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Abstract
This study aimed to analyze the perception that individuals have of the success promoting factors on
their own therapeutic process. Intended to understand which aspects in�uenced their perception and
which factors were considered relevant to the decision to seek help, not to abandon treatment and their
motivation to change. The study involved patients with Anorexia Nervosa (AN) and Avoiding Food Intake
Disorder (ARFID), with intervention within the scope of different therapeutic models.

Background: In Portugal, anorexia nervosa is one of the eating disorders with a signi�cant increase in
recent years, having been responsible for 4,485 hospitalizations between 2000 and 2014, in Portuguese
public health services. Portugal has scarce research in eating disorders although they are a serious
mental health problem both in this country as in Europe.

Methods: The study included a sample of 9 participants who responded to the request for participation
posted on the different electronic platforms. The data recollection occurred thought a semi-structured
interview and the information was subjected to thematic analysis

Results: This study included a total of 9 participants, 5 with a diagnose of AN and 4 with a diagnose of
ARFID. All the participants were women with ages between 19 and 52 years of age (an average of 38.4
years). Similarities were found in both group for    and differences.

Discussion: The desire to improve/not cause suffering to family members and the availability of
social/emotional support were considered relevant aspects inherent to the client. 100% of the participants
considered that certain professional and personal qualities of the professional/therapist was the most
relevant aspect to promote the success of the therapeutic intervention. The sample size of this study is
small and therefore does not allow generalizations.

Conclusions: The main objective of this study was to obtain knowledge that would allow professionals to
re�ect on their practice and adapt the intervention to the needs and concerns of the clients. Despite the
limitations of the study, our participants provided detailed and relevant information, so we consider the
results obtained to be pertinent for the proposed objective. Further research in these areas is needed to
deepen the knowledge.

Plain English Summary
This study aimed to analyze the perception that individuals have of the success promoting factors on
their own therapeutic process. It involved patients with Anorexia Nervosa and Avoiding Food Intake
Disorder, with intervention within the scope of different therapeutic models. Portugal has scarce research
in eating disorders although they are a serious mental health problem both in this country as in Europe.
The study included a sample of 9 participants, all women, with ages between 19 and 52 years of age, 5
with a diagnose of AN and 4 with a diagnose of ARFID. The data recollection occurred thought a semi-
structured interview and the information was subjected to thematic analysis. The desire to improve/not
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cause suffering to family members, the availability of social/emotional support and personal qualities of
the professional/therapist were indicated as the most relevant aspects to promote the success of the
therapeutic intervention. The sample size is small and therefore does not allow generalizations, but
participants provided detailed and relevant information. Further research in these areas is needed to
deepen the knowledge.

Introduction
Anorexia Nervosa and Avoidant/Restrictive Food Intake Disorder are Eating Disorders (ED) that share a
dysfunctional pattern of eating, with a signi�cant negative impact on physical health and/or
psychosocial functioning due to inadequate levels of food consumption (American Psychiatric
Association, 2013). Although AN and ARFID may share some similarities, they have signi�cative
differences (Moore & Bokor, 2021; Seetharaman & Fields, 2020; Treasure et al., 2020).

Anorexia nervosa (AN) is one of the eating disorders with most negative impact on people’s lives. It has
affected 408.000 people in the USA in 2018/2019, according to the Deloitte Report (Deloitte, 2020). In
Portugal, between 2000 and 2014, 4,485 of the hospitalizations in the Portuguese public health services
were due to this eating disorder (Cruz et al., 2018).

People with AN live on a voluntary strict and selective restriction of food intake, that results in a
signi�cant decrease in weight, considering the normal values   for age, sex and natural physical
constitution of the individuals. This decrease in food intake is associated with an intense fear of gaining
weight, frequently supplemented by excessive physical exercise, self-induced vomiting, misuse of
laxatives or diuretics as a weight control strategy (Botha, 2020; Gorwood et al., 2016; Hinrichsen et al.,
2013; Moore & Bokor, 2021).

A distorted self-image perception and the in�uence of weight or body shape on self-assessment feeds
this fear and averts the person from recognizing the risks for their health (Costa & Melnik, 2016; P. J. Hay
et al., 2019; Piñar-Gutiérrez et al., 2021).

Anorexia nervosa has a studied negative impact on a person’s health succeeding in serious physical
limitations, signi�cantly reducing the number of live quality years and increasing the risk of suicide
behaviors (Beveridge et al., 2019; Fisher et al., 2014; Leonidas & Santos, 2017; Watson et al., 2019)

Avoidant Restrictive Food Intake Disorder (ARFID) was included in the DSM-5 in 2013, the reason why
there is less research in this area (Le et al., 2017; Nicely et al., 2014; Norris et al., 2016). It can develop in
children, adolescents or adults and has speci�c clinical diagnostic criteria (American Psychiatric
Association, 2013; Cooney et al., 2018; Seetharaman & Fields, 2020).

This ED is also characterized by a signi�cant weight loss resulting from decreased food intake, resulting
from fear of food consumption consequences, such as choking, vomiting, and/or nausea; appetite
absence or disinterest in food; food selection or restriction due to sensory issues (e.g. related to smell,
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taste, texture). This ED does not result from lack of food or cultural / religious practices and has a
signi�cant negative impact on the psychosocial functioning of individuals (American Psychiatric
Association, 2013; Cañas et al., 2021; Seetharaman & Fields, 2020; Zanna et al., 2021).

People with ARFID and AN are characterized by low weight due to restricted food intake, which is why
these disorders may seem similar and still be sometimes diagnosed only as AN. In spite of the physical
similar consequences, people with ARFID do not show excessive concern with their body image, shape or
weight, and do not have an altered perception of their body image that characterizes the AN situations
(Cañas et al., 2021; Katzman et al., 2014; Keery et al., 2019; Seetharaman & Fields, 2020).

Scienti�c research reveals the negative impact and harshness of the suffering caused by living with AN or
ARFID. Thus also demonstrates high levels of dropout of the therapeutic process( 20–50% ) (Kan et al.,
2020; Linardon et al., 2018; O’Keeffe et al., 2018; Swift & Greenberg, 2012; Vinchenzo et al., 2021) that
could promote the recovery and improvement of this patient’s live quality (Giel et al., 2021; Hauber et al.,
2020; Swift & Greenberg, 2012).

According to several studies, the dropout of the therapeutic process does not present signi�cant
differences related to different therapeutic models or different formats of the intervention. Higher dropout
rates appeared in situations where the interventions were not limited in time and had no evidence-based
intervention protocols(American Psychological Association, 2006; Swift & Greenberg, 2012). Higher
dropout rates also emerged in situations with younger clients; in which a speci�c diagnosis was not
identi�ed and /or in the situations of clients with a diagnosis of eating or personality disorder (Clinton,
1996; Fassino et al., 2009; O’Keeffe et al., 2018; Swift & Greenberg, 2012).

Considering all the aforementioned data and the Deloitte report that reveals a premature mortality rate of
5.86 times higher than the general population for patients with ED (Deloitte, 2020), seems important
understand what motivates people to seek help, what contributes to their decision to drop out or
remaining and getting involved in the therapeutic process.

Method
This study aimed to understand how each individual perceives their own therapeutic process, what
motivated them to seek for help, what impacts their process of adherence, maintenance and change in
the different therapeutic proposals in order to adapt the intervention to their speci�c needs (Constantino
et al., 2011; Lambert & Cattani, 2012; Lambert & Shimokawa, 2011; Miller et al., 2015; Sousa, 2017).

We opted for a qualitative study, as our purpose is to know the participants' perception. (Almeida et al.,
2017; Palinkas, 2014; Zanatta & Costa, 2012; Zimmermann et al., 2018).

Qualitative studies permit a profounder comprehension of the phenomena, as they are grounded on the
individual’s perception of their own experiences. The participants main selection criteria was their
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experience or passage through a therapeutic process and being 18 years old or older (Godoy, 1995;
Hauschild et al., 2009; Leonidas & Santos, 2017; Maguire & Delahunt, 2017).

We selected the Thematic Analysis to analyze the study data. Using this method the researchers are able
to organize the information based on the identi�cation, analysis and description of patterns or themes
that result from the interpretation and comprehensive reading of the information, systematically
adjusting the interpretive analysis of the data (Clarke & Braun, 2017; Fereday & Muir-Cochrane, 2006;
Maguire & Delahunt, 2017).

A �exible theoretical approach in the qualitative analysis of the data, creates space to integrate the
individual experiences of the participants and the motivations underlying their actions (Clarke & Braun,
2017; Fereday & Muir-Cochrane, 2006; Maguire & Delahunt, 2017).

The data recollection technique we chose was an open questions semi-structured interview. We built the
interview script based on the model proposed by MacAdms (2008) and Neiva’s (2016) adaptation of that
model.

The 5 subdivision parts of the script was kept as it allows a more structured recollection of the
information. According with Neiva's (2016) adaptation, the �rst item includes the project presentation and
treatment of the formal aspects of the interview (e.g., study objectives, informed consent) as well as
sociodemographic information. The second item allows the participants to refer their development
process and perception of their experiences, covering the participant's life history. The perception of living
with an eating disorder, the impact of that experience in their life course, self-perception and relationships
at the time, as well as their strategies choices to cope with the situation is explored in the third and fourth
items. The last item covers the participants' perception of the successful or unsuccessful change
promoting factors in the therapeutic process and the impact of that process in their lives.

To better understand the adequacy of the questions, evaluate if they were easily understood, raised
doubts or were di�cult to answer, the interview was subject to a pre-test. The pre-test interview was tested
with an individual ful�lling the same criteria as the participants. Due to this pre-test, small changes were
made (Alea, 2017; McAdams, 2001, 2018).

The study participants recruitment was carried out through the social networks Facebook, Instagram and
WhatsApp, given the limitations created by COVID 19. The conditions were explained and the interviews
scheduled, after the individual’s manifestation of interest to participate in our study,

This study is part of a larger study including participants with anxiety, depression and ED (AN and ARFID)
diagnosis developed within the scope of a doctoral thesis at the University of Santiago de Compostela.
For the present study having a clinical diagnosis of anorexia nervosa or avoidant restrictive food intake
disorder was also de�ned as participants inclusion criteria. The willingness to participate in the study,
was expressed by nine participants, all of whom complied with the requirements.
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the researcher carried out all the interviews, using the Zoom platform and a mobile phone recorder. Before
starting the interview, participants were informed of the ethical and deontological procedures of this
study through the informed consent form. This form contained information about the participants'
understanding of the investigation, including authorization for the audio recording of the interview as well
as the use of data collected (Manti & Licari, 2018; Nijhawan et al., 2013). The participants expressed their
authorization in the audio recording of the interview due to the limitations imposed by mandatory
lockdown of the Covid 19 pandemic,

A simple numerical code was randomly assigned to each participant, in order to preserve their identity
and anonymity. A number identi�ed the participants in all documents referring to this study after that
moment, including the audio recording of the interview. Upon conclusion of the study, the audio
recordings will be deleted.

The full transcription of the interviews and also the registration of other ways of communicating are
important aspects of this methodology due to the relevance and meaning they may have to the topic
under study (e.g., pauses, sighs, interruptions, hesitations, laughs, among others). The inductive coding of
the data occurred, after the full transcription of the interviews without reference to pre-existing theoretical
approaches. (Braun & Clark, 2006; Fereday & Muir-Cochrane, 2006). This process was a very dynamic as
the different stages required frequent adjustments in the categorization of the information, resulting from
the re�ection and review of the data (Clarke & Braun, 2017; Fereday & Muir-Cochrane, 2006; Maguire &
Delahunt, 2017).

Results
This study included 9 women with a diagnose of AN (5) and ARFID (4). The women’s ages had an
average of 38.4 years (ranking between 19 and 52 years of age). 40% of the participants in this group are
single and 60% are married. 60% had 1 or more children and 40% of participants were childless. 100% of
the participants completed the 12th year, 40% have a degree and 20% of the participants have a master's
degree. 40% of the participants are still studying   and 60% have a professional activity. Eating Disorders
onset happen in childhood/ adolescence for 78% of participants and 22% of the participants had
symptoms in adulthood. The interviews were carried out with the minimum time of 48 minutes and the
maximum time 1 hour and 20 minutes, with an average interview time of 55 minutes

Table 1 Sociodemographic Information
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Items Anorexia Nervosa ARFID

N 5 100% N 4 100%

Age Group

18 – 25

26 - 35

46 – 55

 

2

 

3

 

40%

 

60%

 

3

1

 

75%

25%

Civil Status

Single

Married/Cohabitation

 

2

3

 

40%

60%

 

4

 

100%

N of children

0

1 or more

 

2

3

 

40%

60%

 

4

 

100%

Educational Level

10 – 12º Grade

College degree

Master degree

 

2

2

1

 

40%

40%

20%

 

2

2

 

50%

50%

Occupation 

Student

Professionally active 

 

2

3

 

40%

60%

 

 

4

 

 

100%

Symptoms

Childhood 

Adolescence

Adulthood

 

 

3

2

 

 

60%

40%

 

3

1

 

75%

25%

BMI

13/14

15/16

16/17

 

 

3

2

 

40%

60%

 

2

2

 

50%

50%

 The study participants, given the early onset of symptoms for most of them, underwent a high number of
interventions with psychologists and psychiatrists. Initially, they were referred by family members or
family doctors and were monitored in different health responses and various health professionals. Most
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of the participants had multiple follow-ups with psychologists and psychiatrists. During the process, 75%
of the participants were initially referred for support by family members and doctors, however at some
point in adulthood they all sought help on their own initiative.  

Table 2 The Therapeutic Process
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CATEGORIES SUB

CATEGORIES

Speci�c Categories Participants

aN 5 PIAE
4

1. The therapeutic
process – client's
perception of

Success promoting
factors

 

1.1. The Professional
Personal and professional
qualities 

1.1.1. Empathetic,
interested in listening the
client

1.1.2. Guides to solutions
without pressure 

1.1.3. Provides
security/support/care

1.1.4. Provides a safe
place/ has time

1.1.5. Doesn't judge, helps
understand

1.1.6. Informs about
diagnosis/process

1.1.7. Doesn't give up,
believes in client recovery

1.1.8 Validates/respects
the Clients feelings
thoughts

1.1.9. Has experience and
knowledge in the �eld

1.1.10. Teaches coping
techniques/strategies

100%

20%

80%

60%
 100%

20%

20%

80%

80%

80%

100%

100%

100%

100%

100%

100%

75%

100%

100%

100%

1.2. Client related factors 1.2.1. Motivation to
change/improve

1.2.2. Trusts in the
therapist and process

1.2.3. Cognitive abilities

1.2.4. Faith /spirituality

1.2.5.     Self-initiative on
the search for help 

1.2.6. Desire to stop
causing suffering to her
family 

1.2.7. Improvement of
symptomatology

1.2.8. Social/emotional
support

60%

80%

20%

40%

60%

100%

100%

80%

100%

 

 

75%

100%

 

75%

75%
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 Bearing in mind their path and speci�c vulnerabilities, the participants named a set of factors that they
considered as promoters or inhibitors of the therapeutic intervention success, related to the professional
and to the client. In Table 2 are shown different categories related to the these factors.

The entire sample of the study participants (100%) identi�ed the professional's interpersonal skills in the
psychotherapeutic intervention as fundamental for promoting the success of the intervention.  The
professional competence to demonstrate empathy, interest and availability in listening to the client, an
attitude of acceptance without judgment, validation and recognition of the client's capabilities, feelings
and opinions, building a reassuring relationship, were the main aspects referred by the participants. 

"Listening, really wanting to know how I feel, not judging me or saying that what I feel or think is
ridiculous or doesn't make sense, respecting my suffering and what's important to me." P3

“She wanted to understand me, get to know me, it was very different from others, she wanted to
understand my relationship with food, I liked it a lot.” P8

“It was very important, she never judged me, was always very sweet, feeling that I'm not being judged, I
am not being a burden, that helped a lot. The feeling that she won't give up on me… “P2

“I felt very anxious, but she seemed very relaxed, she smiled like the others didn’t, she was really available,
so I let myself go…” P4

The majority of the participants also considered very important the technician's attitude/ competence in
teaching the client appropriate techniques/strategies to deal with her situation; In having time to be with
the client in a safe therapeutic space; in explaining the diagnosis, negotiate and adjust the intervention to
the client's speci�c needs and characteristics.

“The doctors who helped wanted to understand, they helped me deal with the situation and didn’t judge
me, helped me calm me down, gain weight naturally, they gave me time. They didn’t rush me” P1

“It is important to explain things and not make people feel that their fears are stupid, they make us think
that, in their facial expressions and in their words” P4

“She was trying to use my reality, what I was learning in college, to explain and address the topic. My
biggest fear was getting fat and the fact that she didn't tell me that that was the goal helped me or I had
run away.” P2

“She gave me strategies to use when it got worse, it was very important “P8

“It's important to have a diagnosis, it's important to have a name, to know what to call things, to explain,
because people don't know and blame themselves for being sick, they think they chose the situation. "P2

“I felt so bad and guilty about being anxious, if they had explained to me what it was, what was
happening, I wouldn’t have thought that it was something I was doing wrong and that it was my fault” P4
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“The �rst doctor who saw me didn’t have much knowledge, but she could have referred me to someone
who could help me” P24

“I was always so nervous the days before the appointments, so afraid of not gaining weight that I would
lose weight, just the idea that they were going to weigh me down made me so nervous. Until a doctor
listened to me and stopped weighing me, it made all the difference, I'm not so nervous anymore and I
managed to gain weight” P1

The success promoting aspects of the therapeutic intervention related to the client had some differences
between the AN and the ARFID group.

In the AN group 100% of the participants considered the most relevant factors the desire not to cause
more suffering to their family members and the perception of improvements in their symptoms after the
therapeutic intervention.  

“When I saw my mother and dad so bad, I realized I couldn't do that to them. They were really worried and
the situation caused them a lot of suffering. "P3

"I don't do anything for myself, I do it for my mother, for my sister, for my boyfriend, I know it's important
for them that I look good, I don´t want to cause them suffering"

"I realized that I was causing a lot of damage to my family, my children, I was going too far, so I decided
to look for help." P30

100% of the ARFID participants highlighted the client's motivation and wish to change and improve, as
well as being of her own initiative the request for help the most relevant success promoting factors of the
therapeutic intervention

“What kept me going was holding on to my truth, if others don't understand it's not my fault, holding on to
myself, my wanting to improve and trying to get them to help me.” P4

“Whenever I left there, I felt better, so I wanted to keep going…” P24

The availability of social/emotional support, the trust in the professional and in the therapeutic process
and people's faith and spirituality were also considered relevant for the majority of participants of both
groups. 

Participants reported that the absence of the aforementioned positive characteristics makes it di�cult for
the client to become involved and promotes the abandonment of the therapeutic process. In Table 3 are
shown the speci�c categories related to these factors

 Table 3 Successful and Inhibiting Factors
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CATEGORIES SUBCATEGORIES Speci�c Categories Participants 

aN
5

ARFID
4

2.  success 

Obstacles/inhibiting
 factors

 2.1. Professional
Personal and
professional
characteristics 

2.1.1. No Experience
/training/knowledge

2.1.2. No time or Interest in
listen to the client

2.1.3. Does not negotiate
objectives tasks

2.1.4. Apply rigid protocols

2.1.5. Use of Inadequate
strategies

2.1.6. Passive, cold, distant
attitude

2.1.7. Does not inform
Diagnosis /T

2.1.8. Medication, doesn’t
explore alternatives

2.1.9. Devalues / doesn’t
validate the client’s feelings

2.1.10. Doesn’t teach strategies
to deal with the situation

2.1.11. Wrong diagnosis

60%

60%

60%

40%

60%

80%

40%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

100%

2.2. Client related factors
and main di�culties
experienced

2.2.1. Accept the need for help /
get started

2.2.2. Adverse life events

2.2.3. Multiple
interventions/negative/imposed

2.2.4. Comorbidity with other
PM

2.2.5. Inadequate Procedures

2.2.6. Fear of failure/disappoint
others

2.2.7. Resist constant urge to
give up

2.2.8. AN Advantages
(Control/attention/praise)

80%

 

40%

 

40%

40%

60%

80%

60%

60%

 

100%

100%

100%

100%

 



Page 13/29

2.2.9. Extreme
tiredness/internal and external
struggle

2.2.10. No hope of recovery/ in
the therapist

 As success inhibit factors of the therapeutic intervention related to the professional, 100% of the ARFID
participants and between 60% to 80% of the AN participants referred the lack of interpersonal skills
(empathy, interest and availability to listen to the client, a non-judgment attitude) as particularly
important. Not validating the clients’ feelings, opinions and thoughts, not involving the client on her own
therapeutic process by not informing, negotiating and/or adapting the intervention to the person's
particular characteristics and needs was also felt as relevant to inhibit the success of the therapeutic
process.

"I've been to several psychiatrists before and the experiences were not very good, it was just medication,
the consultations were horrible" P2

 “I went to several psychologists, psychiatrists, they didn't help much, or gave me medication or said I had
to eat and that was the last thing I wanted to hear. They didn't care too much about what I felt. I even had
one who told me that when I got married it would pass.” P3

  “I went to a psychiatry, she didn't explore why I couldn't eat, she thought it was for image reasons. And
she didn't even try to listen, she didn't really want to know. I didn't go back there…” P4

“I went to a doctor, I don't know if she was a specialist, we talked and she told me to have positive
thoughts, I stopped going...” P24

"I had some good doctors, but there were doctors who don't care, don't strive to help." P1.

“I went to a doctor because I had a lot of fears, and he rubbed things in my face. I said I wasn't
comfortable with that approach, but he didn't want to know, I didn't go there anymore...” P4

The factors identi�ed as most relevant for inhibiting the positive results of the therapeutic process
referring to the clients in the AN group, were the di�culty in accepting/recognizing that they were sick and
needed help and the perceived advantages of maintaining AN.

“I know I'm sick, but I don't think I'm sick” P2

“When I started to lose weight, people started praising me, saying how beautiful I was, the guys start
taking an interest in me, I liked feeling that way, I didn't want to lose it” P3

“There were things I couldn't handle, I couldn´t do things the way I wanted to, I felt trapped between
perfectionism and lack of control, I was the only thing I could control. "P30
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"At the beginning I didn't have a negative body image, it was rebellion, my way of protesting, but when I
got thin, I started to like seeing myself thinner, I was able to wear other things." P30

In the ARFID group, 100% of the participants mention, the occurrence of several adverse life events; the
multiple previous negative interventions experiences; the comorbidity with other MD and their perception
of the procedures applied by the therapist as inadequate, as signi�cant obstacles to the success of the
therapeutic intervention related to the client.

 “The lack of understanding, of answers, everything was unknown, no one understood or helped me,
people thinking that I wanted to be like this, if I was asking for help it was because I didn't want to be like
that. "P4.

“Some situations were very di�cult, I was hospitalized because I wasn´t well, and the staff and some
nurses made critical comments, because they thought I didn't want to get fat (do you think you're that
fat?) and things like that. I knew I was thin and that wasn't what I wanted, it caused me a lot of suffering
and I just wanted to give up on everything. “P1.

 Table 4 Participants Change Perception
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Categories Subcategories Speci�c Categories  Participants

aN 5 ARFID
4

3. Re�ection
on the main
changes
process

3.1. Positive
outcome

after therapeutic
intervention 

 

 

 

3.1.1. Increased positive internal speech

3.1.2. Improved ability to ask for help

3.1.3. Self-care strategies and symptom
relief

3.1.4. Con�dence dealing with
people/situations

3.1.5. Learning to use adaptive
strategies

3.1.6. Healthy self-acceptance/self-
esteem

3.1.7. Adjusted reality perceptions and
Beliefs

3.1.8. Less stress/ impact of others
judgments

60%

100%

60%

60%

60%

60%

60%

60%

50%

100%

100%

50%

50%

75%

75%

75%

3.2. Absence of
positive results after
therapeutic
intervention

3.2.1. Increased symptomatology

3.2.2. Reinforcement of unhealthy
coping strategies

3.2.3. Increased resistance to
intervention

3.2.4. Skepticism regarding positive
results

3.2.5. Dropout of the therapeutic
process 

60%

60%

60%

60%

100%

100%

100%

100%

100%

100%

3.3. Changes related
with MD

3.3.1. More
compassionate/understanding/attentive

3.3.2. Less judgmental 

3.3.3. Desire to help others

100%

100%

80%

100%

75%

50%

 

With regard to patient’s re�ection on their change process (Table 4), 100% of the group study participants
reported the perception of positive results subsequently to the therapeutic intervention, after meeting a
professional with whom they identi�ed. 100% of the participants stated improvements regarding the
ability to ask for help. 

“I know I can ask her for help, it's someone I can call” P2
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100% of the ARFID participants and 60% of the AN participants mentioned progress related to the use of
self-care strategies and symptoms relieve.  

“I know how to be careful now and take care of myself and not go back to the same thing” P30

More than 50% of all the participants reported improvements referring the use of positive internal speech,
feeling more con�dence when dealing with people and/or situations and in learning how to use adaptive
coping strategies. 

“I am more stable, now I know how to deal with the problems.” P1

“The way I deal with anxiety has changed a lot, before I was completely blocked, now I try to understand
what is triggering those thoughts in my head because I know that’s where it comes from” P4

The development of a healthier self-acceptance/self-esteem and a more adjusted perception of the reality
and personnel beliefs where also referred as positive results by 60% to 75% of the participants. The same
percentage of participants mentioned feeling a decreased on the stress/ impact caused by the judgments
of others

"I started to feel calmer, less anxious." P3

"I learned to understand how my brain works, there are no right or wrong thoughts, only thoughts." P2

“It had an impact, it had a positive impact on me feeling more comfortable with others, working on
shyness, not caring about what others think and that changed, I feel more comfortable with people saying
what I think, that helped me a lot. “P24

A negative experience with multiple therapeutic interventions felt as inadequate by the participants
reinforced the maintenance and worsening of unhealthy behaviors and disorder symptoms in 100% of
the ARFID participants and 60% of the AN participants. It also increased the intervention resistance and
skepticism in positive results in 60% of the AN participants and in 100% of the ARFID group. At some
point all the study participants dropout of their therapeutic process. 

“They weighed me down in every consultation, which made me feel worse. I knew I would be weighed and
just the idea of that number, I would stop eating, used laxatives, vomited and all I could remember... that
number had to be low. I was getting worse. It wasn't until I found a psychiatrist who listened to me,
noticed what was happening and stopped doing that (I'll always be grateful to her for that). Only then I
started to get better.” P2

"It was good for people to have more training, to know how to deal with others so as not to do harm" P4

“It would be good not to generalize, because by doing so they are hurting more than helping” P1
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Between 75% and 100% of the participants reported being more compassionate and understanding with
issues related to mental health. The participants considered that there was a decrease in their negative
critical judgment in relation to people with MD after therapy. A desire to help others grapple with mental
health challenges was expressed by 80% of the AN participants and 50% of the ARFID participants.

"We have to learn from what happens, but since I have to go through this, let it be to help someone, to
listen to someone, to give affection, attention." P2

“I think it made me more tolerant towards others, I was always very demanding, perfectionist, strict, then I
realized that we all have our weaknesses, that sometimes an appearance of security hides many facets
and weaknesses.” P30

“It made me try to understand more about others, how they are and how they feel. As I felt �rsthand what
it's like to be criticized and judged for situations that people don't understand, I think well before I speak
and try to put myself in the other's shoes.” P1

Discussion
Our study aimed to understand how the participants perceive their therapeutic process, what motivated
them to remain in the process and what factors they attribute to the success or failure of the intervention. 

88% of the total number of participants in our study went through several mental health specialists,
resulting in multiple therapeutic experiences. The same person reported completely different experiences
and perceptions regarding the therapeutic process, taking into account the professional who was
accompanying her in different moments.

In this journey, according to their experiences, the participants chose a set of factors that they considered
to be promoters or inhibitors of the success of the therapeutic intervention, related to the professional and
to the client.

As evidenced by the results of several investigations in this area, the participants of our study considered
that the intervention model/approach was not particularly relevant in determining the success of the
therapeutic process (Norcross & Wampold, 2011; Sousa, 2017; Swift & Greenberg, 2012). 

All participants considered that the professional/therapist with certain personal/interpersonal and
professional qualities was the most relevant aspect to determine the chances of success of the
intervention (Beutler et al., 2016; Chow et al., 2015; Constantino et al., 2012; Lambert & Shimokawa,
2011). 

Similar to what has been indicated by other investigations, the therapist's ability to demonstrate empathy,
his availability and genuine interest in listening to the patient; being able not to pass judgment or
criticism; understanding and helping the client understand what is happening to them, were considered by
this group the most relevant factors for the success of the therapeutic process (Anderson et al., 2016;
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Eubanks-Carter et al., 2015; Goldberg et al., 2016; Lutz et al., 2015).  The professional being capable,
available and interested in teaching techniques/strategies appropriate to the client's situation, which will
allow them to deal with ED symptoms in the future, were also considered relevant factors to promote the
success of the therapeutic intervention  (Laska et al., 2014; Timulak & Keogh, 2017). 

Corroborating the criteria identi�ed by multiple studies, patients participating in this study mentioned the
importance of the professional ability to guide the client in the process of �nding solutions that are
appropriate to their characteristics and conditions, without  pressuring them. (Anderson et al., 2016;
Beutler et al., 2016; Owen, 2014; Sousa, 2017; Timulak & Keogh, 2017).

The Participants also highlighted the importance of the therapist having time to be with the client in a
safe therapeutic space, without the pressure of the clock (Gelso, 2014; Horvath et al., 2011; Zilcha-Mano
et al., 2016). 

Validating, respecting, acknowledging the suffering, capabilities and opinions of the client, negotiating
and adjusting the intervention to their needs and characteristics is another fundamental aspect in
promoting the therapeutic process (Lambert & Cattani, 2012; Tryon & Winograd, 2011; Wampold, 2015).
 The lack of this factors were referred by the participants as the reasons for the dropout of their previous
therapeutic processes.

In line with �ndings from other studies, the participants also mentioned that they consider essential
identify and recognize the factors that promote the success of the therapeutic process related to the
clients (Lambert & Cattani, 2012; Sousa, 2017). They identi�ed as especially signi�cant aspects: the
client's motivation for change and their desire to improve; the availability of social/emotional support that
guarantees support to the client during the process; and the client's trust in the therapist and in the
therapeutic process (Anderson et al., 2016; Lambert & Cattani, 2012; Timulak & Keogh, 2017). 

The Participants of AN group identi�ed as the most relevant factors inherent to the client that could make
the therapeutic process unfeasible, the client's di�culty in accepting their condition as a person with ED,
the perceived advantages of the AN, the lack of hope in recovering, resisting the urge to give up and the
tiredness of the struggle (Fassino et al., 2009; Halmi, 2013; Sassaroli et al., 2008). 

For the ARFID group the adverse live events, the multiple negative interventions with inadequate
procedures and the comorbidity with other MD, were referred as the main negative factors inherent to the
client (Kohn, 2016; Seetharaman & Fields, 2020; Zanna et al., 2021). All the participants highlighted the
importance of identifying these aspect so that the therapists can include them in the intervention, thus
minimizing their potential negative impact (Lambert & Cattani, 2012; Sousa, 2017).

All participants reported the perception of progress after the therapeutic intervention. They reported
signi�cant improvements in self-perception/self-care, recognition of personal and social skills, problem-
solving skills and the use of more adaptive coping strategies. 100% considered their therapeutic process
as having positive aspects, even though it was not completed. They reinforced the idea of considering the



Page 19/29

professional and his personal/interpersonal and professional qualities as the determining factor in the
success of the intervention (Chow et al., 2015; Imel et al., 2015; Lutz et al., 2015; Roos & Werbart, 2013;
Timulak & Keogh, 2017). 

For the ARFID participants, what motivated them to continue the therapeutic process was related to the
desire to improve and the social/emotional support, that they mentioned as fundamental throughout the
process. As for the AN group their motivation was related to the desire not to cause more suffering to
their family and the improvement of symptoms after the intervention (Coverdale & Long, 2015; Shelley &
Craig, 2010; Wille et al., 2008). 

Signi�cant changes were perceived by the participants in the way they understood MD and “saw” the
person with MD after their therapeutic process. The participants in both groups reported being more
understanding (100%), less judgmental of others (88%) and less critical in most situations. The desire of
helping others was mentioned by 80% of the AN group and 50% of the ARFID group. 

The need to promote events, initiatives that allow the free discussion of these topics to to end prejudice
and facilitate early access to quali�ed help was also emphasized by both groups participants (Chisholm
et al., 2016; Fang et al., 2021; Ran et al., 2021; Schnyder et al., 2017). 

Conclusions And Practical Considerations
EDs have been classi�ed, analyzed and referenced throughout history, according to different trends,
approaches, criteria and interpretations in order to understand and effectively intervene in these types of
disorders (Alckmin-Carvalho et al., 2016; Gutiérrez, 2011;  Hay, 2020). 

Despite the efforts made by the scienti�c community in recent years, the information and resources
available are still insu�cient to satisfactorily achieve the development of effective responses in terms of
prevention and intervention in EDs (Jansen, 2016; Le et al., 2017; Nicely et al., 2014; Pennesi & Wade,
2016).

The lack of clear information identifying and understanding the underlying pathophysiological
mechanisms that enhance the emergence and maintenance of different EDs, delays the selection /
development of effective intervention models adjusted to the needs of these populations (Kan et al.,
2020; Treasure et al., 2020; Watson et al., 2019).

The 4 participants in the ARFID group of our study, who were subject to multiple follow-ups over several
years after 2013, when ARFID has been included in the DSM-5(American Psychiatric Association, 2013),
were diagnosed by different services with AN, for which they did not meet the criteria. This led to
interventions felt as inadequate and precipitated the dropout of the therapeutic process in several
situations, delaying   access to adequate intervention. Is fundamental to ensure the training of
technicians and auxiliary personnel to provide adequate and timely intervention in people with  these
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Eating Disorders  (Fisher et al., 2014; Katzman et al., 2014; Norris & Katzman, 2015; Setharaman & Fields,
2020).

Participants mentioned the desire to improve, not to cause suffering to family members in the case of the
AN group (motivation for change) and the availability of social/emotional support, as the factors that
motivated them to seek help and to remain in the therapeutic process. These were considered the most
relevant aspects inherent to the client for the success of the therapeutic process (Anderson et al., 2016;
Lambert & Cattani, 2012; Timulak & Keogh, 2017).

In the evaluation of their therapeutic process, 100% of the participants considered that the
professional/therapist with certain professional and personal qualities was the most relevant aspect to
determine the chances of success of the intervention. (Beutler et al., 2016; Chow et al., 2015; Constantino
et al., 2012; Lambert & Shimokawa, 2011). This information can serve as a basis for re�ection and self-
analysis by the therapist and a good resource to support the organization, negotiation and preparation of
therapeutic intervention processes.

Professional practice presents more and more challenges. As therapists, this should be one of the guiding
principles of our intervention, to make the other our equal, in the sense of empowering, emancipating and
respecting the client. Sharing what we have, clinical knowledge, our experience and presence, so that the
other can �nd their answers, at their own pace, in their own time, according to what meets their needs. To
know these needs, we need to listen to those who feel them.

This project faced signi�cant limitations. The sample size of this study is small and therefore does not
allow generalizations. The project was initially conceived for application in a hospital context, at the
Hospital de Magalhães Lemos in the city of Porto, Portugal. The Hospital's Ethics Committees approved
the project but several reformulations were required due to the pandemic context of COVID 19. The
project application in a hospital context would have allowed to include more participants, obtain more
detailed information regarding the participants and greater interaction with other technicians, that would
integrate different perspectives in the study.

In spite of this obstacles, the main objective of this study was to obtain knowledge that would allow
professionals to re�ect on their practice and adapt the intervention to the needs and concerns of the
clients. Despite the limitations of the study, our participants provided relevant information for the
proposed objective. Although further research in these areas is needed to deepen the knowledge, their
information allows professionals to distinguish what the participants perceive/feel as particularly
relevant in the intervention. These Knowledge makes it possible to adjust the intervention in order to
reinforce the relevant areas, promoting greater effectiveness of the strategies and techniques used in the
psychotherapeutic intervention. It increases the chances of more positive results with improvements in
people's quality of life, the main objective of the intervention (Beutler et al., 2016; Owen, 2014; Reynolds et
al., 2013; Sousa, 2017). 
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