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Abstract
Background: The World Health Organization declared the outbreak of COVID-19 as a global pandemic on
the 11th March 2020. As a result, the UK Government imposed severe restrictions on working and social
contact as part of “lockdown.” Whilst the full extent of the pandemic’s impact on eating disorder patients
is unknown, the literature suggests that patients with pre-existing mental illness may be more vulnerable
to the mental health impacts. In addition, the restrictions greatly reduced the access to mental health
services and presented new challenges to service delivery. A service evaluation was carried out to explore
how the COVID-19 global pandemic changed service provision in a young person’s eating disorder service
and how this affected patients, family and staff experiences.

Methods: Quantitative data was collected in an online survey and qualitative data was collected in two
formats: open ended answers as part of the online survey and open-ended focus groups, structured using
narrative enquiry. The 43 participants consisted of 12 patients, 19 parents/carers, and 12 staff members.
Patients were under the age of 18 and had a diagnosis of an eating disorder.

Results: COVID-19 and lockdown increased the pressure on the service and changed service provision
signi�cantly. This has impacted the relational experiences for patients and their carers and staff have
been faced with new challenges. Patients, parents/carers and staff all preferred face-to-face
appointments over virtual options. There was no difference in service satisfaction before and during
COVID-19.

Conclusions: It is possible to provide a high-quality eating disorder service in lockdown restrictions.
Providing face-to-face appointments at the beginning of treatment and including families in the planning
should be prioritised. Staff support is crucial to be able to continue delivering high quality services. The
key themes are identi�ed, and clinical recommendations are made to guide service delivery. 

Plain English Summary
Online survey’s and focus groups were used to �nd out how the COVID-19 global pandemic changed how
support was provided by a young person’s eating disorder service. We were interested in �nding out how
these changes and new ways of working were experienced by patients, families and staff. The aim was to
�nd out how best to use the new methods to meet the needs of those accessing the service and those
working for the service. Staff told us that there was an increased pressure on the service during COVID-19.
We found out that patients, their families and staff all preferred face-to-face appointments over virtual
options (e.g. telephone calls or video calls). Although all participants told us there were signi�cant
changes to the service provided, there was no difference between the service satisfaction before and
during COVID-19. This suggests that it is possible to provide a high-quality eating disorder service in
lockdown restrictions. However, staff must be receiving the right level of support for this to continue.
Additionally, the feedback suggests that services should provide face-to-face appointments at the
beginning of treatment and must ensure families are involved in the care and planning.
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Background
The World Health Organization declared the outbreak of COVID-19 as a global pandemic on the 11th
March 2020. On March 23rd, 2020, the UK Government imposed severe restrictions on working and social
contact as part of “lockdown”, which greatly reduced the access to health services, and presented new
challenges to service delivery.

As a result, there are rising concerns about the detrimental impact of the pandemic on mental health
(Fiorillo & Gorwood, 2020). Studies have found that mental health in the UK has deteriorated compared
with pre COVID-19 trends (Pierce et al., 2020). The literature suggests that patients with pre-existing
mental illness may be more vulnerable to the mental health impacts and at higher risk of relapse or new
episodes of their disorder (Yao et al., 2020; Zhu et al., 2020). Whilst the full extent of the pandemic’s
impact on eating disorder (ED) patients is unknown, emerging evidence suggests there will be a
detrimental effect (Branley-Bell & Talbot, 2020).

As a result of COVID-19, many healthcare services are only offering urgent visits and inpatient treatment
for severe ED cases. Restrictions have led to the closure of day hospitals and outpatient facilities across
the world and where possible, online/virtual treatments have been recommended (Fernández-Aranda et
al., 2020). While online and e-health measures have been developed for EDs, more research is needed to
understand how they are experienced, and how to implement them effectively (Anastasiadou et al., 2018).
Patients and families will be burdened with more responsibility and self-management due to the lack of
face-to-face accountability (e.g. no/less regular weigh-ins) with professionals (Fernández‐Aranda et al.,
2020). There are also concerns that video calls could be a triggering form of communication due to the
heightened awareness of bodily self which could prompt self-criticism harmful to recovery (Fernández‐
Aranda et al., 2020). Moreover, we are yet to �nd out how these new ways of working impact the staff
within ED services. It is therefore crucial that we continue to support the ongoing provision of vital mental
health services, whilst seeking to mitigate the negative impact of restrictions on vulnerable groups
(Holmes et al., 2020). In order to understand the best way to do this, we conducted a mixed methods
service evaluation aimed at exploring the impact of the pandemic on patients, family and staff
experiences. This service evaluation was conducted at Alder Hey Children’s NHS Foundation Trust within
the Eating Disorder Young Person’s Service (EDYS).

Methods
A mixed method design was used to conduct a service evaluation aimed at understanding how the eating
disorder service changed, and how that was experienced by staff, family, and patients. Quantitative data
was collected using an online survey containing a series of questions using a �ve-point Likert scale
ranging from strongly disagree (1) to strongly agree (5). Qualitative data was collected in two formats:
open ended answers as part of the online survey and open-ended focus groups, structured using narrative
inquiry.

2.2 Participants
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43 participants opted to take part: 12 patients, 19 parents/carers, and 12 staff. All participants had
experience of the service during COVID-19. As participation was based on availability, no power analysis
was conducted to inform sample size. No demographic information was collected to ensure responses
remained anonymous. All patients were under the age of 18 and had a diagnosis of typical or non-typical
anorexia nervosa, bulimia nervosa or binge-eating disorder.

2.3 Procedure

This service evaluation was approved by the Clinical Audit Department at Alder Hey Children’s NHS
Foundation Trust. We sought consent from all participants at the start of the survey in the form of a tick
box question and verbally at the beginning of each focus group.

Quantitative

We created a survey which was informed by discussions with service users at CAMHS (Child and
Adolescent Mental Health Service) participation groups. Based on this feedback, we adapted the existing
measure of CAMHS service satisfaction (Experience of Service Questionnaire, ESQ). The survey consisted
of two sections: experience of service during COVID-19, and experience of service before COVID-19. Only
participants who stated they had been involved with the service before COVID-19 were taken to this
section of the survey (n=29).

We sent a short explanation about the service evaluation and the link for the relevant survey to patients
and parent/carers via text to registered numbers on hospital record systems. This was sent to staff via
email.

Qualitative

We then conducted open ended focus groups structured using narrative inquiry. Narrative research begins
with the premise that we tell stories about our lives (Marks & Yardley, 2004). Narrative interviews involve
two parts: 1) an open ended exploratory question; e.g., “what has it been like for you receiving a
service/providing a service in COVID-19?”; 2) follow up prompts based on what participants describe, in
the order they describe it; e.g. “you said that… what did it feel like for you in the moment?”, “you
mentioned… can you tell me more about what happened?”(Wengraf, 2011). Using this approach, we
conducted three individual focus groups with groups of staff, parents, and patients. Staff attended the
focus group prior to an MDT team meeting. We texted parents and patients an invitation to join the focus
groups via MS teams. Focus groups were recorded and anonymously transcribed.

2.4 Analysis

Quantitative

We used Excel for descriptive statistics and JASP for inferential statistical analysis. Due to the non-
parametric nature of the data, we used a Wilcoxon Signed-Rank test to determine whether there was
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signi�cant difference between service satisfaction before COVID-19 and during COVID-19. Patient,
parent/carer and staff scores were collated to carry out the statistical analysis as a result of the small
individual sample sizes which would have led to very low power for detecting group differences.

Qualitative

Narrative analysis provides a vantage point that allows others to analyse how the storyteller constructs
meaning. Storytellers depict how characters, events, interactions, and outcomes are related (Kierans,
2005; Lapum, 2010). Informed by structural and thematic traditions of narrative inquiry, we listened back
to stories shared in focus groups and mapped out the key events described, and how they were
experienced, into a table for patients, parents/carers and staff. The qualitative feedback received through
the Qualtrics survey was also mapped into this process and overarching themes were identi�ed through
thematic analysis (Braun & Clark, 2006).

Results

3.1 Perceptions of how young people with eating disorders
are coping in COVID-19: Patient, parent/carer and staff
perspectives
Figure 1 shows the percentage of agreement (strongly disagree [1] to strongly agree [5]) for patient,
parents/carers and staff when asked how young people with eating disorders were coping in COVID-19.
Views differed between groups, with 92% of staff disagreeing that young people were coping better, 26%
of parents/carers and only 16% of patients.

3.2 Self-reported types of appointments experienced in
COVID-19 and staff, patient and parent/carer preferences
Most staff reported experiencing the full range of appointments but patient and parents were more likely
to experience remote contact from the service (Figure 2). Of the types of contact offered, face-to-face was
the preferred type of appointment for staff, patients and parents/carers (Figure 3). Preferences varied
within groups and more patients put video calls as their �rst choice compared to staff and parents/carers.

3.3 Service Satisfaction before and during COVID-19:  A
Comparison
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Table 1. 
Median Scores of patient, parent/carer and staff service satisfaction before COVID-19 and during COVID-

19
  Patient Parents & Carers Staff All participants

Topic of Item Before During Before During Before During Before During

The help provided in
general

4 4.5 5 5 4 4 5 4

Information provided
about the service and
help available

4 4.5 4.5 4 4 4 4 4

Accessibility of
appointments/groups

5 4 4.5 4 4 3.5 4 4

Ease of contacting
the team

4 4.5 4.5 4 4 4 4 4

Enough going on for
the young person to
get involved in

4 4 4.5 4 4 2.5 4 4

Total 4 4.5 4.5 4 4 4 4 4

 

Patients satisfaction with service slightly increased during COVID-19, whilst parents/carers and staff’s
slightly decreased (Table 1). A Wilcoxon Signed-rank test indicated that there was no signi�cant
difference between service satisfaction before COVID-19 (Mdn = 4) and during COVID-19 (Mdn = 4), T =
26, p = .14, r = .43. 

3.4 Qualitative

Table 2 summarises the key changes described by staff, patients and parent/carers. Where these were
appraised “negatively”, they are in red, when they were appraised “positively”, they are in green. When
individuals re�ected on the pros and cons of the change, appraisals are in orange.

Table 2. Summary of Key Changes



Page 7/17

Positive Experiences

Continuing to provide a fantastic service
Parents and patients reported that they appreciated having a responsive, supportive multidisciplinary
team that remained available. Those that received face-to-face appointments were grateful that these
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remained available, despite lockdown pressures. Feedback from parents stated that the service
maintained integrity despite the challenges. Staff were, however, less likely to comment on and
acknowledge their successes.

Improving access
Using virtual platforms improved ease of access. Staff reported working with more autonomy, and
offering more contact as they were not constrained by room availability on the hospital site. Staff felt
more able to increase the number of contacts they had within the day as they had more �exibility and a
variety of mediums to choose from. Patients reported enjoying using emails to contact staff, as they felt
con�dent they received the message, and received a prompt reply. Staff reported that that their knowledge
of online support available improved. Some parents reported �nding it easier to meet their child’s
emotional needs while they were at home together. Staff reported that virtual MDTs meant they could join
from anywhere and have more space in the room. Staff also described a bene�t of video sessions being
that they could share online resources easily.

Increasing comfort
Patients and family members reported that having a mixture of video and telephone contact reduced
travel costs and left them feeling less drained. Patients commented that they also felt less tension and
“build up” attending appointments. Some staff felt that having contact within their home improved
relationships as people seemed to open up more within a comfortable home environment. Although some
patients found it easier to open up when they were not face to face, the majority described the opposite.
 Patients reported enjoying a break from the pressures of “normal” life, e.g., visiting restaurants.

Negative Experiences

Increased isolation and fragmentation
Family members were less likely to attend appointments with the young person which all participants
reported as a major issue with lockdown restrictions. Family-based treatment (FBT) did not lend itself to
virtual or telephone therapy as it was hard to include everybody in the process. Endings felt more abrupt,
incomplete and individuals were left feeling more anxious about relapse. Staff also reported reduced
capacity to monitor physical health in the community as other sites were not in full operation. At the
beginning, there was only one practitioner on site which practitioners found very “lonely”. Practitioners
said they found it harder to make decisions about risk, or care plans, when there was nobody else on site.
Staff that remained working from home described being left with “strong feelings” at the end of a di�cult
day, which could leave them feeling stressed in a place they could usually relax.
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Altered relational experiences
The restrictions changed the experience of relationships and contacts. Staff and patients reported �nding
it di�cult to wear PPE and talk in face-to-face sessions. Patient reported preferring not to wear PPE, and
�nding the video sessions easier as they did not have to talk through a mask.

Using technology impacted on the quality of experience within services. Staff, patients and parents/carers
all preferred having some face-to-face contact. Patients found it frustrating if they experienced
technological di�culties whilst sharing their feelings as it was di�cult enough in to “open up” and
“share”. Staff found it hard not having access to a printer to give out material for people to take away.
Patients said that in some ways the video sessions felt “less real”, and that they also felt under less
pressure from services if they were not being seen. Patients reported feeling like they could easily get out
of the situation if they wanted to by hanging up. This was positive in some ways, but others reported that
they needed a “check in” and “eyes on” to resist the demands of anorexia. Some patients described
feeling like they needed to be “uncomfortable to get comfortable again.” Whilst patients may have opted
not to come in if they had a choice, they acknowledged that it was necessary to experience the feelings
they did in sessions to make a full recovery.

Families and patients reported that telephone consultations were more likely to be shorter. All participants
felt telephone sessions were least effective. Staff commented that having face-to-face sessions was vital
at the beginning of a patient’s journey, when individuals needed more intensive input. Patient described
struggling to open up with people they �rst met online, as it was hard to trust someone without meeting
them. Patients and parents described feeling like it was not always clear if they were allowed face-to-face
contact, or not. Patients said they would avoid asking for something different to what was offered as they
did not want to put pressure on the NHS.

Some staff found that working virtually affected their role and made the work less satisfying. Others
reported that it affected team support and morale. For a new member joining the team, it was a harder
experience being inducted and understanding processes. Virtual MDTs could go on for longer as it was
harder to read the cues of attendees and know when to stop. Virtual MDTs were described as being more
task orientated, although staff commented this was likely impacted by increased service pressures too.

Increased acuity and more pressure
Parents reported �nding it more intense offering support to their child whilst working from home, and
without the support from school. Staff were generally much more likely to comment on the increased
pressure on the service. Staff reported having more referrals and more presenting risk in the cases that
were referred during lockdown. They also report missing the travel time to “switch off” and have a break
from work. Many staff reported working longer hours from home and over working. Staff talked about
increased pressure managing their home life during a pandemic, in particular, having to care for their own
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children from home whilst providing a clinical service. One staff member reported that the childcare
provision during pandemic did not align with the hours of service provision. 

Patients felt it was unfair that “pubs could open” but mental health services were not prioritised. Patients
and their parents described struggling with a lack of routine and structure. Patients also said they found
they were more likely to spend time on their phones and be exposed to social media which hindered their
recovery.

Discussion
This is the �rst mixed methods study exploring how patients, families and staff are experiencing the new
ways of working driven by COVID-19 in a young person’s eating disorder service. Although there was no
difference in service satisfaction before COVID-19 and during COVID-19, face-to-face was the preferred
type of appointment for patients, parents/carers and staff. Despite inviting all patients open to the service
and their parents/carers, the small sample size is a limitation of the study. We also recognise there is
likely to be a self-selection bias with regards to the sample, as those who are in the later stages of
treatment are more likely to have the time and motivation to respond. However, staff will be seeing
patients at all stages of their recovery and their answers re�ect this. This may explain the disparity
between staff and patients perceptions of how young people are coping in lockdown. The key changes to
service provision were centred on the restriction measures implemented by the government and the use of
virtual services to provide treatment. Below we will outline the key themes identi�ed before making
clinical recommendations to guide service delivery.

4.1 Locking down but ramping up

Despite being forced to minimise direct patient contact, the service reported an increase in referrals and
inpatient admissions during lockdown. This implies that the pandemic is not only having a negative
impact on those who already have an eating disorder as suggested by Branley-Bell and Talbot (2020), but
it is also increasing the likelihood of young people developing an ED. Patients reported having less
distractions and more exposure to social media was a negative consequence of the lockdown restrictions
on recovery; which is commensurate with other recent research (Branley-Bell & Talbot, 2020; Fernández‐
Aranda et al., 2020). Parents/carers expressed concerns about obtaining food from the shops and
described the experience of caring for a child with an eating disorder as more intense. All participants
described a frustration with the government guidelines. In particular, patients felt it was unfair that “pubs
could open” but mental health services widely could not. Staff commented on the di�culties of limiting
service provision, whilst dealing with more referrals. At a time of increased need, and more presenting risk,
service delivery was compromised.

4.2 The Silver Lining

Online/virtual treatments were recommended to reduce the risk of viral transmission (Fernández‐Aranda
et al., 2020) and as a result, EDYS had to quickly adopt remote consultations. Only 42% of patients that
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took the survey had experienced face-to-face appointments. Despite most individuals favouring face-to-
face contact, having the �exibility to use different mediums improves ease and access. Appointments
would no longer limited by room availability or parent/carer availability. Attending appointments from
home can also reduce treatment burden through reducing travel and limiting the associated costs (e.g.
public transport fares, petrol, and parking). Furthermore, using emails would not previously have been part
of practice, but was greatly valued by patients. Staff reported an improved knowledge of online support
available for the young people they were seeing, which may continue to bene�t current and future
patients. Service satisfaction did not change during COVID-19 despite the signi�cant changes to service
provision.

4.3 Timing is everything

Given the evidence for intensive interventions at the early stages of an ED (Currin & Schmidt, 2005;
Fukutomi et al., 2020), it is unsurprising that all participants felt face-to-face contact was crucial at the
beginning of treatment. Staff felt that virtual appointments were inappropriate for high risk patients given
the di�culty of adequately assessing physical and mental health risks remotely (Keshen et al., 2020). In
line with this, patients felt they needed the face-to-face contact to resist the demands of their ED. At the
right time, virtual appointments can be effective and act as a step down. ED services must carefully
assess when it is appropriate to start using virtual interventions for their patients, on a case to case basis.
Introducing virtual methods when they are deemed as effective can also increase availability of rooms for
the cases where face-to-face contact is vital. It should also be considered, that the absence of face-to-face
appointments before discharge, left parents feeling like endings were abrupt, leaving them with more
anxieties about the cease in support. Careful consideration of the implementation of virtual methods will
maximise the chance of them providing a positive addition.

4.4 Learning from the losses

A lack of time to prepare, made changes to services more challenging. In this sample, patients and their
carers felt there was a lack of support for whole families during restrictions. Given that FBT is advocated
as the evidence-based intervention for child and adolescent eating disorders (Lock & Grange, 2019), it is
important that services ensure that the family are not forgotten. As it was generally felt that FBT was less
effective virtually, careful planning must go into how services can involve and support families moving
forward. Despite lockdown measures easing, staff reported still being restricted to one parent per session.
A balance of risks should be considered as families are within the same “bubble” and pose limited
additional risk, whereas the reduction in treatment effectiveness could be life threatening.

Over time, access to technology has improved but many individuals still struggle to navigate this without
guidance. All participants reported issues with connectivity, which had a negative impact on engagement
in sessions. As virtual interventions are also only accessible to patients and families who have the
relevant devices, there is a risk of services becoming less inclusive. Being aware of the barriers to
accessing services virtually and at home is of paramount importance.
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Restrictions also involved limiting the number of clinicians allowed onsite, leaving staff feeling lonely and
isolated, which has also been found in other studies (Brooks et al., 2020; Lai et al., 2020). Staff reported
missing the support of their colleagues and were left with strong feelings to manage alone; whether that
be in the hospital or at home. Staff found it harder to make decisions about risk or care plans when there
was nobody present to discuss this with. This must be considered alongside other challenges of working
remotely, such as the ability to switch off and stay well. While the service kept running and remained
effective, we must wonder at what cost? Staff were less likely to comment on their successes and
described working extra hours, whilst struggling to manage caring commitments at home. The negative
psychological effects of the pandemic include higher rates of burnout, PTSD, anxiety and depression in
NHS staff (Greenberg et al., 2020). It is now even more important to look after the health and wellbeing of
NHS Staff, as called for in the NHS People Plan (2020-2021).

Conclusions
The Covid-19 global pandemic and the associated lockdown restrictions increased the pressure on a
young person’s specialist eating disorder service in the UK. The service saw a marked increase in the
number of referrals received and more acute presentations in those referred. The elevated levels of risk
felt harder to manage with restrictions to service provision. Despite the signi�cant changes to service
delivery, a high-quality eating disorder service can still be offered during lockdown restrictions. Email
contact with practitioners improved responsiveness and was perceived as a positive change. Virtual and
telephone appointments increased �exibility within the service and improved autonomy for practitioners.
However, the quality of the relational experience is altered online and through virtual mediums. In the
context of appointment types, patient choice must be carefully considered, as individuals may want to
resist pressure and providing face-to-face appointments is necessary in the treatment of acute anorexia.
Including parents/carers in treatment plans is essential and appointments with multiple people in a room
need to be prioritised for family-based treatments. A mixture of appointment types is likely to be the most
effective in the treatment of eating disorders in young people. Those providing services may face new
and intense pressures, putting practitioners at an increased risk of burnout. Multiple practitioners on site
are required to support decision making about risk and to share ideas to deliver MDT working. Supporting
NHS staff is a vital part of continuing to deliver high quality NHS services.
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Figures

Figure 1

Percentage of agreement (strongly disagree [1] to strongly agree [5]) for patients, parents/carers and staff
on how young people with eating disorders are coping in COVID-19
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Figure 2

Types of appointments experienced during COVID-19: self-reported by patients, parents/carers and staff
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Figure 3

Patient, parent/carer and staff ratings (1st , 2nd or 3rd) of types of appointment based on preference


