g. 4, 8, 12, etc.) are replaced 

with a stamp. 

 As it can be seen the game has switching and multitasking components and 

requires concentration.  

  Multi-coloured ball game 

 Materials required: three different coloured balls 

 The group is asked to stand in a circle and throw a pink ball between participants 

in a certain order, so that the group is always throwing the ball to and catching 

from the same person. Once a pattern is established, facilitators ask that when 

a group member makes eye contact with the person they are about to throw the 
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ball to, they say the colour ‘green’. Once the group is used to this, an additional 

ball is introduced, an orange one, which they must call ‘pink’ and continue to 

throw two balls around the group simultaneously. A fi nal green ball is introduced 

which they must call ‘orange’, so all three balls are being thrown around the room 

with players saying colours which they are not. Generally only after many ses-

sions of practice can the group manage to keep the balls in play and call them by 

their ‘incorrect’ colours. This ice-breaker requires concentration, switching and 

multi-tasking.  

  Slap clap click click 

 Materials required: n/a 

 This is a fast-paced word association game which asks players to think of a word 

associated with the prior word said. This is played sat down. Facilitators lead by 

starting the group off with a steady rhythm by slapping their hands on their knees, 

followed by a clap, then clicking their right hand and then clicking their left hand. 

On each click a word is said. The fi rst click is the word that the previous person 

said. The second click is the ‘new’ word that is freely associated with it by that 

player. For example if the person starting the game says ‘sea’ the next person in 

the circle might say ‘sea’ on the fi rst click and ‘water’ on the second click. The 

next player might say ‘water, bottle’ and so on. Multi-tasking is required to talk 

and continue the rhythm simultaneously and switching is required for the word 

association. Being fl exible in general is also encouraged as young people have to 

fi nd associated words.   

  Bigger picture thinking exercises 

  Qwirkle 

 Materials required: Qwirkle board game 

 Qwirkle is a board game that can be easily purchased online. It is often described 

as a pictoral version of Scrabble. Each participant takes it in turns to place tiles 

on the board, ensuring that these are either the same shape or colour to the row 

of tiles they are adding to. You get extra points for being able to fi t tiles into more 

than one row, which is one way bigger picture thinking can be used in this game. 

The overall aim of the game is to create as many ‘Qwirkles’ as possible, for which 

the most points are awarded. This requires keeping the bigger picture in mind. 

For example, young people must decide if they want to risk putting tiles down, as 

their opponent may only need one tile to gain a ‘Qwirkle’. Further instructions on 

scoring are provided with the game. If a group of young people are highly com-

petitive, they are encouraged to work together rather than play against each other. 

Multi-tasking is also required in this game as players are required to hold many 

rules in mind at once. Young people are also required to be fl exible and respond to 

the moves of the other players.  
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  Blokus 

 Materials required: Blokus board game 

 Blokus is a board game that can be purchased online. It consists of a board with 

400 squares on it. Each player is represented by a different colour and has 21 

shapes varying in size. Each player has to fi t as many of their pieces on the board 

as possible, each new piece must touch at least one other piece of the same colour. 

This game requires bigger picture thinking from the beginning. Young people are 

also required to be generally fl exible and respond to the moves of the other play-

ers. The game ends when all players are blocked from laying down any more of 

their pieces. Games typically last 20 minutes.  

  Geometric fi gures 

 Materials required: geometric fi gure packs 

 As described in the adult protocol (please see CRT adult manual from 

  http://www.katetchanturia.com  – publication section – 

  http://media.wix.com/ugd/2e1018_f71866481f9f44e5a342fb068b891a8c.pdf ).  

  ‘How to’ text an alien 

 Materials required: ‘how to’ tasks written on pieces of paper 

 In this group exercise, the main aspects are to encourage good planning, prioritis-

ing, effective communication and team work. Split the group participants into 

pairs and give each pair a different ‘task’ to explain and ask them to keep it hidden 

from the rest of the group. Examples of tasks we have given out in the past are: 

•   how to make a cup of tea;  

 •   how to create an event on Facebook;  

 •   how to order a drink at Starbucks;  

•   how to plan an outfi t for a party.   

 The tasks that we have used have depended on the ages and interests of the group. 

Any task that is relevant for adolescents would be suitable. 

 Instructions given: ‘Imagine you are sending a text to an alien to explain the task 

that is written on your piece of paper. As it is a text, try to explain the task in as 

few words as possible.’ Often, group participants initially write in a lot of detail. 

Once they have completed the write-up, they are instructed to now explain it in ten 

words. When this has been achieved, they are instructed to pick just three words 

for the text. Bigger picture thinking is increasingly required as the instructions pro-

gress to use fewer words to describe something that often requires a lot of detail. 

 Each pair then takes it in turn to read out their three words and the other young 

people try to guess what they are trying to explain. Here, the ‘guessers’ are 

required to use bigger picture thinking.  
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  London landmarks (Taboo) 

 Materials required: London landmark sheets (x number of young people) 

 We have created our own, similar version of the well-known game Taboo. Each 

young person is given a sheet with a picture of a well-known London landmark. 

On that sheet is the name of the landmark and three words that are often used to 

describe it. The aim is for each young person to describe the London landmark, 

using only three words, but they are not allowed to use any of the words on the 

sheet. The rest of the group then has to guess what they are describing. Bigger 

picture thinking is needed by both the describer and the guessers. The London 

landmarks we currently use, with the three ‘banned’ words are: 

•   London Eye: big, Thames, wheel;  

 •   the Gherkin: tall, shape, vegetable;  

 •   London Zoo: animals, cage, walk;  

 •   the o2: music, dome, gigs;  

 •   St Pauls Cathedral: church, old, white;  

 •   Tower Bridge: Thames, open, old;  

 •   Big Ben: clock, tall, time;  

•   Harrods: shop, expensive, Knightsbridge.   

 We chose London landmarks as our service is based in London and all of the 

young people should therefore be able to participate. If you feel this would not be 

appropriate for your location, then we would encourage you to create your own 

version.  

  How many squares? 

 Materials required: squares picture for each young person 

 For this task, young people are each given  Figure 4.1 . They are then asked to work 

out individually the number of squares in the image. After a few minutes, young 

people are asked for their answers. This task requires bigger picture and fi ner 

detail thinking in order to get the right answer, which is 40.   

  Finer detail cars task 

 Materials required: car ‘spot the difference’ print-out for each young person 

 This is a diffi cult version of Spot the Difference. The material has been taken 

from the book  Left Brain/Right Brain: 50 Puzzles to Change the Way You Think  

which is available to purchase from  http://www.puzzlesociety.com . Young people 

are given a print-out of nine images of the same car, but only two are actually 

identical. Young people must use their attention to detail to notice which two 

are the same. Young people are often very good at this task, which generates an 
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interesting debate about how their brains work and when their natural tendency 

for fi ner detail thinking can be helpful to them.   

  Switching exercises 

  Illusions 

 Materials required: illusions 

 Illusions are as in the adult group protocol. We have gathered a collection of illu-

sions that we can use. Some of these are real-life examples, which particularly 

engage the young people. We have gained examples from various websites includ-

ing brainden.com/optical-illusions.html,  http://www.moillusions.com  and  http://

www.eyetricks.com . 

 Our (and the young people’s) favourite ‘frog’ illusion can be found at the follow-

ing website:  http://www.boredpanda.com/body-art-illusions-johannes-stoetter/ . 

 The images are either presented to the group as a whole (as in the adult proto-

col) or each young person is given (face-down) the same image. They are then told 

to turn it over on the count of three and to shout out the fi rst thing that they can 

see. We have found that this can be a more engaging way to generate discussion 

with quieter groups.  

  Illusion cards 

 Materials required: illusions 

 We own a selection of optical illusion cards called ‘50 Optical Illusions’ by 

Usbourne Activities, which is available to purchase online. An optical illusion on 

each card is accompanied by text on the reverse explaining how the illusion works 

 Figure 4.1      How many squares task  
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in tricking the eye. This title comes with a ‘revealer’ card, which can be used to 

measure and check the illustrations to increase understanding of how each illu-

sion works. We ask the young people to get into pairs, and give them a few cards 

each to look at together. They are then asked to feed back to the rest of the group 

their favourite one and explain how it works. We try to stimulate discussions about 

which skills they need to use in order to see the illusion(s). This exercise can also 

lead to discussions about how what we see is not always ‘true’ and how this con-

cept can relate to anorexia.  

  Stroop 

 Materials required: Stroop (please see CRT adult manual from 

  http://www.katetchanturia.com  – publication section – 

  http://media.wix.com/ugd/2e1018_f71866481f9f44e5a342fb068b891a8c.pdf ) 

 http://en.wikipedia.org/wiki/Stroop_Effect   http://faculty.washington.edu/chudler/

words.html  

 As in the adult group protocol, Stroop effect exercises help to practise switch-

ing, fl exibility of thinking and provide specifi c materials for the refl ection.  

  Twisted fairy-tale 

 Materials required: blank paper and pens 

 Young people are split into pairs and are asked to write down a summary of a 

fairy-tale of their choice. If they are struggling to think of a fairy-tale, an example 

may be provided by the facilitator (e.g. Cinderella, Red Riding Hood, Snow White, 

etc.). Although this exercise is used to practise ‘switching’, this initial instruction 

requires bigger picture thinking. Once the young people have completed this, they 

are instructed to now re-tell the fairy-tale from the viewpoint of the villain (e.g. 

the evil step-mum, the big bad wolf, etc.), with the intent to make the group feel 

very sympathetic towards that character. This exercise promotes fl exible think-

ing and being able to ‘switch’ one’s viewpoint from one extreme to the other. 

Using fairy-tales can be particularly powerful as they are often stories that people 

have known for their whole life. This can lead to useful conversations regarding 

‘switching’ in everyday conversations or disagreements, particularly around the 

eating disorder. In terms of additional benefi ts of this exercise, it helps young 

people to develop theory of mind and shift perspective in the social domain, and 

develop mentalisation, which are critical and very useful skills in communication.  

  The hand tapping game 

 Materials needed: n/a 

 This game can be completed sat in a circle on the fl oor or sat around a large table. 

Young people and facilitators sit in a circle, with their hands placed out in front 
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of them. Each person crosses hands with the person on either side of them, so that 

everyone has one hand from each neighbour between their own hands. A facilita-

tor starts and chooses the direction (e.g. clockwise) for a single tap on the fl oor to 

be ‘passed’ around the circle. The tap travels in the order of the hands, not neces-

sarily the order of the players. A single tap signals for play to continue to the next 

hand. Once the group has become accustomed to this and the tap is being passed 

with speed, a new rule may be introduced. Two taps of the same hand indicates 

a change in direction of play. Again, when this becomes familiar, a third rule is 

added. Three taps of the same hand would result in play ‘skipping’ a hand. 

 If the above explanation is not clear enough and you would like to see the game 

in action, please use the following link:

   http://www.youtube.com/watch?v=DHMxfA2OivI     

  Switching in real life 

 Materials needed: list of predetermined real-life situations 

 Based on qualitative feedback that young people wanted the sessions to relate 

more to real life, a ‘switching in real life’ exercise was created. The facilitators 

brain-stormed to think of situations where being able to switch attention from one 

thing to another or switching your view of a situation may be helpful for group 

members. The following statements are read out and young people are asked tell 

us what an alternative behaviour/viewpoint could be.   

  1.     My mum is trying to make me fat.  

  2.     Looking in the mirror at the parts of me I dislike.  

  3.     Everyone’s looking at me.  

  4.     No one likes me.  

  5.     Focussing on the calories in the food I’m eating.  

  6.     I am fat.  

  7.     I’ll never have a romantic relationship.  

  8.     I’m going to fail all of my exams.   

 These statements can generate diffi cult conversations and it is recommended that 

this task is used when a good therapeutic relationships has been established and 

the group members know each other fairly well.  

  One, two, three 

 Materials required: n/a 

 Young people are asked to get into pairs and are given the following instructions: 

 In pairs, face each other. Start counting from one to three between yourselves, 

over and over. Once you get the hang of that part you are ready for the next stage. 
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Instead of saying the number ‘one’, you should clap your hands – but you would 

still say ‘two’ and ‘three’ aloud. 

 Once this has been mastered, the next step is that instead of saying ‘three’, 

that person should bend their knees. You should still clap your hands for the 

number ‘one’.   

  A: ‘One’ (claps hands)  

  B: ‘Two’  

  A: ‘Three’ (bends knees)  

  B: ‘One’ (claps hands)  

  A: ‘Two’  

  B: ‘Three’ (bends knees)   

 This task requires concentration and shifting.   

  Multi-tasking exercises 

  Memory game 

 Materials required:  computerised portable tablet/alternative activity, list of 30 

words, blank paper and pens 

 Recently, the ITP introduced computerised portable tablets for use in the therapeutic 

groups. For this task, young people are invited to start playing a simple game on the 

portable tablets. However, any non-computerised game or activity that is engaging 

would also be suitable. A facilitator gives instructions to the young people:

  I am going to read out a list of words. I want you to carry on playing the game 

and try to remember as many of the words as you can.  

  A list of 30 words is read out (e.g. bus, snowman, laptop, etc.). When the list 

has been read out, ask the young people to write down all of the words that they 

remember.  

  Active listening: Fruit-Ninja 

 Materials required: computerised portable tablet/alternative activity, song that has 

one word/phrase repeated a lot 

 The computerised portable tablets are also used in this task. Again, any 

non-computerised game or activity that is engaging would also be suitable. Young 

people are given a tablet each and instructed to start playing ‘Fruit-Ninja’, which 

is already downloaded and available. After a few minutes of playing, the follow-

ing instructions are given:

  We are going to play a song. I want you to count the number of times the 

word ‘X’ is sung/spoken.  
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  It is suggested that the song contains a large number of the word that is being 

counted. Previously, we have used the song ‘Diamonds’ by Rhianna, where the 

word counted is ‘diamond’. We have also used the song ‘I’m Blue’ by Eifel 65, 

where the word to be counted is ‘blue’.  

  Play-dough multi-task 

 Materials required: play-dough (enough for each young person) 

 Each young person is given a small ball of play-dough and is given the task of 

moulding it into a cat or dog and trying to make it as detail focussed as possible 

(fur, whiskers, features, etc.). At the same time, they have to follow the facilita-

tor’s instructions, for example: walk around in a circle, walk around the other way 

in a circle, stand in the corner, sit down, swap places with someone else, if your 

birthday is in the fi rst half of the year, go to the window, if your birthday is in the 

second half of the year, go to the door, stand on your left leg, get into height order, 

get into birthday order, etc. The exercise ends with the young people comparing 

their models, discussing which part of the task they found easier and what this 

tells us about the way our brains work.  

  Snap 

 Materials required: packs of playing cards 

 As in adult CRT group chapter.  

  Drawing opposite invisible circles (multi-tasking) 

 Materials required: n/a 

 Young people are asked to draw circles in the air, using their fi nger. The fi rst set 

of circles are in a forward direction with their left hand. They are then asked to do 

the same with their right but in a backwards direction. They are then asked to do 

both at the same time. This task is trickier than it fi rst appears.  

  Word search and colouring in 

 Materials required: n/a 

 Worksheets are prepared in advance with a small word search on one side of the 

page, and a small colouring-in image on the other. Young people are asked to 

do both at the same time (one with each hand) and notice which one they found 

easier and why. This can often generate interesting discussion about which task 

they thought more important to ‘get right’ which often correlates with different 

people’s personality and thinking styles.   

9781138848887c04_p51-71.indd   639781138848887c04_p51-71.indd   63 3/12/2015   5:21:11 AM3/12/2015   5:21:11 AM



64 Z. Maiden et al.

  Summary sessions 

  Occupations task 

 Materials required: fl ip chart and pens/whiteboard 

 This is similar to the protocol in the adult group CRT chapter. As well as giving 

the young people a ‘random’ job to plot on the axis, we ask each person to plot 

their own dream job. This helps to make the task more relevant to each individ-

ual and to begin thinking about what thinking skills they may need to work on in 

order to reach their goal. It also has a motivational element. We might also use 

jobs featured in popular culture to generate interest (e.g.  The Apprentice  or an  X 
Factor  judge).   

  Homework tasks 

  Bigger picture: geometric fi gure 

 Materials required: geometric fi gure 

 Young people are each given a different geometric fi gure to try at home with 

someone. This encourages them to share the ‘bigger picture thinking’ concept 

with their family so that they can support them in implementing it.  

  Switching: new pastime 

 Materials required: fl ip chart and pens/whiteboard 

 Ask each group member what they like to do in their spare time and write it on 

the fl ip chart. Each young person is then instructed to pick a pastime from the list 

that they do not usually do.  

  Multi-tasking: practice a specifi c multi-task at home 

 Materials required: fl ip chart and pens/whiteboard 

 Ask each group member for an example of when it is helpful for us to be able to 

multi-task in everyday life. Write the examples on the fl ip chart and then ask each 

young person to commit to practising one of them for homework (they do not have 

to be different from each other).  

  Summary session: ‘My Dream Job’ worksheet 

 Materials required: ‘My Dream Job’ worksheet (see  Appendix A ) 

 This is in order to consolidate what has already been talked up in the session and 

for the young people to further explore what thinking styles they will need to prac-

tise to match those needed in their dream job.  
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  Bigger picture: ‘A Diffi cult Meal Time’ worksheet 

 Materials required: ‘A Diffi cult Meal Time’ worksheet (see  Appendix B ) 

 To help young people think about the thinking styles they usually employ during 

meal times and if they are helpful. It also challenges the group members to experi-

ment and try something different during a diffi cult meal time.  

  Switching: ‘Things I Can Try to Do Differently’ challenge 

 Materials required:  ‘Things I  Can Try to Do Differently’ worksheet (see 

 Appendix C ) 

 The aim of this task is to encourage the young people to be generally more fl ex-

ible in everyday life. The group often responds well if the homework is set with a 

small competitive element. The worksheet is split into three sections of ‘diffi cult’, 

‘medium’ and ‘easy’ behavioural challenges for the young people to try. A tick 

box is next to each challenge so that they can keep track of how many they have 

tried. There is also space for the young people to fi ll in with any other challenges 

they can think of. They are given the instructions to try as many new things as 

possible before the next session.  

  Summarising: ‘Pros and Cons of Flexible Thinking’ worksheet 

 Materials required:  ‘Pros and Cons of Flexible Thinking’ worksheet (see 

 Appendix D ) 

 This task aims to encourage young people to start thinking about what they have 

learned about fl exible thinking. Specifi cally, they are asked to write the ‘pros’ and 

‘cons’ of some of the skills we have targeted.  

  Summarising: fl exible thinking motto 

 Young people are given a hand-out with quotes that relate to fl exible thinking (see 

 Appendix E ). They are then asked, for homework, to think of their own ‘motto’ to 

summarise what they will take away from the fl exible thinking groups.   

  Qualitative feedback 

 The eight-session protocol was developed based on qualitative feedback from young 

people. This was obtained from feedback sheets and focus groups. Suggestions 

for improvements were a larger variety of tasks in the sessions and relating the 

in-session tasks and discussions to more real-life examples. It was also clear from 

the facilitators’ and supervisors’ point of view that we needed to work on engaging 

the young people more in the material and help them to apply the skills outside of 

the group. Hence, this was the focus of the protocol’s development. 
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 We are keen to continue collecting specifi c qualitative feedback about the new 

protocol and are currently considering the most useful and effi cient way to do this. 

 Recently we have begun to complete ‘exit interviews’ with young people who 

got discharged from ITP about their experience with treatment in ITP. One of the 

question that they are asked is ‘Which groups did you fi nd most helpful?’. Out 

of the nine interviews conducted so far, two of the young people have said that 

Flexible Thinking has been one of the most helpful groups. Young people were 

also asked ‘Which group skills/ideas are you using in everyday life?’ and two of 

them said being more fl exible in their thinking and behaviour. As young people 

can attend up to 11 therapeutic groups during their time at ITP, this is very posi-

tive feedback.  

  Refl ections from facilitators 

 Whilst we feel it is important to have established eight clear session plans, it is 

also essential to be adaptive to the group of young people that we work with. For 

example, we have gathered a large collection of illusions so that if a young person 

has been in Session 2 before, we can use illusions that they have not seen. This 

allows the same concepts to be discussed with different examples. Additionally, 

we vary the level of competition to suit the needs of the group. If the group is well 

established and the young people have developed positive relationships with each 

other, an element of competition can help to engage them in the group content. 

However, if the group is less established and they are competing with each other 

in terms of eating disordered behaviours, we remove the element of competition 

in Flexible Thinking as much as possible. 

 Young people can sometimes be unclear about the purpose of the group and so 

we think it is essential to always ask them why they think we have made them do 

each task. Similarly, conversations about using the skills in everyday life, particu-

larly in relation to their eating diffi culties, are key.  

  Observations from the supervision 

 The Flexible Thinking group developed considerably from the adult to young 

people’s version. It is clear that many tasks and exercises were developed to keep 

young people motivated and curious, whilst targeting critical thinking skills: fl ex-

ibility, abstract, global thinking, being less perfectionistic, being and participating 

in the group discussion. Additional benefi ts of the group were to provide oppor-

tunities for young people to exercise theory of mind skills, refl ect on their own 

journey to recovery and linking specifi c tasks to real life. 

 Through observation, the supervisors’ main task was to ensure that the group 

was following CRT structure and principles and was not deviating to play (for 

the sake of play). The fun side and playful nature is an important component 

of CRT, but one needs to be very mindful that the main principles are still 

followed. 
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 This specifi c group took place in an observation room, which allows supervi-

sors to watch directly what is happening in the group. This was a great strength of 

the whole process; it made it easier to evaluate the fi delity of the group, provide 

direct feedback and develop the group further. 

 The additional exercises are an important strength and great development of 

this group but it is also important to note that the skills learned in the group are 

applied to the domain of eating and that the group helps the young people to 

implement these skills at the dining table. 

 Future work will be needed to calibrate outcome measures suitable for this age 

group that measure the concepts targeted.   
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   APPENDICES: HOMEWORK WORKSHEETS 

  Appendix 1 

  My dream job is:  __________________________________________________ 

  The thinking styles needed for this job are:  
 (fl exible/rigid, bigger picture/detail focussed, switching between rules? 

Multi-tasking?) 

 ________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________ 

  My current thinking styles are:  
 (fl exible/rigid, bigger picture/detail focussed, switching between rules? 

Multi-tasking?) 

 ________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________ 

  How I can practise the thinking styles I need for my dream job:  
 ________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________  

  Appendix 2 

  Think about a diffi cult meal time…  

 What thinking style/s do you notice that you use during diffi cult meal times? 

(e.g. focussed or stuck on details? Rigid thinking? Other thinking styles?) 

 What thinking styles might be more helpful to use at these times? 

 (e.g. standing back and looking at the bigger picture? Flexible thinking? Other 

thinking styles?) 

 What could I do to help me use these helpful thinking styles during diffi cult 

meal times? 

 What might be diffi cult when trying to use these helpful thinking styles during 

diffi cult meal times? 

 What can I do if this happens? 

  Now let’s give it a go…  
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   Refl ections   
 How was the experiment? 

 Were you able to notice what thinking style you were using? 

 Was it a helpful thinking style for this situation? If not, were you able to choose 

a more helpful thinking style? 

 What have I learned from this experiment?  

  Appendix 3 

  Things I can try to do differently  

  Look at the list below of ideas of things you can do differently. They are listed by 
diffi culty level. Try to keep challenging yourself! Put a tick in the box of any that 
you try. There are some spaces for you to fi ll in any ideas you have too.  

   Diffi cult     
•   Choose a snack I have not tried before  

 •   Eat my snack in a different order  

 •   Choose to behave differently in a diffi cult situation and see if the response 

I get changes  

 •   Use my compassionate voice instead of my critical voice  

•   Rearrange my whole bedroom   

 ___________________________________________________________ 

 ___________________________________________________________ 

   Medium     
•   Put on my clothes in a different order in the morning  

 •   Do things in a different order in the morning (e.g. breakfast, then get dressed)  

 •   Put my make-up on in a different order  

 •   Read a newspaper/magazine from the back to the front  

 •   Sit in a different seat (e.g. on the bus, in living room)  

 •   Go to bed at a different time  

•   Start and persevere with a new hobby   

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 

   Easy     
•   Change my profi le picture on Facebook  

 •   Change the background of my phone  

 •   Change my ringtone  

 •   Brush my teeth with my non-dominant hand  

 •   Paint my nails a different colour  

 •   Wear my hair differently  

 •   Wear non-matching socks  
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 •   Use the TV remote with a different hand  

 •   Watch a new TV programme  

 •   Wear my watch/jewellery on the other wrist  

 •   Take a different route to ITP  

 •   Create a new playlist on my iPod/iPhone and listen to it  

 •   Use a different shower gel/shampoo  

 •   Only moisturise one half of my body  

 •   Download and use a new app  

 •   Wear new make-up/wear my make-up differently  

•   Move a small piece of furniture in my room   

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________ 

 ___________________________________________________________  

  Appendix 4 

  Pros and cons of fl exible thinking  

  Bigger picture thinking  
     

  Finer detail thinking  
     

  Flexible thinking  
     

 Pros 
   
   
   
   
   

 Cons 
   
   
   
   
   

 Pros 
   
   
   
   
   

 Cons 
   
   
   
   
   

 Pros 
   
   
   
   
   

 Cons 
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  Rigid thinking  
      

  Appendix 5 

  Proverbs and sayings    

•   Challenges can be stepping stones or stumbling blocks… it’s just a matter of 

how you view them.  

 •   Don’t limit your challenges… challenge your limits!  

 •   Every truth has two sides; it is well to look at both, before we commit our-

selves to either (Aesop).  

 •   Without risk there is no opportunity for gain.  

 •   Your current safe boundaries were once unknown frontiers.  

 •   ‘Tomorrow is another day.’  

 •   Variety is the spice of life.  

 •   ‘Rules are made to be broken.’  

 •   ‘Nothing ventured, nothing gained.’  

 •   ‘Where one door shuts, another opens.’  

 •   Attitude might not help you catch a fi sh… but it helps when you don’t.  

 •   Be not afraid of growing slowly, be afraid only of standing still (Chinese 

proverb).  

 •   Better to bend than to break (Indian proverb).  

•   Chains of habit are too light to be felt until they are too heavy to be broken.      
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        Chapter 5 

 Thinking about 
emotions – CREST group    

    Kate   Tchanturia    ,     Amy   Brown     and     Caroline   Fleming     

  Cognitive Remediation and Emotion Skills Training (CREST) takes an inter-

active approach to helping participants think about emotions. The main novel 

interventions used in CREST focus on: emotion awareness, emotion regulation, 

emotion processing skills, promoting micro skills in social communication and 

self-regulation/self-awareness. 

 CREST was initially designed in an individual format to offer support to 

patients in the inpatient treatment programme who are physically and medically 

compromised and fi nd it diffi cult to engage in psychological treatment (Money 

 et al .  2011a ; Davies  et al .  2012a ). Our approach in developing this clinical inter-

vention was based on extensive input from patients, clinicians and parents (see 

our qualitative study of the focus groups: Kyriacou  et al .,  2009 ) and recent fi nd-

ings from experimental studies (e.g. Russell  et  al .,  2009 ; Castro  et  al .,  2010 ; 

Davies  et al .,  2010 ; Oldershaw Harrison  et al .,  2010 ,  2011 b,  2014 ;  et al .,  2011 ; 

Hambrook  et al .,  2012 ; Tchanturia  et al .,  2013 ,  2014 ,  2015 ; Fonville  et al .,  2014 ; 

Rhind  et al .,  2014 ). 

 In our qualitative study (Kyriacou  et al .,  2009 ), we asked patients, parents and 

clinicians to help us identify the areas of diffi culty in people with anorexia. We 

carefully analysed all responses for overlapping themes and it became apparent 

that the main diffi culties named by all parties were in recognising and regulating 

one’s own emotions. In experimental studies, our results show that patients with 

anorexia are reasonably capable at recognising simple emotional stimuli (faces 

with basic emotions), unlike the defi cits noted in other psychological disorders 

(Davies  2011  PhD thesis). However, when presented with more complex emo-

tional stimuli, patients in the acute state of illness tend to fi nd it hard to read 

emotions from images of eyes (Russell  et al .,  2009 ) or from fi lm clips (Oldershaw 

 et al .,  2011a ) in which the social context is presented. We also found that express-

ing positive emotions is highly problematic in both adult and adolescent patients 

with anorexia nervosa (e.g. Davies  et al .,  2010 , Rhind  et al .,  2014 ). Finally, in 

one study, we found patients with anorexia exhibited lower emotional intelligence 

(EQ) relative to IQ compared to a group of non-eating disorder females (matched 

for age and IQ), meaning that it was hard for patients to fi nd solutions in socially 
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challenging scenarios and other EQ tasks (for more details see Hambrook  et al ., 
 2012 ). We felt that it was important to tailor and pilot a psychological intervention 

capturing some of the fi ndings based on this new research evidence. 

 We designed a manual for an individual format of therapy aiming to improve 

recognition and expression of emotions, which was evaluated using qualitative 

feedback from patients (Money  et al .,  2011a ). Overall, the qualitative feedback 

was very positive, but it also highlighted some areas for improvement. For exam-

ple, patients suggested that the tasks involving recognition of emotional faces 

were too simple and they did not learn anything new as a result. On revision, we 

removed the exercises which the majority of patients did not fi nd helpful (e.g. rec-

ognising other people’s facial expressions in a social context and ‘cold’ cognitive 

exercises). In the revised version, we also expanded on the exercises that patients 

said were the most helpful parts of the original manual (e.g. emotion vocabulary 

development, recognising and doing positive things, and improving communica-

tion skills). In addition, we incorporated more recent research fi ndings, such as 

the lower emotional intelligence relative to high IQ (Hambrook  et al .,  2012 ) in 

groups of AN patients, poor facial expressions of positive emotions (Davies  et al ., 
 2010 ,  2013 ; Rhind  et al .,  2014 ; Tchanturia  et al ., in press), limited vocabulary 

for describing positive emotions (Deborde  et al .,  2006 ), diffi culty in expressing 

positive emotions (Tchanturia  et al .,  2015 ), social anhedonia (Tchanturia  et al ., 
 2012 ;  2015 ; Harrison  et al .,  2014 ), extreme diffi culties in private and social lei-

sure activities (Tchanturia  et al .,  2013 ) and poor coping with socially frustrating 

situations (Harrison  et al .,  2011 ). 

 Five recent studies have revealed that CREST is perceived as helpful by patients 

and that it may produce improvements in emotion processing skills (Money  et al ., 
 2011a ,  2011b , Davies  et al .,  2013 ; Tchanturia  et al .,  2014 ;  2015 ). Most of the 

evaluation and development was carried out in the individual format of CREST, 

which is delivered over ten sessions. Currently, we are delivering and evaluating 

the benefi ts of the group format of CREST in inpatient and day-care settings. 

We have outlined a fi ve-session group protocol, but as demonstrated in  Table 5.1 , 

patients’ feedback suggests that they would like to extend the number of ses-

sions. As such, at the end of the chapter we have provided a number of additional 

exercises which could be incorporated for additional sessions. In developing the 

group format, we used the same principal as for the individual CREST manual, 

using simple, concrete and engaging exercises. For example, role plays and exer-

cises that require actions (e.g. picking emotion labels out of a jar, fi nding a useful 

motto from the calendar of positive emotions, picking a ball from a bag full of 

balls with emotion expressions and commenting on it). We have observed that 

this style of ‘doing vs discussing’ delivery encourages a more interactive style of 

communication and also helps in modelling a confi dent, relaxed communication 

style. We try to begin sessions with specifi c experiential exercises to ensure that 

group members can start by ‘doing’ things and then have opportunity to ‘dis-

cuss and think’ about what the take-home messages could be. Furthermore, we 

try to give homework based on psycho-education and experiential material (e.g. 
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watching ‘YouTube’ body language-related material, doing online tests of posi-

tive ratio or practising positive logbook writing, power of positive emotions, still 

face paradigm).  

 The optimal number of participants in the group is 8–10, with two facilitators 

(one from the psychology team and the other from the multidisciplinary team, or 

a trainee). A fl ipchart, pens and paper will be needed for all sessions. We also use 

audio-visual equipment when possible and specifi c materials to facilitate discus-

sion (e.g. coloured balls with basic emotional expression words, emotional word 

lists, and cards). 

 Before starting the group we administer self-report questionnaires to all partici-

pants: the Toronto Alexithymia Scale (TAS-20), which measures alexithymia; the 

Revised Social Anhedonia Scale (RSAS), which measures social anhedonia; and 

the Motivational Ruler (MR), which measures perceived importance and ability to 

change. The same measures are re-administered at the end of the group run, after 

the last session. This ongoing research we publish in the peer review journals; 

here we focus on the treatment protocol and patient feedback. 

  Session 1: The power of positive emotions 

  Introduction 

 Welcome the group members and start by generating a list of ground rules and 

expectations. These rules typically include: ‘avoid being late or missing sessions’, 

‘confi dentiality’, ‘respect’, ‘one person speaks at a time’ and ‘everyone contrib-

utes’. Explain to the participants that we are aiming to evaluate the group format 

and that in the last session, in addition to the self-report questionnaires, they will 

be asked to complete a short feedback questionnaire which takes less than ten 

minutes to help us improve upon the content of the group. We introduce the for-

mat of the group and provide a brief description of what will be covered within 

the sessions. 

 We introduce the fi rst session by engaging the group in a discussion about the 

importance and power of positive emotions. For example, do group participants 

attend more to positive or negative stimuli? We incorporate background informa-

tion from the fi eld of positive psychology, highlighting the power of positive think-

ing for the group attendees. For example, positive psychology experts Barbara 

Fredrikson (1998, 2001,  2009 ), Martin Seligman and Mihaly Csikszentmihalyi 

( 2000 ), Sonia Lyubomirsky and Kristin Layous ( 2013 ) and others have found that 

people who have a higher positivity ratio tend to live longer, happier lives and are 

healthier both physically and psychologically. 

 We also explore with the group the benefi ts of the ‘half full/half empty’ glass 

metaphor. 

 In addition, the ‘positivity self-test’ (see:   http://www.positivityratio.com/sin-

gle.php ) is a brief measure developed by Barbara Fredrikson that can be com-

pleted and scored in the session itself, providing a useful tool to engage the group 

in a discussion about their own tendency (or lack of) towards positivity.  
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Thinking about emotions: CREST group 77

  Exercise 1: Discussion around the experience of positive emotions 

 The following are possible questions that can be posed to the group with brain-

stormed answers written on the fl ipchart: 

•   How do we defi ne positive emotions?  

 •   Where and when do we experience positive emotions?  

 •   Is there anything diffi cult about experiencing positive emotions?  

 •   Why are positive emotions important?  

•   How do our positive emotions affect what we do?    

  Experiential task 

 This exercise can be extended by developing a collage associated with a positive 

emotional state – pictures, colours, animals, nature, motivational words/phrases, 

experiences, people, pets, inspirational fi gures.  

  Therapist tip   

•   Hand-outs with a list of emotion words can be distributed in order to help 

with some of these discussion topics.      

  Exercise 2: Emotions and our body 

 Present a diagram of the body on the fl ipchart. Ask the question: How is positive 

emotion experienced in the body? The aim is to help patients explore the sensa-

tions associated with positivity to help with emotion identifi cation. Explore within 

this the physical reasons why it may be harder to recognise and attend to positive 

emotions versus negative emotions. 

  Therapist tips   

•   Remind the group that negative emotions are not ‘bad’, they are just signal-

ling something about our internal and/or external environment that requires 

our attention.  

•   It can be helpful to consider how different emotions can be experienced 

within the body in a similar way, such as excitement and fear.      

  Exercise 3: The language of positive emotions 

 On the fl ipchart ask the group to generate a range of emotion words, with the 

aim of developing greater awareness around the vocabulary of positive emo-

tions. Then ask the group to choose one of these emotion words and try to recall 

a memory associated with this. Explore how this felt in the body, how this emo-

tion was communicated to the self and to others, as well as the associated body 
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language and facial expression (see  appendix  for a list of generated emotion 

words). 

  Therapist tips   

•   We recommend that the participants have a notebook or journal to keep a 

record of the work they are doing in CREST and to collate the information 

they are given.  

•   We always ask the group for feedback and endeavour to incorporate their 

ideas into future groups to foster patient ownership over the group.      

  Inter-session work   

  1.     Introduce the concept of the ‘Portfolio of Positive Emotions’ and encourage 

the group participants to start engaging with one of these for homework.  

  2.     The ‘three good things’ exercise aims to address the bias patients so often 

have towards focusing on negative experiences (see  appendix ).      

  Session 2: Introduction to emotional experience 

  Introduction 

 This session aims to start exploring the range of emotional experience. The focus 

is general, rather than our own personal experience of emotions.  

  Homework review 

 We explore any barriers to engaging with the homework tasks and consider any 

additional support group participants may require, to act as a reminder between 

sessions. We continue by explaining that the remainder of the group will focus 

more on negative emotions and how to manage them, in order to more readily 

attain a positive emotional state. 

  Therapist tip   

•   It is our experience that inter-session tasks are often not completed. In an 

effort to model and be collaborative, group facilitators also engage in all 

‘homework’ tasks and there is a dedicated space at the beginning of all ses-

sions to review the group’s experience of completing the exercises.      

  Exercise 1: Discussion 

 The following are possible questions that can be posed to the group with brain-

stormed answers written on the fl ipchart: 
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Thinking about emotions: CREST group 79

•   How able are you to identify and label what you feel?  

 •   What strategies do people use to manage or tolerate diffi cult emotions?  

•   What happens if we avoid emotions?    

  Therapist tips   

•   Explain that many of us at different times have diffi culty in accurately iden-

tifying what we are feeling and that we can all struggle in tolerating and 

managing certain emotions, both positive and negative.  

 •   Reinforce with the group that when we describe emotions as being ‘nega-

tive’, this does not mean that they are wrong or bad; rather they are ‘negative’ 

in the sense that they can be uncomfortable and painful for people to expe-

rience. Emphasise that all emotions are valid and important signals worth 

listening to.  

 •   Highlight that effective management of our emotions involves an awareness, 

acceptance and understanding of them. It should be clarifi ed that the focus 

of this group is not to provide strategies to eliminate emotions; instead it is 

to explore and change your relationship with and response to your emotions. 

Explain that we cannot always control our emotions, but the way we behave 

and respond to them can either help or hinder us.  

•   Make clear that refusing to accept our emotions or avoiding them can 

amplify these feelings and contribute to the experience of emotions being 

negative and undesirable. Ask the group if they have any other thoughts 

or ideas about the importance of identifying, tolerating and managing 

emotions.      

  Exercise 2: Vignette 

 Read or write on the fl ipchart the following case vignette:

  Jo is twenty-seven and lives with her partner. They have a close relationship 

and have been together for three years. Jo works as a secretary in a busy 

offi ce. Her boss puts lots of pressure on her to meet deadlines and often 

piles on the work. Jo often stays late at work, not getting home until about 

9pm on some nights. She is feeling stressed and low but avoids dealing with 

the situation. 

 At the same time Jo is also involved in helping to plan her friend’s wed-

ding which takes up a lot of her free time. This leads to Jo feeling more 

stressed, tired and irritable as she does not have any time to herself or with 

her partner. 

 Rather than try to acknowledge and deal with how she is feeling she 

ignores it and carries on. 
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 What might be the diffi culties for Jo if she continues to avoid her emotions? 

  Prompts for facilitators during discussion might be:    

 •   With regards to work, do you think she is more or less effi cient?  

 •   Consider her relationships: might she be snapping at people or arguing 

with them more often?  

•   Consider her feelings about herself. Might she feel bad about herself 

for not standing up to people and beat herself up about it? Do you think 

Jo feels taken for granted?      

  Therapist tips   

•   Explain that there is a difference between emotional  pain  which is a part 

of human life, such as grief after losing a loved one or disappointment at 

not getting the exam result you hoped for, and emotional  suffering  which 

comes about from the avoidance of or an unwillingness to accept and respond 

adaptively to a negative emotion. Mention here that emotional suffering is an 

aspect we will be targeting in the coming weeks.  

•   Throughout check if there are any questions and encourage the group mem-

bers to identify any possible questions they have about emotions that could 

be addressed over the coming weeks.      

  Exercise 3: Challenging beliefs 

 Introduce the idea that the negative beliefs we have about emotions impact on our 

ability to respond to and manage them effectively. Write the following beliefs on 

a fl ipchart: 

•   Negative emotions are bad.  

 •   It is not acceptable to have a negative feeling.  

 •   Having emotions is a sign of weakness.  

 •   Emotions are not important.  

•   If I really think about and acknowledge how I feel, I will lose control.   

 Ask if anyone identifi es with any of these beliefs. Discuss in the group how these 

beliefs impact on our response to emotions. Next introduce some facts about emo-

tions by giving the ‘Reasons for Emotions’ hand-out and work through this as 

a group.  

  Exercise 4: Simple pleasures toolkit 

 We typically generate a list of simple pleasures, with the purpose of enabling 

access to positive emotional experiences. You can provide hand-outs of those 

developed in previous groups to aid this process (see  appendix ). 

9781138848887c05_p72-102.indd   809781138848887c05_p72-102.indd   80 3/12/2015   5:45:54 AM3/12/2015   5:45:54 AM



Thinking about emotions: CREST group 81

  Therapist tip   

•   We always try to end the group by returning to positive emotional expe-

riences. For example, ask the participants to think of a good experience 

they have had during the day. It can be as seemingly inconsequential as it 

needs to be. For example, it could be somebody smiling at them when they 

felt low.      

  Inter-session work   

•   Introduce the ‘List of Personal Strengths’ exercise and encourage the group 

to continue working through the ‘Portfolio of Positive Emotions’ exercises.  

•   Ask the participants to bring a photo/picture which elicits positive emotions 

for them to next week’s group.      

  Session 3: How do we identify emotions? 

  Introduction 

 This session will focus on how we identify our emotions. We explain that some-

times people struggle to identify how they feel, discussing whether the group can 

relate to this and explore their thoughts about what makes identifying emotions 

diffi cult. Next, we explain that we will be looking at a number of emotions and 

clues to help identify when we are experiencing them. 

 The emotions discussed could include:  anger, sadness, anxiety, guilt and 

happiness.  

  Homework review   

•   Ask for feedback on the experience of completing the ‘Portfolio of Positive 

Emotions’.  

•   Explain that towards the end of today’s session we will return to the idea of 

positive thinking using the pictures they have brought.     

  Exercise 1: Emotion word map 

 The group agrees which emotion they would like to consider fi rst. This is written 

on the fl ipchart and associated emotion words are brainstormed. The aim of this is 

to increase participants’ vocabulary for describing emotions and to highlight that 

emotions vary in strength and intensity. 

  Therapist tip   

•   Incorporating the emotion words list can be useful to support this process if 

group participants are struggling.      
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  Exercise 2: Exploring the experience of emotions 

 Next on the fl ipchart write and discuss: 

•   How do people know they are feeling this emotion?  

   E.g. anger.     
 •   How does the body feel?  

   E.g. tense, racing heartbeat.     
 •   What kind of thoughts are you having?  

   E.g. everyone’s against me, no-one listens or understands.     
 •   How are you behaving?  

   E.g. started shouting, pacing up and down, hurting myself.     
 •   What was the situation or event which prompted this emotion?  

   E.g. being challenged, not feeling listened to.     
•   How do people currently manage this emotion? What makes it diffi cult?  

   E.g. self-harming, withdrawing. Not wanting to upset people; it will get 
out of control .       

  Therapist tips   

•   Complete the above exercise several times considering different emotions, 

always ending on a positive emotion.  

•   Bring the focus of the discussion back to positive emotions by asking the 

participants to share the photos/pictures they have brought with them.     

  Inter-session work   

  1.     Distribute the ‘Identifying Emotions’ worksheet and ask participants to start 

using it to record their emotions. Explain to them that a good time to com-

plete this record is when they notice a change in mood; although they may 

not initially recognise what the emotion is, completing the record may help. 

Suggest that it may also be helpful to start a feelings diary.  

  2.     Ask the participants to write a letter of gratitude or a list of things for which 

they are grateful. Alternatively, suggest that they generate a list of emotion 

words associated with the word ‘grateful’. Remind them to bring their work 

to next week’s session.      

  Session 4: Emotion expression and emotion suppression 

  Introduction 

 This session explores the advantages and disadvantages of expressing and sup-

pressing emotions.  
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  Homework review   

•   How did people fi nd the emotions worksheet?  

 •   What did they notice about the emotions they experienced?  

•   Did the exercises help with identifying feelings?    

  Therapist tip   

•   We often start the group with a brief interactive task to engage the partici-

pants. For example, we encourage participants to pick coloured balls with 

faces of basic emotions (sad, happy, angry, surprise, etc.) out of a bag at ran-

dom and relate to the material covered in the previous session by identifying 

what this emotion is, how it feels and what is its function.      

  Exercise 1: Discussion 

 Ask the group which emotion they would like to think about fi rst (e.g. anger, guilt, 

sadness or anxiety). On the fl ipchart, list the advantages and disadvantages of both 

expressing and suppressing this emotion and discuss these. Repeat this exercise 

again for a different emotion if there is time. 

  Therapist tip   

•   Discuss as a group that sometimes in the short term people suppress or avoid 

emotion, as it provides relief, but often the long-term consequences are emo-

tion intensifi cation or not getting what you need. Elicit the participants’ 

thoughts and views about this.      

  Exercise 2: The emotion continuum 

 This exercise aims to introduce to patients that emotions vary in strength and 

intensity. Similar to when we looked at words to describe an emotion, this exer-

cise will encourage participants to think about and identify varying levels of 

emotions within themselves. The rationale behind this exercise is that if we 

have a better understanding of the language of emotions, then we are in a better 

position to express our emotions accurately and get the right support or help 

in return as others will have a clearer understanding of what it is that we are 

feeling. Furthermore, if our emotions vary in intensity then our physiological 

response and behaviour will also vary, which provides us with more information 

regarding how we are feeling. If we can be aware of the emotion, the physical 

sensations and how we are behaving, then we are in a better position to manage 

emotions more effectively and catch them before they become overwhelming. 

 Start by explaining that sometimes people experience emotions as all or noth-

ing; such that they either feel nothing or feel overwhelmed. Introduce to the group 
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that emotions are in fact on a continuum and they vary in intensity. For example 

‘fury’ and ‘irritation’ may be on the same continuum but they have very different 

levels of emotional intensity. Suggest that irritation may be an easier emotion to 

manage than fury. Ask the group if they can identify with this.   

•   Emotion word cards that describe varying levels of anxiety or anger.  

 •   Descriptions of physiological sensations associated with increasing emotion.  

•   Descriptions of behaviour changes.   

 Ask the group to place the emotion cards on the fl oor in order of intensity, from 

the least intense to the most intense. Next ask the group to place the descriptions 

of associated physiological sensations and behaviours next to the varying levels 

of emotion. Then ask each group participants to think about the fi nal point on 

this continuum at which they feel that they could manage the emotion before it 

overwhelms them and they either feel out of control or they block or avoid the 

emotion: ‘Is this the point at which you need to do something about the emotion 

before it continues to escalate and you then feel unable to manage it?’ 

 Ask the group to come up with ideas around what other group members would 

do at the emotion continuum points that they have placed themselves on to manage 

or express the emotion. Brainstorm the group members’ ideas using the fl ipchart. 

  Therapist tips 

 Use the following pointers to facilitate the discussion: 

•   If you fi nd yourself easily overwhelmed by an emotion would it help to look 

out for sensations in your body? This may give you clues to how you are 

feeling and help you to manage the feeling before it becomes overwhelming.  

   For example:  If someone is getting angry they may notice that their 
shoulders are tensing and their heart rate is increasing. At this point 
the person may be able to take themselves away from the situation 
to cool off.     

 •   Would it help to look out for certain behaviours as these may also give you 

a clue to how you are feeling and give you an opportunity to do something 

before the emotion feels out of control?  

   For example: If someone is getting angry they may notice that they start 
to fi dget or pace around. At this point the person may be able to say 
a few key words to themselves or use a relaxation exercise to calm 
the feelings of anger down.     

•   Spend fi ve minutes refl ecting on the session and bringing it together. Finish 

on a positive note by asking if anyone is willing to share their homework let-

ter of gratitude/list of things/emotion words.      
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  Inter-session work 

 It is not possible to provide all hand-outs from our clinical in-house manual – 

which we keep reviewing  – but we have included some in the appendix and 

describe the ideas if clinicians are fi nding it helpful to follow the CREST group 

protocol.   

  1.     The ‘Emotion Thermometer’ hand-out: ask the participants to complete this 

during the week for an emotion they struggle with.  

  2.     The ‘Ways to Manage Diffi cult Emotions’ hand-out: explain that this has a 

number of simple and useful ideas to help with managing diffi cult emotions. 

Ask people to choose and practise a technique over the week.  

  3.     Ask patients to try ‘Getting into the Flow’ which involves engaging fully in 

small pleasures, preferably with someone else.      

  Session 5: Emotions and needs 

  Introduction 

 Introduce that this session will be looking at the needs that emotions communicate 

to the self and others. Highlight that emotions are important signals worth listen-

ing to as they are communicating that we may need something and can guide how 

we and others should respond to this need.  

  Homework review   

•   If the group would benefi t, explore the emotion thermometer with another 

emotion.  

 •   Check the participants’ progress with ongoing positive emotional work.  

•   Refl ect on the ‘Getting into the Flow’ exercise.     

  Exercise 1: Vignette 

 Read the case vignette and ask the group the accompanying questions, noting the 

answers on the fl ipchart. The aim of this exercise is to encourage people to start 

thinking about the needs that emotions communicate, the impact that ignoring 

them can have, and ways to communicate needs.  

  Sarah has been invited to her friend’s birthday party on a Friday night. The 

plan is to meet in a restaurant at 7pm, have dinner and then go for drinks. 

Sarah really wants to see her friend but is very anxious about meeting 

people in public for dinner and is worried about talking to her friend about 

this. Sarah worries about this all week and on the night texts her friend 
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saying that she has a headache and cannot go out. Sarah has now cancelled 

on her friend a couple of times. 

  Points for discussion:    

•   How does Sarah feel after cancelling?  

 •   What is she thinking?  

 •   What does or did she need?  

 •   What was the outcome for Sarah? How about her friend? (Does she feel 

better or worse?)  

 •   Are there any other ways that she could have handled this situation 

bearing in mind her needs? What are they?       

  Exercise 2: Making emotions work for you 

 On the fl ipchart list a number of emotions and discuss as a group which needs 

these emotions are communicating. Also discuss how people can respond to the 

emotion based on the need it is communicating. 

 Flipchart example: 

•   When I feel  sad  I need …………………. (e.g. comfort/reassurance).  

  When I feel this emotion I will respond to it by …………………… (e.g. 

phoning a friend/family member, doing something that will cheer 

me up).  

 •   When I  feel  angry  I  need …………. (e.g. someone to listen to me, 

time out).  

  When I feel this emotion I will respond to it by …………….(e.g. taking 

myself away from the situation and dealing with it later, talking to 

someone and not bottling it up).  

 •   When I feel  anxious  I need ………. (e.g. to face the fear, reassurance).  

  When I feel this emotion I will respond to it by …………. (e.g. remind-

ing myself that I can cope with this as I’ve been able to overcome 

anxiety before, speak with someone).     

  To end the group 

 Finally, spend time recapping the material discussed in the group and reiterat-

ing the importance of eliciting and attending to positive emotions, as well as the 

importance of thinking about the needs emotions are communicating. 

 Complete the self-report questionnaires which were also administered before 

the fi rst session, in addition to the patient satisfaction questionnaire. 
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 We use the following self-report questionnaires: 

   The Revised Social Anhedonia Scale (RSAS; Chapman    et  al.,    1976)  
assesses the reduced ability to experience social pleasure (previously 

reported in an ED population; Tchanturia  et al .,  2012 ,  2015 ).  

   The Toronto Alexithymia Scale (TAS-20; Bagby    et al.,    1994)  is the most 

widely used measure of alexithymia, loading onto three sub-scales: dif-

fi culty describing feelings, diffi culty identifying feelings, and externally 

oriented thinking (reported in relation to CREST in Tchanturia  et  al ., 
 2014 ,  2015 ).  

   The Motivational Ruler (MR; Miller and Rollnick,   2002)  is used for 

all groups in order to compare motivational changes both within and 

between the groups. A  Likert scale of 0–10 measures self-reported 

importance and ability to change.   

 In general we fi nd that self-report measures improve better with ten-session indi-

vidual format (Tchanturia  et al .,  2015 ), and short fi ve-session group intervention 

does not produce as impressive changes (Tchanturia  et al .,  2014 ). Having said 

that, refl ecting on patient feedback we think that the group format of CREST helps 

to consolidate awareness of emotional and social diffi culties and helps patients to 

practise some of the skills, for example communicating, expressing their needs 

and simply being with other people in a safe contained therapeutic environment. 

We have collected patients’ feedback from CREST groups and present this in 

 Table 5.1  to illustrate themes which emerged from this evaluation. 

 As it can be seen from this synthesis of the patient feedback the CREST group 

has many aspects which patients are fi nding useful and good suggestions and 

ideas how to develop this work further. At present we are developing more materi-

als and practical tasks to address the suggestions above and we are looking for-

ward to doing more work to consolidate the format of this group.    
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   APPENDIX WITH SOME EXAMPLES OF 
HAND-OUTS:  SUPPLEMENTARY MATERIAL: HAND-OUTS 
AND USEFUL TOPICS FOR DISCUSSIONS  (SUITABLE FOR 
BOTH INDIVIDUAL AND GROUP SESSIONS) 

  Emotion word list 

 Abandoned, Abrasive, Accommodating, Adored, Affectionate, Afraid, Aggressive, 

Agreeable, Awkward, Alienated, Altruistic, Amused, Angry, Annoyed, Anxious, 

Avoidant 

 Betrayed, Bitter, Blessed, Bored, Bothered, Brave, Bursting, Blue, Belittled, Bad, 

Brilliant, Blamed, Blissful, Beautiful 

 Calm, Careless, Caring, Celebrating, Charming, Cheerful, Cherishing, Cold-

blooded, Comfortable, Compassion, Competitive, Confused, Cool, Creative, 

Crucifi ed, Crushed, Cheated, Controlled 

 Defensive, Delicate, Delighted, Depressed, Desirable, Discontented, Disgust, 

Distracted, Dull 

 Eager, Earnest, Easy, Enjoying, Enthusiastic, Exited, Euphoric, Energised, Elated, 

Effective, Energetic, Empowered, Empathic, Edgy, Embarrassed, Envious 

 Fascinated, Fear, Frustrated, Funny, Furious, Fearless, Fortunate, Fragile, Fidgety, 

Fulfi lled 

 Giggly, Glad, Glee, Gloomy, Grateful, Guilty, Gentle 

 Happy, Hectic, Hilarious, Hopeful, Horrifi c, Humorous, Hurt, Happy, Heroic, 

Helpful, Hostile, Heartless, Hateful 

 Impressed, Impulsive, Infl exible, Insensitive, Inspired, Interested, Intimidated, 

Irritated, Incensed, Infuriated, Irate, Intelligent, Infl uential 

 Jealous, Jittery, Jolly, Jubilant, Joyful, Jumpy 

 Lively, Lonely, Lost, Loved, Lovely 

 Mad, Manic, Melancholic, Merry, Mindful, Miserable, Moved 

 Nervous, Numb 

 Optimistic, Overwhelmed, Out-of-control 

 Passionate, Passive, Panicky, Pleased, Proud, Petrifi ed, Peaceful, Positive, 

Paralysed, Powerful, Pissed-off 

 Reckless, Refreshed, Romantic, Restless, Resistant, Ruthless, Resigned, Rejected, 

Receptive, Relaxed, Revitalised, Refreshed 

 Safe, Satisfi ed, Scared, Secure, Seduced, Selfi sh, Sentimental, Shamed, Shy, 

Strong, Self-reliant, Serene, Soothed, Sympathetic, Surprised, Shocked, 

Stressed 

 Tolerant, Tranquil, Troubled, Twitchy, Thrilled, Talented, Tender, Terrifi ed, Tense, 

Threatened, Tentative, Tolerated 

 Uncomfortable, Unhappy, Understood, Unpopular 
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 Victimised, Vulnerable, Vigorous, Vivacious, Vehement, Vindictive, Violent 

 Warm, Worried, Worthless, Wise, Worthy, Wild, Wanted  

  Homework 

 The purpose of this homework is to assist the participant in increasing positive 

experiences in their life. The homework is something which the participant can 

continue to do in their lives and is not just a one-off piece of work. With the 

participant, decide which of the following exercises they would like to do for 

homework. 

  Portfolio of positive emotions 

 The aim is for the participant to collect positive images, metaphors, anecdotes and 

mottos, which they will log in their book. The portfolio helps in the process of 

shifting attention toward aspects of life that make them feel more positive.  

  Bank of positive experiences 

 The bank of positive experiences (see worksheet below) is useful in helping the 

participant recognise that, even when they are feeling particularly negative, there 

are and have been positive experiences which will recur.  

  Three good things 

 This is based on Martin Seligman’s positive thinking research (e.g. ‘Authentic 

Happiness’). The idea is that if you can think about and refl ect on positive things 

regularly, it can move you into a more positive mind state. The three good things 

exercise is especially useful for those who have a bias toward negative emotions, 

as it highlights that even when ‘having a bad day’, there can be positives within 

this. Thus, participants can be made more aware of their negative bias and also see 

that emotions can and do fl uctuate, but that sometimes we may fail to pay atten-

tion to the positives. 

 Ask the participant to think of a good experience that has happened during 

the day. It can be as seemingly inconsequential as it needs to be. For example, 

it could be somebody smiling at them when they felt low. As they become more 

accustomed to fi nding one good thing it can be expanded up to three good things.       
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  Bank of positive experiences 

 Finding ways of keeping hold of positive emotions is crucial. One way is a ‘bank 

system’ using the log book below. You may experience more positive experiences 

than you think… 
     

   In the session   
  Refl ect on homework:  
 Ask the participant to discuss what they did for homework and to refl ect on what 

they noticed and learnt. Encourage them to continue to practise noticing when 

they have positive emotions and experiences. 

   Aim     

  1)     To recognise and identify positives in everyday situations and in ourselves.  

  2)     To provide the participant with a range of strategies that encourages them to 

notice and amplify positives, shifting from a tendency to focus on negatives.   

Think

Positive

DoBe

 Figure 5.1      Think, be, do positive things  

 Day  Positive action or 
experience 

 New or unusual?  Tick each time that you revisit 
the positive feeling it gave you 
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  Therapist tip: We found it useful to explain that positive people automatic-

ally look for positives in their environment and hold on to these, amplifying 

them and remembering them after the event. The participant needs to  learn  

how to do this. The tasks and exercises help to shift focus onto the positives 

as well as showing what it feels like so we know what we are aiming for.   

   Instructions   
 Discuss the positive psychology experiments/interventions described below 

with the participants. Explore which ones would be easier, which would be most 

helpful, which ones would they like to try? Use the taster tasks to break up the 

discussion. 

 The following text provides background information and supporting evidence 

from the positive psychology literature. Please use your own judgement as to 

whether it would be benefi cial for your particular participants to share the scien-

tifi c basis for the exercise in this session. 

  Positive Psychology: pleasure from being with people and positive thinking   

  For many years, clinical and experimental psychologists have studied nega-

tive emotions such as anger, sadness, fear and disgust. All of these emotions 

are vitally important for survival, but positive emotions are as important and 

psychologists have begun to focus more on understanding and appreciating 

the power of positive emotions. 

 This work has been collected together under the fi eld of Positive 

Psychology, a branch of psychology which focuses on strengths, resources, 

resilience, optimism and hope, rather than a defi cit model of human experi-

ence. The most notable proponents of this fi eld of psychology have been 

Martin Seligman, Mihaly Csikszentmihalyi and Barbara Fredrickson. For 

example, a simple experiment in which you are asked to remember some-

thing that made you feel happy during the past month is an easy and effect-

ive way of positively infl uencing mood. Mood relates to free-fl oating or 

objectless experience that is long-lasting and occupies the background con-

sciousness, whereas emotions focus on a specifi c event (past, present or 

future), are shorter in duration and the individual experiencing the emotion 

tends to be acutely aware of it at the time. 

 Based on many years of laboratory experiments, Professor Barbara 

Fredrickson ( 2001 ) developed her Broaden and Build theory of posi-

tive emotions. In summary, her work demonstrates that positive emotions 

broaden our thought-action repertoires, they can undo, or counteract nega-

tive emotions and they build resilience (Fredrickson,  2001 ,  2009 ). More 

specifi cally, the broadening effect of positive emotions relates to their 
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capacity to open up our minds which helps us to ‘think outside the box’, 

giving a bigger picture view of our current situation enabling us to become 

more creative at fi nding solutions. 

 Several experiments have shown that dwelling on positive emotions 

enhances performance in verbal creativity tasks. More specifi cally, the 

building effect relates to the capacity of positive emotions to build personal 

resources which can be accessed now or in the future. These include intel-

lectual resources such as problem solving and openness to new learning, 

physical resources such as cardiovascular health and coordination, social 

resources such as the ability to maintain relationships and make new social 

connections, and psychological resources such as resilience, optimism, our 

sense of identity and our drive to achieve personal goals. As we develop 

these resources, they generate more positive emotional experiences and 

these positive emotions continue to build the resources further in an upward 

spiral. Some new evidence is emerging that demonstrates that positive emo-

tions have the potential to build religious and spiritual resources as well as 

the other personal resources highlighted in the literature above. 

 Fredrickson’s work has led to the development of a list of ten important 

positive emotions. These are: joy, gratitude, serenity, interest, hope, pride, 

amusement, inspiration, awe and love (Fredrickson,  2009 ). Enhancing our 

experiences of these emotions can lead to greater psychological (and phys-

ical) well-being. Through CREST we would like to encourage thinking 

about and noticing positive emotions: ‘Think, be, do positive things…’ 

 Empirical/experimental research shows that we can improve 

well-being by: 

  writing letters of gratitude, counting blessings, performing kind acts, culti-
vating strengths, visualising an ideal future, meditating  (Lyubomirsky and 

Layous,  2013 )          

  Exercises   

   1)       Being mindful of positive experiences    

 Try just ‘being’ in your environment and notice its effect on your mood. This 

means trying to pay attention, non-judgementally, and purposely to your cur-

rent surroundings. If you have ever tried mindfulness before, you can use your 

experience of learning how to do this. Research shows that being present in your 

environment helps you to focus your attention on what’s around you, rather than 

ruminating, and this can lead to a positive emotional experience. 

 You could try paying attention to positive events/items/experiences during the 

day by keeping a positive event diary. At the end of each day, write down three 

positive things (no matter how small) that you saw, experienced, thought about or 

planned that day. 
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 We have learnt that when we’re feeling depressed, it is diffi cult, if not impos-

sible, to see the positives in life. However, with practice, by keeping a positive log, 

over time, you will train yourself to see more of the positives in life. 

  TASTER TASK… Ask the participant to think of three good things that have 
happened to them in the last 24 hours. How does it feel to explore this?  

 We know that people can often have a glass ‘half empty’ approach, but there is 

lots of evidence to suggest that people who see the glass as ‘half full’ have health-

ier, happier, more successful, balanced lives and the positive event log is one way 

to practise experiencing the ‘glass half full’ approach to life. 

 The service users in our unit have developed a toolbox of simple pleasures and 

positive resources to remind them what they have available to them when they are 

experiencing negative emotions or negative mood states. 

 This list was generated by the group and individuals are free to add their own 

ideas and resources to their own copy of this simple pleasures toolbox and they 

are encouraged to share new ideas with the group. Having these positive strengths 

and activities written down is one way to access positive strengths and emotional 

states when mood is so low that your problem-solving skills are reduced.   

   2)       Being with others    

 Spending time with others is an excellent way to boost positive emotions. This 

works especially well if you are sharing interesting and novel activities. This 

might mean you need to try a new hobby or go along to an event that you wouldn’t 

normally try in order to share the experience with others there.   

Gratitude

Positive
emotions

Pride

Hope

Interest

Love

Joy

 Figure 5.2      Positive emotions  
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   3)       Favourite person exercise    

 Simply look at a picture of your favourite person, pet or place. It has been found 

that simply looking at our favourite person produces enhanced immune function, 

improved mood states, improved experience of positive emotion and a feeling of 

invigoration.  

  These include:  smiles, personal treats (massage/facial/nails), reading a 

book, watching old fi lms, losing yourself in London, walking in the park 

(or lake, river or on the beach), watching ballet/dance, spicy food, can-

dles, crafts, writing a wish list for travels, being with positive people, 

visiting museums, looking at photos, bathing, writing a diary, having a 

conversation, standing on grass with bare feet, people watching, card mak-

ing, knitting, music playing or listening, company with people/animals; 

making jewellery (or pottery, posters, art or glass painting) and having a 

fi ve-minute time out.   

  TASTER TASK… Ask the participant which photograph or image they 
would choose and ask if they could bring this to the next session.  

  4) Getting into the fl ow  

 Do activities that are high in these dimensions: Activities that…   

•   are structured and have clear goals and immediate feedback;  

 •   have a balance of challenges and skills;  

 •   absorb your full attention;  

 •   make you lose track of time, requiring complete concentration where every-

thing else but the activity is irrelevant at that moment in time;  

 •   give you a sense of control;  

 •   make you want to do the activity again just for the sake of doing it (not for 

any material reward it might give);  

•   provoke curiosity in life.   

 By participating in an activity that offers you many of the above factors, you 

will achieve ‘fl ow’. This has been described by the positive psychologist, Mihaly 

Csikszentmihalyi ( 2002 ) as:  the intense experiential involvement in moment 

to moment activity which can be either physical or mental. Attention is fully 

invested in the task at hand and the person functions at their fullest capacity. This 

is an experience where you start to do something and you become so lost in it that 

you lose track of time and become completely absorbed in the task. It is differ-

ent to persisting with something to get it perfect. Rather, it is about the positive 
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experience of ‘being in the zone’, and the research shows that activities which are 

most likely to lead to the experience of fl ow include: sports, dance, creative arts, 

sex, socialising, studying, listening to music, reading and working. Activities that 

prevent the experience of fl ow from occurring include housework, watching TV 

and being alone, and these experiences were more likely to produce emotional 

states of apathy and boredom (Csikszentmihalyi,  2002 ).   

  5)      Optimal positive to negative emotions ratio    

 This experiment encourages people to look for a balance of three positive emo-

tions/experiences/interactions to one negative emotion/experience/interaction. 

  TASTER TASK… Complete the online calculator on Fredrickson’s website:  
 www.positivityratio.com   together. You could come back to this in a later ses-
sion to see if the positivity ratio has changed.  

 Fredrickson and Losada ( 2005 ) initially looked at the performance of 60 busi-

ness teams and explored the ratio of positive to negative interactions. The research 

showed that those with the best balance of positive to negative emotions had three 

positives to every one negative. Fredrickson and Losada concluded that this ratio 

offers the optimal balance for ‘human fl ourishing’. Therefore, if you train yourself 

to notice more positive emotions/experiences/interactions in life, then you will 

achieve a better emotional balance and improved well-being.  

  Homework example 

 The purpose of this homework is to put into practice the strategies discussed in 

session. With the participant, decide which of the tasks they would like to do for 

homework. Also, remind them that their homework from last week (Portfolio of 

Positive Emotions/Bank of Positive Experiences) is ongoing and can be continued 

alongside the new tasks.  

  Instructions 

 Choose one or two of the strategies we have talked about today and experiment 

with introducing them into each day.   

  1.      Being mindful of positive experiences   (can be integrated into log book/
bank)   

  2.      Being with others   

  3.      Favourite person exercise   

  4.      Savouring   

  5.      Getting into the fl ow   

  6.      Optimal positive to negative emotions ratio   (list three good things each day)    
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   ‘Managing the negative to get to the positive’  

 The strategies explored in this session should be encouraged throughout the 

remaining CREST sessions fi tting in with the objective of ‘managing the 

negative to get to the positive’. 

 If the participant fi nds a strategy that works for them, encourage them to 

keep this going and integrate it into their weekly routine. If they do not fi nd 

a strategy useful, prompt them to return to the list of positive psychology 

exercises and try a different one.   

 How could you experiment with introducing some of these strategies into your 

daily life? Which one seems possible to start with? How could you begin to use 

it each day?   

  1.     Direct and clear communication skills  

  2.     ‘I’ messages  

  3.     Simple pleasures toolkit  

  4.     Pay it forward quotes  

  5.     Three good things  

  6.     Letter of gratitude  

  7.     Positive body language   

  Therapist tip: See  appendix  for materials for additional exercises that aim 

to elicit positive emotions including writing a letter of gratitude, a list of 

quotes and hand-out for the ‘three good things’ exercise.    

  Simple pleasures toolkit 

 This toolkit was developed collaboratively with therapists and patients involved 

in the CREST group. We found it useful to generate ideas in the CREST sessions 

and to add them to this list in order to develop it further.   

•   winning an eBay bid;  

 •   positive connections with others;  

 •   putting fresh sheets on the bed;  

 •   sunny days;  

 •   exploring London;  

 •   contact with friends;  

 •   writing to family, knowing they will value it;  

 •   getting letters;  
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 •   jewellery making;  

 •   cup of coffee when cold;  

 •   music;  

 •   electric blanket;  

 •   yoga;  

 •   being active/outdoors;  

 •   fi rst signs of spring/smell of blossom;  

 •   fl owers;  

 •   getting your hair/nails done;  

 •   pampering: refl exology/massage/facial;  

 •   making others happy;  

 •   laughter;  

 •   shopping;  

 •   playing games;  

 •   singing;  

 •   random walks;  

 •   watching old fi lms;  

 •   warm clothing;  

 •   art/writing;  

 •   sand/grass between your toes;  

 •   having a hot bath;  

 •   smiling at strangers;  

 •   lighting a scented candle;  

 •   knitting;  

 •   gardening;  

 •   spending time with your pets;  

 •   putting on slippers;  

 •   using nice cream/perfume;  

 •   photography;  

 •   massage;  

 •   feeling the breeze;  

•   watching your favourite TV show.     

  Pay it forward quotes  

  Sail beyond the horizon; fl y higher than you ever thought possible; magnify 

your existence by helping others; be kind to people and animals of all shapes 

and sizes; be true to what you value most; shine your light on the world; and 

be the person you were born to be. 

 Blake Beattie  

__________________________________________________________  
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  I hope the fruits of my labour are ripe for many generations to come. 

 Donovan Nichols  

__________________________________________________________  

  They say don’t believe your own hype, but if you don’t why would anyone 

else? To be great you have to believe you can do great things. 

 Charley Johnson  

__________________________________________________________  

  Be the change you want to see in the world. 

 Ghandi  

__________________________________________________________  

  A life lived for others, is the only life worth living. 

 Albert Einstein  

__________________________________________________________  

  If you can’t feed a hundred people, then just feed one. 

 Mother Teresa  

__________________________________________________________  

  The only time you should look down at someone, 

is when you are helping them up. 

 Jesse Jackson  

__________________________________________________________  

  If you have much, give your wealth; if you have little, give your heart. 

 Anonymous  

__________________________________________________________  

  You may be only one person in this world, but to one person at one time, 

you are the world. 

 Anonymous  

__________________________________________________________  

  An untruth kept in the heart, is a burden which weighs down the soul. 

 Blake Beattie  

__________________________________________________________  

  There is no such thing as can’t. 

 Christopher Reeve  

__________________________________________________________  
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  There are two way to live your life. One as though nothing is a miracle, the 

other as though everything is a miracle. 

 Albert Einstein  

__________________________________________________________  

  I have a dream. 

 Martin Luther King Jr  

__________________________________________________________  

  Every man dies, not every man really lives. 

 William Wallace    

  Three good things 

 Each day fi ll in one or more of the following with a positive: 

 Today I appreciate 

…………………….……………………………………………………… 

 ……………………………………………………………………………………

…………… 

 Today I value ……………………………………………………………………

………………. 

 ……………………………………………………………………………………

…………… 

 Today I felt positive when 

………………………………………………………………… 

 ……………………………………………………………………………………

…………… 

 Today I appreciate 

…………………………………………………………………………… 

 ……………………………………………………………………………………

…………… 

 Today I value ……………………………………………………………………

……………… 

 ……………………………………………………………………………………

…………… 

 Today I felt positive when 

……………………………………………………………….. 

 ……………………………………………………………………………………

……………..….. 

 Today I appreciate 

…………………………………………………………………..……… 

 ……………………………………………………………………………………

…….………….. 
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 Today I value ………………………………………………………………….…

…………… 

 ……………………………………………………………………………………

…………… 

 Today I felt positive when 

……………………………………………………………….. 

 ……………………………………………………………………………………

………  

  Letter of gratitude 

 Taking time to think about what and who you are grateful for having in your life 

can encourage positive emotions. 

 First, make a list of people who have had a positive impact on you and for 

whom you are really grateful. 

 I am grateful for ___________________________________________________ 

 because __________________________________________________________ 

 I am grateful for ___________________________________________________ 

 because __________________________________________________________ 

 I am grateful for ___________________________________________________ 

 because __________________________________________________________ 

 Second, choose one of these people to write a letter of gratitude to, explaining 

how they have had a positive impact on you and why you are grateful to them. As 

you write the letter, try to really engage with the feelings of gratitude and thanks. 

 Once you are done, send this letter to the person, or even better, visit them and 

read it aloud. However, if you are not comfortable doing this, just the act of writ-

ing the letter should have a positive effect.  

  Positive body language 

 Politics-body language –  http://www.youtube.com/watch?v=dW9ztSUGY_Q  

 Body language with Alan Pease  –  http://www.youtube.com/watch?v=Aw36-  

 ByXuMw  

 Amy Cuddy:  Your body language shapes who you are  http://www.ted.com/

talks/amy_cuddy_your_body_language_shapes_who_you_are.html  

 We found watching these fi lm clips together and discussing as a group provides 

useful information for the patients; increasing awareness of the importance of 

their body, face and voice in communication and giving an opportunity to set up 

behavioural experiments exploring positive communication with peers, staff, fam-

ilies and broader social networks of people.   

  Acknowledgement 

 Kate Tchanturia would like to acknowledge the Swiss Anorexia Foundation for 

funding.  

9781138848887c05_p72-102.indd   1009781138848887c05_p72-102.indd   100 3/12/2015   5:45:55 AM3/12/2015   5:45:55 AM



Thinking about emotions: CREST group 101

  References 

    Castro ,  L.  ,   Davies ,  H.  ,   Hale ,  L.  ,   Surguladze ,  S.   and   Tchanturia ,  K.   ( 2010 )  Facial affect rec-

ognition in anorexia nervosa: is obsessionality a missing piece of the puzzle?   Australian 
and New Zealand Journal of Psychiatry ,  44 ( 12 ):  1118–1125.   

    Csikszentmihalyi ,  M.   ( 2002 )  Flow: The Psychology of Happiness: The Classic Work on 
How to Achieve Happiness .  London :  Random House .  

    Davies ,  H.   ( 2011 ) An investigation of emotion expression in eating disorders, PhD Thesis 

King’s College London.  

    Davies ,  H.  ,   Schmidt ,  U.  ,   Stahl ,  D.   and   Tchanturia ,  K.   ( 2010 )  Evoked facial emotional 

expression and emotional experience in people with anorexia nervosa .  International 
Journal of Eating Disorders ,  44 :  531–539 .  

    Davies ,  H.  ,   Fox ,  J.  ,   Naumann ,  U.  ,   Treasure ,  J.  ,   Schmidt ,  U.   and   Tchanturia ,  K.   ( 2012a ) 

 Cognitive remediation and emotion skills training (CREST) for anorexia nervosa:  an 

observational study using neuropsychological outcomes .  European Eating Disorders 
Review ,  20 ( 3 ):  211–217 .  

    Davies ,  H.  ,   Swan ,  N.  ,   Schmidt ,  U.   and   Tchanturia ,  K.   ( 2012b )  An experimental investiga-

tion of verbal expression of emotion in anorexia and bulimia nervosa .  European Eating 
Disorders Review ,  20 ( 6 ):  476–483 .  

    Davies ,  H.  ,   Schmidt ,  U.   and   Tchanturia ,  K.   ( 2013 )  Emotional facial expression in women 

recovered from anorexia nervosa .  Journal of Biobehavioral Medicine, Psychiatry spe-
cial issue ‘Treatment resistance in eating disorders’ BMC Psychiatry ,  13 ( 1 ):  2917 .  

    Deborde ,  A.S  ,   Berthoz ,  S.  ,   Godart ,  N.  ,   Perdereau ,  F.  ,   Corcos ,  M.   and   Jeammet ,  P.   ( 2006 ) 

 Relations between alexithymia and anhedonia: a study in eating disordered and control 

subjects .  L’Encephale ,  32 ( 1  Pt 1):  83–91 .  

    Fonville ,  L.  ,   Giampietro ,  V.  ,   Surguladze ,  S.  ,   Williams ,  S.   and   Tchanturia ,  K.   ( 2014 ) 

 Increased BOLD signal in the fusiform gyrus during implicit emotion processing in 

anorexia nervosa.   NeuroImage: Clinical :  266–273.   

    Fredrickson ,  B.L.   ( 1998 )  What good are positive emotions?   Review of General Psychology: 
Journal of Division 1, of the American Psychological Association , (3):  300–319.   

    Fredrickson ,  B.L.   ( 2001 )  The role of positive emotions in positive psychology:  the 

broaden-and-build theory of positive emotions .  The American Psychologist , 
 56 ( 3 ):  218–226 .  

    Fredrickson ,  B.L.   ( 2009 )  Positivity:  Groundbreaking Research to Release Your Inner 
Optimistic and Thrive .  Oxford, UK :  Oneworld .  

    Hambrook ,  D.  ,   Brown ,  G.   and   Tchanturia ,  K.   ( 2012 )  Emotional intelligence in anorexia 

nervosa: is anxiety a missing piece of the puzzle?   Psychiatry Research ,  200 ( 1 ):  12–19 .  

    Harrison ,  A.  ,   Sullivan ,  S.  ,   Tchanturia ,  K.   and   Treasure ,  J.   ( 2010 )  Emotional function-

ing in eating disorders:  attentional bias, emotion recognition and emotion regulation . 

 Psychological Medicine ,  40 :  1887–1897 .  

    Harrison ,  A.  ,   Genders ,  R.  ,   Davies ,  H.   and   Tchanturia ,  K.   ( 2011 )  Experimental measure-

ment of the regulation of anger and aggression in women with anorexia nervosa .  Clinical 
Psychology Psychotherapy ,  18 ( 6 ):  445–452 .  

    Harrison ,  A.  ,   Tchanturia ,  K.  ,   Naumann ,  U.   and   Treasure ,  J.   ( 2012 )  Social emotional func-

tioning and cognitive styles in eating disorders .  British Journal of Clinical Psychology , 

 51 ( 3 ):  261–279 .  

    Harrison ,  A.  ,   Mountford ,  V.   and   Tchanturia ,  K.   ( 2014 )  Social anhedonia and work and 

social functioning in the acute and recovered phases of eating disorders .  Psychiatry 
Research ,  218 :  187–194 .  

9781138848887c05_p72-102.indd   1019781138848887c05_p72-102.indd   101 3/12/2015   5:45:55 AM3/12/2015   5:45:55 AM



102 K. Tchanturia et al.

    Kyriacou ,  O.  ,   Easter ,  A.   and   Tchanturia ,  K.   ( 2009 )  Comparing views of patients, parents 

and clinicians on emotions in anorexia: a qualitative study .  Journal of Health Psychology , 

 14 :  843–854 .  

    Lyubomirsky ,  S.   and   Layous ,  K.   ( 2013 )  How do simple positive activities increase 

well-being?   Current Directions in Psychological Science ,  22 ( 1 ):  57–62 .  

    Money ,  C.  ,   Genders ,  B.  ,   Treasure ,  J.  ,   Schmidt ,  U   and   Tchanturia ,  K.   ( 2011a )  A brief emo-

tion focused intervention for in-patients with anorexia nervosa:  a qualitative study . 

 Journal of Health Psychology ,  16 :  947–958 .  

    Money ,  C.  ,   Davies ,  H.   and   Tchanturia ,  K.   ( 2011b )  A case study introducing Cognitive 

Remediation & Emotion Skills Training (CREST) for anorexia nervosa in-patient care . 

 Clinical Case Studies ,  10 :  110–121 .  

    Oldershaw ,  A.  ,   Hambrook ,  D.  ,   Stahl ,  D.  ,   Tchanturia ,  K.  ,   Treasure ,  J.   and   Schmidt ,  U.   

( 2011a )  The socio-emotional processing stream in anorexia nervosa .  Neuroscience and 
Biobehavioural Reviews ,  35 :  970–988 .  

    Oldershaw ,  A.  ,   Treasure ,  J.  ,   Hambrook ,  D.  ,   Tchanturia ,  K.   and   Schmidt ,  U.   ( 2011b )  Is 

anorexia nervosa a version of autism spectrum disorders?   European Eating Disorder 
Review ,  19 :  462–474 .  

    Rhind ,  S.  ,   Mandy ,  W.  ,   Treasure ,  J.   and   Tchanturia ,  K.   ( 2014 )  An exploratory study 

of evoked facial affect in adolescents with anorexia nervosa .  Psychiatry Research , 

 220 ( 1–2 ):  711–715 .  

    Russell ,  T.  ,   Schmidt ,  U.   and   Tchanturia ,  K.   ( 2009 )  Aspects of social cognition in anorexia 

nervosa: affective and cognitive theory of mind .  Psychiatry Research ,  15 :  181–185 .  

    Seligman ,  M.E.   and   Csikszentmihalyi ,  M.   ( 2000 )  Positive psychology:  an introduction . 

 The American Psychologist ,  55 ( 1 ):  5–14 .  

    Tchanturia ,  K.  ,   Davies ,  H.  ,   Harrison ,  A.  ,   Fox ,  J.  ,   Treasure ,  J.   and   Schmidt ,  U.   ( 2012 ) 

 Altered social hedonic processing in eating disorders .  International Journal of Eating 
Disorders ,  45 ( 8 ):  962–969 .  

    Tchanturia ,  K.  ,   Hambrook ,  D.  ,   Curtis ,  H.  ,   Jones ,  T.  ,   Lounes ,  N.  ,   Fenn ,  K.  ,   Keys ,  A.  , 

  Stivenson ,  L.   and   Davies ,  H.   ( 2013 )  Work and social adjustment in patients with anor-

exia nervosa .  Comprehensive Psychiatry ,  54 ( 1 ):  41–45 .  

    Tchanturia ,  K.  ,   Doris ,  E.   and   Fleming ,  C.   ( 2014a )  Effectiveness of Cognitive Remediation 

and Emotion Skills Training (CREST) for anorexia nervosa in group format: a naturalis-

tic pilot study.   European Eating Disorders Review ,  22 ( 3 ):  200–205 .  

    Tchanturia ,  K  .,   Marin Dapelo ,  M  .,   Hambrook ,  D  . and   Harrison ,  A.   ( 2015 )  Why study posi-

tive emotions in the context of eating disorders?   Current Psychiatry Reports ,  17 ( 1 ):  537 .  

    Tchanturia ,  K  .,   Doris ,  E.  ,   Mountford ,  V.   and   Fleming ,  C.   ( in press )  Cognitive Remediation 

and Emotion Skills Training (CREST) for anorexia nervosa in individual for-

mat: Self-reported outcomes .  BMC Psychiatry .      

9781138848887c05_p72-102.indd   1029781138848887c05_p72-102.indd   102 3/12/2015   5:45:55 AM3/12/2015   5:45:55 AM



        Chapter 6 

 Perfectionism short format group 
for inpatients    

    Samantha   Lloyd    ,     Caroline   Fleming     and     Kate   Tchanturia     

   It was in the 1970s that Bruch fi rst alluded to the perfectionist nature of Anorexia 

Nervosa (AN) in her characterisation of a typical AN patient as meeting ‘every par-

ent and teacher’s idea of perfection’ (Bruch,  1978 ). In line with clinical observa-

tions of the highly perfectionistic and rigid AN patient, models of eating disorders 

have since posited perfectionism as both a risk and maintaining factor (Fairburn 

 et al .,  2003a ; Schmidt and Treasure,  2006 ). In support of the association between 

perfectionism and AN, there exists a robust evidence base for elevated perfection-

ism in patients with AN in comparison to individuals without eating disorders 

(Bardone-Cone  et al .,  2007 ; Egan  et al .,  2011 ) and some evidence that perfection-

ism is higher in eating disorders relative to other disorders (Bardone-Cone  et al ., 
 2007 ). There is also evidence of perfectionism being elevated in fi rst degree rela-

tives of AN patients (Jacobs  et al .,  2009 ; Woodside  et al .,  2002 ). 

 Some studies have shown perfectionism to be associated with poorer prog-

nosis and attrition from treatment in AN (Bizeul  et al .,  2001 ; Sutandar-Pinnock 

 et al .,  2003 ; Woodside  et al .,  2002 ). Although the means by which perfectionism 

impacts upon outcome are not clear, it has been suggested that the all or noth-

ing thinking style and perceived failures associated with perfectionism may make 

the setting of appropriate treatment goals diffi cult and that perfectionistic traits 

may prevent the self-disclosure needed to establish a strong therapeutic alliance 

(Goldner  et al .,  2002 ). Some support for this theory comes from a study carried 

out by Zuroff  et al . ( 2000 ) into the outcome of depression following treatment, 

where it was found that the relationship between perfectionism and poorer treat-

ment response was mediated by the impact upon the therapeutic alliance. 

 Although recognition of the important role of perfectionism in eating disorders 

is evident in the targeting of this trait within enhanced cognitive behavioural inter-

ventions (Fairburn  et al .,  2003a ), the evidence base for interventions specifi cally 

targeting perfectionism in AN is extremely limited. A recent systematic review 

and meta-analysis carried out by our group (Lloyd  et al .,  2014b ) found some evi-

dence that a cognitive behavioural approach is effi cacious in reducing perfection-

ism in adults with clinically signifi cant perfectionism and/or psychiatric disorders 

associated with perfectionism. Interestingly, only one of the studies targeted per-

fectionism in individuals with eating disorders, with no studies of perfectionism 
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interventions for patients with AN identifi ed. Steele and Wade ( 2008 ) reported 

on an intervention aimed at targeting perfectionism and bulimic behaviours, 

comprising eight sessions of guided self-help-based cognitive behavioural ther-

apy. Although signifi cant change was not found on the Frost Multi-dimensional 

Perfectionism Scale (FMPS; Frost  et al . (( 1990 )) Concern over Mistakes subscale 

during the intervention, signifi cant change was identifi ed at six-month follow-up 

compared with pre-intervention, with a large effect size achieved. Change in per-

fectionism was not found for the cognitive behavioral therapy (CBT) for bulimia 

nervosa (BN) or placebo groups. Although no signifi cant differences were found 

between groups on other symptoms, in the CBT for perfectionism group signifi -

cant decreases were also observed for bulimic symptoms. 

 There is similarly limited evidence for group interventions targeting perfection-

ism, with only one of the eight identifi ed studies using a group format interven-

tion. Steele  et al . ( 2013 ) compared eight sessions of group CBT for perfectionism 

with psycho-education in adults with clinically signifi cant perfectionism and/or 

a range of clinical disorders including depression, social phobia, panic disorder, 

generalised anxiety disorder and obsessive compulsive disorder. It was found that 

in the CBT for perfectionism group there were signifi cant changes of large effect 

size in perfectionism and negative affect between baseline and post-treatment, 

with these changes maintained at three-month follow-up. 

 Our group recently reported pilot data on the effi cacy of the perfectionism 

group intervention which we deliver on the inpatient ward (Lloyd  et al .,  2014a ). 

In this chapter we present the group protocol in detail and include additional audit 

data which we collect routinely in order to evaluate the effectiveness of the group. 

We also present recommended outcome measures for evaluating perfectionism 

groups for AN.  

  Outline of the perfectionism group 

 The overall aim of the ‘Living with Perfectionism’ group-based intervention is to 

increase awareness of the negative impact of perfectionism through exploration 

of striving for perfection versus excellence, identifi cation and reduction of perfec-

tionist behaviours and challenging perfectionist thinking. The group consists of 

six weekly sessions which are each one hour long. 

 The group is always delivered by two facilitators, with at least one facilitator 

a psychologist. One of the reasons for this is that within the group interventions 

important issues are dealt with in terms of group dynamics. The second facilitator 

is typically a trainee clinical or counselling psychologist or psychology assistant, 

although other members of the multidisciplinary team such as nurses and occupa-

tional therapists can co-facilitate groups. Group content is discussed and planned 

in supervision sessions, where any necessary changes are made to the programme. 

 Because of the inpatient setting, as with other groups on the ward, the group 

is open to new patients for the fi rst two weeks. After this time it is closed to new 

members. Like with any other group work in the inpatient programme we fi nd 
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that a short format works well with the patients so as to create the opportunity 

for patients to attend most groups during their admission to the ward. In the past 

the principal author facilitated longer format groups (e.g. 12-week programmes). 

This proved diffi cult to manage as a closed group because newly admitted patients 

had to wait a long time in order to join the group, with some patients discharged 

before the end of the group. This resulted in small group numbers. The short for-

mat groups in general are mainly based upon psycho-education and offer a ‘taster’ 

of the content and ways in which this problem can be addressed psychologically. 

 An overview of the group programme is presented both in the ward introduc-

tion pack and in the ward community groups (which take place twice a week). 

The facilitator or other members of the clinical team remind the patients when the 

‘Living with Perfectionism’ group is taking place and that they have to sign up if 

they would like to attend. We inform patients that our brief groups are designed as 

workshops to provide psycho-education, awareness about symptoms, personality 

features, cognitive styles and emotional processing that contribute to the main-

tenance of the disorder. We also highlight that this group is based upon a cog-

nitive behavioural model of perfectionism developed by Shafran and colleagues 

(Shafran  et al .,  2002 ). 

 We have found it very useful to utilise a combination of the different CBT-based 

perfectionism materials available. It was very stimulating for the clinical team to 

have two important study days to inspire the development of the ‘Living with 

Perfectionism’ group materials. Dr Roz Shafran kindly accepted an invitation 

from the principal author of this chapter (KT) and conducted a workshop on work-

ing with perfectionism; shortly after which Dr Anthea Fursland delivered train-

ing in ‘CBT for perfectionism’. Additionally, KT attended Dr Melanie Fennell’s 

training and used  Overcoming Low Self-Esteem  (Fennell,  2009 ) as a foundation 

for this brief format group. Many of the worksheets and activities provided to the 

patients are taken from the Centre for Clinical Intervention’s ‘Perfectionism in 

Perspective’ module ( http://www.cci.health.wa.gov.au ; Fursland  et al .,  2009 ) with 

work from Shafran  et al . ( 2010 ) also being highly infl uential to the development 

of the group content.  

  Content of the group 

 To provide a brief introduction, a key aspect of the group content is the pres-

entation and exploration of the cycle of perfectionism which is introduced in 

Session 2. Each of the subsequent sessions explores and challenges aspects of 

this cycle in greater depth, with the fi nal session focusing on shifting toward the 

more attainable ‘cycle of appropriate self standards’. With regards to homework, 

the goal is for group members to be able to work behaviourally toward reducing 

perfectionism whilst also challenging perfectionist rules and assumptions, an 

approach suggested as especially useful by Shafran and colleagues. An overview 

of the group is presented below, with reference to the materials used within each 

group session. 
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  Session 1 

 As with all of our group interventions, the fi rst session begins with the estab-

lishment of general ground rules collaboratively between facilitators and group 

members. This is followed by an exploration of hopes, expectations and concerns 

about engaging with this group in particular. Our experience in facilitating the 

perfectionism group has highlighted heterogeneity in individuals’ relationships 

with perfectionism. Because of this, particular attention is given to the fact that 

everybody’s relationship to perfectionism will be different, along with an aware-

ness of the competitiveness with others which perfectionism may engender and 

which may infl uence the group. 

 A drawing exercise is used at the beginning of the group in which individuals 

are asked to work in pairs to draw a tree, a house and a person in a short space of 

time (this projective method is used as an interactive tool and experiential exer-

cise in order to facilitate discussion based on the observations group participants 

make whilst engaging with the task). Group members are asked for feedback on 

their experiences of carrying out the task ‘imperfectly’ in a short space of time 

and how they approached and engaged with the task. This exercise also serves as 

an icebreaker which prompts discussion early on in the session, as well as illus-

trating with a simple task any anxieties or concerns which arise in relation to 

perfectionism. 

 A second exercise involves asking group members to generate a mind map 

exploring ideas about what perfectionism is and highlighting both positive and 

negative aspects of perfectionism. This is followed by psycho-education of 

defi nitions based on research and theory and further exploration of the costs 

and benefi ts of being a perfectionist (as set out in  Chapter  1  in  Overcoming 
Perfectionism  by Shafran  et al . ( 2010 ). We fi nd mind maps to be a very useful 

tool in our clinical work. We originally adapted this tool from educational psych-

ology to use within our CRT groups (see  Chapter 3 ). This tool was later embed-

ded in the perfectionism group as it allows patients to draw out very specifi c 

elements of perfectionism, as well as to think about the bigger picture impact 

of perfectionism in everyday life. We fi nd that many of our group attendees like 

to take away mind maps generated from different psychology-based groups and 

individual work to keep in their recovery folders. They are useful tools for the 

patients to later refl ect upon learning from the groups. We encourage patients to 

do so and when they attend their individual therapy sessions – including outside 

of our service or in outpatient treatment with another therapist – they can use 

them as the basis for further therapeutic work if this is deemed important and 

meaningful. 

 The group continues with an explanation of the fundamental aim of the group, 

which is to support group members in learning to reduce their perfectionism to 

a more manageable level. Finally, the group members engage in an exercise that 

aims to raise awareness of the ways in which their perfectionism affects them 

negatively, and small changes which they can start to work towards. 
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 Through discussion of the exercises, facilitators notice and discuss similarities 

and differences in perfectionist thinking and behaviours across different individ-

uals. This enables a discussion highlighting that each individual’s relationship 

with perfectionism is unique and therefore how they use this group will be indi-

vidual to them, their perfectionism and what they want to target. As mentioned, 

this seems particularly important to verify as participants have fed back that, from 

the initial session, they can engage in negative social comparisons, i.e. ‘I am not a 

good enough perfectionist in comparison with others’. Homework for the fi rst ses-

sion is for each group member to notice, observe and monitor their perfectionism 

in an area they have identifi ed as being most active, paying particular attention to 

the costs and benefi ts of attempting to achieve perfection in this area. 

 Materials used: CCI ‘Perfectionism in Perspective’ Module 1, pp. 2–7 ( http://www  

 .cci.health.wa.gov.au )  

  Session 2 

 Session 2 starts with a check-in and provides an opportunity for individuals to 

provide feedback from the previous homework. This session explores three areas: 

  1.     How perfectionism develops.  

  2.     Thinking styles associated with perfectionism.  

  3.     What maintains perfectionism – modifi ed from  Overcoming Perfectionism , 

 Chapter 3  (Shafran  et al .,  2010 ).   

First, a brief overview is provided which is structured around the way in which 

perfectionism can be both learned and a personality trait. This is used to generate 

a group discussion on the ways in which perfectionism can be learned both dir-

ectly and indirectly, as well as interacting with a perfectionist temperament. We 

explore messages which members may have received during their development, 

within the home environment and from school and society more generally, as well 

as more self-oriented perfectionism stemming from personality traits. 

 Second, through consideration of the thinking styles associated with perfec-

tionism, namely biased attention and biased interpretation, we explore how people 

with perfectionism can develop rules for living and personal standards which are 

unhelpful. Third, through psycho-education regarding rules and assumptions, the 

group is encouraged to explore unhelpful rules and assumptions that may be con-

tributing to the maintenance of their perfectionism (incorporating understanding 

from  Overcoming Perfectionism ,  Chapter  5 , Shafran  et  al .,  2010 ). Finally, we 

explore a model of perfectionism ( Figure 6.1 ) and the importance we attribute to 

the concept of reasonable doing. 

 This model of perfectionism informs the group intervention and is explained to 

and discussed with the patients. It was developed based upon the CCI model of 

perfectionism and Dr Roz Shafran’s work on perfectionism, as a framework for 
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the aspects of perfectionism we cover in the group. The model is explored in depth 

in this session and is developed and referred to throughout the rest of the sessions. 

 For homework group members are asked to try out being a ‘reasonable doer’ 

in the area where their perfectionism is most active, paying particular attention to 

thoughts and feelings which arise when attempting this. 

 Materials used: CCI ‘Perfectionism in Perspective’, Module 2, pp. 2–4, Module 

3, p. 7 ( http://www.cci.health.wa.gov.au );  Overcoming Perfectionism ,  Chapters 3 , 

 5  (Shafran  et al .,  2010 ).  

  Session 3 

 At the beginning of the session, we invite group members to refl ect on their home-

work and whether they were able to manage ‘reasonable doing’, exploring their 

experiences of attempting to tone down the volume of their perfectionism and, 

if not, the barriers to being able to engage with working towards change. This 

is particularly important to explore as this session focuses on a consideration of 

perfectionist behaviours and how to begin the process of changing some of these 

behaviours. 

 The fi rst exercise focuses on an exploration of over doing and under doing 

and what might be more reasonable and manageable goals which could be set. 

Previous experiences Self-worth overly dependent on
striving/succeeding; “I’m OK only if ... ...”
(Pursuit of unrelenting standards)

Role of environment
in reinforcing

perfectionist beliefs

Rigid Standards and
Behaviours:

Excessive study
Over-prepare/
repeated checking

Giving up too
soon
Not knowing
when to stop

Over-exercise

Avoid thinking
about situations

Isolation and
narrowed
interests

Procrastination
Preoccupation

Perfectionism Behaviours: Rigid
standards, routine behaviours e.g.
excessive checking, procrastinating

Perfectionist Thinking Errors:
Evaluate performance in all or nothing
style; scan for mistakes of signs of failure

Fail to meet
standards

Self-criticism, low
mood, anxiety

... decide original
standards were
not demanding
enough

Temporarily meet
standards but...

Perfectionist Thinking
Style:

Mental filter:
focus on failure
not success

Catastrophic
thinking: “It’s a
disaster unless I
get 100%”
Unfair
comparisons:
“they are doing
better than me
proving I’m
hopeless”
Predictions: “It’s
bound to be
rubbish”; “I know
I’m going to fail”

Shoulds, oughts,
musts: “I should
do better”

Black and white
thinking (all or
nothing)

 Figure 6.1      Model of perfectionism  
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Additionally, consideration is given to any obstacles which individuals may face 

in attempting to adapt their perfectionism and reduce perfectionist behaviours. 

From a theoretical basis the group chooses one behaviour which has been iden-

tifi ed and a discussion is facilitated in which the group identifi es how a goal for 

change could be set and broken down into small steps. 

 The second exercise involves group members individually identifying a goal to 

work on and constructing a reasonable plan to reduce one perfectionist behaviour. 

The group members are encouraged to feed back to the wider group so that they 

can support each other in working on their goal during the forthcoming week. 

 Materials used: CCI ‘Perfectionism in Perspective’, Module 4, p. 7, Module 

5, p.4  http://www.cci.health.wa.gov.au ;  Overcoming Perfectionism ,  Chapter  7  

(Shafran  et al .,  2010 ).  

  Session 4 

 The group starts with a refl ection on the homework, encouraging group members 

to share what they have discovered. Homework for the following week is set at 

the start of the session, which is for group members to identify an area where they 

typically ‘under do’. This may be as a result of perfectionism-related procrastin-

ation, because of neglecting enjoyable activities due to a lack of time because of 

striving in other areas, or because of not allowing oneself to engage in an activity 

purely for pleasure. Guidance is given on how group members can get started 

with this. 

 This session focuses on thinking styles and rules associated with perfectionism 

which may have become more evident as group members start to try to change 

their behaviours. The aim of the session is to work towards the identifi cation of 

more helpful rules. 

 The group engages with an exercise which enables individuals to start question-

ing and challenging unhelpful, perfectionist rules and move towards developing 

more realistic and useful rules in day to day life. To make this as interactive as 

possible, each group member is provided with one or two questions on cards 

which are numbered 1–12 and on which are questions aimed at challenging per-

fectionism. The group picks an unhelpful rule or assumption from a list. The 

group facilitator then rolls two dice and asks the person holding the card with the 

number on to read out the associated question. The group is asked to discuss the 

evidence for the unhelpful belief using these questions. The process continues 

until enough challenging questions have been posed to help to identify a more 

helpful rule. 

 The group are then provided with a visual representation of the cycle of per-

fectionism and asked to fi ll out the parts of the model for themselves, identifying 

beliefs, rules, behaviours and thinking styles that are contributing to the mainten-

ance of their perfectionism. 

 For homework, alongside challenging their perfectionist behaviours, group 

members are encouraged to use the types of challenging questions discussed in 
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this session to assess whether the thoughts which arise from behaving differently 

are fl exible, balanced and realistic. 

 Materials used: CCI ‘Perfectionism in Perspective’, Module 7, p. 3 ( http://www  

 .cci.health.wa.gov.au );  Overcoming Perfectionism , Chapters  7.4, 7.7 (Shafran 

 et al .,  2010 ).  

  Session 5 

 The session starts with feedback from the homework. This session focuses on the 

links between perfectionism and the over-evaluation of the importance of achieve-

ment in relation to self-worth. Group facilitators provide psycho-educational 

materials as a basis for group members to explore how this impacts upon them 

personally. We consider how judging self-worth solely based on meeting exact-

ing standards impacts negatively on self-esteem, and move on to focus upon how 

self-worth can be recognised, acknowledged and appreciated in other aspects of life 

(as highlighted in  Overcoming Perfectionism ,  Chapter 8 , (Shafran  et al .,  2010 )). 

Based upon Fennell’s work, we also take a bigger picture perspective regarding 

how to enhance self-acceptance through managing perfectionism more effectively. 

 The fi rst exercise asks individuals to think about how they judge their own 

self-worth by completing a mind map exploring aspects of their life which infl uence 

their self-esteem. Group members are invited to share what they have identifi ed or 

learned about themselves. This leads to a group discussion exploring the differ-

ences between striving for perfection and striving for excellence and highlighting 

the energy, futility and despondency produced by attempting to achieve perfection. 

 The next exercise explores compassionate affi rmations, encouraging partici-

pants to write down specifi c non-perfectionist affi rmations which they may fi nd 

helpful for themselves. In the fi nal exercise we ask the patients to complete a ‘com-

passionate self-worth’ mind map, exploring what could make up their self-worth 

if it was not dominated by the need to be perfect. For homework, alongside con-

tinuing to work towards their goals, group members are encouraged to value their 

imperfections. 

 Materials used: CCI ‘Perfectionism in Perspective’, Module 8, p. 2 ( http://www  

 .cci.health.wa.gov.au );  www.getselfhelp.co.uk ;  Overcoming Perfectionism , 

 Chapter 8  (Shafran  et al .,  2010 );  Overcoming Low Self-Esteem  (Fennell,  2009 ).  

  Session 6 

 At the beginning of the fi nal session there is the opportunity for group members 

to report back on and review their homework. 

 An overview of the fi ve sessions is provided: 

  1.     What is perfectionism, costs and benefi ts.  

  2.     How did I become a perfectionist – direct and indirect learning, temperament, 

the model of perfectionism.  
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  3.     Managing perfectionism, adapting perfectionist behaviours.  

  4.     What maintains perfectionism and challenging perfectionist thinking, adjust-

ing unhelpful rules and assumptions.  

  5.     Re-evaluating the importance of achievement, the pursuit of excellence ver-

sus perfection.   

 The group then explores the adaptive model of appropriate self-standards which 

is compared with the perfectionism model shown in  Figure 6.1 . Discussion and 

refl ection regarding thoughts and observations about the new model are encour-

aged, centring on the following areas:    

•   how group members would like to manage their perfectionism in future;  

 •   which parts of the model people think are the easiest for them to adapt;  

 •   what else their self-worth could be based upon;  

 •   which behaviours they could reduce;  

•   which new thinking styles could be practised.   

 The group is fi nally asked to refl ect on the six sessions as a whole, what they have 

learned and how they are planning to take this learning forward.   

  Recommended outcome measures 

 As with all group interventions, ongoing evaluation is carried out using outcome 

measures completed prior to and following the group. Numerous self-report per-

fectionism measures exist and a discussion and critique of the most appropriate 

measures is complex and beyond the scope of this book. However, we use the 

following outcome measures to evaluate the perfectionism group: 

  Frost Multi-Dimensional Perfectionism Scale (Frost  et al .,    1990   ).  This widely 

used measure assesses the following aspects of a multi-dimensional concept of per-

fectionism: concern over mistakes, personal standards, doubts about actions, par-

ental criticism, parental expectation and organisation (not included in total score). 

  Clinical Perfectionism Questionnaire.  This self-report measure is based upon 

the cognitive behavioural model of clinical perfectionism proposed by Shafran 

 et  al . ( 2002 ). The scale assessed the core components of clinical perfection-

ism: the tendency to set high goals and standards and the negative consequences 

which not meeting these goals have, for example upon feelings of self-worth 

(Riley  et al .,  2007 ). We have more recently started to use the CPQ alongside the 

FMPS and have found it to be ideal for the purpose of assessing group outcomes, 

due to the short length (12 items) and sensitivity to the effects of treatment (Riley 

 et al .,  2007 ; Steele  et al .,  2013 ). 

  Motivational ruler (Miller and Rollnick,    2002   ).  A Likert scale which measures 

an individual’s perceived importance to change and ability to change on a scale 

from one to ten. Higher scores indicate greater importance and ability. This meas-

ure is used with all group interventions on our inpatient ward. 

9781138848887c06_p103-116.indd   1119781138848887c06_p103-116.indd   111 3/12/2015   4:16:50 AM3/12/2015   4:16:50 AM



112 S. Lloyd et al.

  Patient satisfaction questionnaire.  The questionnaire has been designed spe-

cifi cally for this group and includes both quantitative and qualitative questions, 

such as the perceived helpfulness of the group and what the patient feels they have 

gained from the group. Quantitative questions use a Likert rating format, ranging 

from one to fi ve. 

 Both the FMPS and motivational ruler are completed by group members prior 

to and at the end of the group. The patient satisfaction questionnaire is completed 

at the end of the group.  

  Results of our pilot study 

 Using this data, our small pilot study (Lloyd  et  al .,  2014a ) found signifi cant 

changes of moderate effect size for perfectionism – as measured by the FMPS 

total score and Concern over Mistakes, Doubts about Actions and Personal 

Standards subscales. These changes were found to be independent of changes in 

Body Mass Index. This data has since been extended and results are shown below 

for pre- and post-intervention scores for 28 patients completing the perfectionism 

group. Since introducing the CPQ as a routine measure pre and post-group, we 

have also found signifi cant change in clinical perfectionism following the group. 

 Figures 6.2  and  6.3  show change in perfectionism on the FMPS and CPQ. These 

results are promising and support the effectiveness of targeting perfectionism in 

AN using a short format group intervention.               

 Continuous evaluation of the feedback from patients attending the group has 

been invaluable in helping us to further develop the group. Through qualitative 

 Figure 6.2      Changes in FMPS score following the ‘Living with Perfectionism’ group (N = 28)  
 Notes: * Change signifi cant at p = 0.05. ** Change signifi cant at p = 0.01. 
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feedback we have discovered what patients feel they have gained by attending the 

group, as well as suggestions for improvements. We responded to feedback on 

wanting more practical activities and examples and increased interaction in the 

group by using specifi c exercises done in pairs and small groups which are useful 

 Figure 6.3      Changes in CPQ score following the ‘Living with Perfectionism’ group (N = 16)  
 Note: Change signifi cant at p = 0.01. 

20
Learning about own perfectionism

through hearing about others’
experiences

Learning practical methods and tools
for challenging and managing

perfectionism

Gaining a better understanding and
insight into perfectionism

To identify the negative consequences
of perfectionism

46

60

25

0 20 40 60 80

 Figure 6.4      Responses to the question ‘What did you learn from attending the group?’  
 Numbers refer to proportion of patients endorsing each theme (N = 28). 
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for group dynamics and provide opportunities for more experience based learning 

(e.g. producing a drawing of a tree, house and person; mind maps).  Figures 6.4  

and  6.5  show themes from our qualitative data derived using the method described 

by Braun and Clarke ( 2006 ). 

 As with all groups in the brief group intervention programme, we try to make 

talking based groups as action based as possible because we are well aware of 

the thinking styles of our patients in the severe malnourished phase. We therefore 

focus on concrete exercises rather than extensive discussions using as much visual 

and concrete material as possible. 

 The fi rst (SL) and principal (KT) authors are currently conducting empirical 

and experimental research into perfectionism in AN, with the aim of translating 

this into clinical work. We hope that this will make the group more useful for 

the patients, as well as addressing the qualitative feedback we have received for 

this group.   
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        Chapter 7 

 Single session groups    

    Suzi   Doyle     

   For individuals with anorexia nervosa, particular times of the year are espe-

cially diffi cult, due to characteristics of the disorder such as rigid rules and 

obsessive rituals (Schmidt and Treasure,  2006 ). For instance, as the festive 

season approaches, a representative proportion of residents of the inpatient 

ward frequently express feelings of anxiety and a resolute intent to avoid 

any celebrations. The anticipation of increased requirement for social inter-

action exacerbates the sense of isolation that is a feature of anorexia nervosa 

(Tchanturia  et al .,  2012 ). The expectations and perceived or real pressure to 

have a wonderful time magnify the disabling impact of anhedonia and diffi -

culties in emotional expression experienced by many eating disordered indi-

viduals (Davies  et al .,  2010 ; Davies  et al .,  2012 ; Tchanturia  et al .,  2012 ). At 

these times, there is a need for support of a specifi c nature, for individuals who 

experience occasions such as Christmas and New Year as threatening, alienat-

ing and anxiety-provoking. 

 We have developed protocols for single session groups, to support patients 

receiving the treatment in the inpatient ward. Each group runs for between 45 

minutes and one hour and is advertised as a ‘pop up’ group, in reference to the 

trend for short-term use of available premises for unique, creative and engaging 

projects. Since these groups have been recently implemented, refi nement of the 

protocols is ongoing. The protocols we have included in this chapter are entitled: 

•   Distress Tolerance group;  

 •   Christmas is Coming;  

•   New Year’s Eve group.   

Notably, some of the content presented in the single session groups is also covered 

within other groups which span several weeks. For instance, we also run a longer 

version of the Distress Tolerance group, which comprises six weekly sessions. 

These multiple session groups are closed to new members after the initial two 

sessions, with the result that patients admitted thereafter are required to wait until 

a new group begins. One advantage of the single session groups is that they are 

available to all patients who wish to attend at the time. When a group has been 
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arranged, it is announced in the weekly community group meeting and patients 

are warmly invited to come along. Posters may also be placed on the ward as 

reminders, with the aim of encouraging patients, some of whom tend to avoid 

group situations, to attend. 

 Pop-up groups are run according to a common set of guiding principles, under-

pinned by the primary aims of engaging patients in a shared endeavour to increase 

awareness of diffi culties they may be experiencing, to reduce the sense of defect-

iveness, and to develop more effective coping strategies which individuals can 

feel motivated to implement. To this end, the groups are both psycho-educational 

and exploratory, in many instances employing a CBT framework for address-

ing challenges and developing positive alternatives. We fi nd that it is important 

for facilitators to take a curious and interested stance, encouraging the group to 

engage actively in the exercises and warmly affi rming individual or collective 

contributions. To encourage active participation and increase learning, each group 

is designed to be interactive. Owing to the time-limited nature of single session 

groups, completion of the protocol requires a fairly vigorous pace, which ideally 

does not compromise the depth of refl ections elicited or group members’ sense 

that their contributions are valued. 

 The groups are facilitated by a psychologist, who always has a co-facilitator 

who may be a trainee psychologist or a member of the multi-disciplinary team, 

such as an occupational therapist or nurse. A standard format for beginning and 

ending of groups provides a familiar and predictable frame for supporting indi-

viduals who may fi nd attending a group to be a challenging experience. After 

welcoming group members, the facilitators invite them to: 

•   check in by sharing their hopes, fears and expectations for the group;  

•   suggest boundaries for the group, such as honouring confi dentiality of mater-

ial shared.   

 Before ending the group, members are invited to: 

•   provide feedback, which may be verbal or written;  

•   share one thing they gained from attending the group.   

 Informal feedback provided by patients has indicated that the short duration of the 

pop-up groups is experienced as an advantage in that individuals are not required 

to commit to a series of sessions. Instead, there is the opportunity to benefi t from 

a brief, digestible intervention, where group members can gain from hearing other 

perspectives and are encouraged to contribute their own ideas in a social setting. 

Whilst we have not conducted formal outcome assessment, responses by individ-

uals attending the single session groups suggest that patients have generally found 

the process of participating and the exchange of perspectives helpful. Some of 

their written comments are included here: 

  ‘… found it more benefi cial than initially expected’  
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  ‘… appreciated hearing suggestions from other group members’  

  ‘… putting suggestions into action will be diffi cult’   

 These comments carry a sense of authenticity and are indicative of positive 

engagement with the group and the material presented. 

 Positive responses to these groups has led to the development of further pop-up 

group protocols, which have been well-received during summer time for instance, 

when holidays disrupt the normal timetable of longer group programmes. Whilst 

topics for the groups have generally been determined by staff, patients have been 

invited to suggest topics that they would fi nd helpful. As a result of this collabora-

tive approach to identifying groups that are considered to be benefi cial, we have 

run further pop-up groups, including: 

•   Assertiveness and saying ‘no’;  

•   Worry group (which spanned two sessions).   

 Appreciation of the benefi ts of pop-up groups for patients must be balanced 

with consideration of the resources involved in developing and delivering the 

protocols. To address this issue, we have found it helpful to build up a series 

of protocols which may be shared and enhanced. With this aim therefore, the 

original three single session group protocols are included in this chapter, as 

‘living’ documents that may be modifi ed according to current requirements of 

the patient group and developments in our understanding of the psychology of 

eating disorders.  

  Distress Tolerance group protocol 

 Aspects of the material used in the development of this protocol have been based 

on the methods described by the Centre for Clinical Interventions ( http://www  

 .cci.health.wa.gov.au ), a specialist public mental health service based in 

Western Australia. Many of their resources are based on the principles of 

Cognitive-Behavioural (Leahy  et  al .,  2011 ) and Mindfulness-based Therapies 

(Linehan,  1993 ). 

  Aims of the group   

•   To explore the meaning and impact of distress intolerance.  

 •   To identify unhelpful ways of dealing with distress.  

•   To increase distress tolerance by exploring and practising healthy adaptive 

ways of managing distress.     

  What is distress intolerance? 

 Distress is part of life and we cannot avoid experiencing it at times. There are many 

different defi nitions of distress intolerance. What we mean by distress intolerance 

is a perceived inability to fully experience unpleasant, aversive or uncomfortable 
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emotions, and is accompanied by a desperate need to escape the uncomfortable 

emotions (Centre for Clinical Interventions,  2012 ). 

 Diffi culties tolerating distress are often linked to a fear of experiencing negative 

emotion. Often distress intolerance centres on high intensity emotional experi-

ences, that is, when the emotion is ‘hot’, strong and powerful. 

 However, it could also occur for lower intensity emotions (e.g. nervousness 

about an upcoming medical examination, sadness when remembering a past 

relationship break-up). It is not the intensity of the emotion itself, but how 

much you fear it, how unpleasant it feels to you, how unbearable it seems, 

and how much you want to get away from it, that determines whether you are 

intolerant of distress. 

  Invite group members to name hot emotions and triggering situations.   

  The continuum of distress tolerance 

 Ask group members to provide examples of the impact of different styles of deal-

ing with distress (e.g. someone who is extremely tolerant of distress may remain 

in an unhealthy environment without taking steps to reduce risk).   

•   extremely intolerant of distress;  

 •   healthy distress tolerance;  

•   extremely tolerant of distress.   

 Invite group to consider their own position on the continuum .  

  Escape methods/unhelpful coping mechanisms 

 Our escape methods are usually automatic habits we quickly jump to when we feel 

distressed, hence the decision not to go down this path sometimes slips past us. 

By being more aware of triggers, warning signs and our distress, we can choose to 

take a different path of doing the opposite action. 

  Invite group to contribute unhelpful ways that people might attempt to avoid 
distress, identifying impact – emotional and physical (e.g. alcohol, drugs, binge 
eating, self-harm, avoidance, shoplifting).  

 We can think about two approaches to improving distress tolerance, and how it 

is helpful to balance the two:  

  Accepting distress mindfully 

 Accepting negative emotions mindfully is important in the fi rst instance, to 

allow you then to consider calmly how to alleviate distress. This involves 

allowing and experiencing feelings. Many people feel as though intense feel-

ings come out of the blue  – this can be because they are not aware of the 

thoughts, feelings and sensations they are experiencing. By being more mind-

ful, it is possible to be less reactive and impulsive. It can help to visualise the 
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hot emotion as growing in intensity until it peaks, and then gradually subsid-

ing, as a wave does. 

 Flipchart showing the ‘what’ and ‘how’ of mindfulness: 

  What – Observing (what do I notice? Does my mind wander?) 

 Describing (what types of thoughts, emotions, body sensations?) 

 Participating (can I participate fully, or do I become self-conscious?)  

  How – Being non-judgemental (can I keep an open mind?) 

 Focusing on one thing at a time 

 Doing what is effective (can I get on with the activity, without need-

ing to do it perfectly?)  

  Mindfulness  exercise – using play dough, consider:    

•   What are you experiencing? (thoughts, feelings, sensations)  

 •   Can you accept the experience without judging/controlling?  

•   Can you focus on the play dough, bringing your attention gently back when 

your mind wanders?   

 Invite discussion on mindfulness, asking group members to share ideas that have 
been helpful to them .  

  Distress improvement activities 

 Once we have accepted negative emotions, we are better placed to work on 

improving our emotional experience. This can be through activities that are either 

about being actively involved in the moment (i.e. activating), or that give a sense 

of being soothed and nurtured (i.e. soothing). 

 Some people fi nd it helpful to put together a distress tolerance kit bag. Once we 

have identifi ed some of the activities, it will give ideas for people to create their 

own personalised DT bags. 

 Flipchart with columns for Activate and Soothe 

  Generate ideas for both activating and self-soothing activities, which will be 
printed off and distributed to group members for planning their distress tolerance 
kit bags.  

 The hand-outs from this group may utilise the following table, which has been 

adapted from Module 3: Improving Distress (Centre for Clinical Interventions,  2012 ). 
       

 MY ACTIVITIES FOR DISTRESS IMPROVEMENT 

 Activating  Soothing 

 Call a friend 
 Games 
 Create art/needlework 
 Favourite movie/book 
 Listen to inspiring music 
 Shopping 

 Listen to relaxing music 
 Relaxation tape 
 Slow breathing 
 Look at beautiful art or scenery 
 Favourite perfume 
 Do something pampering 
 Smile! 
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  ‘CHRISTMAS IS COMING’ GROUP PROTOCOL 

 Aspects of the material used in this group have been developed using information 

and guidelines which were provided prior to the Christmas period by the charity, 

b-eat, on their website,  http://www.b-eat.co.uk . 

  Aims of the group   

•   To gain a shared view of the challenges people face over the festive season.  

 •   To explore and understand negative patterns of thinking, feeling and behaving.  

 •   To engage in strategies for normalising the diffi culties and increasing a bal-

anced perspective.  

•   To support the development of a toolbox comprising coping strategies.     

  Christmas and eating disorders – are they incompatible? 

 The general expectation is that people will have a wonderful time at Christmas or 

during the festive season. Yet for many people, Christmas can be diffi cult, and this 

is particularly so for people affected by eating disorders. Stimuli and triggers are 

found in abundance. 

 S how fl ipchart with the following: (or invite patients to contribute from their 
own experience):    

  There is food everywhere  

  People are loud and insensitive  

  There is food everywhere  

  Parties seem to go on for days  

  There is food everywhere  

  Everyone else seems happy  

  There is food everywhere  

  Everyone wants you to be happy  

  There is food everywhere  

  Everyone is watching you (or so it seems)  

  There is food everywhere …………………………………     

  Challenging environment – a vicious cycle 

 With the pressure to eat and be merry, people who do not feel joyful, includ-

ing those with eating disorders, may feel the discrepancy even more intensely. 

Changes in the environment during the holidays can exacerbate the discomfort: 

  Non-food-related pressures   

  Financial burden  

  Everything seems to close down  
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  Family stresses more obvious  

  Finding yourself isolated     

  Food-related pressures   

  Being overwhelmed by food and conversations about food  

  Focus on plenty  

  Fear foods  

  Unusual meal plans and times  

  Festive foods  

  Alcohol   

 This can give rise to a vicious cycle where thoughts about the situation are mixed 

with feelings of anxiety, hopelessness and loneliness. Distressed emotional states 

tend to worsen eating disorder behaviours, and these unhelpful behaviours in turn 

generate further negative thoughts and emotions. 

  Show fl ipchart with a vicious cycle diagram and invite group to add their own 
examples:       

  Putting our understanding to positive use 

 Whilst it may not be possible to change much about the situation itself, there are 

options for infl uencing how we feel during the festive season through developing 

more effective strategies, using our understanding of the patterns of thinking, feel-

ing and behaviour that we have just explored. 

 It can be helpful to remember that others fi nd Christmas overwhelming at 

the best of times. In the past, b-eat (the national eating disorders charity), who 

recognise the challenging nature of the disruption to routines, have provided a 

Christmas survival guide on their website. Looking at some of the ways that 

others have made Christmas more manageable, we can see that this involves 

ThoughtsTHOUGHTS -  

I am being watched
and judged 

BEHAVIOURS – 

Restricting, Exercising,
Isolating self 

FEELINGS – 

 Anger, Panic,
Hopelessness
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being realistic and fl exible, planning ahead and keeping a bigger picture 

perspective. 

 We can now look at some of these strategies.  

  Gaining perspective – seeing the bigger picture 

 A good way of helping put the festive season in perspective is to draw a line down 

the middle of a large piece of paper and divide it into 12 months/52 weeks/365 days 

(whichever you feel like). Then highlight the bit which is Christmas. Suddenly it 

looks very small and perhaps more manageable. 

  Use fl ipchart to show12 lines for months of the year and highlight the few 
days in December and January that represent Christmas. Invite comments from 
the group.   

  Gaining perspective – realistic expectations 

 It is realistic and some people fi nd it helpful to acknowledge ahead of time that 

there will be moments when you feel out of control. In fact, you might even pre-

pare yourself by assuming that you’ll feel this way at least fi ve, or ten, or twenty 

times during the holiday season. When you feel out of control, you can count it as 

one of those expected times. 

  Explore the idea of creating a customised calendar showing the days of the 
Christmas period, with space to mark the expected times of distress.   

  Help others to support you 

 While it can feel as though you have to deal with stresses on your own, perhaps 

with some advance thought it may be possible to think of people – or perhaps one 

person – who understands how you feel and would be supportive. Here are some 

ideas for getting ready for the social challenges at Christmas: 

•   Talk with a trusted person about your fears and concerns, so that they can 

understand what might be hard and then discuss what might help.  

 •   Decide in advance ‘where your exits are’ and where your support persons are, 

so that when you need to, you can get away and get connected with someone 

supportive.  

•   Consider choosing someone you trust to be your ‘reality check’ with food, to 

help you serve up your portions.   

 Invite group members to generate any other ideas that they have found helpful .  
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  Getting ready for the holidays – your Christmas toolbox 

 Now that we have shared some ideas about the challenges ahead over the festive 

season, we can work together to identify ways that people have coped with these 

diffi culties. It might not be possible to change the situation, but being prepared can 

enable people to take some helpful measures as alternatives to less healthy ones. 

 It is important to say that not all of these strategies will be suitable for all 

people. The aim is to fi nd a few that seem ‘right’, for you. 

  Introduce next exercise as a way of matching up helpful coping strategies with 
problems. Hand out a strategy card (see below) to each group member, each card 
having a strategy printed on it.  

 Offer hand-outs to group members, with two blank columns – left hand col-

umn for Problems and right hand column for Strategies. Invite everyone to share 

problems experienced at Christmas time and use strategy cards to enter suggested 

coping mechanisms in right hand column of their hand-outs.  

  Strategy card for Christmas is Coming group 
       

 1.  Focus on what you would  like  to do, rather than putting all your energy into 
trying to prevent something. 

 2. Try to keep to your regular routine or a manageable pattern. 
 3. Take a holiday from self-imposed criticism and perfectionism. 
 4. Leave time for relaxation, refl ection and enjoying simple things. 
 5. Stay connected – plan in advance if possible, to ensure you don’t isolate yourself. 
 6. Enlist family/friends’ support to plan activities that are about being together 

without focus on food – games, movies, puzzles, music, for instance. 
 7. Plan and discuss your meals in advance. 
 8. Don’t be afraid to experiment, e.g. swap mealtimes around. 
 9. Other people’s talk about diet and fatness is not aimed at you. Ask your family and 

friends to be sensitive with these comments. 
 10. If you feel pressured, don’t be afraid to say NO. 
 11. Two days of Christmas are not worth sabotaging your meal plan for. 
 12. If you choose to drink alcohol, don’t substitute this for food. 
 13. Stay connected – share your thoughts and feelings. 
 14. Don’t starve yourself in anticipation of eating more later on – this may lead to 

stress or binging later. 
 15. Remember Christmas doesn’t go on forever – it will surely go faster than you 

think. 
 16. Keep it simple, stay focused on recovery, and enjoy! 
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  NEW YEAR’S EVE GROUP PROTOCOL 

  Aims of the group   

•   To explore the meaning and impact of fi nishing one year and beginning 

another.  

 •   To refl ect on the tradition of making New Year’s Resolutions.  

 •   To consider whether and how individuals would like to make changes.  

•   To explore the potential benefi ts of an alternative approach which involves let-

ting go of a behaviour pattern to achieve benefi ts, e.g. relief from self-imposed 

pressure or stress.     

  Goodbye 2014 (or the previous year) 

 What does it mean to say goodbye to the previous year? 

  Use fl ipchart with mind map to record contributions from the group.  
 Note for therapist: It is important to assess at this point whether this discus-

sion leads to consideration of New Year’s resolutions, before deciding whether 

to progress to the next section. If group members express strong opposition to 

the idea of resolutions (as we have discovered may be the case), the remainder 

of the session can be used to explore the ongoing challenges and goals that are 

meaningful to them, as well as resources that they can recognise and sources of 

support.  

  New Year’s resolutions 

 Consider the statistics for keeping New Year’s resolutions – what percentage are 

kept?? (somewhere between 8 and 12 per cent). 

  Invite group members to contribute their views of people’s aims in making reso-
lutions, for example:    

•   to become a better person;  

 •   a sense of duty;  

•   an obligation.   

 How do resolutions make us feel? What do they set up? Invite discussion .  

  An alternative view 

 As an alternative to introducing another ‘should’ or ‘must not’, we could consider 

the possibility of letting go an obligation or accepting an aspect of ourselves. Shall 

we explore a different emphasis? 

  Generate ideas which are written onto fl ipchart, for example:    
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•   giving myself permission to make mistakes in some areas;  

 •   accept my work/efforts when good enough, even when it’s less than perfect;  

•   no more checking emails after 10pm.   

 Discuss obstacles to your plan to let go, for example:    

•   expectations of family and friends;  

 •   breaking a habit or routine;  

•   negative emotions, particularly guilt.     

  Strategies for keeping resolutions 

 By understanding how people struggle to stay true to their resolutions, we may be 

able to develop strategies for maintaining positive changes. Here are some ideas. 

  Invite the group to contribute examples related to the following guidelines, 
which may be provided in hand-out form:    

•   Planning helps. It is best not to wait until the last minute – instead, plan ahead 

of New Year’s Day. Decide on your change goals: establish clear objectives 

for what you want to change, how you will go about this and the outcome you 

want to achieve.  

 •   Be realistic. Unattainable goals are often the enemy of achievable resolu-

tions. Change one  small  thing at a time.  

 •   Measure your successes – how will you know whether you are maintaining 

the changes? Stay motivated by measuring how far you’ve come each week. 

This will help you realise how small changes can make a big difference.  

 •   Develop a support network. Friends, family and colleagues can all help you. 

Talk to people you trust about what you’re planning to do and tell them how 

they can help.  

 •   Environment:  Create an environment (i.e. people, surroundings and activ-

ities) that support and encourage your efforts.  

 •   Pinpoint obstacles: Specify what the baggage, habits, emotions and environ-

ment there are that may make things diffi cult.  

 •   Identify best practices: Explore how others have successfully made changes 

in the area you would like to change.  

 •   Action steps: Describe the specifi c steps you will take to counter your old 

baggage, habits, fears and environment, and pursue your change goals.  

 •   Forks in the road: Recognise that you have choices in which road you can 

take and can choose the most conducive road toward positive change.  

 •   Reward yourself, in healthy ways, e.g. … generate suggestions from 

the group.  

•   If you do slip up, don’t despair! Learn from the setback: what situations made 

you slip? Don’t obsess over small setbacks – they are a normal part of the 

process of change. Start fresh the next day. Don’t give up!     
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  Maintaining positive change 

  Invite the group to consider the Three P’s and add their own suggestions:    

•    P ersistence means we must maintain our determination to achieve our goals 

consistently.  

 •    P erseverance refers to our ability to respond positively to setbacks we will 

surely experience in the change process.  

•    P atience is a constant reminder that change takes time and that if we maintain 

our commitment, we will make the changes we want.       
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        Chapter 8 

 An introduction to compassion group 
for eating disorders    

    Jane   Evans     

   With thanks to Ken Goss for his useful support and input.  

  Introduction 

 Compassion focused therapy (CFT) is a transdiagnostic approach which has been 

developed to help people who struggle with issues around shame and self-criticism 

(Gilbert,  2009 ; Gilbert and Irons,  2005 ), both of which are diffi culties which have 

been found to be common in individuals with eating disorders (Allan and Goss, 

 2011 ; Goss and Allan,  2009 ). Kelly  et al . ( 2013 ) found within a specialist eating 

disorders service, that lower self-compassion and higher fear of self-compassion 

were associated with more shame and higher eating disorder pathology. They also 

found that those with low compassion and high fear of compassion had signifi -

cantly poorer outcomes. 

 The aims of CFT are to help people to build up a more compassionate way 

of being with themselves and with others. As will be explained in more detail 

later in this chapter, much of the work is based on evolutionary theory and the 

three circles model, which proposes that we have three affect regulation sys-

tems: the threat based system, the drive based system and the soothing-affi liative 

system (Gilbert,  2009 ,  2010 ). CFT aims to help people to strengthen their 

soothing-affi liative system, which is often underdeveloped. It is likely that indi-

viduals with eating disorders have a heightened threat system and often move 

into the achievement system as a means of managing threat, e.g. ‘If I lose weight, 

then I’ll feel better’. 

 Gale  et al . ( 2014 ) demonstrated that CFT could be benefi cial when intro-

duced in to a treatment programme for individuals with eating disorders. 

There is also an evidence base developing for group based CFT across both 

community groups and inpatient units, and for individuals with varying pre-

senting problems (e.g. Gilbert and Proctor,  2006 ; Heriot-Maitland  et al .,  2014 ; 

Judge  et al .,  2012 ). 

 There is a strong rationale for providing CFT in a group, given that this may 

help increase a sense of affi liation, which is in keeping with the model. Within an 

eating disorders inpatient services, given the nature of the disorder, it is common 
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for issues around competition and comparisons to arise, which can at times be 

unhelpful for recovery (see Vandereycken,  2011 ). Patients may compete to be 

the thinnest or the illest, in order to gain status. If we consider this from the per-

spective of social rank theory (Gilbert,  1992 ,  2000 ; Price and Sloman,  1987 ), 

then we can see how diffi culties can arise. Those at the top of the social ladder 

may feel in a position whereby holding on to the anorexia is necessary to main-

tain their social rank. Those who fi nd themselves within that environment at a 

lower social rank, may experience more shame, anxiety and depression (Gilbert, 

 2000 ), and unfortunately their means of coping with these feelings may be the 

use of eating disorder behaviours and cognitions. Thus, the interaction of the 

environment and nature of the eating disorder could serve to keep individuals 

trapped within their illness, whichever side of the social rank they fi nd them-

selves. Conducting this work within a group setting provides the opportunity 

for group members to develop feelings of compassion towards themselves and 

others which may help to alleviate some of these unhelpful dynamics which 

can occur within these settings. Dynamics such as these have commonly been 

observed within the services that I have worked in. Self-criticism, shame and 

diffi culties in demonstrating self-compassion were also commonly observed. In 

accordance with Kelly  et al .’s ( 2013 ) fi ndings, such diffi culties appeared to be 

creating obstacles to recovery. A typical phrase that I would hear in my work 

with these clients was ‘I don’t deserve to recover’. Such beliefs can, understand-

ably, create a barrier to patients feeling able to fully utilise the treatment offered 

to them. It was due to such observations that the idea to develop a compassion 

group came about.  

  Overview and aims of the group 

 The group described in this chapter is not designed as a stand-alone treatment for 

eating disorders. For a stand-alone group based outpatient CFT treatment for eat-

ing disorders see Goss and Allan ( 2014 ). Their treatment programme targets spe-

cifi c eating disorder behaviours directly from a compassion focused perspective; 

however, as this group was embedded within a comprehensive inpatient or day 

patient programme, work targeting the eating disorder behaviours was conducted 

elsewhere, and therefore this was not addressed within the group. The settings 

where the group has been conducted have utilised different models of therapy 

within their group and individual treatment programmes, such as CBT and cogni-

tive analytic therapy. The group was designed in a way which could be integrated 

within these programmes. Weight restoration, physical monitoring and risk were 

managed elsewhere. 

 The group was designed as a seven session group. Each weekly group lasted 

for 60 minutes. This is a much shorter duration than a comprehensive CFT pro-

gramme would be. Although it would have been preferable to deliver a CFT group 

over a longer duration of weeks, given the changing nature of an inpatient and/or 
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day patient setting, with patients frequently being admitted and discharged, it was 

decided that a short term introductory group, that could be repeated frequently, 

would enable patients to benefi t most from the group. Given these time limita-

tions, this meant that the aims of the group were to provide psychoeducation on 

compassion and introduce a number of strategies to the group that would enable 

them to begin to work on developing self-compassion. Given the high levels of 

fear and concerns regarding self-compassion, which had been observed with the 

group, it was hoped that group members would be more able to develop an open-

ness to the idea of being self-compassionate. 

 The group was developed to be interactive in style, involving psychoeducation, 

group discussions, group and pair exercises, alongside mindfulness and imagery 

exercises. Homework was set at each session and reviewed each week. We found 

it helpful to have two facilitators for the group, so that whilst one is leading the 

group material, the other facilitator can be focusing on the group members and any 

issues/needs which may arise, as is the case in the other short format group exer-

cises described in previous chapters (Flexibility,  Chapter 3 ; CREST,  Chapter 5 ; 

Perfectionism,  Chapter 6 ).  

  Considerations for the group 

 Although the group was fairly structured in nature, it was important to be fl ex-

ible. At times, group members became distressed, and this was managed by the 

facilitators responding with compassion, in order to model this. As the group 

progressed, this role was handed over to the group themselves. As facilitators, 

our general stance was to try to model compassion; being warm, understand-

ing and non-judgemental. The CFT model tells us that it is understandable 

that given each individual’s evolutionary history, combined with their unique 

experiences, that they have found themselves in their current position, having 

managed in a way which made sense, even if now their ways of coping serve to 

cause them harm. Given this, as facilitators, we held the position that ‘it is not 

your fault’. This is important in helping group members to begin to challenge 

the position, which is so often held by our patients, that they are to blame for 

their eating disorder. 

 It was also the case that group members with diffi culties with fl ashbacks and 

dissociation sometimes found the mindfulness and imagery exercises triggering. 

Therefore one of the facilitators would have a pre-group meeting with them and 

plan what they could do to manage this within the group setting and how the 

facilitators could support them if they were to experience a fl ashback or dissoci-

ation within the group. 

 The group programme is outlined below. This is not intended as a protocol for 

how the group should be conducted, as at this stage we do not have the outcomes 

to support that, but as a description of how our group was conducted. This is fol-

lowed by some refl ections upon the process. 
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  Session 1 

  1.     Introductions and group contract 

 The group begins with a round of introductions, beginning with the facilitators 

and then moving around the group members (unless, of course all members are 

known to each other). Following on from introductions a discussion is had around 

group rules/group contract/group boundaries, whatever you wish to call it. 

   Issues to consider:   
  I feel that the term ‘group rules’ can sometimes sit a little uncomfortably with the 
tone that is being aimed for within a compassion focused group. It is important 
to encourage group members to generate the contract for themselves and to gen-
erate discussion around what they feel is important in order for it to feel like a 
safe and comfortable environment in which to share. The topics which are useful 
to suggest for discussion, if they are not generated by the group members them-
selves are: confi dentiality, attendance, punctuality, respect. Within the environ-
ment of an inpatient setting, it is important to think through the issue of group 
membership. There is a dilemma in whether to have a closed group, in which 
members may feel safer to share, but yet there is the risk of group membership 
reducing signifi cantly as a result of discharges, etc., or an open group where 
group membership may change from one week to another, resulting in a slightly 
less settled group, but one that is more likely to maintain its numbers. I think that 
the decision around how to manage this can be thought about in relation to the 
individual setting and group. I have tended towards asking the group members 
themselves how they would like to manage it. Punctuality is also an important 
topic to discuss. The majority of sessions will begin with a mindfulness or relax-
ation exercise, therefore it is not helpful for the group to be interrupted by late 
arrivers during this time. There will be occasions where it is unavoidable that 
people will be late, but it is worth considering a system around this that will be 
least disruptive to the group as possible.   

  2.     Introduction of group – discussion 

 Moving on to ask the group what their thoughts are on why the topic of 

self-compassion might be relevant in an eating disorders setting. The idea is to gen-

erate group discussion around their own experience of being self-compassionate 

or, more likely, of being self-critical and to consider how this is related to their eat-

ing disorder. The group are informed that individuals with eating disorders have 

been found through research to be highly self-critical and low in self-compassion 

and that this is likely to impact upon eating disorders symptoms. The purpose 

of providing this information is to normalise their experiences and to help them 

develop some understanding of their diffi culties and how these might relate to 

self-criticism and lack of self-compassion.  
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  3.     What is compassion and how compassionate are you? – group exercise 

 Ask the group to brainstorm the meaning of compassion, marking this up on a 

fl ipchart. This usually generates words such as empathy, kindness, understanding, 

acceptance and warmth. 

 Once this has been completed, ask the group to consider how compassionate 

they are to others and how compassionate they are to themselves. Ask each mem-

ber to rate themselves from 0–10 and to each mark themselves up, using their 

initials, on a continuum on the fl ipchart, having one sliding scale for compassion 

towards the self and another for compassion towards others. 

 It is typical to see a distribution such as that in  Figure 8.1 . This can then be 

used to generate a discussion around why it might be that they are more compas-

sionate to others than themselves. This discussion can begin to identify people’s 

beliefs about the meaning of being compassionate to themselves. It is common to 

hear statements such as ‘It is too self-indulgent to show compassion to myself’, 

‘If I was too self-compassionate, I wouldn’t achieve anything’. It is useful to 

encourage the group to challenge each other’s viewpoints and to note the often 

common case of ‘one rule for me and one rule for everybody else’, in that often 

group members will believe that it is good for everyone else in the group to be 

compassionate to themselves, but not for them. This discussion can start to gen-

erate a process of group members demonstrating compassion to others within 

the group.   

  4.     The affect regulation systems – the three circles model 

 Gilbert ( 2009 ,  2010 ) proposed the three circles model, which proposes that 

there are three different affect regulation systems evolved for different func-

tions. This idea is presented to group members alongside  Figure 8.2 , to provide 

a further understanding of the model and a rationale for them to work on their 

self-compassion.  

 Figure 8.1      Comparison of compassion to selves and others scale  
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 The threat and self-protection system is associated with emotions such as 

fear, anger and disgust. These emotions drive us to respond to the threat through 

means of fi ght, fl ight or freeze. It is important to point out to the group that threat 

can be triggered by either external or internal stimuli. An individual with a very 

self-attacking internal voice can be perpetually caught in the threat system. It is 

useful to introduce Goss and Allan’s ( 2014 ) adaptation of the three circle model 

for eating disorders. They suggest that for individuals with eating disorders, the 

threat system can be triggered by stimuli related to size, shape, weight and eating 

control. They also suggest that the positive emotions associated with the drive sys-

tem may often relate to eating disorder behaviours such as weight loss, or resisting 

hunger, such as pride and a sense of achievement. It is likely that individuals will 

also relate to other behaviours related to the drive system as a means of managing 

threat, such as academic achievement. 

  Discussion :  Does this fi t with the group’s own experiences? Can they give 

examples? What disadvantages do they think there might be to such a strategy? 

 It is useful to prompt individuals to identify the shortlived nature of the drive 

based system as a means of managing threat. 

 This then is followed by an introduction to the soothing and affi liative system 

and its importance. This is the system that is connected with compassion. It allows 

us to develop a sense of safety and connectedness. It also allows us to be soothed 

by either ourselves or by others. 

  Discussion : How well do people think that they manage to self-soothe and allow 

themselves to be soothed by others? How do they think this compares as a strategy 

compared to the drive system? 

Driven, excited, vitality

Incentive/resource-
focused

Wanting, pursuing,
achieving, consuming

Activating

Non-wanting/
Affiliative-focused

Safeness-kindness

Soothing

Content, safe, connected

Anger, anxiety, disgust

Threat-focused

Protection and
safety-seeking

Activating/inhibiting

 Figure 8.2      Three types of affect regulation system  
 Source: Gilbert ( 2009 ), reprinted with permission from Constable & Robinson Ltd. 
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 Goss and Allan ( 2014 ) also propose that food can be linked in with the soothing 

system as it is something that we often see as comforting and often brings people 

together. It can be useful to introduce some exploration of the group’s thoughts on 

the relationship between food and self-soothing/affi liation. This is likely to vary 

greatly from one individual to another and the relationship that they currently 

have with food; for example, somebody who binge eats may more readily see this 

connection than someone who only restricts. 

 The idea is introduced that these systems are like muscles, and it might be 

that for many of them, they have an over-developed threat system muscle and 

drive system muscle and an under-developed soothing system muscle. We can see 

the exercise that will be introduced through the group as being similar to having 

physiotherapy to help improve the strength of the undeveloped muscle.  

  5.     Mindfulness of breath exercise 

 The session ends with an introduction to mindfulness and a short mindfulness 

exercise. Each session following this will begin with either a mindfulness exercise 

or a relaxation/imagery exercise. 

 The group are invited to share any experiences that they have of using mindful-

ness and their understanding of it, along with how they have found it in the past. 

If the group do not volunteer the following ideas then it is useful for the group 

facilitator to introduce the following points: 

•   Mindfulness is about learning to pay attention to the present moment.  

•   Mindfulness is about taking an accepting non-judgemental stance towards 

our thoughts, feelings and bodily sensations.   

It is also useful to ask the group how they think that this might be linked to 

compassion. It is important to state that the purpose of mindfulness is not to acti-

vate the self-soothing mode; however, the themes of non-judgement and accept-

ance of our experiences are important components of demonstrating compassion 

towards ourselves. It is often the case that mindfulness may be about sitting with 

diffi cult emotions and tolerating these, whilst developing the position of an obser-

ver of these emotions. 

   Issues to consider:   
  Experience from the group has shown that many of the patients, particularly 
the very unwell patients, fi nd mindfulness practice very diffi cult. I believe that 
this might be partly due to starvation effects which result in the mind being 
busy with thoughts of food which can be particularly diffi cult for individuals 
to let go of. These diffi culties seemed to be intensifi ed if the practice was done 
directly before or after a meal time, so this should be taken into consideration 
when planning a group. Mindfulness of bodily sensations can also cause dis-
tress due to the often complex relationships individuals with anorexia nervosa 
may have with their bodies. Furthermore, mindfulness of emotions can also 
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create diffi culties, given the often fl attened affect created by the anorexia, or the 
desire to avoid emotions may create some resistance to the idea. In the face of 
these obstacles that are likely to be encountered, it is important to acknowledge 
that it might be diffi cult for people prior to carrying out the exercise and to give 
them permission not to strive to do it ‘perfectly’ as is so often the drive for these 
individuals, but that it is something to be practised and to experience. I also give 
group members the option to open their eyes and just sit quietly if they fi nd the 
exercise too distressing, although encourage them to try and sit with it.  

 For this fi rst mindfulness exercise, a short three minute mindfulness of breath 

exercise is conducted. 

 After completing the mindfulness exercise, ask group members to share their 

experiences. Normalise any struggles that they may have faced and encourage 

practice outside of the group. For any group members who had particular diffi cul-

ties, explore what the struggles were, and ask other group members if they could 

offer any guidance around what might be helpful. Asking the group to support 

each other throughout this process is a helpful way of encouraging compassion 

and affi liation between the group members. 

 It can be useful to spend a few minutes linking mindfulness with self-compassion 

through the shared principle of acceptance of emotional experience. 

  Homework : 

•   Complete self-compassion scale (Neff,  2003 ).  

 •   Complete the forms of self-criticising/attacking and self-reassuring scale 

(FSCRS) (Gilbert  et al .,  2004 ).  

•   Practise the mindfulness of breath exercise for a few minutes each day.   

 The group are asked if they have any thoughts or questions that they would like to 

share before we fi nish this week’s group.   

  Session 2 

  1.     Mindfulness of breath exercise 

 Commence the group with a further mindfulness of breath exercise. This can be 

extended to fi ve minutes. Following this, ask the group to share their refl ections 

and to consider how this week’s exercise compared to last week’s exercise. Also, 

check in around how their mindfulness practice outside of the group has been 

going and encourage them around the importance of practice.  

  2.     Homework and review 

 Group members are asked if they have any feedback or questions related to the 

questionnaires that they completed. The questionnaires are collected by the group 

facilitators. 
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 The group are asked if they have any thoughts or questions related to last week’s 

session and are asked to re-cap what was covered if there are any new members 

joining the group.  

  3.     Self-criticism vs self-compassion 

 For individuals with anorexia, self-criticism can often be, not only something 

which is very powerful, but often something which they believe to be functional. 

At this early stage of the group, it is not uncommon for individuals within the 

group to feel sceptical or even fearful of the prospect of self-compassion and 

what that might mean. It is therefore important to explore their often ambivalent 

feelings around showing themselves compassion, in order to help to develop the 

motivation to work at making changes.  

    Exercise:   
  On a fl ipchart ask the group to generate their pros and cons of being 
self-critical and their pros and cons of being self-compassionate (   Table 8.1  ).  

  

 Following this exercise, generate a group discussion around challenging 

their pros of self-criticism and cons of self-compassion (which are often fear 

based). Encourage those within the group who are more able to see the posi-

tives of self-compassion to share with those who fi nd it more diffi cult and gen-

erate examples from their own experiences of the consequences of having been 

self-compassionate rather than self-critical. 

 In order to help challenge the idea that their self-criticism helps them to per-

form better, it can be useful to ask group members to identify a teacher from 

school who they feel got the best work from them and to ask them to discuss 

this teacher’s attributes, how they responded when they did well and how they 

responded when they made mistakes. Usually this generates responses whereby 

group members identify teachers who were compassionate and encouraging 

 Table 8.1      The pros and cons of self-criticism and self-compassion  

 Self-criticism 

 Pros  Cons 

 It makes me work harder 
 It stops me from becoming fat and lazy 

 It makes me feel bad about myself 
 Nothing ever feels good enough 

 Self-compassion 

 Pros  Cons 

 It would help me to feel better about myself 
 I wouldn’t have to punish myself all the time 

 I might get lazy 
 I don’t deserve it 
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and would respond to mistakes by helping them to learn from them. It can also 

be useful to ask them to talk about how they responded to their teachers who 

were extremely strict and critical. This often elicits responses related to anxiety, 

which often hinders performance. This is a useful way of helping the group to 

use their own experiences to refl ect upon how a more compassionate approach 

rather than a self-critical approach can maximise performance. It can often be 

useful at this point to talk a little about what compassion is not, which is let-

ting themselves off the hook and not pushing themselves forward, in fact often 

quite the opposite, as a self-compassionate perspective often means facing dif-

fi culties and struggles in order to work towards future goals, which will enable 

them to live more fulfi lled lives. Contrary to this, self-criticism can often get in 

the way of us achieving what we want in our lives as it can cause us to become 

fearful of the consequences of our actions, often causing us to freeze.  

    Exercise: in pairs   
  In order to try to build both self-compassion and compassion for each other, 
in this pair exercise they are asked to tell each other what they believe the 
obstacles to being self-compassionate are for themselves. Their partner will 
then respond with compassion around what they could do to try to overcome 
those obstacles. They are then to swap roles. They then feed back to the group, 
and think about what they could do in response to overcoming the obstacles 
over this coming week.   

 Homework:    

•   Piece of writing: ‘a day in the life of a more compassionate me’. To consider 

what would be different from the point of waking up to the point of going 

to bed.  

•   Practise the mindfulness of breath exercise each day for approximately three 

minutes.   

 The group are asked if they have any thoughts that they would like to share or 

questions before we fi nish for this session.   

  Session 3 

  1.     Mindfulness of thoughts exercise 

 This week’s session begins with a slightly different mindfulness exercise. The 

mindfulness of thoughts exercise is conducted here, as much of this session’s con-

tent relates to cognitions and the impact of these upon our emotions and behav-

iours. Therefore this exercise helps group members to begin to work on developing 

a different relationship with their thoughts in which they can learn to allow them 

to pass, rather than becoming entangled with them. Let group members know that 
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if they are struggling with this exercise that it is okay to just bring themselves back 

to the mindfulness of breath exercise; however, encourage them to try the exercise 

even if it is diffi cult. 

 A fi ve minute mindfulness of thoughts exercise is conducted. 

 Ask the group to refl ect upon how they found the exercise. Examples of seeing 

thoughts as clouds in the sky or leaves on a river fl oating by.  

  2.     Homework review and re-cap 

 Begin by asking if the group have any thoughts that they would wish to share 

regarding last week’s group and ask for them to provide a re-cap for any group 

members who were not present last week or for whom this is their fi rst group. 

 Ask the group to feed back their homework of a ‘day in the life of a more com-

passionate me’. Ask them to refl ect upon how it was to do the exercise. 

 Also, ask the group how they are managing with their individual obstacles to 

being compassionate. Given that the group is based in an in and day patient set-

ting, you can ask group members to generate ideas for how they can offer support 

and encouragement to each other outside of the group sessions.  

  3.     Distinguishing compassionate self-correction from self-criticism 

 Linking this back to last week’s group, give group members the handout on 

self-correction versus self-criticism (see Gilbert,  2009 ).  

    Exercise:   
  In pairs discuss an example of when you made a mistake/error/did something 
hurtful towards someone. Discuss the following:  

•    What did you think?   

 •    What did you do?   

 •    What were the consequences?   

•    How might you have responded differently, in terms of your thoughts and 
behaviours and what might have been the consequences?    

 Feed back to the group.     

  4.     Compassionate thought balancing 

 Compassionate thought balancing is introduced at this stage as a fi rst step of 

getting them to engage with the idea of what compassionate responses to their 

self-critical thoughts might be. It is likely that group members may have some 

familiarity with the CBT model and the use of thought records, which hopefully 

means that this task is not too diffi cult. As mentioned earlier, it was common for 

group members to fi nd it easier to be compassionate to others than to themselves 
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and introducing the compassionate thought challenge, utilising the prompt of 

‘how would you respond to a friend’ could be very useful to help them to build on 

applying that compassion to themselves. Within a standard CFT approach, com-

passionate thought records would be introduced later, once the ability to activate 

the self-soothing system has been developed, so that thought challenging can take 

place within this affect system. Within this group, the aim is that group members 

will work towards achieving this, whilst starting from a point of familiarity. 

 When introducing the concept of compassionate thought challenging it can be 

useful to give a very brief introduction of the cognitive therapy model. A useful 

way to illustrate this can be to give an example of walking down a street and see-

ing a friend who you wave to but doesn’t respond. Ask the group to generate what 

alternative thoughts and subsequent emotions they might experience. 

 The practice of cognitive therapy and thought challenging is then introduced. 

However, some of its limitations are then discussed regarding how although chal-

lenging a negative thought with a rational alternative may be believed on an intel-

lectual level, for many people, it might be diffi cult to believe the thought on an 

emotional level. We can refer to this as the head heart lag. Therefore the work 

following on from here is about learning to think differently from an emotional 

perspective, hence the need to strengthen the ability to self-soothe, in order that 

we are able to generate responses within the self-soothing affect regulation sys-

tem, rather than when we are within the threat system. 

 Compassionate thought balancing is then introduced to the group as a starting 

point, with the caveat that further work will be done in later groups to help them to 

strengthen their ability to move themselves into the self-soothing mode in which 

they are more likely to be able to effectively utilise the compassionate thought.  

    Exercise:     

•    Hand out a compassionate thought balancing sheet (this can be as simple as 
two columns, one for self-critical thought and one for compassionate alter-
native thought).   

 •    Ask for a volunteer to offer an example of a time this week when they have 
been particularly self-critical .  

 •    Ask them to provide the group with the context of the situation and what the 
self-critical thoughts were and the emotions that this generated .  

 •    Ask them to come up with an alternative compassionate thought. The alterna-
tive should be warm and kind in tone .  

 •    Next, ask the group members to get into pairs and work through an occasion 
when they have been self-critical and to practise generating a kind and com-
passionate alternative thought .  

•    Feed back to the group .     

  There are occasions when group members may misinterpret the message, from 

their self-critical stance and believe that they are being told that their thoughts 

are wrong and faulty. It is important that we are giving them the message that 
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it is understandable that they have developed their thinking styles in the way 

that they have, and that it is likely that these thinking styles and the behaviours 

linked to these (e.g. the eating disorder behaviours such as starvation, compul-

sive exercise, bingeing and vomiting) have served a self-protective function at 

some point; however, that it is likely that both the thinking and the behaviours 

have now become the diffi culty in themselves. The message conveyed here and a 

stance which should be refl ected throughout the group sessions is one of ‘it is not 

your fault’; however, encouraging them to see that the responsibility for change 

lies with them. 

  Homework:    

•   To use the compassionate thought record over the week on occasions when 

they notice themselves being self-critical.  

•   To continue their mindfulness practice.   

 Finish by asking the group if they have any fi nal thoughts or questions for the 

group before we fi nish.   

  Session 4 

  1.     Mindfulness of emotions 

 This session begins with a mindfulness of emotions exercise. It can be useful to 

begin to extend the length of practice to 7–10 minutes. It can be useful to ask the 

group how long they would like to take for the mindfulness practice. 

 Ask the group to refl ect upon how they found the exercise.  

  2.     Re-cap and homework 

 If new members have joined the group, or if members missed the group, the group 

are asked to provide a re-cap on the group itself and/or the last session. Group 

members are asked if they have any thoughts or questions following on from last 

week’s session. 

 They are then asked to give feedback from their thought records. Each member 

is to provide one example of a self-critical thought and the compassionate alterna-

tive that was found. The group is encouraged to consider how compassionate they 

had been and support to be elicited from other group members in order to help 

individuals to generate more compassionate challenges, if they had struggled.  

  3.     Acceptance of emotions 

 Following on from this exercise, generate a discussion around why we have emo-

tions. Ask the group what they believe the purpose of emotions to be. Brainstorm 

with the group their ideas about why we have emotions and draw these ideas up 

on the fl ipchart. Work towards generating the following ideas: 
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 Emotions are there for the purpose of: 

•   communication with and (to infl uence) others;  

 •   bonding within relationships;  

 •   survival;  

 •   preparing a person to act;  

•   communicating with ourselves.   

    Exercise:     

•    In pairs identify a recent example of an emotion which you experienced .  

 •    Identify what the function of that emotion was. Was it communicating with 
others, communicating with yourself or driving an action?   

•    Feed back to the group .     

  Link acceptance of emotions to compassion and the development of the sooth-

ing mode. The aim is not to avoid our emotional states, but to listen to them and 

respond to them with acceptance. Emotions provide us with an indicator to our 

needs; if we do not listen to our emotions, than we are likely to ignore our needs, 

and we are also likely to use destructive behaviours such as eating disorder behav-

iours, self-harm, alcohol, etc. as a means of suppressing our emotional states.  

  4.     Compassionate behaviours – to others and ourselves 

 Using the fl ipchart develop a list of compassionate behaviours that they can show 

to themselves and also a list of compassionate behaviours that they can do for 

others. 

 Individuals with anorexia often have a tendency towards self-sacrifi ce and sub-

jugation. It is important that this is not confused with compassion for others, as 

the former are unhealthy patterns of interaction which often serve to reinforce 

their negative beliefs about themselves or other people. Generate a discussion 

around the difference between self-sacrifi ce and being compassionate to others. In 

order to help group members get in touch with feelings of compassion to others, 

the following imagery exercise can be used.  

   Sit comfortably and allow your eyes to close … Allow your attention to rest 
on your breath … bring to mind a person or animal who you experience 
genuine care and warmth towards … Imagine yourself wanting to offer sup-
port and kindness to them … imagine yourself slowly moving towards them 
… Focus on your own compassionate self … How does it feel in your body to 
experience genuine care and warmth towards another … allow yourself to sit 
with that feeling for a few moments.   

  Ask the group to feed back how they found the exercise. 
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  Homework:    

•   Handout sheet on the function of emotions and ask group members to read 

this (see  appendix 1 ).  

 •   Continue mindfulness practice.  

 •   To try to notice and listen to what their emotions are telling them.  

•   Each day try to do at least one compassionate thing for themselves and one 

compassionate thing for another person.      

  Session 5 

  1.     Safe place imagery 

 Session 5 begins to draw on imagery to facilitate self-compassion and for this 

reason the group commences with an imagery exercise. This exercise is help-

ful in that it is a way of practising the use of imagery in order to activate the 

self-soothing mode.  

   Sit comfortably with your eyes closed … Begin by noticing your breath 
entering and leaving your body, and with each breath out, allow yourself 
to let go of any thoughts, concerns or worries that you entered the room 
with … with each breath out, allow yourself to let go of any tension that 
you are holding in your body … Now I would like you to begin to imagine 
your safe place … It might be a place that is real or imaginary, from the 
past or the present, you may be alone or with others … I want you to bring 
to your mind’s eye, yourself in your safe place … What can you see? … 
What can you hear? … What can you smell? … How does the ground 
beneath you feel as you sit, stand or lie on it? … What is the temperature 
of your body? Can you feel the sun or the wind against your skin? … If 
you are with somebody where are they in relation to you? Are they touch-
ing you? … It is okay to allow different images to fl oat into your mind but 
then begin to allow it to settle on one. [After a minute] Now I would like 
you to bring your attention to how you feel in your safe place … Notice a 
feeling of being safe and calm … Notice how that feels within your body … 
Now I will leave you with your safe place image for a few minutes. [After 
2 minutes] And when you are ready, gently open your eyes and bring your-
self back to the room.   

  Ask each member of the group if they would be happy to share how they found 

the exercise and also where their safe place was. By sharing their experiences, 

this facilitates connectedness within the group and also enables group members 

to hold information which can be potentially useful when offering support to each 

other outside of the groups.  
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  2.     Re-cap and homework 

 If new members have joined the group, or if members missed the group, the group 

are asked to provide a re-cap on the group itself and/or the last session. Group 

members are asked if they have any thoughts or questions following on from the 

last session. 

 Ask the group to feed back from their homework: 

•   How did they get along with listening to their emotions and did they notice 

themselves acting differently in response to this?  

•   How have they managed with doing one compassionate thing daily for them-

selves and others? Gently challenge any group members who have only been 

doing compassionate things for others and ask the group to provide support 

and guidance, link back to self-sacrifi ce discussion in the previous session.     

  3.     The role of imagery in compassion 

 Following on from the safe place imagery, to introduce the idea of how useful 

imagery can be in developing self-compassion. Have  Figure 8.3  on the fl ip chart 

to help to illustrate what is being discussed:    

  Discussion:  Ask the group about their likely physiological and emotional 

responses to the reality of food when they are hungry (whilst acknowledging the 

complexity of this for them as individuals with eating disorders), winning some-

thing, and being bullied, and also about their likely responses to that being gener-

ated internally. Then move on to consider both externally generated and internally 

 Figure 8.3      Interactions between our thoughts, images and our emotions  
 Source: Gilbert ( 2009 ), reprinted with permission from Constable & Robinson Ltd. 
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generated compassion. The response that you are looking to elicit is that both the 

external and internal events will generate a similar emotional and physiological 

response. 

 Given that our internal thoughts and images can be so powerful in eliciting an 

emotional and physiological response, this creates the rationale for using imagery 

in order to generate a sense of feeling soothed and nurtured and developing the 

self-soothing mode.  

  4.     Compassionate others 

  Discussion:  Linking back to the fi rst session (you may want to return to the ori-

ginal brainstorm conducted with the group on what compassion means), gener-

ate a discussion around compassionate people or characters from books or fi lm. 

Some possible ideas are Mother Theresa, Aslan from  The Lion, the Witch and the 
Wardrobe ; Gandalf from  The Lord of the Rings  or Dumbledore from  Harry Potter . 

You can use fi lm clips to portray this if possible or alternatively bring pictures or 

quotes from books that depict compassion. 

  Ideal nurturer 

 The group are now asked to begin to develop their own individual ideal nurturer. 

This exercise is drawn from Lee ( 2005 ). 

 I fi nd that this exercise is more productive if done using the following imagery 

exercise within the session.  

   Sit comfortably with your eyes closed … Begin by noticing your breath enter-
ing and leaving your body … Now I would like you to begin to generate your 
own ideal nurturer … They may have human features, yet will be without 
human failings … They are wise, strong, and warm … They know everything 
about you and accept everything about you. Bring to mind an image of what 
they look like … Notice their facial expression, notice the look in their eyes … 
Try to bring to mind a smell which you associate with them … Notice the 
sound of their voice … What are they saying to you? … How do they provide 
you with comfort? Do they provide you with physical comfort? … Imagine 
yourself with them. How does it feel to allow yourself to receive their com-
passion? … I will leave you to play with your image for a few minutes. If 
nothing is arising, that is okay too, just sit with your breath or return to your 
safe place image.   

  Give the group a few minutes to try to generate their image before asking them 

to open their eyes and return to the group. Ask group members to feed back how 

it was for them and what images they generated. It is useful to ask them to focus 

on a smell that they can have readily available (such as a perfume or a lip balm) 

that they can connect with their ideal nurturer and carry around with them, as 
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this association will help them to generate a link to their ideal nurturer image and 

more importantly the emotions connected to their self-soothing mode. 

  Homework:    

•   Continue with the development of their ideal nurturer image and to develop a 

piece of writing, picture or collage to illustrate them.  

•   Daily practice of bringing to mind their image of their ideal nurturer and 

connecting this with a smell and the feelings associated with being soothed.   

 End the group by asking for any fi nal thoughts or questions.    

  Session 6 

  1.     Compassionate colour 

 In this session we introduce another compassion imagery exercise (adapted from 

Gilbert,  2010 ).  

   Sit comfortably and allow your eyes to close … Now begin by gently guid-
ing your attention to your breath … letting your worries and concerns from 
outside of this room gently evaporate with each out breath … Now imagine 
a colour that most closely depicts compassion for you. Allow yourself to see 
that colour, and slowly allow it to surround you like a light or a mist … see 
the colour entering into your body or fl owing through you … See this col-
our as having wisdom and strength and kindness as it fl ows into you and 
around you…   

  Leave them with this image for a few minutes before asking them to open their 

eyes. Ask for feedback on how they found the exercise.  

  2.     Re-cap and homework feedback 

 Ask for any thoughts or questions from the last session and invite group members 

to re-cap for any members who missed the last group. 

 Invite the group to feed back to the group their pictures, collages and writing 

about their perfect nurturer. Generate discussion within the group regarding how 

they found this exercise and how they have found the practice of using this image 

to help them to generate self-compassion and strengthen their self-soothing mode. 

 Introduce the next step with this work – to begin to use their ideal nurturer 

image in times of distress or when they are being self-critical and to see this 

as a signal to generate their image and the feeling of being soothed and then 

to imagine their ideal nurturer responding to their distress or self-criticism. The 

thought records can be used to help with this.  
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  3.     Compassionate letter writing 

 Compassionate letter writing is introduced as a useful way to develop a more 

compassionate stance towards their individual struggles. It can help them to face 

their emotional distress with acceptance, whilst also bringing compassion to their 

struggles. It can help them to focus on how to face and tackle their emotional 

diffi culties. 

 Given that this is such an important exercise, the majority of the session is 

devoted to this task. Group members are given letter writing handouts (see appen-

dices 2 and 3) and asked to choose one of the letters to write to themselves. They 

are asked to write either a compassionate letter to themselves or to their bodies 

(the second of these was developed by a previous colleague of mine, Dr Matthew 

Pugh). It can be helpful to give group members permission to fi nd a space where 

they feel comfortable outside of the group room, where they can focus on the task 

and then to spend 30 minutes writing the letter before returning to the group room. 

Instruct them to spend a few minutes prior to starting the writing task to do some 

mindful breathing and to use whichever exercise they feel will be most helpful in 

allowing them to get in touch with their compassionate self. If they choose, they 

may also write the letter from their ideal nurturer to themselves. 

 After 30 minutes group members are asked to feed back to the group and invited 

to share any parts of their letter with the group that they would like to. 

  Homework:    

•   To complete their letter if they have not already done so or to do the letter 

which they did not do in session.  

•   To practise whichever exercises they fi nd the most useful to help them to 

get in touch with their compassionate self. Hand out the compassion prac-

tice diary and example sheet and ask them to complete this over the week 

(Gilbert,  2010 ).      

  Session 7 

  1.     Mindfulness of emotions 

 Repeat the mindfulness of emotions exercise from session 4.  

  2.     Re-cap and homework 

 Ask group members if they have any thoughts or comments regarding last week’s 

session. 

 Ask the group members to get into pairs and to take it in turns to read the other 

person’s letter to them. This can be a useful exercise as sometimes hearing it back 

can further enable them to get in touch with the emotion, rather than experiencing 
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it as a pen and paper exercise. Ask them to feed back to the group how the process 

of writing the letter and hearing it read to them was. 

 Ask group members to feed back on how their compassion daily practice is 

going. Generate discussion about what people are fi nding most useful and most 

diffi cult.  

  3.     Compassion blueprint 

 Given the short term nature of this group, it is important to think about how the 

group members will continue to take the practice forward. The group is seen as 

just an introduction, with the idea being that they take their practice forward to 

make real, sustainable changes. 

 See  appendix 4  for compassionate blueprint. Ask group members to discuss 

each of the items in pairs in order to develop their own unique compassion blue-

print. Once completed invite them to feed back to the group.  

  4.     Compassion and self-criticism scales 

 Give out another copy of each of these scales and ask them to complete them. 

 Return to the scales that they marked themselves on in session 1 (see  Figure 8.1 ), 

relating to compassion to others and compassion to themselves and ask them to 

re-mark themselves on the scales. 

 Following this, give group members their scales from the initial session and ask 

them to refl ect upon any changes and discuss with the group.  

  5.     Saying goodbye 

 Each group member is invited to say goodbye to the group and to say how they 

hope to take their work on compassion forwards. They are also asked to offer 

some words of compassion to the group member on their left and their hopes for 

how they might take the work forward.    

  Refl ections and future directions 

 Given the time constraints, it was not possible to cover everything that I would have 

like or in as much depth as I would have liked. The group therefore acted more as 

a taster of CFT for group members. Given the time limitations, it would have been 

ideal to have been able to commence with developing self-soothing techniques 

from the start. Unfortunately, when this was trialled in the fi rst group, the levels of 

resistance that this was met with, due to the patients’ levels of fear of compassion, 

resulted in individuals dropping out of the group. Due to this, the programme was 

redesigned in a way which focuses more heavily on psychoeducation, motivation 

and mindfulness in the fi rst few sessions, which appeared to keep individuals more 

engaged and created a slow build up towards the more challenging exercises such 
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as the letter writing and ideal nurturer exercises. Within the fi rst session, it should 

be possible to judge how open the group are to developing compassion techniques, 

if it is felt that they are ready and willing to begin straight away, it might be prefer-

able to leave out the mindfulness exercises and replace them with further compas-

sionate imagery exercises, therefore providing the group with more experience of 

developing the self-soothing mode from the beginning. 

 For CFT to be optimally effective, it requires daily practice of the techniques. 

Within the context of an inpatient or day patient setting where patients have a full 

group programme alongside individual therapy and homework being set at a number 

of these, it is unrealistic to expect that this will occur. From my experience, within 

each group of approximately 6–10 patients, maybe two will feel that they really 

connect with the approach and have then tended to utilise the approach on a daily 

basis. This is not to say that these are the only patients who benefi t, as I have found 

that even those who may not make use of the exercises outside of the group are often 

able to move from a position of feeling that they do not deserve compassion, or that 

their self-criticism serves an important function for them, to a place where they are 

more open to the idea of being self-compassionate or receiving compassion from 

others. It is possible that this shift may also enable patients to make better use of 

the treatment programme as a whole, if they are able to move away from a position 

where they may feel that they do not deserve the support. All of these refl ections 

are unfortunately anecdotal as, at the current time, there are not any outcomes from 

the group. It has been conducted on four occasions and due to changes in the group 

membership from the start to completion, very limited outcome measures have been 

gathered. However, this is something which will continue to be worked on. 

 Feedback from group members has generally been positive, even for those who 

have struggled to put it into practice. Below are some examples of the feedback 

that the group has received. 

 One individual who really struggled with the idea of allowing herself to be 

compassionate at the beginning of the group left these comments:

   Engaging with compassion in a non-patronising way, with structure, that 
acknowledged the diffi culty of it, meant I could take it on board and work 
within the group.  

  I have been able to develop a compassionate voice for myself, which helps 
me to manage in diffi cult situations.   

  Another individual who struggles with OCD alongside her anorexia and does sig-

nifi cant amounts of reassurance seeking from staff and family members around 

her food and exercise in an attempt to manage her anxiety was able to begin regu-

larly practising the imagery techniques and gave the following feedback:

   The imagery exercises help me to self-soothe before seeking external reassur-
ance. I can therefore reduce my anxieties around food and exercise rather 
than rely upon others.   
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  Despite the constraints and limitations of implementing a group such as this within 

an inpatient or day patient setting, it appears to be a useful group for individuals 

with severe eating disorders. Further work is needed to measure the effectiveness 

of the group.   
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   APPENDIX 1  

   The function of emotions  

 Emotions play a signifi cant role in our daily lives, but why do we have 

emotions? Emotions act as a form of communication with others and with 

ourselves and can motivate our behaviour. Therefore, understanding our 

emotions can help us to better understand ourselves, other people and our 

behaviours. 

  Emotions help us to communicate with others 

 Facial expressions are an innate part of our emotions, we were born with 

them. Facial expressions communicate messages without words. Research 

has demonstrated strong evidence for the universal facial expressions of 

seven emotions – anger, contempt, disgust, fear, joy, sadness, and surprise. 

Across all different cultures the same facial expressions are associated with 

each of these emotions. These facial expressions can communicate a mes-

sage quicker than any words, and we react automatically to these commu-

nications. If our verbal and non-verbal messages do not match, then we are 

likely to cause confusion and create diffi culties in our communications with 

others. The expression of our positive emotions enables us to bond with 

others. The expression of our negative emotions enables us to elicit sup-

port when we are sad and to make people aware of our displeasure at their 

actions when we are angry.  

  Emotions prepare us to act 

 Powerful emotions often motivate behaviours which are necessary for our 

survival. The fi ght or fl ight response is triggered in response to emotions 

such as anger and fear. It alerts us to danger and prepares us to run away 

or to fi ght, through the production of adrenaline. The responding action 

is often an automatic and immediate response. These automatic action 

responses are necessary for survival. 

 Other actions driven by our emotions might be the drive to search for 

something which is lost in response to the sadness or to drive us to achieve 

something again following the positive experience of the joy we felt at that 

achievement.  
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  Emotions help us to communicate with ourselves 

 Emotions can be triggered by external or internal events (e.g. a thought). 

These emotional reactions then act as a signal. By recognising an emotion, 

labelling the emotion, and noticing what the action urge is, you can begin 

to make sense of our emotions. By listening to our emotions, we can begin 

to use them to help us to understand ourselves and to understand what our 

needs are. 

  If we choose to avoid our emotions, it is likely that we will struggle to 
understand what our needs are, struggle to communicate our needs to 
others and therefore will be unlikely to get our needs met.      

  APPENDIX 2  

   Compassionate letter to self  

 Write a letter to yourself from you or from your ideal nurturer. The letter 

should identify the diffi culties and distress which you experience and pro-

vide care, kindness, wisdom and understanding to these diffi culties. The 

letter should demonstrate the following: 

 •   It expresses concern and genuine caring.  

 •   It is sensitive to your distress and needs.  

 •   It is sympathetic and responds emotionally to your distress.  

 •   It helps you to face your feelings and become more tolerant of them.  

 •   It helps you become more understanding and refl ective of your feel-

ings, diffi culties and dilemmas.  

 •   It is non-judgemental/non-condemning.  

 •   It displays a genuine sense of warmth, understanding and care.  

 •   It helps you think about the behaviour you may need to adopt in order 

to get better.   

 The point of these letters is  not  just to focus on diffi cult feelings but to help 

you refl ect on your feelings and thoughts, be open with them, and develop a 

compassionate and balanced way of working with them. The letters should 

not offer advice or tell you what you should or shouldn’t do. It is not the 

advice you need, but the support to act on it.    
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  APPENDIX 3  

   Compassionate letter to your body  

 Write a compassionate letter from yourself, to your body. The letter should 

identify the struggles that you have had with your body over time and con-

vey understanding towards yourself for those diffi culties and the unintended 

consequences that they have had and also forgiveness and acceptance of 

your body. The letter should demonstrate the following: 

 •   A recognition of the strengths that your body possesses and what it 

enables you to do.  

 •   Understanding towards yourself for why the imperfections of your 

body feel so distressing for you.  

 •   Forgiveness towards your body for not being perfect.  

 •   Acknowledgement of the mistakes that you have made in how you have 

treated your body.  

 •   Understanding towards why you have made these mistakes.  

 •   Expressing your intention to accept your body as it is meant to be and 

to take care of it and meet its needs.   

 The letter should demonstrate warmth and kindness to both yourself and 

your body. Whilst important to acknowledge the mistakes that you may 

have made, it is important that you do this with understanding and not 

blame or criticism. 

  Adapted from original exercise developed by Matthew Pugh (unpublished).     

  APPENDIX 4  

   My compassionate blueprint  

 My self-critical voice tends to say ………………………………………

………………………………………………………………………………

………………………………………………………………………………

………………………………………………………….….………………

………………………………………………………………………………

……………………………………………………………………. 

 My self-critical voice makes me feel ……………………………………

………………….….….….….….….….….….….….….…………………

……………………………………………………………………………

…………………………………………………………………….………
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………………………………………………………………………………

…………………………………….….….….….….….….….……………

…………… 

 My self-critical voice impacts on my life in the following ways ………

……………….….….….….….….….….….….….…………………………

………………………………………………………………………………

……………………………………………………….….….….….….….…

.….…………………………………………………………………………

………………………………………………………………………………

………………………………… 

 The following strategies/imagery techniques help me to get in touch with 

a more compassionate way of being with myself …………………………

……………………….….….….….….….….….….….….….….….….….

….….….….….……………………………………………………………

……………………………………………………….….….……………

……………………………………………………………………………

…………………………………………………………………………….

….….….….….….….….……… 

 If I was more compassionate to myself, I would say ……………………

……………….….….….….….….….….….…..……………………………

………………………………………………………………………………

………………………………………………………………………………

………………………………………………………………………………

…………….….….….….….….….….….…..………………………………

……………… 

 If I was more compassionate to myself, I would feel ….….….….….…

.….….….……………………………………………………………………

…………………………………………………………………………….

………………………………………………………………………………

………………………………………………………………………………

……….….….….….….….….………………………………………………

…………………… 

 If I was more compassionate to myself, it would impact positively on 

my life in the following ways ………………………………………………

…………….….….….….….….….….….….….….….….….….….….….…

.….…..………………………………………………………………………

………………….….…..……………………………………………………

………………………………………………………………………………

………………………………………………………………………………

………………………………………………………………………………    
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        Chapter 9 

 BodyWise: a low intensity group to 
address body image disturbance    

    Victoria   Mountford     and     Amy   Brown     

   Background 

 In our clinical experience, the issue of body image is often something that elicits 

anxiety in both patients and staff. Patients have told us they worry that talking 

about their bodies will make them feel worse and the slow pace of change can be 

dispiriting. Staff comment that they feel ill equipped to address such issues and 

again experience concern that they will further distress the individual. 

 This group was developed in response to refl ections by staff and patients on 

an inpatient eating disorder unit. At that time, the unit provided a body image 

group (known as Body Awareness Therapy 10; BAT-10) for patients who had 

restored their weight to within the healthy range, developed by the St George’s 

Eating Disorder Service team (see Key  et al .,  2002 ; Morgan  et al .,  2013 ). This 

programme was fairly intensive, utilising mirror exposure and requiring home-

work. The patients requested a group that was of lower intensity and that they 

could join, regardless of their weight. Thus, BodyWise (Brown  et al .,  2010 ) was 

developed over a number of years in consultation with patients and clinicians. 

BodyWise aims to provide a structured and safe space for individuals to begin to 

voice and explore their thoughts about their body image. The focus is on raising 

awareness, rather than active change. 

 In a study undertaken across three eating disorder services, patients who took 

part in BodyWise groups reported improvements in shape and weight concerns 

compared to a control group. Additionally they reported a decrease in body 

checking and an improvement in their body image related quality of life. They 

also felt more able to communicate their feelings regarding their body image 

(see  Appendix ). Further individuals rated the group as acceptable and helpful 

(Mountford  et al ., in press). Our clinical hypothesis, albeit untested as yet, is that 

it may be of benefi t for patients to complete BodyWise, followed by BAT-10 when 

they have reached a healthy weight. 

 Although, to our knowledge, BodyWise has mainly been delivered in inpatient 

and daycare settings, it may also be appropriate for outpatient settings. In add-

ition, the manual has been adapted for use with adolescents with eating disorders 

on an inpatient ward and is currently under evaluation (Rosewall,  2014 ; personal 

communication).  
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  Description of the group 

 BodyWise is an eight session, structured group with clear agendas for each ses-

sion. It is designed for up to eight participants with two facilitators. Over the years 

in development, we have run the group with patients with anorexia nervosa only 

(as this is the diagnosis most frequently seen on our inpatient ward) and with a 

mixed group of patients with anorexia and bulimia nervosa. In this latter scenario, 

facilitators need to be mindful of potential similarities and differences between 

individuals. Each session is ‘standalone’; however, following feedback and dis-

cussion from patients we run the group as closed after the second session, to pro-

mote consistency and trust. 

 The group may be facilitated by any member of the multidisciplinary team who 

has experience working in this area. In addition, it is important for facilitators to 

be refl ective regarding their own body image and their attitudes to body image in 

general. We have, on occasions, been asked about this and fi nd it is helpful to be 

transparent and thoughtful about our own beliefs or biases. 

 As described above, we developed the group for use in the early stages of treat-

ment, often before individuals have attained a healthy weight. It is developed as 

low intensity, and we explain to patients that they will not be asked to talk directly 

about their  own  bodies, although should they wish to refl ect on their own thoughts, 

feelings and behaviours they can do so. The group utilises a combination of meth-

ods, from small group or pair work to whole group work or watching short DVDs/

internet clips relevant to the topic. We often fi nd that quieter members of the group 

are able to contribute during small group work, which increases their confi dence 

to contribute later. Due to the low intensity nature of the group, most sessions do 

not have formalised homework, although patients are encouraged to refl ect over the 

week. We have found that the level of functioning and thinking can vary tremen-

dously between cohorts and therefore we tailor the group to the current cohort, if 

appropriate, suggesting added or optional homework ideas. On occasions, partici-

pants themselves may suggest trying something new or different for homework. 

 Eating disorder services tend to treat fewer males than females. Nevertheless, 

we have had male patients and male facilitators in the group. We are keen to fos-

ter inclusiveness and transparency. If there are males in the group, this is always 

addressed in the fi rst session. We explore anxieties or questions on behalf of all 

participants and we have found this transparency provides a good starting point 

for the remainder of the group. Regardless of whether there are males in a particu-

lar group or not, we always try to ensure the material presented is gender balanced 

and to include discussion and refl ection regarding males as well as females. 

 The group broadly draws on three models. These are cognitive behaviour ther-

apy (see Bamford and Mountford,  2012 ; Fairburn,  2008 ; Waller  et  al .,  2007 ), 

cognitive remediation therapy (e.g. Tchanturia  et al .,  2013 ,  2014 ) and the work of 

Thomas Cash on body image (see Cash,  2008 ). 

 A core aim of the group is to raise awareness of biased thinking. This runs 

across many sessions with facilitators supporting participants to notice when this 
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may be occurring. This is compatible with the goals of cognitive remediation 

therapy in supporting individuals to shift their focus from high detail to broader 

understandings and to increase fl exibility in their thinking. We frequently refer 

to the following thinking biases which may commonly present in body image 

thoughts. Patients in our ward programme are already very familiar with common 

thinking styles in eating disorders and have been part of the CRT groups described 

in  Chapter 2 . 

  All or nothing thinking 

 All or nothing thinking involves thinking in extremes and missing the grey area 

in between. This is highly salient in body image, for example, ‘Either I’m thin or 

I’m obese’, neglecting to realise the broad band of healthy weight in between. We 

often highlight that in fact the body functions best within a natural weight range, 

which is somewhere between these two extremes.  

  Unfair to compare 

 This thinking bias leads individuals to pit themselves against their own personal 

ideals, media images of physical perfection or people they fi nd good looking that 

they meet in everyday situations. Often the individual picks the ‘best’ part of the 

other to compare themselves against, neglecting the parts of others that may be 

less ‘desirable’. We highlight that this links to  double standards  – having differ-

ent rules for other people – and can lead to shame, envy and intimidation.  

  Magnifying glass 

 Many participants will recognise this bias, which involves focusing on what they 

do not like and minimising attributes that do not cause a problem. It leads to a 

very unbalanced view and means individuals may be judging themselves harshly, 

based on one or two aspects of their appearance. The magnifying glass also select-

ively focuses attention; for example, focusing on all the people one sees who are 

signifi cantly underweight or signifi cantly overweight and ignoring those who may 

be in a healthy weight range.  

  Emotional reasoning 

 Emotional reasoning involves taking one’s emotions as an accurate refl ection of 

what is happening. For example, ‘I feel fat therefore I am fat’, even when one is 

actually underweight. This bias can set up waves of criticism and distress.  

  Mind reading 

 Mind reading means assuming you know what others – strangers and friends or 

family – are thinking. In the case of body image, individuals are projecting their 
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own negative thoughts about their body into the minds of others. It can lead to 

avoiding social situations and attributing diffi culties to one’s appearance rather 

than considering alternatives.  Chapter 5  describes some work we do with patients 

on emotion skills in our ward and day care programmes.   

  Evaluation of the group 

 The group has been evaluated to provide support for its effectiveness (Mountford 

 et  al ., in press); however, it can be valuable for patients to evaluate their own 

outcomes by completing measures in the fi rst and last session. This can be done 

in a number of ways. For example, through the use of validated measures such 

as the Eating Disorders Examination Questionnaire (using the Shape and Weight 

Concern subscales; Fairburn and Beglin,  1994 ), the Physical Appearance State 

and Trait Anxiety Scale – Trait Version (Reed  et al .,  1991 ) and Body Checking 

Questionnaire (Reas  et al .,  2002 ). Alternatively, a simple visual analogue scale 

can be used. To specifi cally target whether the group helped participants to feel 

more able to discuss their body image we developed a short questionnaire – Body 

Image Questionnaire: Communication and Understanding (see the  Appendix ).  

  General session structure 

 All sessions follow a similar structure: 

  1.     Welcome and check-in. Patients are welcomed to the group and the topic is 

introduced. All participants take part in a check-in, in which they are asked 

how they are feeling at the moment and if they had any thoughts or observa-

tions from the last session or over the week. If homework was agreed, it will 

be discussed here.  

  2.     Topic. The main topic for the session will be outlined. There are likely to be 

two or three exercises to explore the topic. We try to end this section with a 

positive comment about what people can do differently.  

  3.     Check-out. All participants are encouraged to check out, letting the group 

know how they are feeling and one thing they will take away from the day’s 

session.     

  Session outlines 

 Below are the outlines for the eight sessions. We aim to be creative and incorpor-

ate new information as it becomes available to each session. Often, participants 

will have good examples that they direct us to, which are incorporated into future 

groups. Therefore in each outline we have attempted to give a guide to the session, 

without being overly prescriptive. 

 For all groups, a fl ipchart and pens will be required. For session 3, a laptop or 

computer and projector will be required.  
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  Content of the group 

  Session 1: Introduction and what is body image? 

 The aim of this session is to welcome members and introduce the aims and bound-

aries of the group. A discussion of what body image is and how it affects mem-

bers follows. It is important to explore patients’ hopes and fears about the group. 

Sometimes patients have unrealistically high expectations about the group and 

can become angry and disappointed when these are inevitably not met. Equally, 

patients can feel very anxious that the group will make them feel worse by bring-

ing to their attention an issue they usually try to avoid. Both these assumptions 

need sensitive exploring. We also emphasise that the group works best when mem-

bers are able to contribute and share some of their own thoughts and experiences.   

  1.     Welcome and check-in.  

  2.     Introduce facilitators and group members.  

  3.     Introduce the session plan and discuss aims:  

•   To give a place for patients to discuss issues regarding their changing shape.  

 •   To provide psycho-education focusing on issues related to body image.  

•   Outline the different session topics and explain it will be a mix of small 

group work, discussion and occasionally watching a DVD.    

  4.     Develop shared group boundaries.  

  5.     Ask how participants feel about starting the group and explore patients’ hopes 

and fears. 

 Emphasise that this group is not about ‘fi xing’ their body image; it’s about 

exploring it and understanding why it is so important.  

  6.     What do I use my body for? 

 [Small group discussions with fl ipcharts to write ideas and then feed back to 

whole group]  

•   Day-to-day activities, e.g. running for a bus, dancing with my friends.  

•   Life events, e.g. having children, sporting achievements.   

 [After individual discussions each group feed back to facilitator who writes 

ideas on the fl ipchart] 

 The aim of this exercise is to enable participants to explore and refl ect 

on the multiple roles and skills of their body, rather than the overwhelming 

emphasis on their body based on shape and weight.  

  7.     What is body image? 

 [Each group to come up with a sentence or two defi ning body image] 

 Very generally it is the beliefs and feelings about how we look physically 

and about how we think others see us. It can be described as our  relationship  

with our body. 
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 Probing questions:  

•    Do you think we hold accurate images of our physical self? (Perceptual)   
 •    How do we feel about our bodies? (Affective – not just what we see when 

we look in the mirror but what we feel when we think about our bodies)   
 •    Is how other people view our bodies important? (Infl uence of others’ 

beliefs or what we think others think, on our body image)   
•    What thoughts do we have about our bodies? (Thoughts)    

 [Feedback sentences; add any major missing points] 

 If not mentioned, we discuss body image investment – how important the 

individual views their body in terms of self-evaluation. This is a key theme 

that we come back to throughout the group.  

  8.     How does my body image affect my life? 

 Introduce the idea of body image affecting our thoughts, emotions and behav-

iours. This is a low key motivational exercise to help participants think about 

the way their body image has impacted upon life. Both positive and negative 

ways should be considered. 

 [Whole group discussion] 

 Have headings on the fl ipchart (thoughts, emotions and behaviours) and 

separate answers into the appropriate column:  

  a)     Thoughts: e.g. self-esteem, feelings of femininity.  

  b)     Emotions: e.g. anxiety about people seeing my body.  

  c)      Behaviours: e.g. daily grooming (such as wearing baggy clothes), effect 

on eating, avoidance, checking.    

  9.     Body dissatisfaction is part of anorexia. It can be useful to share the points 

below with participants.  

•   Body image disturbance is a diagnostic criterion for anorexia (‘Disturbance 

on the way in which one’s body weight or shape is experiences, undue 

infl uence of body weight or shape on self-evaluation, or persistent lack of 

recognition of the seriousness of the current low body weight’; DSM V 

(APA,  2013 ). Therefore, we expect and understand patients will have this 

and that distress may increase as they gain weight. Feeling this way does 

not make an individual vain or shallow – it is part of the disorder.  

•   It can be useful to share research evidence and clinical experience that 

body image disturbance can be one of the slowest aspects of anorexia to 

change, which can be scary and frustrating. It is likely that individuals 

will continue to feel distress for some months to come and this may be 

the case even when they have completed treatment.    

  10.     Finally, it can be helpful to initiate a discussion about healthy body image. 

Do they know anyone with a more positive body image? How does someone 

with a more healthy body image think, feel and behave?  

  11.     Check-out.     
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  Session 2: What is normal? 

 This session aims to help patients refl ect on the difference between normal and 

healthy and the all or nothing thinking style that they often apply to their weight 

and shape. Some facilitators have found that this session can be somewhat tricky 

and therefore we encourage you to ensure you feel confi dent prior to delivery.   

  1.     Welcome and check-in.  

  2.     Highlight the difference between healthy and normal weight:  

•   Healthy being a weight at which the body best functions with lowest 

health risk. Draw out a chart that highlights the different ranges of weight 

and refl ect on the range of weights that fall within a healthy weight range.  

 •   Normal being the actual average weight for people living in a certain 

population (e.g. average weight for women living in the UK). Demonstrate 

using a bell curve. Point out that mean of the normal bell curve is a greater 

BMI 22.5 (middle point of healthy weight range). (See  Figure 9.1 .)     

•   The mean BMI in the UK is 26.9 kg/m 2  for women and 27.4 kg/m 2  for 

males across all ages (Moody,  2013 ) and prevalence for obesity is lowest 

in the 16–24 age group.    

  3.     Introduce the idea of all or nothing thinking in relation to weight: ‘fat or thin’. 

Refer back to the bell curve, helping to illustrate the wide variety of weights 

and body shapes, it is not dichotomous.  

  4.     We discuss how weight and shape change with age.  

•   It is important to acknowledge that our bodies changes as we get older. 

A 16 year old’s body will be signifi cantly different to a 30 year old’s body 

even if they stay in the same weight range.  

•   This is particularly important to consider if someone has been under-

weight for a long time as their body will have naturally changed. They 

can expect that when they reach a healthy weight, their body may be dif-

ferent (and larger) than previously.    

  5.     Quiz focusing on normal and healthy weight.   

 We recommend developing your own multiple choice quiz which will be timely 

and relevant. We regularly update ours, using reports (see the Reference list). 

Sample questions ask participants to estimate the number of working age women/

men in the UK who are underweight/overweight and those who are satisfi ed/dis-

satisfi ed with their bodies and what the average size of a UK woman is. 

 The aim of the quiz is to generate discussion amongst the group. We emphasise 

that the quiz is not about right or wrong answers, but about exploration and dis-

cussion. We fi nd participants often acknowledge that they apply an all or nothing 

thinking style when in public areas – for example, tending to notice others who 

are either very thin or overweight. Equally, they may only focus on people of a 

similar age and gender. We introduce this as a cognitive bias known as the magni-

fying glass or selective attention, explaining  
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  if something is important or salient to us, we are more likely to notice it in 

our environment. If you value being thin, you are more likely to notice and 

compare yourself to thin people, so your perception of how many thin people 

there are in public is skewed in that you think there are more thin people than 

there really is.  

  Participants are often surprised to discover the high levels of body image dis-

content amongst non-eating-disordered individuals. 

 We also ask questions based on research into young people and body image, for 

example exploring how many young people might worry about becoming over-

weight or believe they would ‘be happier if they were thinner’. This opens a dis-

cussion regarding how early such fears or beliefs might develop. Often group 

participants know young people (e.g. younger siblings, their own children) and 

are able to link this discussion to their own observations. 

 We introduce the quiz as follows:

  People often struggle to know what is normal in terms of weight, shape and 

attitudes towards our bodies. We have devised a quiz which we hope will give 

some insight into what is normal and a chance to discuss any thoughts around 

this issue.  

  We ask participants to complete the quiz in small groups of 2–3.   

  6.     Check-out.     

  Information for facilitators 

  What is the difference between normal and healthy? 

  WHAT IS A HEALTHY WEIGHT? 

 Healthy weight is the weight at which your body functions best with the lowest 

health risk. Draw out a diagram to demonstrate to participants the range of differ-

ent BMIs from BMI 17.5 up to BMI 30. Add in the healthy range (BMI 20–25). 

BMI 20–25 is normally about 10  kg so people can be different sizes but still 

healthy. Highlight the range across which people can fall into the healthy weight 

range. Emphasise how the diagram reveals that it is unlikely that someone will 

jump from being underweight to overweight overnight.  

  WHAT IS A NORMAL WEIGHT?   

•   Normal weight will be the average weight of the population. While there will 

always be variation in the general population, over time this has been grad-

ually increasing.  

 •   Ask participants to guess the average BMI of women and plot ‘guesses’ on 

a graph.  
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 •   The average BMI at the moment is 27 – compare to participants’ estimates.  

•   Use the bell curve to highlight participants’ all or nothing thinking – ‘I’m 

either thin or I’m fat’.       

  Session 3: Effects of media on body image 

 This session aims to consider how the media impacts on our body image and to 

encourage participants to critique the images we see and messages we are given. 

We emphasise at the start that we are not implying or stating that the media causes 

eating disorders. We are thinking more broadly about the impact of the media, on 

all people, whether or not they have an eating disorder. As facilitators, we keep 

an eye on the media as there are many interesting examples which can be fl exibly 

incorporated into the group.   

  1.     Welcome and check-in.  

  2.      What is the female/male beauty ideal as represented in the media?  

 [Ask to whole group] 

  Female, e.g.:  
   a)     Extremely tall and thin.  

  b)     Small hips but a full bust.  

  c)     Large eyes, large lips and a small nose.   

  Male, e.g.:   

  a)     Muscular – ‘six pack’.  

  b)     Chiselled jaw, good head of hair.  

  c)     Tall.   
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 Figure 9.1      Bell curve to demonstrate normal distribution within a population  
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 Usually a very long list will form, and generally a participant will comment 

that the long list is unrealistic, if not impossible to achieve. The group can 

explore this, and the fact that most of us are likely to fall short in some way.  

  3.      What are the sources of media?  

 [Ask to whole group and write answers on fl ipchart]. 

 Examples include TV, magazines, fi lm, adverts, fashion industry, internet, 

music videos, Instagram, Facebook. It can be useful to refl ect on how ubiqui-

tous these infl uences are, even if we generally believe ourselves to be media 

literate. We also discuss the incongruent nature of these images; for example, 

a semi-naked body being used to advertise jewellery or a watch.  

  4.     Psycho-education on body image represented in the media. 

 For this section, we use pictures of famous individuals from a range of eras, 

representing a range of different body types, to start a discussion. We add in 

the following information. The body ideal as represented by the media has 

changed dramatically over time, as demonstrated by an icon of the 1950s and 

an icon today. Today’s thin ideal is unrealistic for the majority of women. 

The body size of models is often more than 20 per cent underweight (exceed-

ing the diagnostic criteria for anorexia nervosa of 15 per cent underweight). 

Numerous studies have shown that exposure to images of thin women can 

increase body dissatisfaction in women. Studies have shown that even very 

quick, fl ashed images can have a negative effect, so imagine what a lifetime 

of daily exposure can do to a woman’s body esteem. It is not just teenag-

ers and women who are vulnerable to media images. One study found that 

5–8 year old girls reported lower body esteem and greater desire for a thinner 

body shape after being exposed to Barbie dolls (Dittmar  et al .,  2006 ).  

  5.     Psycho-education on artifi cial beauty in the media. 

 Not only are females and males in the media represented by ‘ideals’, but 

many of the images have been digitally altered and do not represent accur-

ately how the individuals really look. For example, females may have been 

airbrushed to appear thinner, whilst males may have added muscles. Again, 

pictures of famous people (before and after airbrushing) can be used. We 

also access short videos from the internet which show the ways in which 

photographs can be photoshopped. Using such videos can be very powerful. 

Participants often acknowledge that although they are aware of airbrushing, 

they underestimate the extent to which it is carried out.  

  6.     Who benefi ts from the thin ideal and at what cost to us? 

 [Ask to whole group and write answers on fl ipchart, who benefi ts on one side 

and what is the cost to us on the other] 

 Who benefi ts? e.g.:  

•   fashion industry;  

 •   diet industry;  

 •   cosmetic surgery industry;  

 •   beauty industry;  

•   gyms.   
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 What are the costs to us? e.g.:  

•   health (mental and physical);  

 •   fi nancial;  

 •   self-esteem;  

•   time.   

 Initiate a discussion around the injustice of how these industries play a part 

in creating body dissatisfaction and make money out of providing a solu-

tion (however unhealthy, ineffective or dangerous to our health). How would 

people want to respond differently to this? How can individuals protect them-

selves from these messages? It can be helpful to fi nish with a short internet 

clip that promotes acceptance rather than criticism. For example, there are 

videos on YouTube promoting positive body self-esteem and how to manage 

body image concerns.  

  7.     Check-out.     

  Session 4: ‘Feeling fat’: what are we really saying? 

 The aim of this session is to explore what individuals mean when they say they ‘feel 

fat’, encouraging individuals to question this and to consider alternative meanings.   

  1.     Welcome and check-in.  

  2.     Today’s session is going to be about ‘feeling fat’ and what we might actually 

be feeling when we say we feel fat. We’ll then go on to discuss some more 

positive ways of talking to and about ourselves.  

  3.     Do people notice themselves saying or thinking that they ‘feel fat’?  

  4.     Can we ‘feel’ fat?  

•   Technically, you cannot ‘feel’ fat, any more than you can feel square. The 

linguistically accurate phrase is ‘I think I am fat’.  

 •   We can feel emotions (e.g. I feel happy or I feel anxious) and we can feel 

physiological states (e.g. I feel tired or I feel thirsty).  

•   We cannot feel physical states (e.g. I feel I have blue eyes… I have blue 

eyes or even I think I have blue eyes).    

  5.     Telling ourselves that we feel fat can become so familiar that we take it for 

granted that we know what we mean when we say it. 

 It may be that we use it when we are feeling different emotions or physio-

logical states; or we are unsure what we really are feeling; or it may be a way 

of describing negative emotions that we fi nd diffi cult to express or put into 

words. 

 By identifying/fi nding out more about what ‘feeling fat’ means for you, 

can help you manage the complex, intense and varied emotions associated 

with body image distress. What are we really saying when we say ‘I feel fat’?  
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  6.     Draw on a fl ipchart ‘I feel fat ….’ 

 [Split into small groups and write answers on fl ipchart paper]  

•   Identify as many feeling/descriptive words as possible that can be used 

instead of ‘fat’ and put on fl ipchart.   

 E.g. bloated, full, lonely, guilty, shame, horrifi ed, disgusted, etc.  

•   The small groups feed back into the large group with the facilitator 

recording on the fl ipchart. Use a table with two columns headed ‘Feeling’ 

and ‘Physiological State’ and ask participants to identify which column 

the words should be assigned to.  

•   Encourage group discussion around:   

 ‘What are people saying when they say “I feel fat”?’ 

 If it does not come up in discussion encourage participants to consider this 

statement as a smokescreen which stops both themselves and other people 

understanding the underlying emotional experience. It also stops individuals 

being able to access help or support as the enquirer is diverted onto shape/

weight. 

 Is it more about describing bodily sensations/feelings/thoughts? It may be 

helpful to separate and determine the difference between these. We know that 

the way we think, feel and behave towards our bodies all interlink and have 

an impact on each other, on our self-esteem and body image. 

 Notice that it is easy to get into vicious circles: 

 Feelings – Thoughts – Behaviours – Feelings – Thoughts, etc.  

  7.     In the same way that negative thoughts, feelings and behaviours about our 

bodies interlink and impact on each other, so does positive self-talk and 

affi rmations. 

 Positive self-talk and affi rmations can support emotional and physical 

health and promote the achievement of goals. They point us in positive direc-

tions, help us conquer the diffi culties in life, and help us see others and our-

selves more positively. As we highlight in  Chapter 5  and  Chapter 10  we use 

positive psychology research in the CREST group as well as in BodyWise to 

reinforce these ideas in different groups to teach patients self-compassion. 

 Group exercise:  

•   Do people use any positive affi rmations/self-talk? If so are they able to 

share them?  

•   If not, get the group to identify/compile a list of affi rmations. (It may be 

useful for facilitators to have suggestions handy to start the process.)    

  8.     Homework:  

•   Encourage patients to identify words that are relevant to themselves and 

to use these words instead of ‘fat’. It may be that many of the words are 

relevant at the same time or in different environments/situations. Observe 

any situations over the week when they notice themselves ‘feeling fat’.  
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•   Pick or create positive affi rmations to try over the next week. Encourage 

patients to use affi rmations when and where possible.    

  9.     Check-out.    

  BodyWise session 4 homework   

  1.     Identify what you mean when you say ‘I feel fat’. What are you really feeling?  

  2.     Identify some positive self-talk and affi rmations that you can try out over the 

coming week. It may be useful to place them in strategic places/hot spots, e.g. 

mirror, table name place, bed, cupboard, etc.   

 What I mean/feel when I say ‘I feel fat’:

•      

 •     

 •     

 •     

 •     

•      

 Three affi rmations I’m going to try over the next week: 

  1.  

  2.  

  3.      

  Session 5: Perception and self-defeating behaviours 

 This session encourages participants to explore the idea of distortion in how they 

see themselves. For many participants it can be a diffi cult session as it often chal-

lenges strongly held beliefs.   

  1.     Welcome and check-in.  

  2.     Do we see what is really there?  

•   What is perception? It is not simply a physiological representation of 

what we are looking at, but the brain’s interpretation of what we are look-

ing at; which is based on past experiences and preconceptions. Perception 

alters what humans see, into a diluted version of reality. When people 

view something with a preconceived idea about it, they tend to take those 

preconceived ideas and see them whether or not they are there.  

 •   We tend to use optical illusions as a good way of demonstrating how prior 

knowledge or beliefs may distort what we see. This is often a good way 

of gently and with good humour establishing that our perception can be 

erroneous.  
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 •   The fi rst illusion that we use is the Ebbinghaus Illusion (Roberts  et al ., 
 2005 ). This illusion consists of a circle surrounded by smaller circles in 

one image and by larger circles in another image. We often ask participants 

which circle is larger  – the viewer will often see the circle surrounded 

by smaller circles as larger, although they are exactly the same size. This 

opens a discussion into how the way the brain processes the surrounding 

visual cues (larger or smaller circles) can impact size perception. We link 

this to the way we look at our bodies – focusing down on the most disliked 

part is likely to ‘increase’ the size of the defect. This can be related to how 

we use mirrors – do we scrutinise the disliked part or do we conduct a 

quick ‘once over’ to get the overall impression of our appearance.  

•   The second illusion we use is the Checkerboard illusion (Adelson,  2005 ). 

This illusion consists of an image of light and dark squares. The area 

labelled A appears to be a darker colour than the area labelled B despite 

them being the same colour. This illusion demonstrates how we break 

down images using our prior knowledge (e.g. of the pattern of a checker-

board) to perceive the object in view. This can open a discussion on how 

prior knowledge or expectations may inform our view of our body.    

  3.     Errors in perception can affect our body image: 

 Introduce the idea that our body image is different from our actual body and 

some behaviour (such as frequent checking) serves to reinforce distortions. 

You may use the example of looking down at oneself whilst sitting which 

generally makes one’s thighs appear larger.  

  4.     The research on body image distortion is mixed and underpinned by a variety 

of different methodologies. However, more recent research shows that people 

with and without eating disorders present with distortions in body image (e.g. 

Ferrer-Garc í a and Guti é rrez-Maldonado,  2008 ; Fuentes  et  al .,  2013 ) with 

individuals with eating disorders presenting with greater distortions. Often 

participants will contribute to this with an example of something they have 

seen on television that relates to this. We refl ect that body image can change 

from one moment to the next and follow this up with the next exercise which 

explores factors that can trigger such variations.  

  5.     What do you think makes people feel bigger or smaller?  [Group discussion – 

writing answers on a fl ipchart]  

•   low mood;  

 •   eating high calorie foods;  

 •   looking at magazines depicting thin images;  

 •   comparing themselves to ‘ideal’ others;  

•   checking and scrutinising:  

•    Mirrors : highly credible, but misleading, information about appear-

ance. Illustrate by the example of catching sight of yourself in a 

refl ection before you realise it is you, or some mirrors in shop chan-

ging rooms which show one in a very fl attering light.  
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 •    Body checking :  Explore whether this increases or reduces anxiety 

and factors that may impact accuracy.  

•   We often use the example of having a spot; we may be very focused 

and concerned about it, yet other people will hardly notice it.     

 Sum up with: ‘Body image can change greatly from day-to-day, hour-to-hour 

when the body stays pretty much the same. Body image is contextual rather 

than reliable information about our bodies’: to illustrate ask patients to think 

about the last week, have there been times when your body image has been 

noticeably worse, but in fact your body has not changed?  

  6.     We link these distortions to the idea of body image investment – suggest-

ing that because body image may be relatively important to our patients, 

the more they are focusing on it and the more distorted our perceptions 

become. 

 Ask patients to refl ect on how important weight and shape is to them. Does 

the level of importance they place on it affect their behaviour or perception? 

Can they remember a time when shape and weight was less important? How 

did they feel about their bodies then?  

  7.     Self-defeating behaviours. 

 So, in thinking about perception we have discussed some of the factors 

that may lead to changes in how one experiences one’s size. We can call 

these self-defeating behaviours. One type of self-defeating behaviour is body 

checking which tends to increase anxiety and has been demonstrated not to 

be accurate. What other self-defeating behaviours impact our body image? 

 Lead a discussion (writing the answers on the fl ipchart)  

•       E.g. body checking (feeling for bones), mirror checking, weighing, 

reassurance seeking, looking at old photos.  

•   Special attention to body checking behaviours and exercise.   

 Highlight that some of these behaviours are considered favourably by soci-

ety so it is important to consider when they become problematic. Encourage 

participants to consider how these behaviours may lead to reinforcing their 

perceptual distortion.  

  8.     Check-out.     

  Session 6: Body image and identity 

 For many group members, their low weight, anorexia or eating disorder has 

become tied up in their identity and it is hard to consider who they are without 

this. This session aims to encourage participants to refl ect on who they are, inde-

pendent of their bodies. Facilitators should hold in mind that for some participants 

who are in a pre-contemplation phase, the idea of considering anything positive 

about their identity is very challenging. For those with chronic histories, they may 

have very little sense of an identity aside from their eating disorder. For further 

information on the pie charts, please see Waller  et al . ( 2007 ).   
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  1.     Welcome and check-in.  

  2.     For many people, their weight has become tangled up in their beliefs about 

who they are as a person. Indeed some people may believe that they just need 

to get to their goal weight and then life can start or they will be happy. Today 

we will think about our identities and how these relate to our body image. 

First, we will think about all the aspects that might make up an individual’s 

identity. In a group, to call out for facilitator to write on fl ipchart (e.g. gender, 

role, sexuality, culture, religion, interests, political beliefs, etc.).  

  3.     Part of our identity stems from our roles and what we enjoy doing. What makes 

us feel good about ourselves? Ask participants to draw a large circle on a piece 

of paper. Explain that we are going to create a pie chart, where each slice of 

the pie represents part of their identity. Can they divide up the pie to represent 

proportionally how much each of these aspects form part of their identity right 

now – e.g. mother, daughter, friend, pianist, anorexic/body focused, athlete, 

teacher, lawyer, student, part time waitress, fi lm buff, theatre goer.  

•   How do the divisions look?  

 •   Does the anorexic or body focused part dominate the pie?  

 •   What used to be on the pie chart before they got ill?  

 •   Have other group members learnt something new about someone in 

the group?  

•   For patients who struggle to come up with ideas, facilitators can use 

closed prompts about interests, people in their lives, etc.    

  4.     Encourage participants to consider how their weight/anorexia helps or hin-

ders the other parts (e.g. ‘weight takes away from my role as a daughter 

because now Mum worries about me all the time and we don’t do the fun 

things we used to’).  

•   How much fun does life look at the moment?  

•   How much does anorexia/eating disorder help/interfere with our other roles?    

  5.     Ask group members to draw another pie chart, this time representing what 

they would like life to be like and how they would like to see their identity. 

Would there be new parts or parts from before that have been lost? Encourage 

refl ection between the two charts. What steps can individuals take to get 

closer to this pie chart? Support individuals to develop manageable steps. For 

example, someone who wanted to start travelling could go to a language class 

or watch a foreign language DVD to develop language skills; someone who 

wants to become more creative could start to crochet.  

  6.     Check-out.     

  Session 7: Learning to like my body – accepting change 

 In this session, psycho-education regarding changes in the body with weight gain 

is given and participants are encouraged to refl ect on both physical and emotional 

changes they may undergo.   
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  1.     Welcome and check-in.  

  2.     As part of restoring weight your body is likely to go through a number of 

changes, this session is for you to think about the changes you are likely to 

experience and to acknowledge all the functions your body does. Split the 

group up into two smaller groups and ask the participants to think about and 

identify:  

•   What did you/do you value about your anorectic/ED shape and size?  

•       E.g. being able to see/feel my bones, concave stomach, thighs not 

touching, no periods, no emotions, attention for looking unwell, etc.    

•   What didn’t you/don’t you like about your anorectic/ED shape, size, 

appearance?  

•       E.g. clothes not fi tting properly, being cold all the time, people star-

ing/looking at me, bones showing, thin/fl at hair, lanugo hair, fl aky/

dry skin/nails, pressure sores, grey complexion, dark rings around the 

eyes, uncomfortable when sitting down, can’t look in the mirror, etc.     

 Ask the group to feed back to each other (write on fl ipchart) and discuss their 

responses.  

  3.     Next, there is a discussion of ‘What changes can you expect to happen as you 

restore weight?’ 

 It may be helpful to talk/think through the systems of the body:  

   Circulatory system : normalising of blood results, blood pressure returning 

to normal, heart regains muscle and protective fat layer, heart normal-

ises rhythm, healthier distribution of cells, e.g. white and red, reversal 

of anaemia.  

   Lymphatic system : improves immunity to infection. There may be a discus-

sion about the way anorexic patients do not appear to get colds – it is 

hypothesised that the body still gets ill but doesn’t display any symptoms 

because it has no reserves to address the cold.  

   Endocrine system:  improved production and distribution of hormones that 

maintains homeostasis (equilibrium of the internal environment of the 

body), e.g. temperature of the body, sexual hormones produced and 

physical changes as a result, e.g. females:  hips, breasts, periods, etc.; 

males: facial hair, hair under the arms and surrounding genitalia, deepen-

ing of voice, etc.  

   Digestive system:  normalising of digestive functioning, normalising of 

bowel movements, constipation and bloating common.  

   Muscular system:  initial storing of fat around trunk area, 9–12  months 

re-distribution of fat/weight and muscle, improvement in the muscles of 

the body increasing strength and energy.  

   The skeleton:  improvement in the worsening of osteoporosis/osteopenia.  

   Brain:  improved concentration, alertness, memory.   
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 Group leaders may also want to bring attention to hair/eyes/skin tone/nails.  

  4.     Group leaders to lead a discussion (write answers on fl ipchart):  

•   ‘Why/what is it that’s daunting about these changes? What does it mean 

to you?’  

•   E.g. feels out of control, don’t want bodily changes to happen, etc.    

  5.     The fi nal task of the session is to identify and appreciate the functions 

of the body, working up from the feet to the head. Provide groups with a 

fl ipchart-sized piece of paper with a simple body outline sketched on. 

 ‘Your body is amazing. Work from the feet up to the head acknowledging 

all your body does for you.’ 

 [Split into smaller groups and come up with functions for as many parts of 

the body as possible]  

   Feet:  enable me to move around/walk/dance/stand/balance, etc.  

   Legs:  walk around/run/skip/dance/balance/stand, they include the main 

weight bearing joints of the body, e.g. hips and knees.  

   Buttocks:  large muscles in the legs and bottom for strength and stability.  

   Hips:  widening of hips for childbearing/pregnancy and birth in women.  

   Abdomen: a  protective layer of fat and muscle to support and protect the 

vital internal organs.  

   Shoulders and arms:  for fi ne motor movements, e.g. writing, eating, etc.  

   Breasts:  feeding babies.  

   Neck: s tabilising and moving head.  

   Brain: c ognitive functioning, thinking, talking, planning, moving.  

   Face: e ars, mouth, nose, eyes (senses).   

 Many participants fi nd this a positive and uplifting exercise and become cre-

ative and thoughtful in considering functions.  

  7.     Homework. 

 If using questionnaires, ask participants to complete for fi nal group next week. 

 To act as a consolidation of the group, in this week’s homework, partici-

pants are asked to ‘Write a letter to a young girl. What would you want to tell 

her about body image? What are the important messages? How would you 

like her to feel about herself?’ The aim of this letter is to encourage indirectly 

for patients to consider how they might treat themselves more kindly. It is a 

challenging homework and therefore it is important to consider all possible 

obstacles before fi nishing the group.  

  8.     Check-out.     

  Session 8: Ending session 

 The fi nal session aims to review the work covered and the process of the group 

and, if appropriate, for members to think about what they will take forward from 

the group.   

9781138848887c09_p156-177.indd   1739781138848887c09_p156-177.indd   173 3/12/2015   5:41:01 AM3/12/2015   5:41:01 AM



174 V. Mountford and A. Brown

  1.     Welcome and check-in.  

  2.     In small or large groups, participants to think about ‘What do I want to take 

forward from this group?’  

•   Encourage them to think about particular strategies they have found 

helpful.  

•   Where will they access support?    

  3.     If appropriate, review questionnaires. Emphasise that there might not be much 

change in body image dissatisfaction as the person is still gaining weight and 

the group has been about education rather than change.  

  4.     Homework letters. Elicit the experience of writing the letters from partici-

pants. You may not have time to hear all the letters, but invite participants 

to share some or all of their letter. Participants describe this as a challenging 

homework so positive feedback is well received. Gently explore with the par-

ticipants how they can apply some aspects of their letters to themselves.  

  5.     Participants to complete feedback form and give feedback verbally, if wished.  

  6.     Ending and goodbye. Thank participants for their contribution to the group 

over the weeks.       
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   APPENDIX 

 Body Image Questionnaire: Communication and 
Understanding 
  Please read each of the following items and indicate the number that best refl ects 

your agreement with the sentence: 

  1. I feel able to talk about my body image  

 1 2 3 4 5 

 Defi nitely Mostly Neither Agree Mostly Agree Defi nitely 

 Disagree Disagree Nor Disagree  Agree 

  2. I have understanding about the general topic of body image  

 1 2 3 4 5 

 Defi nitely Mostly Neither Agree Mostly Agree Defi nitely 

 Disagree Disagree Nor Disagree Agree 

  3. I am able to understand my own body image  

 1 2 3 4 5 

 Defi nitely Mostly Neither Agree Mostly Agree Defi nitely 

 Disagree Disagree Nor Disagree Agree 

  4. I feel listened to about my body image  

 1 2 3 4 5 

 Defi nitely Mostly Neither Agree Mostly Agree Defi nitely 

 Disagree Disagree Nor Disagree Agree 

  5. I am able to tolerate the anxiety I feel about my body image  

 1 2 3 4 5 

 Defi nitely Mostly Neither Agree Mostly Agree Defi nitely 

 Disagree Disagree Nor Disagree Agree 

 This measure was developed for use in the evaluation of BodyWise (Mountford 

 et al ., in press).   

  Recommended reading 

    Brownell ,  K.D.   ( 1991 ).  Dieting and the search for the perfect body: where physiology and 

culture collide .  Behavior Therapy ,  22 ,  1–12 .  

    Waller ,  G.  ,   Cordery ,  H.  ,   Corstorphine ,  E.  ,   Hinrichsen ,  H.  ,   Lawson ,  R.  ,   Mountford , 

 V.   and   Russell ,  K.   ( 2007 ).  Cognitive Behaviour Therapy for the Eating 
Disorders:  A  Comprehensive Treatment Guide .  Cambridge :   Cambridge University 

Press .  

    Waller ,  G.  ,   Mountford ,  V.  ,   Lawson ,  R.  ,   Gray ,  E.  ,   Cordery ,  H.   and   Hinrichsen ,  H.   ( 2010 ). 
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Sufferers and their Carers .  Cambridge :  Cambridge University Press .   
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        Chapter 10 

 Recovery/discovery oriented group    

    Kate   Tchanturia     and     Claire   Baillie     

   One of our group members said she found it diffi cult to connect with the term of 

recovery, and discovery was working for her better; the beauty of the recovery 

group is that it can become the discovery group if this is what participants want 

to call it. 

 The egosyntonic nature of anorexia nervosa makes increasing and maintaining 

motivation to recover particularly diffi cult. As reported by Hay and co-authors 

( 2012 ), despite the common focus on symptom reduction and the regular failure 

of this rationale to produce sustained recovery, eating disorder programmes need 

to look at identifying and minimising the personal and social impairment caused 

by living with an eating disorder. 

 In recent years there has been increasing interest in the fi eld of eating disorders 

on wider defi nitions of recovery from more individualised perspectives (Turton 

 et  al .,  2011 ; Jenkins and Ogden,  2012 ) and how this affects engagement with 

treatment (Darcy  et al .,  2010 ). There is clinical literature using the recovery star 

approach in the individual work with different groups of patients with mental 

health problems. It is considered a helpful tool to introduce in the mental health 

setting to promote the idea of holistic, person driven rather medical model driven 

recovery (Slade,  2009a ,  2009b ). 

 We decided to adopt the recovery star as a tool for the group work for our 

residential (step up and day care) programmes. These treatment programmes in 

our clinic provide support (meals, occupational therapy related to patients fi ve 

days a week). There is minimal psychology input in the step up programme (only 

some of the groups). The resource allocation is becoming more problematic in 

the context of economic pressures on the National Health Service therefore we 

offer psychology led groups to the patients in the residential programmes to give 

additional support and implement the recovery star approach in a group format. 

 Much of the ethos of the programme is epitomised in the recovery star model 

(McKeith and Burns,  2010 ). The recovery star considers ten domains of every-

day life:  (1) managing mental health, (2)  relationships, (3) physical health and 

self-care, (4) addictive behaviour, (5) living skills, (6) responsibilities, (7) social 

networks, (8) identity and self-esteem, (9) work and (10) trust and hope. For each 

of these areas, the recovery star provides a ‘ladder of change’, which describes 
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where each patient perceives they are for each outcome area. The patient and their 

keyworker can identify what level they are at for each area at the beginning of 

treatment, and revisit these areas in keyworker sessions and the recovery sessions 

to assess progress and discuss how each area contributes to their recovery. 

 Whilst the recovery star has provided a useful tool supporting the general 

recovery based approach, the detailed nature of the individual ladders required 

adaptation in order to prevent patients becoming overwhelmed and therefore 

unable to rate themselves in any meaningful way. It was found to be more pro-

ductive to explore, in the group setting, the various thoughts and feelings associ-

ated with each progressive stage, e.g. stuck, accepting help, believing, learning, 

self-reliance. Patients were then more able to identify where they were currently 

in different domains and therefore rate themselves on the recovery star. 

 We have highlighted the way we attempted to develop and modify the recovery 

star as a tool in working within the recovery oriented group and we hope clini-

cians and patients in our programme as well as outside of our clinic will fi nd it 

helpful. Our evaluation of qualitative and quantitative outcomes is encouraging. 

We discuss available evidence at the end of this chapter. 

 The Maudsley residential programmes are part of the adult service and the 

majority of the patients referred have a long history of illness (mean 7–8 years). 

The difference between these two residential programmes is that in day care 

most of the patients are signed up for full recovery (meaning healthy BMI 

20–25, going eventually to full time jobs, a healthy lifestyle), in the step up 

for better coping/adjustment after hospital in the community. Criteria for the 

day care programme are minimum BMI 16 and motivation to get better; in the 

step up programme (aimed at patients with a chronic course of illness) patients 

with BMI 14 are accepted (this decision is made in case by case clinical review 

meetings); the main aim of the step up programme is to support people to return 

to the community and function without hospitalisation, learning to use sup-

port available in the community. We are aware that a long duration of illness 

affects all aspects of patients’ lives such as:  work, relationships and leisure 

time. Treatment aims often depend upon clinicians’ defi nitions of recovery and 

current thinking is shifting to incorporate more fully patients’ defi nitions of 

their recovery. This incorporates, on the one hand, more involvement of service 

users/patients in decisions about their care plan and on the other hand shifting 

from a medical recovery model to more fl exible defi nitions of recovery, which 

has created new challenges both for people who have eating disorders and who 

treat eating disorders. 

 Interestingly, when we ask clinicians ‘what is the strength of the step up pro-

gramme?’ the consensus is working fl exibly with patients’ defi nitions of recovery. 

When we ask them ‘what is the main challenge?’ the answer is absolutely the 

same. This refl ects mixed responses to the notion of using a recovery approach in 

the wider literature, where, as well as signifi cant positive responses, it also gener-

ates some anxiety in clinicians specifi cally with regard to risk, accountability and 

resources (Davidson  et al .,  2006 ). 
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 This chapter will bring together our work with patients who step down/out from 

the inpatient ward and are getting ready to return to the community. The major-

ity of group members aim to minimise the harm and improve quality of life with 

gradual return to work and building up a network of social relationships. A pilot 

group utilising the format of the recovery star model will be discussed addressing 

a step wise approach to the main areas of life. 

 This approach is very much in line with the burgeoning ‘recovery model’ 

in mental health care, which advocates an individualised, holistic and strength 

focused approach to treatment and recovery. Further research in this area is war-

ranted, particularly in relation to exploring social and occupational functioning, 

and exploring how functional impairment changes during the course of standard 

treatment of eating disorders. 

 Initial ideas for the recovery group based on the recovery star were continually 

adapted based on feedback and observation of which tools and approaches seemed 

most useful both in terms of achieving patient participation and addressing the 

key areas of diffi culty of those recovering from an eating disorder. The fi rst part 

of this chapter will set out the aims and objectives for the recovery group overall, 

then explore the structure of the foundation sessions; we will then focus on infor-

mation about the open sessions, sharing ideas and tools that have been found to be 

useful from our pilot work. Finally, some outcome data will be reported and some 

thoughts for future work.  

  Recovery group protocol 

  Aim 

 To raise understanding of the recovery approach and the recovery star model.  

  Format 

 Fifteen session cycle with fi ve foundation sessions followed by ten open sessions 

in the step up programme and four foundation sessions and four open sessions in 

the day care programme. 

 We have chosen to describe the step up group format to allow readers to see the 

outline of more sessions and adapt it for their own clinical needs. 

 Open sessions are designed to cover areas identifi ed by the group members. 

 We decided on the number of sessions after piloting in several runs in the step 

up programme. For example, four foundation sessions were extended to fi ve; we 

also modifi ed the original recovery star manual to avoid too much attention to 

detail. With pilot work we have identifi ed the importance of creative components 

in this group work. For example, creating a group product (recovery tree, posi-

tive message posters, Christmas card making, positive logbooks, collages, letters 

to the future; in the day care programme we developed a treasure box of positive 

messages, a box of emotional words, a toolbox for social interactions). We also 
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found that after these foundation sessions it is more possible to share responsibil-

ity with the group members and be fl exible in terms of choosing and delivering 

topics in the open sessions. 

 As the foundation sessions progress, it is important to identify particular areas 

of concern or interest amongst the group in order to set up plans for the open 

sessions (6–15). This allows time to ‘prepare’, meaning to fi nd relevant materi-

als, e.g. about social communication to share if the topic of the next session is 

communication skills (e.g. we successfully adapted the Rozenzweig frustration 

tolerance test in the social communication session based on research that the fi rst 

author conducted for the reference Harrison  et al .,  2011 ; a PowerPoint presen-

tation can be found at  http://www.katetchanturia.com ). If the group is focusing 

on recovery stories the idea would be for everyone (patients and facilitators) to 

choose and bring a story they would like to share; if an invited speaker is coming 

all group members have to think in advance of the questions they would like to 

ask. This approach fosters collaboration and embeds the ethos of equality where 

patients, facilitators and invited speakers have both expert knowledge and human 

qualities therefore appreciate time to consider specifi c questions, needs and fi nd 

relevant tools/information. Through experience of the group all members gain an 

appreciation that recovery is not a passive process but one that requires engage-

ment from both sides. This creates more active discussion and role models the 

non-judgemental acceptance of individual responsibility for the group ‘fl ow’. 

 This group has two facilitators, in most sessions one from the psychology team 

and one from the multidisciplinary team (it could be the occupational therapist or 

charge nurse who are trained and familiar with the protocol and thinking behind 

it). After establishing the protocol and running the group ten times different mem-

bers of the clinical team take on the responsibility for running the group under 

supervision (KT).   

  The foundation sessions (sessions 1–5) 

 The main aim of these foundation sessions is to share information about the 

recovery ethos and the recovery star with the patients (we use the term ‘patient’ 

based on patient choice; we have done in-house exploration about how patients 

preferred to be referred), which helps to provide the wider context of treatment 

approaches and what this means for group members’ personal recovery journeys. 

 Separating the understanding of the concept from the personal implications 

seems to reduce resistance and help recovery group members to identify what 

they can fi nd useful. Exploration of pros and cons are invited in the fi rst session 

with both facilitators and patients contributing ideas about the potential benefi ts 

and limitations of different approaches to treatment. Rather than resistance being 

‘worked with’ by the professionals in the group it is discussed from a ‘that’s 

interesting, what would work better for you?’ perspective. This validates the 

patients’ experience, knowledge and opinion but also communicates an expect-

ation that positive ideas and experiences are shared. In addition it demonstrates 
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that participation is valued, therefore fi nding the current topic unhelpful does not 

mean an individual can opt out of the discussion. Good questions to explore might 

include: 

•   What do they want and need?  

 •   What kind of relationship do they have/want with their treatment?  

 •   What level of responsibility can they manage now and how do they want 

it to be?  

 •   What are their strengths, what aspects of their lives do they take responsibil-

ity for and manage well?  

•   When can they take responsibility for their own recovery, when can they 

share it with carers/professionals and when do they need to hand it over?   

These ideas encourage group participants to break down the notion of respon-

sibility from a black and white either/or concept to a more fl uid individual per-

spective. This can be quite frightening for some patients, particularly those who 

have recently been treated under the Mental Health Act or those who value the 

permission that handing over responsibility provides. If patients do not speak 

about these concerns in the group it may be important for the facilitator/s to 

name them as potential thoughts and feelings. This provides an invitation for 

openness and helps reduce any shame someone may be experiencing about feel-

ing this way. 

 During the development process it was noted that group members had a great 

infl uence on the ongoing dynamic of the group towards both responsibility and 

recovery. At times the majority of the group were ready, willing and able to take 

back responsibility for themselves and their lives. During these phases the concept 

of the recovery approach was valued and discussions enthusiastically explored 

how it could be applied to various aspects of life. At other times the predominant 

dynamic was fear of taking responsibility which showed itself in passivity and 

dismissiveness towards concepts being discussed both verbally and non-verbally. 

For example, repeatedly responding ‘I don’t know’ or ‘I have nothing to say’, sit-

ting curled up on a chair with head down or at times seating themselves outside of 

the group circle. Some of these shifts related to the slow open nature of the group 

where members could join and leave at any time resulting in signifi cant changes in 

the membership of the group; however, it could also occur when the membership 

of the group was fairly stable. 

 As a facilitator it is important to expect these shifts and not become too enthu-

siastic or concerned by either. We found it helpful to consider with the group ‘why 

now?’, ‘what has changed?’ Various factors emerged from discussions of this kind 

during the development process ranging from individual (diffi cult news, family 

tensions, changes to accommodation, life stressors, not meeting expectations of 

self); external (like time of year, Christmas, New Year, start of academic year) 

or group factors (disagreements between members, anger, envy, feeling judged, 

criticised or idealised). The facilitators’ role at these times is to encourage initial 
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curiosity about what has happened then to support the group to be accepting of 

differences and similarities of experience within the group. Finally, the facilita-

tors’ role is to help the group to identify ways forward both individually and as 

a group. 

 An example of utilising the recovery approach to work through a difficult 

period in the development process occurred when group members became 

particularly passive, saying little in discussions; we found ourselves asking 

lots of questions in an attempt to generate some flow to discussions. This 

occurred just after Christmas and other members of the clinical team had noted 

ongoing weight loss in most group members. Rather than take responsibility 

for managing this problem on an individual basis as professional–patient, 

a decision was made to share these problems with the group. The general 

trend in weight loss was named alongside the time of year and the reduction 

in participation in the group. This initially raised anxiety in the group but by 

adopting the stance of non-judgemental curiosity about what was happening 

and what could help, it resulted in a very valuable discussion. This included 

identifying the emotional challenges of managing Christmas with families 

and the disappointment of starting another year still struggling with an eating 

disorder. Gradually individuals in the group took a risk to acknowledge this 

affected how much responsibility they could currently manage around food 

and meals and that they currently felt unsafe and frustrated at the expect-

ation of being responsible. Most positively, individuals were able to identify 

they needed more support around these difficulties on a temporary basis. 

The team involved in meal support acknowledged they could not increase 

staffing resources but could adapt their expectations of patients. As a group 

it was concluded that for a few weeks the clinical team would take more 

responsibility for making decisions about meals and portion sizes and priori-

tise the supervision of meal preparation and eating rather than their current 

role of focusing on encouraging normal social interactions and flexibility 

around meals. 

 We framed this process for the group within the recovery approach, highlight-

ing the importance of thinking about what group members need and emphasising 

the ability to  share  responsibility as a strength, especially when it is requested. 

These discussions were made easier because the majority of the group members 

involved had attended the foundation sessions, which had provided the opportun-

ity to think about responsibility from both the medical model and the recovery 

approach; and to consider phases of recovery within the structure of the recovery 

star. The process could then be understood in recovery star terms, i.e. because 

much of your resources are being used up managing your mental health (emo-

tions) at the moment, you need more support to manage your physical health 

(food/weight) to balance this. This example is given before describing the foun-

dation sessions because it demonstrates the importance of shared knowledge, how 

this can contribute to meaningful discussions and real life application of the ethos 

of the recovery approach and the recovery star. 
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  Foundation session 1 of 5 

 This fi rst session has the function of introducing the importance of collaboration 

and the expectation of participation. This can be achieved by moving around the 

group and asking each person to say something about their interpretation of what 

just been presented. Time may not allow this for every section therefore choose 

one to focus on so participants get used to the idea from the start that they will be 

directly invited to speak at least once in every group if they have not volunteered 

any opinions or experiences. If all group members are able to engage this is not 

necessary but in the pilot work it was found to help quieter members who often 

had extremely valuable contributions. This initial group can set up reasons for the 

group and introduce the recovery star as a way of working which values collabor-

ation and offers experience based and personal value driven recovery vs medical 

recovery which is defi ned more in terms of symptom reduction.   

  1.     Introducing the group.   

 Presenting research highlighting diffi culties in areas other than food/weight and 

introducing the recovery approach.   

  2.     Psycho-education about research into general and social functioning in eating 

disorders using the example of one of the outcome measures: Work and Social 

Adjustment Scale (WSAS) (for more details see Tchanturia  et al .,  2013a ).   

 It is important to know where in life patients feel their main diffi culties and that 

research suggests it is in the domains of work, relationships and leisure between 

0–8. We also share graphs of the main fi nding from the research paper (Tchanturia 

 et al .,  2013b ) and ongoing audit at the end of the chapter. 

  Useful questions   

•   What do you think of this research fi nding?  

 •   Are you surprised or have you heard this before?  

•   Is your experience the same or different? How?    

  3.     Complete Work and Social Adjustment Scale (WSAS) and invite refl ections 

to the group on why individuals have rated themselves as they have.   

 Encourage participants to give examples if they can of why their rating makes 

sense to them.   

  4.     Summary of differences between medical model and recovery model.   

 The pilot groups utilised a useful summary table highlighting the differ-

ences between the two models taken from ‘100 ways to support recovery’ 
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( http://www.mentalhealthrecovery.com/recovery-resources/documents/100_

ways_to_support_recovery1.pdf ). We typically give it as a handout with an invi-

tation to respond to the descriptions; it is worth acknowledging to the group 

that some of the language is technical. During the early stage of development 

of the recovery group the majority responded with a preference for the recovery 

model. Even when members stated they did not understand most of the terms 

they reported that it ‘felt’ better to read a list including phrases like ‘hopes and 

dreams’; ‘understanding’; ‘value-centred’ as opposed to ‘psychopathology’ and 

‘focus on the disorder’. 

 Having established the recovery approach sounds ‘nicer’ it was then found use-

ful to explore treatment experiences generally. Experience from the pilot groups 

suggests that patients understand inpatient treatment often fi ts the medical model 

and can recognise that at certain points in the course of their illness the handing 

over of control was necessary to feel safe, experience relief from responsibility 

and to restore physical safety. It is useful to raise the question of how do you begin 

to take this back in a safe way and how can the recovery approach help with this. 

This allows the facilitator to encourage the group to begin to think in more realis-

tic terms about what receiving recovery based treatment might feel like.   

  5.     Introduce recovery star as useful tool.   

 If time permits the recovery star can be given as a handout and briefl y intro-

duced as offering a way to think about different aspects of life and recovery which 

the group will be based on.   

  Foundation session 2 of 5 

 The aims of this session are to focus on exploring what ‘recovery’ means and 

understanding the recovery approach further.   

  1.     Group brainstorm on what ‘recovery’ means to attendees.   

 It provides a good opportunity to role model acceptance of difference in terms 

of meaning, values, hopes, goals. In the spirit of collaboration facilitators would 

also add their ideas which often prompted further discussion. Facilitators made a 

conscious choice to speak from personal experience, without sharing details and 

while maintaining professional boundaries. Participants seemed to value fi nding 

out about ‘normal’ struggles, experiences and challenges. For example, describ-

ing the need to take time to adjust after a few years of intense training/working/

living while gaining professional qualifi cations. 

 The facilitators can begin to observe with the group any themes which seem to 

emerge, some that were noted during the pilots include: 
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•   Recovery is a process not a destination.  

 •   It seems to involve feeling a certain way about self or life.  

 •   Different people have different expectations of what recovery means.  

 •   It is about being able to do certain things you have stopped doing or have 

never done.  

 •   Time is important.  

 •   Hope is important but can also be risky.  

 •   It involves ups and downs.  

  2.     Explain the recovery approach – give handout and ask for feedback.   

 Handouts for this session were prepared from the collaboration between 

patients attending early groups and us to emphasise that responsibility is shared. 

The document we produced is included at the end of the chapter.   

  3.     Explore with the group the implications of the recovery approach for their 

 individua l recovery process.   

 At this point the focus is shifted away from the theoretical to specifi c and group 

members are asked to think about how they will personally experience recovery 

based treatment. This exploration can be varied depending on the areas of import-

ance for the individual members. 

 Our group members often joined straight from inpatient treatment where they 

had limited responsibility and choice, e.g. meals chosen from a standard roll-

ing menu, enforced rest periods after meals, restrictions on time off the ward. 

This session provided an opportunity to acknowledge the hopes and diffi culties 

of moving to treatment where meals were chosen on a weekly basis, shopped for 

and prepared by staff and patients alongside each other, portions were not exact 

nor decided by a dietician, fewer restrictions on time, rest was encouraged not 

enforced and individuals could leave the ward at any time and some had to travel 

in daily to attend. 

  Useful questions   

•   What would be different in the relationship with staff?  

 •   What might it be like to collaborate with staff rather than them making deci-

sions or taking control?  

 •   What will it feel like to be given more choice and responsibility?  

 •   Is there anything worrying about being in recovery based treatment?  

 •   How will you feel taking responsibility for your recovery?  

 •   Do you know what is personally meaningful to your recovery and what 

values you have?  
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 •   What will you need as support while you are making your recovery journey?  

 •   Which aspects of life are important for you to focus on?  

•   What do you hope for from this treatment?   

 At this point fears and concerns can be identifi ed and spoken about. In the pilots 

this usually led to a discussion about phases of recovery recognising that differ-

ent approaches and levels of control/responsibility are valuable at different times. 

This helps keep the discussion balanced so that the medical model is not overly de-

valued for patients or staff and acknowledges the fl uidity of the recovery process. 

 It may be useful to open up further discussion of shared responsibility at this 

point using the group as a starting point. For example, all these sessions and 

discussions provide opportunities for staff to demonstrate recovery based col-

laboration by being accepting and responsive to opinions, ideas and concerns. 

Handling shared responsibility for the group in a way which feels manageable 

to individuals provides an experiential basis for sharing responsibility in other 

areas of life. For example, everyone has the task of turning up on time, engaging 

by being curious, sharing experiences/opinions where they can, respecting differ-

ences, having ideas and questions. Patients have the specifi c task of focusing on 

their personal recovery, taking from sessions what is useful, communicating prob-

lems, providing feedback, asking for topics they are interested in to be covered, 

etc. Facilitators have the specifi c tasks of supporting patients to use the group, 

responding to requests for particular topics, bringing expert knowledge where 

they have it or accessing reliable resources if they don’t, etc. Describing this high-

lights how the group is more effective when everyone takes responsibility for their 

role and tasks in a collaborative effort.   

  4.     Generate discussion around the recovery approach and in particular its 

emphasis on the whole person where strengths are acknowledged and issues 

related to food and weight are only a small part of a bigger picture. Highlight 

that the recovery approach views social life, leisure, relationships, identity, 

trust and hope as important areas to focus on.   

 Encourage group members to share the impact the eating disorder has had on 

these areas of their lives, what they may have missed out on or lost and what they 

would like to discover or regain.   

  5.     Link to recovery star.   

 It is important to keep linking discussions back to the recovery star highlight-

ing how the group overall will be using it to keep a wide perspective on recovery. 

This helps patients keep it in mind so they are better prepared for the later session 

where they are asked to rate themselves on it.   
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  Foundation session 3 of 5 

 The main aim of this session is to provide a refl ective space encouraging engage-

ment in activities with the objective of supporting individuals to develop a picture 

of their own recovery and what it means to them.   

  1.     Reminder of last session and idea of recovery as a broad concept.   

 The facilitator can highlight that the previous session looked at recovery more 

generally and that this group is shifting the focus towards what this might mean 

for them as individuals.   

  2.     Complete a mind map to visualise what makes up recovery for an individual.   

 Facilitators will need examples of mind maps to show the group what they 

could look like and to provide some blank versions for people to use if they want 

to. In the pilot groups facilitators also completed mind maps for themselves result-

ing in fi ve to ten minutes of quiet focused working time to encourage more reluc-

tant participants to engage since facilitators are also taken up in the task, creating 

a ‘have a go’ attitude to group tasks.   

  3.     Everyone is then invited to share their experience of completing a mind map 

of recovery, how easy or diffi cult they found it, any revelations, surprises or 

learning, the thoughts and feelings evoked. The experiences from the pilot 

group suggest this can be a very varied discussion which at times prompted 

strong emotions for participants which included anger and disappointment in 

themselves, immense sadness for what has been lost to the illness as well as 

hope and optimism.   

 Throughout all the sessions the emphasis is not just on the completion of tasks 

and use of tools but the  experience  of trying to use them. Facilitators’ questions 

and contributions can emphasise curiosity about this and acceptance of difference 

in the group where participants may span a wide range of stages of recovery.   

  4.     Identify a metaphor which represents what an individual is aiming for in their 

own recovery to encourage hope and support motivation.   

 This could be an image, a song lyric, a poem or an object. The idea is to provide 

a shortcut to remind and motivate the individual to continue working towards their 

own individual goals of recovery. 

 Responses from the groups suggest this can be quite diffi cult for some par-

ticipants. It was accepted that it may be important to allow this to take time, to 

develop the right individual metaphor. It may be best to approach this as planting 

the seed of an idea, encouraging individuals throughout later sessions to keep 
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thinking about what might represent their recovery. The idea is that if an individ-

ual takes time to discover their metaphor then it is likely to have more personal 

meaning for them. 

 While considering individual metaphors it may also be worthwhile to be devel-

oping a shared group metaphor for recovery. It was from this session in the fi rst 

pilot that one particular group developed the idea of a tree of recovery which 

needed roots to provide a foundation for growth in the branches and leaves. In a 

series of open sessions the group collaborated on representing this tree in a piece 

of art for the step up room. Other groups have written inspirational words for 

recovery on stones kept in a bowl in the room.   

  5.     Reintroduce link to recovery star.   

 As before link the discussion and themes back to the recovery star which will 

be used as a tool to think about recovery in the context of a range of life domains. 

Inform group that the next session will focus on understanding the ten domains 

of the recovery star.  

  Foundation session 4 of 5 

 The main focus is on explaining and exploring the recovery star.   

  1.     Show recovery star.   

 Give each person a copy of the recovery star.   

  2.     Explore each of the ten dimensions and brainstorm what activities/issues/

skills might be assigned to each dimension.   

 In the initial pilot group this was one part of a session; however, it usually took 

up the whole time therefore the foundation sessions were increased from four to 

fi ve to allow for this. Experiences varied, at times the discussion started quickly 

and ideas were generated rapidly, at others it could take ten minutes just to decide 

which domain to discuss fi rst. The format involves having the titles of all ten 

domains written up on fl ip chart paper stuck on walls around the room: 

  1.     Managing mental health.  

  2.     Relationships.  

  3.     Physical health and self-care.  

  4.     Addictive behaviour.  

  5.     Living skills.  

  6.     Responsibilities.  

  7.     Social networks.  

  8.     Identity and self-esteem.  
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  9.     Work.  

  10.     Trust and hope.   

 Facilitators can invite the group to start in a number of ways  – start with the 

domain you have most ideas about, or the one that you face most challenges in or 

the one you fi nd easiest. 

 If the group really struggles to get started the facilitator/s may have to be more 

directive and choose one domain giving some ideas of activities or issues which 

might be involved in it. It is worth, however, tolerating a bit of a struggle initially 

in order to maintain the ethos of collaboration where participants’ engagement is 

both necessary and valued – this is about how  they  make sense of these domains 

rather than being  told  what these domains involve. 

 Facilitators then take an active collaborative role in moving around the room 

writing ideas under particular domains as directed by the person who offered them 

or by asking which domains it should be applied to, suggesting where ideas may 

fi t more than one category, e.g. lack of trust affects relationships, social networks 

and mental health. In this way the facilitator supports the group to begin viewing 

the domains as interconnected. 

 It can be useful to observe with the group what they do or don’t do with 

this discussion. For example, we noticed the group had not spoken about the 

domain of physical health and self-care. Nearing the end of the session when 

prompted to think about what aspects of life might come under that domain the 

group could not identify anything. We took a risk to tell the group of our sur-

prise and name the ‘elephant in the room’, that for them this was a key area in 

eating disorder recovery as it included weight monitoring, learning to feed self 

adequately, balanced nutrition, keeping self safe by permitting physical health 

checks, blood tests, bone scans, etc. Only after this were group members able 

to name that on refl ection they were actually aware of it, that it seemed too 

obvious to talk about but more importantly they acknowledged it felt scary and 

threatening.   

  3.     Highlight how each dimension overlaps with others – none are discrete and 

isolated.   

 This can help to foster hope in that working on one area can positively infl uence 

other domains, in the same way strengths in one domain can be drawn upon to 

help in areas of diffi culty. It was also found useful to take a few minutes to refl ect 

on which categories attracted the most thoughts and ideas and to begin thinking 

with the group about which domains should be covered in the open sessions. For 

example, after one pilot group brainstorm it was recognised that self-esteem and 

identity was an area of particular interest and challenge. Also that having self-

esteem was not the same as having a sense of identity therefore the open sessions 

could usefully explore both separately in two connected sessions.   
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  4.     End by explaining they will be invited next week to complete a star for 

themselves.   

 It is important to emphasise that the next session will spend time looking at 

what different ratings may mean and strategies to help individuals rate themselves.  

  Foundation session 5 of 5 

 The focus of this fi nal foundation session is to increase understanding of how 

to use the ladder to self-rate on the recovery star and for each to complete their 

own star. 

 This session can be particularly challenging for participants and facilitators, 

partly due to the known detail focus in individuals with anorexia nervosa (Lang 

 et al .,  2014 ) which complicates and over-analyses the process. Diffi culty could 

also relate to resistance to self-ratings due to high levels of perfectionism and 

self-criticism (see  Chapter 6  and Lloyd  et al .,  2014 ) resulting in it feeling like 

a painful, shaming process. The structure of this session is designed to mediate 

against a problematic detail focus. The recovery approach itself, with its emphasis 

on recognising strengths, helps to mediate self-criticism and facilitators can also 

help participants consider where they are being too harsh in their ratings.   

  1.      Recap on previous week.  

  2.     Introduce the ladder of change and the fi ve stages – Stuck, Accepting Help, 

Believing, Learning, Self-reliance.   

 The aim is to encourage discussion without getting caught up in the details of 

the ladder, in fact the ten point ladders which accompany the recovery star work-

book we have tested only once with the fi rst group and we realise that it creates 

very detailed discussions and deviates the focus from the ‘bigger picture’. We 

tried with our groups to move away from detail by sharing that for us it is hard 

to read through all the ten point descriptions of any ladder and it might be more 

useful to focus on the overall themes of each stage. 

 The brainstorm is supported by having a large blank version of the ladder drawn 

out to be fi lled in during the session (see  Figure 10.1  below).    

 The group can then be encouraged to identify how they might be thinking and 

feeling if they were currently in the stage being discussed. After a few pilot groups 

had been run, this amalgamation was shared with the current group for review and 

discussion and an interesting alternative to the ladder emerged from this lively 

thoughtful discussion. Instead of a process through stuck, accepting help, learn-

ing and self-reliance the group began to view their process as journeying through 

 surviving ,  coping ,  managing ,  living  then  enjoying  various aspects of their lives. 

These innovative ideas and inspirational moments emerged out of collaboration 

between professionals and patients as experts together supported by the recovery 

approach and the recovery star tool.   
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  3.     Recovery star is individually completed.   

 Having prepared group members and allowed them to provide their own struc-

ture and rating scale, based on the kinds of experiences they may recognise, they 

are asked to rate themselves against this for each domain. Similar to the mind 

maps facilitators also completed their own recovery star. 

 Experience from our groups suggests that some will still struggle with get-

ting lost in details, will feel confused or unclear, or describe diverse feelings. For 

example, one person struggled to rate self-esteem and identity as she described 

a strong sense of who she was but had low self-esteem. This prompted others to 

share similar dilemmas about rating themselves as they identifi ed both strengths 

and challenges in certain domains. It can be worth cautioning the group against 

a sense of needing to get the rating right/perfect and encouraging the alternative 

of going with gut instinct of what feels  about  right for this domain for you  at the 
moment . Also highlight that this is about personal experience not measuring them-

selves against a standard set for them by professionals.   

  4.     Refl ection of what group members have learned and identifi ed from complet-

ing their own recovery star – what are the areas of strengths, where are the 

areas to develop, what help might be needed, are there transferable skills?   

 If time permits it can be worth sharing that one of the ideas suggested by the 

recovery star is that a balance across domains would lead to a rounded shape if 

1.

3.

4. Accepting help

5.

7.

9.

10. Self-reliance

8. Learning

6. Believing

2. Stuck

 Figure 10.1      The ten point ladder of change  
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all the rating points are linked up in a join the dots way. Sharp points and troughs, 

unbalanced star shapes can suggest that too many resources are being put into one 

domain at the expense of another. For example, excelling in the work domain at 

the expense of a social network or mental health. In this way the recovery star can 

be used to give hints and ideas about how to redirect resources and strengths to 

promote balanced recovery and identify possible ways forward. It also highlights 

that everyone has limited resources and has to consider how to share them across 

different areas of their life rather than assume they can give 100 per cent to all 

areas all the time.  

  Foundation sessions conclusions 

 The knowledge sharing, group formulation of ideas about recovery, introduction 

to shared responsibility for the group and the meaningful use of the recovery 

star as a self-rating tool are valuable components from the foundation sessions. 

As more groups are run the learning continues and it is likely the format will be 

revised further. Each clinician will need to consider which aspects they will fi nd 

most useful to emphasise, where time for discussion is valuable and where infor-

mation can just be given.   

  The open sessions (sessions 6–14) 

 These are to be designed to respond to the identifi ed needs of the patients who are 

attending the group. 

 This can include bringing tools, strategies and materials. We kept encouraging 

patients to bring their knowledge and experiences as well as particular questions 

they had. 

 This can incorporate inviting guest speakers from the multidisciplinary team 

including recovery workers, as well as people from the wider clinical community 

and external agencies as appropriate. It is hard to describe the ten open sessions 

as they are different every time and can cover a range of issues. For example, in 

different groups we had invited guests: dietician, librarian, representative from job 

centre, someone who had depression, person with experience of eating disorder, 

researcher doing brain imaging, medical doctor specialising in sleep disorders; it 

really depends from the group and what members will fi nd useful. 

 More examples from the past groups: 

•   Recovered persons attending for Question and Answer or to share their 

stories.  

 •   Reading a range of recovery stories and discussing them (in the reference 

section we have included helpful materials).  

 •   How to build and maintain a social network (materials based on social 

psychology and communication based research but after brief introduc-

tion we encourage group discussion and experiential learning in addition to 

9781138848887c10_p178-210.indd   1939781138848887c10_p178-210.indd   193 3/12/2015   5:49:08 AM3/12/2015   5:49:08 AM



194 K. Tchanturia and C. Baillie

psycho-education – we try to give handouts to read outside of the group and 

use group time for the discussions).  

 •   Building a toolkit to cope with diffi cult times (large number of handouts and 

toolkits developed by group members; some examples are included at the end 

of this chapter). In this group we encourage patients to take responsibility for 

typing the work done by group members from the clipboard and disseminat-

ing amongst the peers and group facilitators.  

 •   Watching body language videos with the aim to improve communica-

tion styles. Again discussion and fi nding key points in the group space is 

important.  

 •   Exploring addictive behaviours and how to resist temptation.  

 •   How to write a CV and present yourself at interviews. In these sessions we 

have used the group expertise and experience when it was possible. Some 

group members might not have any experience with job interviews; many of 

them feel they have no skills at all. Some of the group members still have part 

time or even full time jobs after the hospital programme and without realising 

it have lots of important points to contribute and share with others.  

 •   Dietician invited for question and answer session. This session could be used 

very effectively when group members plan and prioritise questions which are 

most important.  

 •   Individually group members have dietician input but preparation for this one 

off group has therapeutic importance. For example, what questions are gener-

ated and which ones are common, how to use time and tap into most relevant 

themes.  

 •   Sleep hygiene – the charge nurse facilitated this session. This session relates 

strongly to the self-healthcare domain and raises awareness of a theme which 

could be forgotten and yet has high relevance.  

 •   Health care – ward manager with nursing background invited to facilitate this 

session.  

 •   Time management again more linked to the ‘bigger picture’ of recovery.  

 •   Developing a metaphor for the recovery journey and creating something to 

represent this (the recovery tree). In different groups we try to explore the 

most relevant format to create a powerful metaphor to ground the work we 

did for 15 sessions in the form of art/story/logbook/object.  

 •   Making Christmas cards to sell in the art gallery. This is very small scale 

‘fundraising’ but involves the group working together, having a goal, man-

aging produced work, after money raised managing a small budget and how 

to spend it. The importance of this session was that it is an ecologically valid 

real life scenario simulation of social decision making in the group in the safe 

therapeutic environment.  

 •   Applying for grants to support recovery activities (Maudsley Charity had sev-

eral calls).  

 •   Mindfulness (one off sessions delivered by experts and their thoughts tailor-

ing it for eating disorders).  
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 •   Creating an image of an inspirational place.  

 •   Vocational opportunities  – inviting occupational therapy colleagues, when 

possible outside speakers from job centres.  

 •   Research and novel fi ndings in treatment of eating disorders. In our depart-

ment patients participate in a variety of the projects. A very frequent question 

is: What are novel research fi ndings in treatment studies for anorexia? What 

do we know about how the brain works when a person has eating disorders? 

What we know about recovery from eating disorders?  

 •   Recovery lecture – in South London and Maudsley NHS Trust we have a 

recovery college and depending what the group would like to hear about it 

can be a person with experience of recovery from mental illness or a recovery 

lecturer with clinical experience.  

 •   Applying for recovery/research grants – as scientist-practitioners we apply 

for research grants and increasingly need consultations with our patients. 

Several of our patients express interest in reading our research proposals and 

contributing to it. From time to time we bring to the attention of the group 

members the opportunities we have.  

•   Assertive communication skills.     

  Recovery stories 

 The recovery approach emerged out of learning and feedback from users of 

mental health services. It seeks to achieve a balance of power between profes-

sionals and patients and aims to instil and sustain hope; learning together from 

various narratives of recovery helps to support these objectives. We found useful 

resources from the Scottish Recovery Network and the b-eat website including 

a collection of recovery stories and guidance for those wishing to share their 

own recovery story (see resources at end of chapter). The pilot group utilised 

this collection of recovery stories in a couple of open sessions which took the 

format: 

  1.     Each person is asked to select a story to read and informed they will be asked 

to give a brief summary and identify one useful thing about recovery they 

took from it.  

  2.     Choose one to read (including facilitators).  

  3.     Allow fi ve to ten minutes to read the narrative.  

  4.     Each person then takes a turn in:  

 •   giving a brief description of the journey they have read about  

 •   sharing with the group one thing they found useful/helpful from the 

narrative.  

  5.     Time for open discussion and refl ections of the various recovery journeys.  

  6.     Facilitator draws group to a close by summarising any themes from discussion.   
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 Many NHS trusts are developing recovery resources, involving StaR (support 

time and recovery) workers or setting up recovery colleges; these are good places 

to fi nd people willing to speak about their recovery. This route is useful since it 

often means the recovered person has received some training and has access to 

support; other possible sources include Beat (eating disorders charity) as well as 

previous patients from your own service. 

 We often invite people with experience of mental illness (not only eating disor-

ders because group members found it very useful to hear different experiences). 

The speakers are sharing something very personal, meaningful and precious for 

them and the facilitator needs to safeguard their emotional well-being throughout 

this process. In the early groups this took the form of an initial meeting with the 

facilitators and the recovery worker to identify what felt important and/or diffi cult 

to share. The facilitators could then use clinical skills to defl ect the group away 

from diffi cult topics if the recovered person seemed to be struggling to manage 

this. This preparatory meeting can also help by anticipating any diffi cult responses 

they may face from group members. For example, it was useful to sensitively cau-

tion against being too evangelical about what worked for them and highlight that it 

is more useful to invite the group to take what they fi nd useful from the narrative. 

From this meeting it was identifi ed that an interview approach may work well. As 

a result group members were invited to submit questions anonymously in advance 

which second author CB adapted and organised into questions which were used 

to ‘interview’ the recovered person in the session. Following this, group members 

gave feedback that they learned a lot from hearing how Claire had rephrased some 

questions, that they knew what they wanted to ask but had not known how to go 

about asking it in a sensitive way. Feedback from the recovery worker was that it 

had felt comfortable and easy. 

 In general all recovery group members were respectful of speakers, grateful 

for their honesty, openness and willingness to share their recovery journeys. The 

response in these sessions was often a renewed openness from group members, a 

depth of emotion and connection between those still suffering and those who had 

suffered with the possibility of real hope emerging. In summary, from our point of 

view it seems very worthwhile to include this in the open sessions.  

  Session 15 

 In this session we typically include a review of the 15 sessions overall encour-

aging patients to identify what they have learned, found helpful and how they may 

use information positively from these sessions to support their ongoing recovery 

journey. 

  Open sessions conclusions 

 Unlike other groups we run, the fl exible, varied nature of the open sessions meant 

those attending for longer or returning to treatment avoided having to attend 
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groups presenting the same information they had received before. The ethos of 

shared responsibility reduces the pressure on the facilitator to keep coming up 

with new topics or tools while providing added variety, making this variety more 

manageable.   

  Evaluation of the programme before and after the group 

  Outcome measures 

 We try to audit outcomes for all groups to generate evidence and benchmark bene-

fi ts of the group work, try to critically evaluate what works and what does not. For 

this reason we outlined what we use currently for the recovery group evaluation.  

   Work and Social Adjustment Scale  (WSAS; Mundt  et al .,  2002 ) 

 The WSAS is a simple fi ve-item self-report scale developed to measure 

degree of functional impairment. The items cover different areas of func-

tioning:  ability to work, home management, social leisure, private leisure 

and ability to form and maintain close relationships. Each item is rated on a 

9-point Likert-type scale, ranging from 0 (no impairment) to 8 (very severe 

impairment). The maximum total score is 40, with higher scores representing 

greater impairment. The WSAS has demonstrated good internal consistency 

and test-retest reliability (Mundt  et  al .,  2002 ). We found that people with 

ED particularly adults with anorexia nervosa have signifi cant problems with 

social, private leisure and relationship items (Tchanturia  et al .,  2013a ,  2013b ; 

Harrison  et al .,  2014 ). 

  Motivational Ruler  

 This readiness ruler has been adapted from the one developed by Rollnick 

 et al . ( 2008 ) for use as a tool in motivational interviewing. This is a sim-

ple two-item self-report scale which assesses the importance of change to 

the patient and the patient’s confi dence in their ability to change. Each item 

is rated on an 11-point Likert-type scale, ranging from 0 (change is least 

important/low ability to change) to 10 (change is most important/high ability 

to change). 

  Patient Satisfaction Questionnaire  

 This is a 15-item self-report questionnaire which aims to assess the 

patients’ experience of the programme and elicit areas which they consider to 

be helpful as well as areas for development.      
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   APPENDIX 1 

 As can be seen in the table below (for more details Tchanturia  et  al .,  2013a ), 

the self-reported work and social adjustment scale shows the main problems in 

self-reported functioning. The most diffi culties are in social leisure and close rela-

tionships. These results were replicated in the Harrison  et al .,  2014  study on the 

larger group of patients, again showing highest impact of eating disorder in the 

relationship and social leisure domains. This measure and session about Work 

and Social Adjustment Scale (WSAS) can facilitate discussions and useful explo-

rations about how these domains could be improved with or without an eating 

disorder. 
    
 

 The WSAS scores show reductions in the step up programme, but, as can be 

seen for the last four years, it varies a lot. Over time we have more diffi cult/com-

plex patients (time one scores are higher, as we can see); time spent in the step 

up programme is shorter, very much defi ned by the economic climate. One thing 

which is consistent in  Figure 10.2  below is that patients report a reduction of the 

impairment most of the time.  

 We try to address problems in the social/communication area in different ways. 

Here we are showing one of the examples of the handout generated in one of the 

recovery group sessions: where can people network? 

 The group identifi ed problems with communication and after long admissions 

not having a social life and having problems getting back into the community. 

We had a long discussion about exploring opportunities to meet new people 

( Figure 10.3 ). Group members fl agged up that they don’t think about it and hav-

ing thinking space and strategies to explore opportunities how to meet people was 

useful.     

   WSAS Between-groups Comparisons   

 Variable  AN Group 
  n  = 77 
  M (SD)  

 HC Group 
  n  = 83 
  M (SD)  

 Test statistics 
  t  ( df ),  p  

 Effect size 
 ( d ) 

 WSAS total  25.31 (8.93)  0.72 (2.8)  –23.86 (158), <0.001*  3.8 
 Work  5.26 (2.56)  0.24 (0.97)  –16.64 (158), <0.001*  2.65 
 Home 
management 

 3.53 (2.63)  0.13 (0.62)  – 11.43 (158), <0.001*  1.82 

 Social leisure  6.26 (1.85)  0.17 (0.58)  –28.59 (158), <0.001*  4.54 
 Private leisure  4.83 (2.47)  0.08 (0.42)  –17.26 (158), <0.001*  2.75 
 Close 
relationships 

 5.43 (2.08)  0.1 (0.46)  –22.77 (158), <0.001*  3.62 

    Note: *  p  < 0.001.    
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 Figure 10.2       Work and Social Adjustment scale results before recovery group and after 
the group. Bars represent how patients rate themselves in time 1 and time 2 
assessments.  

 Figure 10.3      How to meet new people  
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  Developed from group brainstorms in recovery star groups 2011–2013  

  Step up recovery ladder: eating disorders  

  2  

  1  

 This works for me 
 Satisfi ed 
 Invincible – it won’t happen to me 
 Not seeing any other way 
 Not thinking anything could be 

different 
 Unhelpful risks 
 Denial 
 Self-destruct 
 Comfortable 
 Fear – of being stuck/of changing 
 Disappointment – self/others 
 Familiar habits = safe 
 Angry/frustrated – self/others 
 Feeling you are letting others down 
 Resisting 

 Black and white 
 Don’t care 
 I don’t have any problems 
 Feeling alone 
 Hopeless 
 Too daunting 
 Angry 
 I don’t have any control so change is 

not possible 
 Lack of action/concern 
 I don’t have any problems 
 I want to change but don’t know how 
 Isolation
  Why is everyone talking to me about 

this? 
 Leave me alone 

  6  

  5  

 Beginning to trust self 
 Accessing support 
 Actively making changes 
 Working with others 
 Hoping for hope 
 Facing challenges 
 Adventurous and curious about own 

potential and possibilities 
 Believing in past successes 
 Believing change is possible 
 Believing in learning 
 Recognising and accepting need for 

support 

 Realising I don’t always need it (illness/
support) 

 HOPE 
 Accepting the need to take 

responsibility 
 Beginnings of optimism and hope 
 Beginning to want change 
 Faith in others 
 Changes enforced by others can provide 

trials and experiments 
 Noticing small changes 
 Growing hope 
 Feeling better in self 
 Developing hope/confi dence 
 Every mistake is a treasure 

  4  

  3  

 Not sure how to ask for help 
 Wanting to prove I can do it 

on my own 
 Fluid/changeable 
 Powerless 
 Shame 
 Loss of dignity 
 Change feels unfair 
 Trust 
 Feeling childlike 
 Resentment 

 Beginning to recognise own fragility – 
it could happen to me 

 Helpful risks 
 Beginning to trust others 
 Starting to talk to others 
 Seeing the bigger picture 
 Ambivalence 
 Listening to others’ concerns and 

viewpoints 
 Considering life consequences of 

staying the same/changing 

  APPENDIX 2 

  Step up recovery ladder: eating disorders 
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  8  

  7  

 Realising I don’t always need it 
 Learning I can trust myself 
 Building evidence 
 Every mistake is still a treasure 
 Growing awareness 
 Learning to recognise the red fl ags 
 Learning to know myself 
 Let go of ‘I should’ 
 Learning my limitations 
 Separating my identity from the 

illness 
 Acknowledging the battle inside 

 Stepping out on my own 
 Challenging self 
 Drawing from previous experiences 
 Not trying to change everything 

at once 
 Learning your limits 
 Learning to tolerate mistakes 
 Pacing yourself 
 Developing responsibility 
 Getting to know yourself 
 Creating yourself 
 Practice 

  10  

  9  

 Knowing when you need help, how 
and where to access it 

 Drawing on learning 
 Trusting own judgement 
 Flexibility in thinking 
 Good knowledge of strengths 

and limits 
 Managing responsibility 
 Recognising struggles and really 

accepting the need for support 

 Flexibility 
 Managing unpredictability 
 Knowing how to cope 
 Always learning 
 Managing 
 Reasonable expectations of self 
 Reasonable reliance on self 
 Knowing how, when and who to seek 

support from 

  Recovery star ladder    Step up ladder  
  9 to 10   Self-reliance  Enjoying 
  7 to 8   Learning  Living 
  5 to 6   Believing  Managing 
  3 to 4   Accepting help  Coping 
  1 to 2   Stuck  Surviving 

 Accepting there is a problem 
 Courage 
 Expectations – self/others 
 Desire to do it perfectly 
 Contemplating help 
 Fear of judgement 
 Feeling a fraud 
 Beginning to see how it could work 

for you 

 Acknowledging unhelpfulness of 
current situation 

 Awareness of impact on self and 
others 

 Building trust 
 Beginning to accept/ask for some help 
 Struggle to let others help – want to 

do it my way 
 Asking for advice 
 Exploring opportunities 
 Choices and options 
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  APPENDIX 3 

  Motivational ruler 

 1.  Importance to change . Ask yourself the following question: How important is 

it for you to change? What are your desires, reasons and needs for change? What 

score would you give yourself out of 10? 

 0 1 2 3 4 5 6 7 8 9 10 

 2.  Ability to change . Ask yourself the following question: How confi dent are you 

in your ability to change? What score would you give yourself out of 10? 

 0 1 2 3 4 5 6 7 8 9 10   

  APPENDIX 4 

  PATIENT SATISFACTION QUESTIONNAIRE  

 - HELP US IMPROVE OUR CLINICAL SERVICE 

 Please help us improve our step up service by answering some questions about 

the care you have received. We are interested in your honest opinions, whether 

they are positive or negative – all responses will be kept confi dential and anonym-

ous. Please answer all the questions. Thank you very much: we really appreciate 

your help. 

 Circle your answers: 

  1. How would you rate the quality of the service you have received?  

 4 3 2 1 

 Excellent Good Fair Poor 

  2. Did you get the kind of service you wanted?  

 1 2 3 4 

 No, defi nitely not No, not really Yes, generally Yes, defi nitely 

  3. To what extent has our service met your needs?  

 4 3 2 1 

 Almost all of my Most of my needs Only a few of my None of my 

 needs have have been met needs have needs have 

 been met  been met been met 

  4. If a friend were in need of similar help, would you recommend our service 
to him or her?  

 1 2 3 4 

 No, defi nitely not No, not really Yes, generally Yes, defi nitely 

  5. How satisfi ed are you with the amount of help you have received?  

 1 2 3 4 

 Quite Indifferent or mildly Mostly satisfi ed Very satisfi ed 

 dissatisfi ed dissatisfi ed  

  6. Do you think that staff have been able to listen to and understand you dur-
ing your treatment?  

 4 3 2 1 

 Yes, to a great extent Yes, to some extent No, not really No, not at all 
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  7. Have the services you received helped you to deal more effectively with 
your problems?  

 4 3 2 1 

 Yes, they helped Yes, they No, they really No, they seemed 

 a great deal helped didn’t help to make things worse 

  8. Would you say that you and the staff were in agreement about the goals of 
treatment?  

 4 3 2 1 

 Yes, all of Yes, some No, not No, none of 

 the time of the time really the time 

  9. In an overall, general sense, how satisfi ed are you with the service you have 
received?  

 4 3 2 1 

 Very Mostly Indifferent or mildly Quite 

 satisfi ed satisfi ed dissatisfi ed dissatisfi ed 

  10. If you were to seek help again, would you come back to our service?  

 1 2 3 4 

 No, defi nitely not No, I don’t think so Yes, I think so Yes, defi nitely 

  11. Can you tell us which interventions you received were the most helpful?  

  12. Can you tell us which interventions you received were the least helpful?  

  13. Can you tell us what was good about the service?  

  14. Can you tell us what could be improved about the service?  

  15. Do you have any other comments to make about the service you received?   

  APPENDIX 5 

 The patients and clinical team in the recovery star group produced this document 

for newly arrived patients in the step up treatment programme where we started 

these recovery groups. This is one of the examples, because we have several hand-

outs and information leafl ets produced collaboratively to help newly admitted 

patients. 

  The step up to recovery ethos 

 The step up to recovery programme is based on a particular approach to the 

treatment of mental health problems called the recovery approach. The recovery 

approach is being used increasingly by a range of services to support individuals 

with a range of problems including addictions, escaping domestic violence and 

mental and physical health issues. The current increase in its use is a response to 

service user feedback about their experience of treatment but the ideas behind it 

have been around for a long time. 

 The recovery approach views recovery as an individual process or journey 

which everyone goes through following a setback in life. The recovery approach 

is not a model or method of treatment provided by expert professionals to 

9781138848887c10_p178-210.indd   2039781138848887c10_p178-210.indd   203 3/12/2015   5:49:09 AM3/12/2015   5:49:09 AM



204 K. Tchanturia and C. Baillie

non-expert patients. It is designed to support the person and assumes individuals 

are competent to manage their life; therefore it gives the responsibility for recov-

ery to the person who is recovering rather than the professionals around them. 

Recovery is seen as a process of self-discovery and growth where the recovering 

person is at the centre of the process; the process involves focusing on the whole 

person rather than just their diagnosis and symptoms. The person recovering is 

seen as the expert on their life, their beliefs and values, their goals and hopes for 

an acceptable quality of life. A core belief of the recovery approach is that it is 

possible for an individual to regain a meaningful life despite signifi cant setbacks. 

 A key element of the recovery approach is to foster hope and resilience in 

the person who is recovering. This means recognising and accepting problems or 

areas of diffi culty which require support or where change is needed to manage ill-

ness and take back control over life. This is balanced with identifying and appre-

ciating skills and strengths; individuals are encouraged to trust their abilities and 

have real hope for the future. During recovery it is important that opportunities 

for success are facilitated, experienced and celebrated. Recovering involves mak-

ing a personal commitment to change, fi nding role models who inspire hope and 

looking forward with optimism. Instead of avoiding risk, the recovery approach 

encourages people to utilise support networks to manage dilemmas and crises and 

views ‘mistakes’ as valuable learning opportunities. Resilience helps in this pro-

cess of personal growth; by taking positive risks and learning new ways of man-

aging unfamiliar feelings, confi dence and self-esteem can be rebuilt. 

 The recovery approach offers a different view of mental health problems; it 

offers individuals the opportunity to think again about the experiences associated 

with having an eating disorder. Recovering from a serious mental health prob-

lem, such as an eating disorder, is not a stigma to be ashamed of, it is a signifi -

cant accomplishment which gives people unique skills, strengths, knowledge and 

insight which those who have not experienced it do not have. 

 The Mental Health Foundation suggests that recovery is supported by: 

•   good relationships;  

 •   fi nancial security;  

 •   satisfying work;  

 •   personal growth;  

 •   the right living environment;  

 •   developing one’s own cultural or spiritual perspectives;  

 •   developing resilience to possible adversity or stress in the future;  

 •   being believed in;  

 •   being listened to and understood;  

 •   getting explanations for problems or experiences;  

•   having the opportunity to temporarily resign responsibility during periods of 

crisis.   
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 ( http://www.mentalhealth.org.uk/help-information/mental-health-a-z/R/

recovery/ ) 

 There are a number of tools which support patients and staff to adopt a recov-

ery approach. The Step-Up to Recovery Programme uses the  Recovery Star  tool 

which covers the following ten areas: 

  1.     Managing mental health.  

  2.     Physical health and self-care.  

  3.     Living skills.  

  4.     Social networks.  

  5.     Work.  

  6.     Relationships.  

  7.     Addictive behaviour.  

  8.     Responsibilities.  

  9.     Identity and self-esteem.  

  10.     Trust and hope.      

  APPENDIX 6 

 Feedback comments from Step Up audit: people discharged 2011–2013 

 (Each bullet point is a comment from a different person) 

  Can you tell us which interventions you received on the ward were most 

helpful?    

•   listening to other patients helped me;  

 •   key-working sessions;  

 •   having a daily structure and regular eating times;  

 •   OT (occupational therapy) – pottery, cooking, being made to come in a couple 

of weekends;  

 •   the skills, e.g. how to cook a meal, to know what is appropriate on the 

portion side;  

 •   Being put back in the dining hall when step up wasn’t working and then being 

given a second chance. Coming in weekends for a while even though I was on 

step up. Some staff not giving up on me and helping me to fi nd ways to beat 

the illness and change my behaviour.  

 •   psychology sessions, OT, psychology groups, family therapy;  

•   psychology.   

 Can you tell us which interventions you received on the step up were least 

helpful?    

•   some group discussions repetitive;  

 •   some groups felt less relevant to me;  
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 •   book group;  

 •   Being around anorexics frightened me because I  had been in those shoes. 

I lost weight and noticed all those anorexic signs coming back.  

 •   meal support;  

•   one to ones with staff.   

 Can you tell us what was good about our service?    

•   good understanding of diffi culties encountered;  

 •   The staff’s attitude towards the patients. This programme allows you to 

develop as a person and doesn’t just concentrate on the ED.  

 •   being heard;  

 •   structured groups/meals out/routine;  

 •   Personal responsibility given to us. High level of individuality. Some of the 

groups. Variety of places and things to eat at lunches. Flexibility in food as 

time went on. Friendly staff.  

 •   Talk about things other than EDs – often the best distraction rather than con-

stantly talking about problems. Having some infl uence over how programme 

is run. The staff cared and didn’t give up – I am such an all over the place 

person I fi nd it hard to communicate.  

 •   The staff I found extremely proactive, and have helped a great deal. Again the 

structure and regular eating helped a lot.  

 •   tailored to meet individual needs, specialised team; experienced;  

•   staff intervention regarding self-injury.   

 Can you tell us what could be improved about the service?    

•   More one to one time.  

 •   Staff communication, clear guides about what Step Up is, how it works and 

having a clear plan of how they can help you as an individual.  

 •   Less groups in the morning. More psychology on step-up. Evening meals 

cooked rather than ward food. Planned social activities aren’t very attractive/

appealing.  

•   I think the funding and time could have been more plentiful as with all health 

services.   

 Do you have any other comments to make about the service you received?    

•   It’s inspirational being around someone who has actually recovered. Rosemary 

is my keyworker and she’s been brilliant, really helping me broaden my scope 

of the ‘world’ outside of the ED.  

 •   A big thank you – it has helped me make a lot of changes and I have also met 

wonderful people – staff and patients. My main worry is that my brain hasn’t 
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made the same progress as my weight and I would have liked some more 

psychology to try to help that.  

 •   You are helping a lot of people and that is amazing.  

 •   Feels that at the beginning of treatment on step-up, the lack of structure and 

long periods of nothing to do made it diffi cult for me. I found myself getting 

very down and depressed and feeling quite isolated. I needed more help/sup-

port in structuring my afternoons from the outset.  

 •   Although I have been on treatment longer than expected I am very grateful 

to have been given this opportunity and time and feel that the service I have 

received has really helped me.  

•   I am truly grateful to the service for all the help I have received and hugely 

improving the quality of my life. With support I have made changes and chal-

lenged my illness. However, I feel that a fi rmer approach would have been 

helpful to ensure I was able to get the most from my treatment – particularly 

during my time on step up. I think this would have helped me to consistently 

make progress and meet the goals of my treatment fully.     

  Final thoughts 

 In this chapter we presented our work with challenging patients in the challenging 

times moving from hospital admissions (most of them have been ill for a long 

time and have long repeated admissions in inpatient programmes) to the commu-

nity with the idea of coping better with illness and life demands. Recovery is a 

very diffi cult and highly relative concept, as we tried to highlight in the chapter. 

In the medical model ‘normalising’ nutrition, body mass index, physical and psy-

chological health is the leading goal but clinical reality sometimes is to modify 

this goal and think how it is possible to keep someone with a long history and 

severe anorexia outside of the hospital with a reasonable quality of life; how we 

can support and help them with skills to cope with life outside of the institu-

tion; how we can work motivationally on their strengths and resources; how we 

can create hope, positive thinking and confi dence. When we think about future 

developments of this work these are the questions we have in mind and constantly 

ask ourselves and think collaboratively with patients. From our point of view the 

strengths of the recovery group are thinking  together with  not for the patients who 

have an eating disorder.  
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  Resources 

 Beat –  http://b-eat.co.uk  

 Pat Deegan –  http://www.patdeegan.com/  

 Mental Health Foundation –  http://www.mentalhealth.org.uk/  

 Devon Recovery –  http://www.recoverydevon.co.uk/  

 WRAP –  http://www.mentalhealthrecovery.com/  

 Scottish Recovery Network –  http://www.scottishrecovery.net/  

 Story Sharing Guidance –  http://www.scottishrecovery.net/Download-document

/66-Story-Sharing-Guidance.html  

 Journeys of Recovery  –  http://www.scottishrecovery.net/Download-document

/81-Journeys-of-Recovery.html  

 Rethink –  http://www.rethink.org  

 Summary of differences between medical model and recovery approach 

here: http://www.mentalhealthrecovery.com/recovery-resources/documents/100_

ways_to_support_recovery1.pdf  

 Body language video here: https://www.ted.com/talks/amy_cuddy_your_body_  

 language_shapes_who_you_are   
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        Final thoughts     

   It is a very ambitious task to cover ALL the groups taking part or developing in 

our clinic. Having said that, I very much hope that the reader will get some fl avour 

of the broad variety of the clinical and research work we do as the psychology 

team to understand the mechanisms and maintenance factors of eating disorders, 

trying to support patients in their recovery with best evidence-based practice. 

 Our clinical sense is that group therapy is a very important part of the treatment, 

but, as we highlighted in the opening chapter, evidence and research as to what 

works the best and for whom is still in the very early stages. 

 We tried to develop the group programmes in the context of the National Health 

System (NHS) in the UK taking into account clinical and economic pressures for 

short hospital admissions, and for the group programmes we did our best efforts 

to manualise treatment or at least have clear protocols for groups. Our main goal is 

to make sure that we capture our knowledge of psychopathology and symptoms in 

our group programmes and support patients with the best research evidence avail-

able at present. We also hope that some of the ideas toolboxes, suggested outcome 

measures and our results will serve clinicians and researchers to develop these 

ideas further and do a better job for our patients. As we highlighted in our sys-

tematic review of the group-based literature there are gaps in our clinical research 

work about group programmes for eating disorders. 

 Group therapy is hard to deliver well, for several reasons:  fi rst of all thera-

pists need to be confi dent, competent and very experienced because even with our 

brief group interventions the group dynamics are hard to manage without clinical 

experience and good/regular supervision. 

 The second big problem which makes group programme implementation diffi cult 

is patients’ engagement and poor motivation. In the intensive programmes we have 

nutritionally and physically very compromised patients; most of them have a long 

history of illness, high comorbidity (e.g. 70 per cent of the patients have clinical 

depression); autism spectrum disorders (an ASD comorbidity of 37 per cent is a very 

rough estimate that we audited in our adult inpatient service), most of our patients are 

socially anxious, have high social anhedonia, are shy and long-time isolated. 

 The third important contributor to consider, when we refl ect on diffi culties 

designing and delivering group programmes, is time. In the current NHS hospital 
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admissions and time to treat in the intensive care programmes is getting shorter 

and clinical teams are under huge pressure to do work in a limited time. Brief 

group interventions are a response to this demand, but as the clinical team we 

were very refl ective about how to do it in the best interests of our patients. We 

tried to translate our clinical and research knowledge to have psychoeducational 

and experimental components in the groups. 

 We have in the clinic longer-term groups as well but in this book we focused 

mainly on brief group interventions highlighting the main ones we offer in the 

inpatient and residential programmes. As was mentioned in the introduction 

patients are not very enthusiastically engaged in the groups but once they are the 

majority of them recognise the benefi ts of it. 

 One of my Masters students, Katie Sparrow, helped me to analyse several years 

worth of qualitative feedback audit we collected within our inpatient treatment 

programme. Figure FT.1 below shows what we found. Interestingly, several over-

lapping themes emerged when we started to look at the patients’ feedback. As 

CRT

CREST

SELF-
ESTEEM

PERFECTIONISM

Enjoyed the light-hearted practical
activities and games as they
demonstrated how to use the skills in
everyday situations and could lead to
thought-provoking and deeper
reflection and discussions (34.4% of
participants commented on this)

Focusing on practical methods for how
to change behaviours and alter thinking
perspectives, and learning how to
manage difficult feelings when
challenging perfectionism (37.5%
patients who completed groups
expressed this)        

Listening to others' views and
experiences during group discussions
(40%)
Developing positive bias (25%)  

Sharing with others, getting
feedback from other patients and
seeing others' perspectives
(28%) AND Learning that it is
possible to change, trying out
new ways of thinking and acting,
and gaining a new perspective
(29%)       

1
2
3
4

 Figure FT.1       The most common theme in each of the four groups and overlapping themes 
which were common across all these groups  
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you can see there are unique themes in feedback for every single group (we chose 

these four groups simply because the audit data was better quality – with a return 

rate above 70 per cent). 

 There were also themes which were shared amongst all four groups when we 

looked carefully at the feedback. These shared themes between the groups were 

(based on the patients’ subjective views): 

  1.     Sharing thoughts with others and listening to others’ perspectives/group dis-

cussions/the interactive or communicative aspect of the group (42.3 per cent).  

  2.     Acquiring practical strategies for how to change and completing practical 

tasks (31.6 per cent).  

  3.     Learning something new/acquiring new knowledge (21.9 per cent).  

  4.     Learning about and trying out new ways of thinking and acting/goal setting 

(17.4 per cent).            

 Facilitating or supervising most of the groups described here, my impression is 

that clinical teams and patients sometimes need more motivation and enthusiasm 

at the beginning but once committed we all acknowledge that groups raise con-

fi dence and help hospitalised patients to feel less isolated and give more skills to 

be around other people. In Figure FT.2 we presented the magnitude of change 

between time 1 (before groups started and time 2 (when groups fi nished) on 

group-specifi c measures and motivational aspects: MI – Motivation Importance 

to change; MA – Motivation Ability to change. As can be seen from the fi gure 

 Figure FT.2      Effect sizes of groups  
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group-specifi c and motivational changes are present in all groups. We are mindful 

that the number of sessions is limited but further research will help us to establish 

what is the good proportion of each intervention. 

 Overall we think that the brief group programme is an important component of 

the treatment programme and we very much hope this book will stimulate more 

research and clinical work in this very under-researched area. 

 We would like to acknowledge the Swiss Anorexia Foundation and the Maudsley 

Charity for funding to help us to evaluate the group programmes we have imple-

mented and shared with you with the hope that we will generate stronger evidence 

in the future.     
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