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Thesis Abstract 

Section one presents a systematic literature review exploring the effectiveness of interpersonal and 

relational based interventions in eating disorder treatment. Four databases were systematically 

searched, and 22 papers were synthesised using an abridged Synthesis Without Meta-analysis. 

Findings highlighted two effective interventions: Interpersonal Psychotherapy and Compassion 

Focused Therapy. These interventions produced comparable treatment outcomes to Cognitive 

Behavioural Therapy and offered a more stable recovery. Similar mechanisms underpin these 

interventions as they directly address underlying maintaining factors within the self. Clinical 

implications and directions for future research are discussed. 

Section two details a qualitative exploration of voice personification and multiplicity alongside the 

Eating Disorder Voice in young women experiencing an Eating Disorder. A three-layered adapted 

Experience-Based Co-Design approach was implemented. Initial analysis of data gathered in layer 

one and two was presented within layer three to obtain participant’s feedback on the interpretation 

of their stories. Eleven stories of lived experience were then analysed using Narrative Analysis. Three 

chapters emerged: (1) A Continuum of the Eating Disorder Voice experiences, (2) Conflict between 

the Self and the Eating Disorder Voice, and (3) The role of an Eating Disorder Voice in the 

maintenance of an Eating Disorder. Findings indicate a continuum of the Eating Disorder Voice, 

including experiences of voice personification and multiplicity. Furthermore, the results demonstrate 

how the relationship with an Eating Disorder Voice maintains an eating disorder. Clinical implications 

are discussed, including adapting eating disorder treatment to reflect the continuum of Eating 

Disorder Voice experiences.  

Section three contains a critical appraisal, which discusses the methodological and ethical decisions 

and issues that arose while conducting the empirical paper. The paper also offers personal 

reflections and insights into the process of collaborative research and the importance of listening to 

an unheard population. For a glossary of key terms within this thesis see Appendix 3-A.  
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Abstract 

Objective: 1.25 million people in the UK are living with an eating disorder (ED). EDs cause this 

population to be more at risk of mortality than the general population. Interpersonal and relational 

based ED treatments may help to address interpersonal challenges and the relationship with the 

self, others and potentially the ED that may be underlying the individual’s difficulties. A recent 

literature review concluded that addressing the eating disorder voice (EDV) phenomena through 

relational and interpersonal interventions could improve ED treatment outcomes. Therefore, this 

review aims to synthesise the existing quantitative literature on interpersonal and relational 

interventions to establish a novel understanding of their effectiveness in treating EDs.  

Method: A comprehensive search was conducted through PsycINFO, PsycArticles, MEDLINE and 

CINAHL, which yielded 22 studies. The included papers’ samples accounted for 1,895 participants 

(82% female identifying), aged between 17-77-years-old and based in the USA, UK, Sweden, and 

Canada. A suitably abridged Synthesis Without Meta-analysis (SWiM) was conducted to analyse the 

papers, which facilitated transparency in the reporting of the synthesis. Selected papers for review 

were grouped by intervention and then ED diagnosis.  

Results: The synthesis highlighted two prominent interventions as particularly effective; 

Interpersonal Psychotherapy (IPT) and Compassion Focused Therapy (CFT), which produced 

comparable treatment outcomes to Cognitive Behavioural Therapy (CBT), with the added value of 

more stable recovery within a follow up period.  

Conclusions: This review raises the question of whether current treatment pathways are effectively 

addressing maintaining factors in EDs. Future research should examine the long-term outcomes of 

IPT and CFT to solidify their evidence bases. Additionally, further qualitative research is needed to 

understand the EDV phenomenon as a maintaining factor for EDs to further help inform 

interventions and treatment pathways in ED services.  
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Highlights 

• By addressing interpersonal problems rather than ED symptoms directly, IPT produces 

comparable and potentially more stable treatment outcomes to CBT. 

• There are promising results of the effectiveness of CFT in reducing individual’s reliance on ED 

behaviours by improved emotional regulation and self-compassion. 

• There is currently a lack of quantitative research examining whether interpersonal and 

relational interventions can effectively address the EDV. 

Keywords: eating disorders, interpersonal interventions, relational interventions, systematic review  
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Introduction 

The number of young people accessing treatment for eating disorders (ED) has increased by 

25% from 2021 to 2022 (NHS England, 2022). In 2024 Beat, the UK’s leading ED charity, reported 

that 1.25 million people in the UK are living with an ED (Beat, n.d.). EDs are classified as a mental 

health condition where the control of food is used as a coping mechanism for the individual’s 

feelings and their external environment, which may be causing them distress (Branley-Bell & Talbot, 

2021). A defining feature of EDs is the presence of negative beliefs about oneself, the body, eating, 

and weight. These beliefs contribute to the development of behaviours such as restricted eating, 

binge eating and compensatory behaviours, such as induced vomiting (National Institute for Health 

and Care Excellence [NICE], 2017).  

The presence of different ED behaviours determines the individual’s diagnosis. Although 

different EDs share many similarities, typical diagnostic categories within the Diagnostic and 

Statistical Manual of Mental Disorders (DSM) (American Psychiatric Association, 2013) include 

Anorexia Nervosa, Bulimia Nervosa, Binge Eating Disorder (BED), Eating Disorder Not Otherwise 

Specified (EDNOS)1, Avoidant Restrictive Food Intake Disorder (AFRID), Pica and Rumination 

Disorder. The psychological and physical impact of these negative beliefs and behaviours often 

maintains the ED difficulties, resulting in people with an ED being up to 5.35 times more at risk of 

mortality from malnutrition and suicide compared to the general population (Cliffe et al., 2020; 

Fichter & Quadflieg, 2016; Mitchell & Crow, 2006). Consequently, the effective treatment of EDs and 

prevention of relapse is a clinical priority.  

The vicious cycle of using ED behaviours as a coping mechanism, which inadvertently 

reinforces these behaviours, results in poor treatment outcomes and significant relapse rates within 

 
1 In 2013, the diagnosis “Eating Disorder Not Otherwise Specified” was changed to “Other Specified 

Feeding or Eating Disorder” (OSFED) in the fifth edition of the Diagnostic and Statistical Manual. The language 
used within this literature review reflects the diagnostic terms utilised within the literature. 
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this population. The low rates of reaching and maintaining recovery is a consistent issue across 

different ED diagnoses, with BED demonstrating remission rates in adults between 52-62%, and a 

relapse rate of 20-60% (Kober & Boswell, 2018; Wilson et al., 2010), and the relapse rates for 

anorexia nervosa in female adults ranging from 9% to 65% (Carter et al., 2004; Keel et al., 2005; 

Walsh et al., 2006). Possible explanations for this wide range in relapse rates may be the diverse 

number of interventions examined or the varied samples included, as research has shown that 

adults with a longer duration of an ED were less likely to benefit from psychological treatment due 

to their reliance on ED behaviours being more entrenched (Cooper et al., 2016). The current NICE 

guidance for the treatment of EDs recommends Cognitive Behavioural Therapy (CBT), Maudsley 

Anorexia Nervosa Treatment for Adults (MANTRA) or Specialist Supportive Clinical Management as 

the interventions for adults diagnosed with anorexia nervosa. For adults diagnosed with BED and 

bulimia nervosa guided self-help or CBT are recommended. Family Therapy is also recommended for 

young people diagnosed with anorexia nervosa and bulimia nervosa (NICE, 2017). However, the poor 

treatment outcomes and significant relapse rates may suggest that the interventions currently 

offered for EDs are not addressing crucial maintaining factors, such as the eating disorder voice 

(EDV).  

In the last decade, research has highlighted a common voice-hearing phenomena 

experienced by 94.5% of those living with an ED (Noordenbos et al., 2014). The phenomena, coined 

the EDV, is typically an internally based voice that comments primarily on the person’s eating, body 

shape, and weight (Pugh, 2016). The term encapsulates wider voice-hearing experiences for people 

with EDs, such as the ‘anorexic voice’ which is specific to people with anorexia nervosa. The anorexic 

voice instructs the individual to restrict their eating to achieve a lower body weight (Pugh & Waller, 

2017), whereas the EDV may comment negatively on eating behaviours or body image more broadly. 

Accounts of the EDV phenomena demonstrate that during early stages of an ED, the voice is 

perceived as a source of companionship. Over time, the voice can shift to a critical and controlling 

entity, which individuals compare to an abusive relationship (Noordenbos & Van Geest, 2017). This 
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relationship causes the person to feel entrapped by the EDV, and is associated with feelings of fear, 

loneliness, helplessness, and unworthiness (Tierney & Fox, 2010; Williams et al., 2016; Williams & 

Reid, 2012). As the EDV demands obedience from the individual to engage with ED behaviours, it 

subsequently plays a crucial role in the maintenance of negative eating patterns, including negative 

beliefs and compensatory behaviours (Pugh & Waller, 2017). The relative power held by the EDV has 

been shown to positively relate to increased severity of an ED and negative eating behaviours 

(Noordenbos et al., 2014; Pugh & Waller, 2016). Although little is known about the aetiology of the 

EDV, research has hypothesised that improving an individual’s belief about their EDV and their ability 

to respond to it could moderate the relationship and reduce the perpetuating power the EDV has on 

the ED behaviours (Pugh, 2016). In summary, research has identified the EDV is a contributing factor 

across an individual’s journey of living with an ED and the inclusion of addressing the EDV within 

treatment has the potential to aid recovery. The presence of a relationship with the EDV is why 

relational and interpersonal therapies may be particularly effective. 

Research exploring whether altering the relationship with the EDV reduces ED behaviours is 

beginning to emerge. A literature review conducted by Duncan et al. (2015) highlighted that for 

those diagnosed with anorexia nervosa, regaining control by challenging the EDV’s negative 

statements in treatment enabled participants to understand that their ED behaviours do not provide 

them with control, allowing them to reject the EDV and move towards recovery. Furthermore, a 

qualitative study interviewing women in recovery from anorexia nervosa highlighted that an 

increased sense of self shifted the power held by the EDV back to themselves, which enabled them 

to regain control (Jenkins & Ogden, 2012). More recently, preliminary findings suggest that 

interventions such as Voice Dialogue, which can focus directly on the EDV within treatment, could be 

effective in altering the relationship between the person and their EDV, to increase motivation for 

recovery (Chua et al., 2022). Therefore, integrating this intervention into treatment pathways may 

improve treatment outcomes.  
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Voice dialogue is also an effective intervention for those experiencing psychosis (Hayward et 

al., 2017). The EDV shares phenomenological similarities with pseudo-hallucinations as it is an 

internally based experience rather than externally generated (Pugh & Waller, 2017). Yet, it differs 

from pseudo-hallucinations as the EDV may shift between inner speech and auditory hallucinations 

on the continuum model of voice-hearing (Baumeister et al., 2017; Pugh, 2016; Pugh et al., 2018). It 

is worth noting that the studies that explored addressing the EDV within ED treatment focused on 

anorexia nervosa exclusively, and further research is needed to understand this difficulty that 

impacts recovery from the wide spectrum of ED diagnoses.  

As research exploring the EDV is in its infancy, Aya et al. (2019) aimed to synthesise the 

available literature through a systematic literature review, to identify gaps within our knowledge and 

understanding of the EDV. They concluded that addressing the EDV by implementing relational and 

interpersonal approaches within ED treatment has the potential to improve treatment outcomes. 

Relational and interpersonal approaches differ from the recommended treatment of CBT as they 

focus on addressing the role of relationships and interpersonal challenges, within the self and with 

others, on an individual’s difficulties  (Markowitz & Weissman, 2012; Wachtel, 2007), rather than 

dysfunctional cognitions and behaviours (Kennerley et al., 2016). Therefore, building upon the 

recommendations from Aya et al (2019), the present systematic literature review aims to review and 

report on the effectiveness of interpersonal and relational based interventions for people with an 

ED. By synthesising the existing research focused on these approaches, this literature review will 

establish a novel and timely account of the effectiveness of interpersonal and relational based 

interventions in treating EDs and identify priorities for future research to improve efficacy and 

access within NHS services. An initial scoping search highlighted there was not enough qualitative 

research within this field to conduct a mixed methods literature review. Furthermore, quantitative 

research, which can indicate measurable changes of ED behaviours following completion of 

interventions, may provide more insight into the effectiveness of interpersonal and relational based 
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interventions. Therefore, this literature synthesised solely the quantitative research available within 

this field. 

Methods 

This systematic review was prospectively registered on PROSPERO (ID: CRD42022371211) 

prior to commencing literature searches and is reported in line with the PRISMA 2020 guidelines 

(Page et al., 2021).  

Eligibility Criteria 

Quantitative studies that reported the outcomes for either relational or interpersonal 

interventions for EDs were eligible for inclusion. Papers were excluded if they were secondary 

literature, were not published in English, if a full-text version was not available or if they had not 

been peer reviewed. All participants within studies required an ED diagnosis to be included, however 

there were no restrictions on age. The following diagnoses were excluded: AFRID, Pica, Rumination 

Disorder and, Orthorexia. These terms were excluded because Orthorexia is not currently recognised 

as a separate ED and the remainder of the excluded diagnoses are characterised as feeding disorders 

as they can be diagnosed in the absence of body image disturbances (Goday et al., 2019). 

Interventions that were interpersonal and relational based were included (See Appendix A). Despite 

being a third wave approach, Compassion Focused Therapy was included as a relational based 

intervention due to the themes of flows of compassion towards the self and others, and the 

development of compassionate other. It’s inclusion and the weighting of the terms included within 

these intervention categories were critically reflected on within supervision as they may have 

informed the review. Studies that utilised behavioural based interventions, e.g., CBT, Dialectical 

Behavioural Therapy (DBT) and Acceptance and Commitment Therapy were excluded because they 

do not target interpersonal or relational difficulties within the intervention. Furthermore, 

interpersonal, or relational interventions that were integrated with behavioural approaches were 
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also excluded to ensure this literature review is the first to present the effectiveness of interpersonal 

and relational based interventions in isolation from other approaches.  

Information Sources and Search Strategy 

Studies were obtained in November 2022 by searching the following databases: APA 

PsycINFO, APA PsycArticles, MEDLINE Complete and CINAHL. A Boolean search strategy was 

generated with the support of the Health and Medicine Faculty Librarian, John Barbrook (See 

Appendix B). To capture the relevant studies, three search terms were expanded upon: Eating 

Disorders, relational interventions, and interpersonal interventions. These individual search terms 

were tested and adapted to ensure they were highly sensitive, and subsequently combined to create 

the finalised Boolean searches. The searches focused on title/abstract/keywords to identify relevant 

studies and was repeated across the four databases.   

Synthesis Methods  

A Synthesis Without Meta-analysis (SWiM) methodology (Campbell et al., 2020) was 

followed, which was beneficial because it allows transparent reporting of a recognised synthesis 

method of quantitative studies. However, the original SWiM method was adapted by excluding 

stages of the method that involved additional analysis of the data, to achieve a synthesis in 

accordance with DClinPsy course requirements. This adaptation was agreed through discussions with 

members of the DClinPsy course and in supervision.  

The adjusted methodology involved dividing the studies for review into an interpersonal 

focused group and a relational focused group to ensure the review addressed its proposed question. 

Papers were then further grouped by the specific ED diagnosis where appropriate (See Appendix C). 

The papers were reviewed to establish a standardised metric; a measure used consistently across 

the papers when reporting the effectiveness of interventions to allow for a comparison between 

results to be made. It was established that 72.7% of the selected papers utilised the Eating Disorder 
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Examination Interview (EDE-I) (Cooper & Fairburn, 1987) or the subsequently adapted Eating 

Disorder Examination Questionnaire (EDE-Q) (Fairburn & Beglin, 1994). This measure provides data 

on the frequency of ED behaviours alongside subscales which demonstrate the severity of ED 

pathology. These include restraint, eating concern, shape concern and weight concern. These 

subscales can be combined, and the result divided by the number of subscales to obtain a “global” 

score. The papers that utilised this measure concluded the effectiveness of the examined 

intervention by comparing pre- and post-treatment scores on the EDE-Q or EDE-I. Within this review, 

the reported results of the standardised metric within the included papers were subsequently 

collated, synthesised and critiqued to assess the overall effectiveness of interpersonal and relational 

based interventions. The remaining results of the selected papers, which did not assess ED pathology 

using the standardised metric, were then reviewed and the direction of the effect for the examined 

intervention was considered within the synthesis.  

Quality Assessment 

The Quality Assessment tool for studies with diverse designs (QATSDD) (Sirriyeh et al., 2012) 

was used to critique the relevance and methodological quality of the included studies (See Appendix 

D). The QATSDD was selected as it provides a standardised approach to assessing the quality of a 

collection of studies that address the same research question with various designs and approaches, 

compared to other tools, which require all papers to have a consistent study design such as a 

randomised control trial.  

Findings 

Study Selection 

Initially, a total of 984 papers were retrieved and exported to EndNote20, duplicates and 

non-English language papers were subsequently removed. The title and abstracts of the remaining 

640 papers were screened in Rayyan based on the inclusion criteria, after which 198 papers were 
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retrieved and read in full to assess their eligibility for inclusion. The predominant reasons for articles 

being excluded were due to them being secondary literature articles (n=85), the outcome of the 

implemented intervention was not included (n=35), the intervention included was not interpersonal 

or relational focused (n=21), and the interventions included were integrated with CBT (n=14). 

Following this process, 22 papers remained for inclusion (see Appendix E.). These articles and the 

decision-making process behind their selection were peer reviewed, and subsequently discussed 

within supervision, before their inclusion was finalised.  

Quality Assessment 

The scores of the QATSDD quality assessment tool of the selected papers ranged from 19 to 

36, out of a maximum score of 42, indicating moderately low to high quality research. During this 

process, a fifth of the papers were peer reviewed and discrepancies in scores were critically 

discussed prior to commencing the synthesis methodology. The recommended guidance from the 

authors of the QATSDD demonstrates that studies with a score above 25 are at a low risk of bias, 

whereas those scoring below 25 are at a higher risk of bias (Sirriyeh et al., 2012). Due to there being 

a paucity of research within this field, there was no threshold score for papers to meet to be 

included in the review. However, following the initial grouping stage of the synthesis, the quality 

assessment scores of the papers and the associated risk of bias were reviewed to ensure 

interpretations from the synthesis were guided by this information and the subsequent results 

presented provided the appropriate weighting to papers of a higher quality. 

Study Characteristics 

Prior to commencing the SWiM methodology, the characteristics of the included papers 

were collated (see Appendix F). The demographics of the participants, including age, gender, and ED 

diagnosis, were also extracted, and synthesised to determine the populations represented within 

this literature review. Within the articles included, all participants were adults, 82% of participants 

identified as female, 5% identified as male, and the gender of 13% is unknown (see figure 1).  
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[INSERT FIGURE 1] 

Interpersonal Interventions Group 

In total, 16 papers, 72.7% of the included papers, focused on interpersonal interventions. 

Within those articles 87.5% examined the intervention Interpersonal Psychotherapy (IPT), with the 

remaining 12.5% of papers exploring Psychodynamic Interpersonal Psychotherapy (PIP) (see figure 

2.) 

[INSERT FIGURE 2] 

Across the interpersonal grouping, the common ED diagnosis held by participants was BED 

(47%). Other diagnoses within this group included Bulimia Nervosa (38%), “Other Eating Disorder” 

(7%), Anorexia Nervosa (7%) and EDNOS (1%) (see figure 3.). It is worth noting that participants 

included in Wilfley et al. (1993), were diagnosed with “non purging bulimia nervosa”. At the time 

Wilfley et al. (1993) was conducted, BED had not been recognised within the DSM, it was then added 

under the diagnoses of EDNOS in DSM-IV (American Psychiatric Association, 1994) and later 

recognised as separate diagnosis in DSM-V (American Psychiatric Association, 2013). Therefore, for 

the purpose of this review, the participants of Wilfley et al. (1993) have been classified as diagnosed 

with BED, and the subsequent results were grouped and synthesised with other papers focusing on 

BED.  

[INSERT FIGURE 3] 

Relational Interventions Group 

The relational interventions group contained 6 papers, which demonstrated a diverse range 

of interventions examined: Compassion Focused Therapy (CFT) (38%), Cognitive Analytic Therapy 

(CAT) (25%), Psychoanalytic Psychotherapy (13%), Family Therapy (12%), and Relational Therapy 

(12%) (see figure 4.) 

[INSERT FIGURE 4] 
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The ED diagnoses within the relational grouping comprised primarily of Anorexia Nervosa 

(60%). Other diagnoses within this group included BED (24%), Bulimia Nervosa (10%), and EDNOS 

(6%) (see figure 5.).  

[INSERT FIGURE 5] 

Results of Synthesis 

Interpersonal Interventions 

Bulimia Nervosa 

All papers within this subgroup (n=5) examined the effectiveness of IPT as an intervention 

for Bulimia Nervosa with varying results. With the exception of Jones et al. (1993), all others utilised 

the standardised metric of either the EDE-I or EDE-Q which will be explored first. 

When examined in a naturalistic design, where there was no control condition, Bäck et al. 

(2020) found that a full course of 16 sessions of IPT significantly improved all EDE-Q subscale scores. 

At post-treatment, 77% of the participants were considered to be remitted or have shown a 

reduction in their ED symptoms. However, Mitchell et al. (2002) found that when IPT was compared 

to a course of antidepressants (fluoxetine, or desipramine), there was no significant difference in 

abstinence rates of bingeing and purging behaviours between the conditions. Participants within this 

research study had been categorised as “non-responders” to previous CBT treatment. Furthermore, 

the data provided was incomplete, as recovery within this paper was based solely on abstinence 

rates as other post-treatment EDE-I subscale scores were not available. In summary, when examined 

in isolation, IPT is deemed to be an effective treatment for EDs yet may not be more effective than a 

medication-based treatment pathway. 

The majority of papers within this subgroup focused on comparing IPT to CBT in randomised 

control trials. Agras et al. (2000) found that overall CBT was more effective in reducing both binge 
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eating and purging behaviours than IPT. A slightly higher percentage of participants classified as 

recovered, who had not engaged in binge eating or purging for the previous 28 days, at the end of 

treatment remained recovered at follow up in the CBT condition compared to the IPT condition. 

However, there were no significant differences between the two treatments at follow up. 

Furthermore, the conditions did not significantly differ on other EDE-I subscales including weight and 

shape concern. These results are partially consistent with Chui et al. (2007), who demonstrated that 

overall CBT yielded higher rates of abstinence from bulimia nervosa than IPT across all ethnicities 

included in the study. However, there was a significantly greater reduction in binge eating 

behaviours in Black African- and Caribbean heritage participants in the IPT condition. The results 

illustrated by Jones et al. (1993) were also consistent with Chui et al. (2007) and Agras et al. (2000). 

Improvements in ED behaviours were measured in this paper through self-report binge eating and 

purging episodes and the Eating Attitudes Test (Garner & Garfinkel, 1979), rather than the 

standardised metric identified in this review. Their results indicated that although IPT did decrease 

the frequency of binge eating and purging, this effect ceased by the fifth session yet remained stable 

for the remainder of the treatment. Whereas the decrease observed in the CBT condition was 

consistent and significantly lower rates compared to IPT were reported at the end of treatment. 

Overall, it was consistently reported that CBT yielded more effective treatment outcomes for bulimia 

nervosa than IPT. 

Anorexia 

Both articles within this subgroup utilised a randomised control trial to compare the 

effectiveness of IPT, CBT and non-specific or specialist supportive clinical management (SSCM) in 

treating anorexia nervosa. McIntosh et al. (2005) concluded that IPT was the least effective of the 

three conditions. At post-treatment, the results indicated that the changes in participants’ scores 

across the four subscales within the EDE-I were inferior in the IPT condition when compared to SSCM 

and CBT. These results at post-treatment are echoed by Carter et al. (2011) however, they included a 
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follow up assessment within their study design. At this 5-year follow up, participants who had 

received IPT had significantly improved since post-treatment to an extent that there was no 

significant difference across the three conditions on the EDE-I subscales. Furthermore, a higher 

percentage of those who received IPT no longer suffered from symptoms of anorexia at follow up 

compared to CBT and SSCM.  

Binge Eating Disorder 

The papers within this subgroup (n=6) examined the effectiveness of two interpersonal 

based interventions, PIP (n=2) and IPT (n=4), in the treatment of BED.  

Within research conducted by Tasca et al. (2013), participants received 16 weeks of group 

PIP, they were matched and divided into low and high attachment anxiety groups. The researchers 

used the EDE-I to assess the frequency of binge eating episodes, changes in frequency indicated 

participants’ level of improvement and recovery. Across both groups, the intervention significantly 

reduced the number of days binged from pre- to post-treatment, with continued improvement at a 

12 month follow up. These results mirror those found in an earlier study by Tasca et al. (2006). This 

randomised control trial compared two group-based interventions, PIP and CBT, to a control 

condition. Instead of utilising the standardised metric, binge eating frequency was self-reported by 

participants. They found PIP and CBT achieved similar reductions in the frequency of binge eating 

episodes at post-treatment and follow up.  

The remainder of the papers within this subgroup were randomised control trials which 

demonstrated consistent results regarding the effectiveness of IPT for BED. With the exception of 

one paper which will be outlined last, binge eating episodes were assessed by the standardised 

metric of the EDE-I.  

In research conducted by Wilson et al. (2010) the IPT condition was compared to guided self-

help CBT (CBT-gsh) and, behavioural weight loss (BWL) treatment conditions. The results found no 
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significant difference between the conditions on binge eating frequency, at post-treatment. 

However, at a 2 year follow up, both IPT and CBT-gsh were able to maintain these reductions 

significantly more than the BWL condition. These results are partially consistent with those reported 

by Hilbert et al. (2012). When comparing IPT to CBT four years after treatment cessation, they found 

both conditions yielded comparable long-term remission rates from binge eating and significant 

reductions in associated ED symptoms. However, although the recovery rates of both treatments did 

not differ at any time point, they found IPT produced high stability in binge eating abstinence 

whereas those who received CBT were more likely to relapse. This was also echoed in the reduction 

of ED symptoms during the follow up period. These differing response rates to treatment were 

further investigated by Hilbert et al. (2015). Participants received either CBT-gsh, IPT, or BWL and 

were categorised as rapid responders if they exhibited a reduction of 70% or above in their binge 

eating episodes by the fourth session. If they did not, they were considered non-rapid responders. 

Those considered rapid responders in CBT-gsh showed significantly more improvement in their binge 

eating frequency than non-rapid responders. Whereas the results for the IPT were more stable with 

rapid and non-rapid responders having higher remission rates than non-rapid responders in CBT-gsh 

and BWL.  

An earlier study conducted by Wilfley et al. (1993) compared group CBT and group IPT to a 

wait list control condition. The primary outcome within this paper was binge eating frequency, which 

was measured using a self-report method. The results are consistent with those outlined above, as 

at both post-treatment and subsequent follow up assessments the two treatment conditions had an 

equally reduced and stabilised binge eating frequency within participants.  

Mixed Eating Disorder Diagnoses 

Of the included papers, three comprised of participants with varied ED diagnoses including 

Bulimia Nervosa, BED, EDNOS and “Other eating disorder”. Therefore, they were separated into the 

Mixed Eating Disorder Diagnoses subgroup.  
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In a study conducted by Arcelus et al. (2009), all participants were diagnosed with either 

bulimia nervosa or the bulimia nervosa subtype of EDNOS and received 16-sessions of IPT. The 

results indicated a significant reduction in all EDE-Q subscales at post-treatment with the majority of 

participants classified as recovered or remitted. These results remained significant three months 

post-treatment. The largest reductions were observed within the first eight sessions, and there was 

no significant difference in ED symptomatology between the mid-point review and the end of 

treatment. These results are supported by Arcelus et al. (2012) who compared a shortened version 

of IPT (10 sessions), to the original 16-session structure and a wait list control group through 

matched pairs samples by gender and ED diagnosis. There was no significant difference between the 

different length treatments, with participants in both conditions showing a reduction in all EDE-Q 

subscales and global score. However, when compared to CBT these results are not echoed. A 

randomised control trial conducted by Fairburn et al. (2015) compared participants who received 

either a 20-week course of CBT or IPT. Within this paper, participants were considered in remission 

at post-treatment if their global EDE-I score was below 1.74, a clinical threshold suggesting they 

would no longer meet the requirements for an ED diagnosis. Of those who received CBT, 66% were 

in remission at post-treatment compared to 33% of participants that received IPT. At follow up, 

many participants in the IPT condition made significant improvements however, the remission rates 

within the CBT condition remained significantly higher.  

The synthesis of the included papers within the interpersonal grouping demonstrated 

varying results in the effectiveness of interpersonal interventions in the treatment of EDs. Despite 

this, grouping by ED diagnosis highlighted that interpersonal interventions were consistently 

reported as effective in the treatment of BED. It is worth noting that samples included within the 

papers comprised mainly of participants diagnosed with bulimia nervosa, or BED (Figure 4). Finally, 

the synthesis highlighted that improvements in IPT conditions were frequently expressed slower and 

consequently were not observed until follow-up.  
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Relational Interventions 

Anorexia 

Both papers within this subgroup, Treasure et al. (1995) and Dare et al. (2001), examined the 

effectiveness of various relational based interventions in treating anorexia nervosa. Although neither 

paper utilised the standardised metric, the EDE-I or EDE-Q, within their research, both used the 

standardised psychiatric interview (Morgan & Russell, 1975) to assess ED pathology.  

In a randomised control trial, comparing a CAT treatment condition with an educational 

behavioural treatment (EBT) condition, Treasure et al. (1995) found at a one year follow up 

assessment 40% of participants who received CAT had maintained a good outcome of a body weight 

within 15% of the average body weight, compared to 20% in the EBT condition. Overall, there was 

no significant differences between the two conditions. However, these results were not supported 

by Dare et al. (2001). Their randomised control trial included psychoanalytic psychotherapy, CAT and 

family therapy compared to a routine treatment control condition. The results showed 

psychotherapy and family therapy produced significantly more weight gain compared to the control 

condition, whereas the weight gain in the CAT treatment did not meet statistical significance. The 

majority of the participants within this research remained abnormally underwent post-treatment.  

Binge Eating Disorder 

Kelly and Carter (2015) conducted a randomised control trial to examine the effectiveness of 

a self-guided self-compassion training, derived from CFT, compared to a behavioural-based self-

guided training. The EDE-Q was used to assess for ED symptoms pre- and post-treatment. The results 

indicated that the self-compassion training led to significant changes to the participants global EDE-

Q score, and the eating and weight concerns subscales compared to the behavioural-based 

treatment.  
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Another randomised control trial focused on BED was conducted by Tantillo and Sanftner 

(2003), which compared relational therapy to CBT. Both treatments were a 16-week group-based 

intervention. The frequency of binge eating episodes was measured using a self-report method. 

There were no differences found between relational therapy and CBT in their overall effectiveness, 

with both conditions showing a significant reduction in binge eating episodes post-treatment and at 

follow up assessments.  

Mixed Eating Disorder Diagnoses 

The samples of the two papers within this subgroup comprised of those diagnosed with 

anorexia nervosa, bulimia nervosa, BED and EDNOS. Therefore, they were grouped into the Mixed 

Eating Disorder Diagnoses subgroup. Both papers utilised the EDE-Q to measure changes in ED 

symptoms.  

Kelly et al. (2017) conducted a randomised control trial comparing the effectiveness of CFT 

against a treatment as usual condition (TAU), which consisted of non-manualised therapy based on 

CBT and Dialectical Behavioural Therapy (DBT). The results demonstrated that participants’ global 

EDE-Q scores significantly decreased over treatment in the CFT condition, whereas those who 

received TAU did not.  

Williams et al. (2017) also examined the effectiveness of CFT. This paper retrospectively 

evaluated data from participants who had received CFT during their ED treatment. The results 

indicated a significant decrease across all the EDE-Q subscales and global score from pre- to post-

treatment. However, the majority of participants were not considered in remission despite 

demonstrating clinically reliable improvement on their EDE-Q scores.  

In summary, the synthesis of this grouping demonstrates that there is a paucity of research 

examining relational based interventions for the treatment of EDs. The key findings suggest that CFT 
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shows promising results as an effective treatment option. Finally, the samples of the included papers 

comprise primarily of participants diagnosed with anorexia nervosa. 

Discussion 

This systematic review aimed to synthesise and interpret the existing quantitative data 

exploring the effectiveness of interpersonal and relational based interventions in treating EDs. In 

total, 22 papers were synthesised and subsequently categorised into interpersonal and relational 

groups. This review provides a novel and timely contribution to clinical psychology by highlighting 

two prominent interventions, IPT and CFT, as effective not only in the treatment of EDs, but in 

potentially stabilising recovery within this high-risk population. Future research should aim to 

examine the long-term outcomes of IPT and CFT to further solidify their evidence bases. Overall, this 

review aims to help inform and improve the current treatment pathways within ED services to 

ensure clinicians are striving to improve the poor recovery rates from EDs. 

Interpersonal Interventions 

Of the included papers, 16 focused on interpersonal interventions. The majority of these 

papers demonstrated that the implementation of interpersonal interventions, such as IPT and PIP, 

are effective in the treatment of EDs. These effects were seen in particular for the treatment of BED, 

which was consistently reported to respond positively to interpersonal based treatment. Whereas, 

for other examined diagnoses the reported treatment outcomes across the literature are more 

mixed. Overall, the results reported across these studies consistently evidenced that participants 

receiving interpersonal based treatment showed a significant reduction in their ED symptoms, and in 

many cases could be considered to no longer meet the diagnostic criteria for an ED diagnosis. This 

may be due to interpersonal based interventions improving an individual’s ability to regulate their 

emotions, which may have been previously managed through ED behaviours. Furthermore, six of 

these papers concluded that in randomised control trials, IPT or PIP achieved treatment outcomes 

that were as effective as the nationally recommended treatment, CBT. However, this conclusion was 
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not consistent across the papers within this grouping as five papers reported that the outcomes 

produced by CBT treatment were superior to those produced by interpersonal based interventions. 

Therefore, these results suggest integrating interpersonal based interventions into treatment 

pathways alongside CBT may be beneficial, especially for those diagnosed with BED.  

Upon further examination of these results comparing specifically IPT to CBT, a pattern of 

delayed improvement in the IPT conditions was observed. Within Carter et al. (2011), they found 

that IPT produced a “lag” effect in which the improvement seen in participants’ scores was 

expressed at a slower rate and was subsequently captured at the follow up assessment. These 

delayed improvements led to IPT achieving comparable outcomes to CBT. Yet, risk of bias is a 

potential concern within Carter et al. (2011) due to a limited sample size at the follow up assessment 

which may have hindered the study’s power and ability to detect small effect sizes within the group 

differences and therefore elevating the risk of type II errors. Alongside this, Carter et al. (2011) 

scored below the recommended guidance on the quality assessment tool, which further highlights 

the potential risk of bias. Despite these limitations, evidence of a lag effect was identified in the 

follow up results of papers that were deemed more sound and less at risk of bias by the quality 

assessment tool (Agras et al., 2000; Hilbert et al., 2012). These papers support the conclusions made 

by Carter et al. (2011), as they also observed a lag effect in the outcomes of IPT treatment during 

follow up which were equivalent to those achieved by CBT.  

Additionally, of the papers that concluded CBT was the superior treatment option (n=5), 

three did not include a follow up assessment within their study design (Chui et al., 2007; Jones et al., 

1993; McIntosh et al., 2005). Thus, it cannot be stated whether or not participants who received IPT 

in these studies made additional improvements, following the cessation of treatment, comparable to 

the outcomes within the CBT condition. However, the conclusion that IPT produced comparable 

results to CBT was not consistently found across the included papers that incorporated a follow up 

assessment. For example, Fairburn et al. (2015) demonstrated evidence of a lag effect for the IPT 
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condition yet at follow up CBT remained the more effective treatment. Furthermore, in some papers 

a lag effect was not identified despite the inclusion of a follow up assessment (Arcelus et al., 2009; 

Wilson et al., 2010). Therefore, further research is necessary to add clarity to this field to understand 

this inconsistently reported lag effect in IPT interventions. 

To understand potential explanations for these delayed improvements, we must first 

understand the relationship between interpersonal difficulties and ED symptoms. The IPT-ED model 

suggests that disturbances of the self, such as low self-esteem and poor self-regulation are pivotal to 

the development and maintenance of ED symptoms as they create a self-perpetuating cycle (Rieger 

et al., 2010). In an attempt to manage negative self-evaluation, people engage in ED behaviours, 

however these behaviours instead exacerbate interpersonal problems subsequently intensifying ED 

symptomatology. The aim of IPT is therefore to support improvements in the individual’s 

interpersonal life and relationships to reduce their reliance on the ED for positive esteem (Murphy et 

al., 2012; Rieger et al., 2010). As IPT aims to target ED behaviours indirectly, through the route of 

addressing interpersonal problems, the reduction in symptoms may take longer to be expressed 

compared to treatments directly focused on the ED behaviours. Therefore, creating the lag effect 

observed periodically within the included papers. Furthermore, research has also suggested that the 

focus on interpersonal problems in IPT additionally prepares individuals to manage challenges in 

daily life and reduce a feeling of hopelessness (Bäck et al., 2020). This was supported by the included 

literature as IPT recipients were more stable in their recovery and less likely to relapse during the 

follow up period compared to those who had received CBT (Hilbert et al., 2012; Hilbert et al., 2015). 

In summary, due to IPT addressing difficulties beyond the presenting ED behaviours it may take 

longer for improvements of these symptoms to be expressed and could reduce the risk of an 

individual relapsing.   

Relational Interventions 
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Compared to the interpersonal based grouping, there was significantly less literature 

included within this review that examined relational based interventions. Across the six papers, five 

different therapeutic modalities were studied, and contradictory results reported which therefore 

makes it difficult to draw reliable conclusions on the effectiveness of the treatments. For example, 

one paper demonstrated that the implementation of CAT had increased and maintained body 

weight in participants (Treasure et al., 1995), whereas opposing results highlighted CAT did not 

significantly increase weight gain in participants when compared to psychoanalytic psychotherapy 

and family therapy (Dare et al., 2001). Furthermore, these three interventions were examined in the 

context of treating anorexia nervosa, therefore we cannot state whether consistent or opposing 

treatment outcomes for these interventions would be observed across the different ED diagnoses. 

Similarly, bulimia nervosa and EDNOS were not examined in isolation from other EDs within the 

included papers of this grouping (Kelly et al., 2017; Williams et al., 2017), so we cannot draw 

conclusions from the data on whether any relational based interventions could effectively target 

either of these ED diagnoses directly. Further research is necessary within this area to build and 

solidify the evidence bases for these interventions across the spectrum of ED diagnoses.   

Despite this, one consistent result that emerged within the relational grouping was the 

effectiveness of CFT in treating EDs. Three of the six papers included within this grouping examined 

CFT-based interventions, and consistently reported a reduction in ED symptomology (Kelly & Carter, 

2015; Kelly et al., 2017; Williams et al., 2017). CFT may be beneficial in the treatment of EDs as it 

targets lowered self-compassion, a common difficulty within the ED population, which is negatively 

associated with ED behaviours and shame (Ferreira et al., 2013; Kelly et al., 2014). Qualitative 

research has demonstrated that participants who received CFT reported the treatment enabled 

them to develop a compassionate understanding of their ED and a compassionate mind perspective 

which contributed towards their ED improving (Mullen et al., 2020). In addition to the self-

compassion element of CFT, the three systems model has been in explored in relation to EDs. This 

model categorises emotional regulation into three systems: alertness to threat and protective 
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systems, drive towards rewards and resources, and soothing and safety systems (Gilbert, 2009, 

2014). It has been hypothesised that engaging in ED behaviours may be an attempt to regulate the 

impact of an overactive threat system, in the absence of an effective soothing system (Goss & Allan, 

2010). Therefore, improvements to ED symptoms can be observed in CFT as it enables individuals to 

build an effective sooth system to create a balance between these emotional regulatory systems. 

This ability to activate soothing not only equips them to better regulate their overactive threat 

system but subsequently reduces their reliance on engaging with ED behaviours (Goss & Allan, 2014; 

Mullen et al., 2020).  

Participants across the included papers which examined CFT represent the spectrum of ED 

diagnoses: anorexia nervosa, bulimia nervosa, BED and EDNOS. These diagnoses were primarily 

studied collectively, BED was the only diagnosis to be examined in isolation (Kelly & Carter, 2015). 

Although these diverse samples allow the results to be generalised across the ED diagnoses, the 

study’s designs prevent us from comparing results between the different diagnoses. Therefore, we 

cannot state from these papers whether one diagnosis benefitted more from CFT than another.  

Furthermore, it is important to acknowledge the quality and limitations of these papers 

when exploring these results. Research conducted by Williams et al. (2017) was completed 

retrospectively by obtaining the pre and post measures of participants who had completed CFT 

treatment for their ED, as a result there was no control condition included within the study design. 

This limits the reliability of the results obtained by Williams et al. (2017) as we cannot be certain that 

the reduction in ED symptomology was due to the CFT treatment and not other extraneous 

variables. Despite this, results are supported by further randomised control trials which 

demonstrated CFT significantly reduced ED symptoms (Kelly & Carter, 2015; Kelly et al., 2017), these 

papers were deemed to be at low risk of bias by the quality assessment tool utilised within this 

review. However, we cannot conclude whether the improvements in ED symptomology observed 

from CFT treatment are maintained long-term, as there were no follow up assessments completed 
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within these papers. Therefore, future research may benefit from implementing a longitudinal 

design within a randomised control trial. Research of this nature would enable the authors to 

effectively conclude the long-term implications of receiving CFT treatment for EDs compared to a 

control condition. However, it would be imperative to control and monitor alternative treatments 

and interventions accessed by participants during the long-term follow up period to ensure the long-

term outcomes observed can be attributed to CFT treatment in isolation.  

Clinical Implications and Future Research 

It is evident that similar mechanisms underpin interpersonal and relational based 

interventions, in particular IPT and CFT; namely both interventions look beyond the ED behaviours to 

address maintaining factors within the self, such as low self-esteem, and self-compassion. The 

results of this review highlight that the therapeutic processes of growing a compassionate self in CFT 

or resolving interpersonal struggles within IPT equips participants with the means to overcome 

challenging situations or relationship difficulties without the reliance of ED behaviours, therefore 

these interventions indirectly reduce ED symptomology (Ferreira et al., 2013; Rieger et al., 2010). 

These therapeutic processes have the potential to result in a more stable recovery from an ED 

(Hilbert et al., 2012; Hilbert et al., 2015) and potentially reduce the risk of relapse. The rate of 

relapse is a significant issue across ED diagnoses with reported rates of up to 65% (Carter et al., 

2004; Keel et al., 2005; Kober & Boswell, 2018; Strober et al., 1997; Walsh et al., 2006; Wilson et al., 

2010). Although CBT may be considered more cost effective due to its delivery of more immediate 

results post-treatment (Chui et al., 2007; Jones et al., 1993; McIntosh et al., 2005), it is necessary 

that long-term outcomes are equally prioritised to ensure the risk of relapse is curbed. However, for 

interventions such as IPT and CFT to be considered equal to the current nationally recommended 

treatment, CBT, further research examining whether these interventions can support relapse 

prevention within this high-risk population long-term is needed to clarify and subsequently solidify 

the current evidence bases. Additionally, the samples included within the current evidence base for 
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IPT and CFT were predominately white females with varied ED diagnoses thus, the results of this 

synthesis cannot be generalised to a wider ethnically diverse population. Clinical Psychologists 

within ED services should be striving for inclusive practice and ensuring the treatment provided is 

person centred and evidence based for the client’s demographics. To achieve this, further research 

implementing realist methods, which aims to identify underlying causal mechanisms to understand 

how an intervention works, why and for whom to establish what interventions are effective for 

different diagnoses in different populations (Rycroft-Malone et al., 2012), is necessary.  

Addressing the Eating Disorder Voice in Clinical Research and Practice 

A recent review conducted by Aya et al. (2019) concluded that further exploration into 

interpersonal and relational based interventions that address the EDV is needed. However, this 

review did not capture any papers that focused on this intersection of ED treatment, despite the 

growing evidence that demonstrates experiencing an EDV plays a crucial role in the maintenance of 

ED behaviours (Pugh & Waller, 2017). The gap in the literature highlighted by this review could be 

addressed by future qualitative research implementing an Experience Based Co-Design. This design 

would capture the experiences of individuals with an EDV to further understand the phenomenon 

and help to collaboratively inform and improve upon the current interventions and treatment 

pathways offered within ED services.  

As previously mentioned, preliminary qualitative results were published examining the 

effectiveness of addressing the EDV through the relational based intervention Voice Dialogue (Chua 

et al., 2022). They concluded that this intervention could be effective in altering the relationship the 

individual has with their EDV. However, these conclusions were drawn from the participant’s 

experience of a single Voice Dialogue session and there is currently no data to support whether this 

intervention addressing the EDV could effectively reduce ED symptoms. To my knowledge, at the 

time of this review, there has been no quantitative research published focusing on addressing the 

EDV within interpersonal or relational based ED treatments. Therefore, it may be beneficial for 
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future research to build upon the existing literature by conducting a randomised control trial for 

Voice Dialogue treatment or integrate elements which focus on the relationship with the EDV into 

interventions such as IPT or CFT.  

Conclusion 

This literature review synthesises the findings of quantitative studies investigating the 

effectiveness of interpersonal and relational based interventions for the treatment of EDs. The 

results highlight that IPT and CFT consistently produced comparable outcomes to CBT. Compared to 

CBT, these interventions indirectly address ED symptoms through maintaining factors, such as poor 

self-esteem and low self-compassion. IPT and CFT could therefore support improved longer-term 

outcomes for a population with high clinical risk and mortality rates, which is why future research 

should prioritise these approaches. To solidify the evidence bases of these interventions further 

research implementing a longitudinal design and realist methods are necessary to determine long-

term outcomes and the appropriateness of interventions for different ED diagnoses and populations. 

There are currently 1.25 million people in the UK alone living with an ED, with this number rising 

every year. The rate of relapse within this population is up to 65%, which raises the question of 

whether current treatment pathways are effectively addressing crucial maintaining factors, such as 

the EDV. It is evident that ED services should incorporate therapeutic approaches that emphasis 

working with interpersonal difficulties and the relationship with the self and others alongside the ED 

behaviours into their current pathways. This review encourages clinical psychologists and 

researchers to look beyond the presenting ED behaviours to the underlying interpersonal and 

relational difficulties in both clinical research and practice to ensure we are striving to improving 

these devasting relapse and mortality rates affecting this population.  
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Figure 1-1.                                                                                           

Gender of Participants in All Included Articles.              

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1-2. 

Interpersonal Interventions. 
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Figure 1-3.                                                                                             

Eating Disorder Diagnoses within Interpersonal Focused Papers. 

 

 

 

 

Figure 1-4.  

Relational Interventions.  
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Figure 1-5. 

Eating Disorder Diagnoses within Relational Focused Papers. 
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Appendix 1-A 

Interventions Included within Inclusion Criteria 

Intervention Type Included Interventions 

Interpersonal Interpersonal Psychotherapy 
Psychodynamic Interpersonal Psychotherapy 
Dynamic Interpersonal Therapy 
Interpersonal Reconstructive Therapy 

Relational  Cognitive Analytic Therapy 
Compassion Focused Therapy 
Voice Dialogue Therapy 
Relational Psychotherapy 
Feminist Relational Model 
Relational Family Therapy 
Family Therapy 
Relational Therapy 
Psychoanalytic Psychotherapy 
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Appendix 1-B 

Boolean Search Strategy 

Search Term Label Boolean Search Strategy 

Eating Disorders  S1 DE ( ( DE "Eating Disorders" OR DE "Anorexia Nervosa" OR 
DE "Binge Eating Disorder" OR DE "Bulimia" OR DE 
"Orthorexia" OR DE "Purging (Eating Disorders)" OR DE 
"Binge Eating" ) ) OR TI ( ( "Eating Disorder*" OR Anorex* OR 
((Bing* OR purg*) N3 Disorder*) OR Bulimi* OR DE 
Orthorex* OR "Binge Eat*" ) ) OR AB ( ( "Eating Disorder*" 
OR Anorex* OR ((Bing* OR purg*) N3 Disorder*) OR Bulimi* 
OR DE Orthorex* OR "Binge Eat*" ) 

 

Relational Interventions S2 TI ( ( ( ((relational OR "relational family" OR "voice dialog*" 
OR voice-dialog* OR voicedialog* OR "compassion focused" 
OR compassion-focused OR compassionfocused OR 
"cognitive analytic" OR cognitive-analytic OR 
cognitiveanalytic OR CAT) N5 (therap* OR interven* OR 
treatment* OR psychotherap* OR model)) ) ) ) OR AB ( ( ( 
((relational OR "relational family" OR "voice dialog*" OR 
voice-dialog* OR voicedialog* OR "compassion focused" OR 
compassion-focused OR compassionfocused OR "cognitive 
analytic" OR cognitive-analytic OR cognitiveanalytic OR CAT) 
N5 (therap* OR interven* OR treatment* OR psychotherap* 
OR model)) ) ) 

 

Interpersonal Interventions S3 DE "Interpersonal Psychotherapy" OR TI ( ( (Interpersonal N3 
(therap* OR interven* OR treatment* OR psychotherap*)) ) ) 
) OR AB ( ( (Interpersonal N3 (therap* OR interven* OR 
treatment* OR psychotherap*)) ) ) )  

Combined Search S4 
 

S1 AND (S2 OR S3) 
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Appendix 1-C 

Synthesis Groupings of Selected Papers 

 Intervention Type 

Eating Disorder Diagnosis Interpersonal Relational 

Bulimia Nervosa Agras et al 2000 
Bäck et al 2020 
Chui et al 2007 
Mitchell et al 2002 
Jones et al 1993 

 

Binge Eating Disorder Hilbert et al 2015 
Hilbert et al 2012 
Tasca et al 2013 
Wilson et al 2010 
Wilfley et al 1993 
Tasca et al 2006 

Kelly and Carter 2015 
Tantillo and Sanftner 
2003 
 

Anorexia Nervosa Carter et al 2011 
Mcintosh et al 2005 

Dare et al 2001 
Treasure et al 1995 

Mixed Eating Disorder Diagnoses Arcelus et al 2009 
Arcelus et al 2012 
Fairburn et al 2015 

Kelly et al 2017 
Williams et al 2017 
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Appendix 1-D 

Quality Assessment Tool for Studies with Diverse Designs (QATSDD) Scoring Grid of Included Studies 

 

QATSDD criteria of quality 
appraisal 

   

1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 

Explicit theoretical framework 2 3 2 3 2 3 3 3 2 2 2 3 3 2 3 3 3 3 2 2 3 3 

Statement of research aim/s in 
main body of report 

3 3 3 3 2 3 3 3 3 3 3 3 3 2 2 3 3 2 3 3 3 3 

Clear description of research 
setting 

1 3 3 3 2 1 3 3 2 3 1 3 2 1 3 3 2 1 3 1 2 3 

Evidence of sample size 
considered in terms of analysis 

3 0 0 1 1 1 1 3 0 2 0 0 0 0 0 0 0 0 0 0 0 3 

Representative sample of 
target group of a reasonable 
size 

2 2 2 1 1 2 2 2 0 2 0 1 2 1 0 1 2 2 2 2 1 2 

Description of procedure for 
data collection 

3 2 2 3 2 2 3 3 2 3 1 3 3 2 3 3 3 3 2 2 2 2 

Rationale for choice of data 
collection tool(s) 

2 3 3 2 1 1 2 1 1 2  1 1 1 1 1 1 2 2 0 1 1 2 

Detailed recruitment data 3 3 2 1 3 1 2 3 1 3 2 3 3 3 3 3 3 3 2 1 1 3 

Statistical assessment of 
reliability and validity of 
measurement tool(s) 

0 1 1 1 0 0 0 0 1 1 0 3 3 0 0 1 3 3 0 1 1 3 

Fit between stated research 
question and method of data 
collection 

3 3 3 3 2 3 3 3 2 3 2 3 3 3 3 
 

3 3 3 2 2 2 3 

Fit between research question 
and method of analysis 

3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 3 
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Note. Each criteria is scored from 0 through to 3 

 

 

 

 

 

 

 

 

 

Good justification for 
analytical method selected 

0 1 1 3 0 2 1 2 1 3 2 3 0 1 0 1 3 2 1 1 1 0 

Evidence of user involvement 
in design 

0 0 3 0 0 0 0 0 0 0 0 2 0 0 0 0 0 0 0 0 0 0 

Strengths and limitations 
critically discussed 

2 2 2 2 2 2 2 3 1 3 2 3 2 2 2 3 3 2 1 1 2 2 

Total score (0-42)                       

 27 29 30 29 21 24 28 32 19 33 19 35 28 21 23 28 36 29 21 20 22 32 
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Appendix 1-E 

Prisma Flowchart  

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

Records identified from 
databases: 

(n = 984: PsycInfo = 481; 
Psycharticles = 35; Medline = 
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Appendix 1-F 

Characteristics Table of Included Studies 

Paper Number Authors Date Location Participant 

Demographics 

Intervention(s) Grouping Method(s)  Eating 

Disorder 

Measures 

Key Findings Key 

Recommendations 

QATSDD 

Score 

1 Agras et 

al  

2000 USA 220 Participants 

 

Gender 

220 - Female 

 

Diagnosis: 

220- Bulimia 

Nervosa 

 

Average age: 

28.1 

 

Ethnicity: 

77% - White 

11% - Hispanic 

6% - Black 

African and 

Caribbean 

5% - Asian 

1% - American 

Indian 

Interpersonal 

Therapy or 

Cognitive 

Behavioural 

Therapy 

Interpersonal Random 

allocation to 

19 sessions of 

either IPT or 

CBT and 

completed a 

follow up at 4, 

8 and 12 

months post-

intervention 

EDE-I Participants 

recovered at end 

of treatment: 

CBT 29% vs IPT 

– 6% 

 

Reduction in 

binge-eating: 

CBT – 86% vs 

IPT – 51% 

 

Reduction in 

purging: CBT – 

84% vs IPT – 

50% 

 

No significant 

difference 

between the 

conditions at any 

follow up point 

post-intervention 

as those treated 

with IPT show 

continued 

improvement 

IPT compared to 

slight relapses in 

CBT 

The results 

demonstrate that 

CBT ameliorates 

the primary 

symptoms of 

bulimia nervosa 

significantly faster 

than IPT. 

However, those 

treated with IPT 

showed continued 

improvement at 

follow up.  

27 
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2 Arcelus 

et al 

2009 UK 59 Participants 

 

Gender 

59 – Female  

 

Diagnoses: 

27 - Bulimia 

Nervosa  

32 - EDNOS (BN 

subtype) 

 

Average Age: 

28.1 

 

 

Interpersonal 

Therapy 

Interpersonal Case series 

design  

16 sessions of 

IPT 

EDE-Q 

Clinical 

Eating 

Disorders 

Rating 

Instrument 

Significant 

reduction in 

overall eating 

disorder 

symptomatology, 

interpersonal 

problems, and 

depression. 

No significant 

changes between 

mid-point and 

end of therapy 

suggesting 

effective first 8 

sessions. 

Remained 

significant at 

follow up. 

Low self-esteem 

predicted a poor 

therapeutic 

outcome. 

IPT is an effective 

treatment for 

individuals 

diagnosed with 

Bulimia Nervosa 

and EDNOS (BN 

Subtype).  

Further research 

using a RCT 

design is 

necessary.  

29 

3 Arcelus 

et al  

2012 UK 30 Participants 

 

Gender: 

30 - Female  

 

Diagnoses:  

15 – Bulimia 

Nervosa 

6 – Binge Eating 

Disorder 

13 – EDNOS 

 

Average Age: 

30.5  

Brief 

Interpersonal 

Therapy, 

Interpersonal 

Therapy 

Interpersonal 3 conditions: 

10 sessions of 

IPT-BN10, 16 

sessions of 

IPT and wait 

list control 

group. 

 

This was a 

case match 

designed with 

historical data. 

EDE-Q 

Clinical 

Eating 

Disorders 

Rating 

Instrument  

The Bulimic 

Investigatory 

Test 

Edinburgh 

IPT-BN10 

reduced eating 

disorders 

symptomology 

including 

restraint, weight, 

eating and shape 

concern, and 

global scores. 

There was a 

reduction in self-

induced 

vomiting but it 

was not 

significant. 

No difference 

was found 

Further research is 

needed to assess 

whether brief IPT 

is as effective as 

conventional 16 

session IPT 

interventions 

30 
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between typical 

IPT and brief 

IPT interventions 

No difference in 

reduction of 

bingeing and 

vomiting 

behaviour 

between brief 

IPT and wait list 

control. 

4 Bäck et 

al  

2020 Sweden 31 Participants 

 

Gender 

31 - Female 

 

Diagnosis: 

31 - Bulimia 

Nervosa 

 

Age range: 

19-50 

Interpersonal 

Therapy  

Interpersonal 12-16 sessions 

of IPT 

Naturalistic 

design 

EDE-Q 

The Repeated 

Evaluation of 

Eating 

Disorder 

Symptoms 

Significant 

reduction in both 

eating disorder 

symptoms from a 

clinical to a non-

clinical level. 

77% were 

remitted or 

improved in 

bulimic 

symptoms. 

The results 

indicated that IPT 

effectively 

reduced 

symptoms in 

individuals with 

bulimia nervosa. 

There were “early 

responders” 

within this sample 

however argues 

that due to life-

long vulnerability 

of relapses within 

eating disorders a 

complete 16 

session 

intervention may 

be more cost- 

effective long 

term. 

Depressive 

symptoms should 

be targeted before 

eating disorder 

symptoms (a 

common 

occurring obstacle 

29 



SYSTEMATIC LITERATURE REVIEW                                                                                                                                                                                   1-49 

to Eating disorder 

treatment) 

5 Carter et 

al  

2011 USA 56 Participants 

 

Gender 

56 – Female 

 

Diagnosis: 

56 – Anorexia 

 

Age Range: 

17-40  

Cognitive 

Behavioural 

Therapy, 

Interpersonal 

Therapy or 

Specialist 

supportive 

clinical 

management. 

Interpersonal Random 

allocation to 

20 sessions of 

CBT, IPT or 

SSCM. 

Follow up 

completed 5-6 

years after 

treatment 

ceased.  

EDE-I 

Global 

Anorexia 

Measure 

Eating 

Disorder 

Inventory  

No significant 

differences 

between the 

three 

interventions.  

Those 

randomised to 

SSCM where 

more likely to 

have deteriorated 

to a poor 

outcome at 

follow up than 

those 

randomised to 

IPT. Those who 

received IPT had 

a poor global 

outcome rating 

post-treatment 

but improved to 

have the highest 

global outcome 

rating at long 

term follow up. 

CBT had a more 

stable course 

post-treatment, 

but IPT was not 

significantly 

slower than IPT.  

A stepped 

approach to 

treatment may be 

advantageous as a 

minority of 

participants 

assessment further 

treatment despite 

having poor 

outcomes post-

treatment.  

21 

6 Chui et 

al  

2007 USA 220 Participants 

 

Gender 

220- Female 

 

Diagnosis: 

Cognitive 

Behavioural 

Therapy and 

Interpersonal 

Therapy 

Interpersonal Randomly 

allocated to 19 

sessions of 

either CBT or 

IPT 

EDE-I CBT yielded 

higher abstinent 

rates than IPT in 

all ethnicities. 

Black African- 

Caribbean 

Future research 

with adequate 

sample sizes could 

investigate 

whether IPT is an 

effective 

24 
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220- bulimia 

nervosa 

 

Average Age: 

 

Ethnicity: 

77% - White 

11% - Hispanic 

6% - Black 

African- and 

Caribbean 

5% - Asian  

0.5% - Native 

American 

individuals 

responded better 

to IPT than CBT 

in reducing binge 

eating episodes 

treatment for 

binge eating in 

black women.  

7 Dare et 

al 

2001 UK 84 participants 

 

Gender 

82 – Female 

2 – Male 

 

Diagnosis: 

84 - Anorexia 

Nervosa 

 

Average Age: 

26.3 

Psychoanalytic 

Psychotherapy, 

Cognitive 

Analytic 

Therapy 

(CAT), family 

therapy or 

“routine 

treatment” 

Relational Randomly 

allocated to 1 

year of 

psychoanalytic 

psychotherapy 

or family 

therapy or 7 

months of 

CAT 

Standardised 

Psychiatric 

Interview 

Two-thirds of 

participants 

remained 

abnormally 

underweight at 

the end of 

treatment. 

Psychotherapy 

and family 

therapy were 

more effective in 

producing 

weight gain than 

the control 

treatment. CAT 

treatment 

demonstrated 

high levels of 

weight gain 

compared to the 

control treatment 

however this did 

not meet 

statistical 

significance. 

It is possible to 

achieve 

improvement 

from anorexia 

nervosa using 

outpatient 

psychological 

treatments without 

resorting to 

hospital 

admission. 

Further research is 

needed for 

effective 

treatments for 

anorexia nervosa. 

28 
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A third of 

participants no 

longer met the 

criteria for a 

diagnosis at the 

end of treatment 

8 Fairburn 

et al 

2015 UK 130 participants 

 

Gender 

127 – Female 

3 - Male 

 

Diagnoses: 

53 - Bulimia 

8 - BED 

69 - “Other 

eating disorder” 

 

Average Age: 

25.9 

 

Ethnicity: 

124 – White 

1 – Black British 

1 - Asian Chinese 

1 – Asian British  

3 - Multiracial 

Cognitive 

Behavioural 

Therapy or 

Interpersonal 

Psychotherapy  

Interpersonal Randomly 

allocated to 20 

weeks or 

CBT-E or IPT. 

EDE-I 

EDE-Q 

At the end of 

treatment there 

was a reduction 

in eating disorder 

symptomology 

in both 

conditions, but 

two thirds of the 

CBT-E Group 

were in 

remission 

compared to the 

one-third of the 

IPT group. There 

was noted 

improvement in 

the IPT group at 

60 weeks follow 

up but the 

difference 

between the 

groups remained 

statistically 

significant. 

CBT-E is an 

effective 

treatment for the 

majority of adult 

outpatients with 

an eating disorder. 

IPT also has a 

broad clinical 

range but the 

response can be 

slower and less 

pronounced. 

32 

9 Hilbert et 

al 

2015 USA 205 adults 

 

No gender data 

available 

 

Diagnosis: 

205 - Binge 

Eating Disorder 

 

Interpersonal 

Psychotherapy, 

Cognitive 

Behavioural 

guided self-

help and 

Behavioural 

Weight Loss 

Interpersonal Random 

allocation to 

24 weeks of 

IPT, CBTgsh 

or BWL 

EDE-I Within the 

CBTgsh group 

there were 

greater rates of 

remission from 

binge-eating in 

rapid responders 

than non-rapid 

responders. 

The results could 

inform a stepped 

approach to care 

with CBTgsh as a 

first line treatment 

with IPT as an 

alternative 

specialist 

19 
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 Rates of 

remission did not 

differ by rapid 

response for IPT 

or BWL.  

Both rapid and 

non-rapid 

responders in the 

IPT condition 

had a greater 

level of 

remission than 

non-rapid 

responders in 

CBTgsh and 

BWL conditions. 

Rapid responders 

in all conditions 

showed 

improvement in 

their global 

eating disorder 

psychopathology  

approach for non-

rapid response. 

10 Hilbert et 

al  

2012 USA 90 adults 

 

Gender 

71 – Female 

19 – Male 

 

Diagnosis 

90 – Binge 

Eating Disorder 

 

Ethnicity: 

83 – White 

5 – Black African 

2 - Hispanic 

Cognitive 

Behavioural 

Therapy or 

Interpersonal 

Psychotherapy 

Interpersonal Random 

allocation to 

20 group 

sessions of 

CBT or IPT 

alongside 3 

additional 

individual 

sessions.   

EDE-I 

EDE-Q 

There were 

significant and 

long-lasting 

improvements 

for both CBT 

and IPT, with 

full recovery at a 

rate of 64.4%,  

Abstinence from 

binge eating was 

more stable in 

the IPT group 

whereas relapse 

rates were more 

significant in the 

CBT group. 

IPT is a viable 

treatment 

alternative to the 

standard CBT 

treatment.  

33 
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Improvements in 

Eating Disorder 

Psychopathology 

was better 

maintained in 

IPT condition 

whereas it 

worsened from 

the 1 year follow 

up to the long 

term follow up in 

the CBT 

condition.  

11 Jones et 

al 

1993 UK 38 adults 

 

No gender data 

available 

 

Diagnosis: 

38 – Bulimia 

Nervosa 

 

Cognitive 

Behavioural 

Therapy, 

Behaviour 

Therapy or 

Interpersonal 

Psychotherapy 

Interpersonal Random 

allocation to 

19 sessions of 

CBT, BT or 

IPT 

Self Report – 

frequency of 

binge eating, 

self-induced 

vomiting, and 

laxative 

abuse 

Eating 

Attitudes Test 

All treatments 

improved eating 

behaviour of 

participants 

CBT was more 

effective than 

IPT at modifying 

dieting, self-

induced 

vomiting and 

attitudes to shape 

and weight. 

Results indicate 

IPT has a non-

specific effect as 

within this 

condition 

decrease in 

frequency of 

bingeing and 

purging ceased 

by week 5. 

However, these 

early effects 

were enduring. 

Non-specific 

properties of 

psychological 

treatments can 

have an early 

effect on eating 

behaviours of 

those with bulimia 

nervosa. 

Future research 

will benefit from 

longer periods of 

follow up to 

establish if 

interpersonal 

functioning 

improvements 

continue to be 

expressed.  

19 
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12 Kelly et 

al 

2017 USA 22 participants 

 

Gender 

21 – Female 

1 – Male 

 

Diagnosis 

2 – Anorexia 

Restrictive 

Subtype 

5 – Anorexia 

Bingeing/Purging 

subtype 

4 – Bulimia 

4 – Binge Eating 

Disorder 

7 – EDNOS 

 

Average Age: 

31.9 

 

Ethnicity: 

22 - White 

Compassion 

Focused 

Therapy and 

non-

manualised 

therapy based 

on Cognitive 

Behavioural 

Therapy and 

Dialectical 

Behaviour 

Therapy 

Relational Random 

allocation to 

12 weeks of 

either TAU 

(CBT and 

DBT 

informed) or 

TAU and 

group CFT. 

EDE-Q There were 

greater 

improvements in 

eating disorder 

pathology in 

participants who 

received CFT 

than TAU alone.  

Participants in 

the CFT 

condition fell 1 

SD away from 

community mean 

norms which 

suggests they 

clinically 

meaningful 

changes in their 

eating disorder 

symptoms 

Group CFT 

interventions are 

acceptable, 

feasible and 

efficacious 

adjunct to 

outpatient eating 

disorder 

treatment. 

35 

13 Kelly 

and 

Carter 

2015 USA 41 participants 

 

Gender: 

34 – Female 

7 – Male 

 

Diagnosis: 

41- binge eating 

disorder 

 

Average Age: 

45  

 

Ethnicity: 

75.6% - White 

Self-

compassion 

training self-

help 

intervention 

(derived from 

CFT) and 

behavioural 

self help 

Relational Participants 

were randomly 

assigned to 3 

weeks of 

either Self-

compassion 

training, 

behavioural 

self-help 

intervention or 

wait-list 

control 

condition. 

EDE-Q The self-

compassion 

intervention 

significantly 

improved global 

eating disorder 

pathology and 

weight and 

eating concerns 

compared to 

control 

conditions. 

Participants who 

received self-

compassion 

training could no 

These results 

indicate that CFT-

based 

interventions may 

be effective 

alongside existing 

evidence-based 

interventions for 

Binge Eating 

Disorder. 

The behavioural 

self-help 

intervention also 

showed 

improvements and 

therefore a 

28 
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24.4% - Not 

reported 

longer be 

identified as 

having an eating 

disorder. 

combined 

approach may also 

be effective for 

Binge Eating 

Disorder. 

14 McIntosh 

et al  

2005 USA 56 participants 

 

Gender 

56- Female 

 

Diagnosis 

56 – Anorexia 

Nervosa 

 

Age Range 

17-40 

 

 

Cognitive 

Behavioural 

Therapy, 

Interpersonal 

Psychotherapy 

or Non-

Specific 

supportive 

clinical 

management 

Interpersonal Participants 

were randomly 

assigned to 20 

weeks of CBT, 

IPT or Non-

Specific 

supportive 

clinical 

management 

conditions 

EDE-I 

Global 

Anorexia 

Nervosa 

Measure 

Self report – 

Eating 

Disorder 

Inventory-2 

Patients who 

received non-

specific clinical 

management had 

as good or better 

outcomes than 

those receiving 

CBT or IPT. 

IPT was the least 

effective of the 

three conditions. 

 

For restraint and 

shape concerns 

non-specific 

clinical 

management was 

superior to IPT. 

For eating and 

weight concerns 

both non-specific 

supportive 

clinical 

management and 

CBT were 

superior to IPT. 

A stepped 

approach to 

treatment for 

anorexia nervosa, 

with non-specific 

supportive clinical 

management as a 

first initial phase 

of treatment may 

be beneficial. 

21 

15 Mitchell 

et al  

2002 USA 62 adults 

 

Gender 

62 – Female 

 

Diagnosis: 

62 -Bulimia 

Nervosa (who 

Interpersonal 

psychotherapy 

and Medication 

Interpersonal Participants 

were randomly 

allocated to 

either 20 

sessions of 

IPT or 

Medication 

EDE-I 

Three Factor 

Eating 

Questionnaire  

Bulimic 

Thought 

Questionnaire 

There were no 

significant 

differences 

between 

medication and 

IPT. 24% of 

participants in 

IPT were 

The findings 

suggested 

sequencing 

treatment this way 

is not 

recommended.  

23 
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had not 

responded to 

CBT treatment) 

 

 

Management 

(Fluoxetine) 

The 

Structured 

Clinical 

Interview 

abstinent at the 

end of treatment 

compared to 

19% of those 

prescribed 

medication. 

16 Tantillo 

and 

Sanftner 

2003 USA 15 Participants 

 

Gender: 

15 - Female 

 

Diagnoses: 

11- bulimia 

nervosa  

4 - binge eating 

disorder 

 

Age Range: 

20-54 

 

Ethnicity: 

15 - White 

Short-term 

Group 

Relational 

Therapy or 

short-term 

group 

Cognitive 

Behavioural 

Therapy 

Relational Participants 

were randomly 

assigned to 16 

weeks of 

either RT or 

CBT 

Self Report – 

Frequency of 

binge eating 

and self-

induced 

vomiting  

Diagnostic 

Survey of 

Eating 

Disorders-

Revised 

The Eating 

Disorders 

Inventory-2 

Relational 

Therapy is 

clinically 

effective in 

reducing bulimic 

and depressive 

symptoms. There 

was no 

significant 

difference 

between RT and 

CBT in their 

overall 

effectiveness 

Further research is 

needed to 

replicate this 

study with a larger 

sample size. 

28 

17 Tasca et 

al 

2006 Canada 135 participants 

 

Gender 

123 – Female 

 

Diagnosis 

123 – Binge 

Eating Disorder  

 

Average Age: 

42.75 

 

Ethnicity: 

132 – White 

3 – Not reported 

Group 

Cognitive 

Behavioural 

Therapy or 

Group 

Psychodynamic 

Interpersonal 

Psychotherapy 

Interpersonal Participants 

were randomly 

allocated to 16 

session of 

either CBT or 

PIP or a 

control 

condition 

Self Report – 

Frequency of 

Binge Eating 

BMI 

Three Factor 

Eating 

Questionnaire 

PIP achieved 

similar outcomes 

to CBT, with 

both conditions 

resulting in 

greater 

reductions in 

days binged and 

improvements in 

eating disorder 

related attitudes 

than the control 

condition at both 

post-treatment 

and 12-month 

follow up.  

 

This study 

provides evidence 

for 

Psychodynamic 

Interpersonal 

Psychotherapy for 

the treatment of 

binge eating 

disorder.  

36 
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PIP also 

significantly 

reduced 

depression levels 

and improved 

self-esteem in 

participants. 

18 Tasca et 

al 

2013 Canada 102 participants 

 

Gender 

102 – Female 

 

Diagnosis 

102 - binge 

eating disorder 

 

Average Age: 

44.26 

 

Ethnicity: 

91% - White 

9% - Not 

reported 

Group 

Psychodynamic 

Interpersonal 

Psychotherapy 

Interpersonal Participants 

received 16 

weeks of PIP – 

they were 

allocated to 

groups based 

on whether 

they had low 

or high 

attachment 

anxiety 

EDE-I 

Three Factor 

Eating 

Questionnaire 

Structured 

Clinical 

Interview 

PIP significantly 

reduced days 

binged from pre- 

to post-

treatment, with 

these changes 

continuing at a 

slower rate to the 

12-month follow 

up. However, 

abstinence from 

binge eating in 

this study were 

lower than 

previous trials 

for PIP. 

This research 

supports the 

effectiveness of 

PIP to reduce 

binge eating, 

depressive 

symptoms and 

eating disorder 

cognitions in 

women with 

Binge Eating 

Disorder. 

29 

19 Treasure 

et al 

1995 UK 30 participants 

 

Gender 

29 – Female 

 

Diagnosis: 

30 – Anorexia 

Nervosa 

 

Average age 

25 

Cognitive 

Analytical 

Therapy and 

Educational 

Behavioural 

Treatment 

Relational  Participants 

were randomly 

allocated to 20 

sessions of 

either CAT or 

Educational 

Behavioural 

Treatment 

Standardised 

Psychiatric 

Interview 

There were no 

significant 

differences found 

between CAT or 

EBT, however 

participants who 

received CAT 

self-reported 

improvement 

was greater than 

those who 

received EBT. 

There was no 

difference found 

between those 

who completed 

The findings 

support that 

outpatient 

treatment is 

appropriate for 

older individuals 

with a longer 

history of 

anorexia nervosa. 

The lack of 

difference 

between those 

who completed 

and those who 

withdrew suggests 

shorter cases of 

21 
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treatment and 

those who 

withdrew. 

treatment may be 

appropriate for 

individual cases.  

20 Wilfley 

et al 

1993 USA 56 Participants 

 

Gender 

56 - Female 

 

Diagnosis 

56- non-purging 

bulimia 

 

Average Age 

44.3 

 

Ethnicity: 

86% - White 

5% - Hispanic 

5% - Black 

African- 

Caribbean 

2% - Pacific 

Islander 

2% - Indian 

Group 

Cognitive 

Behavioural 

Therapy and 

Group 

Interpersonal 

Psychotherapy 

Interpersonal Participants 

were randomly 

assigned to 

either 15 

weeks of 

group CBT, 

IPT or a wait 

list control 

condition 

Self Report – 

frequency of 

Binge Eating 

Three Factor 

Eating 

Questionnaire 

Participants in 

both conditions 

demonstrated a 

significant 

reduction in the 

frequency of 

binge eating 

episodes 

compared to the 

control 

condition. At 

follow up – 28% 

abstinent in CBT 

condition 

compared to 

44% in IPT and 

0% abstinent in 

the control 

condition. These 

findings support 

the efficacy of 

group IPT. For 

both conditions 

binge eating 

remained 

significantly 

below baseline 

levels at both 6 

month and 1 year 

follow ups. 

Both treatments in 

this case were 

effective for non-

purging bulimics. 

It is questioned 

whether particular 

types of patients 

would respond 

differently to 

treatments e.g. 

those who 

struggle with 

impulsiveness 

may better 

respond to IPT – 

future research to 

explore this.  

20 

21 Williams 

et al 

2017 UK 9 Participants 

 

Gender 

9- Female 

 

Diagnoses 

Compassion 

Focused 

Therapy 

Relational Retrospective 

evaluation of 

Compassion 

Focused 

Therapy 

EDE-Q Participants 

showed a 

significant 

decrease in 

eating disorder 

symptomatology 

Future research 

could measure 

patient’s self-

compassion 

throughout 

treatment. 

22 
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5- Bulimia 

Nervosa  

4 – EDNOS 

 

Average Age 

29.33 

across all EDE-Q 

subscales 

following 

individual CFT 

treatment. 5 

participants were 

in clinical 

remission post 

intervention, the 

remainder still 

showed a marked 

decrease in their 

eating disorder 

symptoms.  

Additional 

research is needed 

to confirm CFT’s 

effectiveness as an 

intervention for 

eating disorders 

e.g. randomised 

control trials but 

these preliminary 

results are 

promising.  

22 Wilson 

et al 

2010 USA 205 participants 

 

Gender 

162 – Female 

43 – Male 

 

Diagnosis 

205 – Binge 

Eating Disorder 

 

Average Age 

48.4 

 

Ethnicity 

82% - White 

0.3% - American 

Indian  

13% - Black 

African-, Asian-, 

Caribbean 

4.7% - Hispanic 

 

Interpersonal 

Psychotherapy, 

Behavioural 

Weight Loss 

Treatment and 

Cognitive 

Behavioural 

Therapy 

(guided self-

help) 

Interpersonal 

 

 

Participants 

were randomly 

allocated to 20 

sessions of 

IPT or BWL, 

or 10 sessions 

of CBTgsh. 

Follow ups 

were 

completed for 

2 years 

following 

treatment 

cessation.  

EDE-I  There were no 

significant 

differences 

between the 

three 

interventions at 

post treatment on 

binge eating 

frequency. 

However, at the 

2 year follow up 

IPT and CBTgsh 

were 

significantly 

more effective 

than BWL in 

eliminating 

binge eating.  

Attrition rate was 

lowest in IPT 

condition 

compared to the 

others.  

Due to CBTgsh 

and IPT 

demonstrating 

similar results in 

the reduction of 

binge eating at 2 

year follow up, 

CBTgsh could be 

considered as a 

first line of 

treatment with 

IPT as a more in-

depth treatment. 

IPT was also 

shown to be 

effective with 

individuals with 

low self-esteem 

and high level of 

specific eating 

disorder 

psychopathology.  
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Appendix 1-G 

Author Guidelines for European Eating Disorders Review Journal 

European Eating Disorders Review Author 

Guidelines 

1. SUBMISSION 

New submissions should be made via the Research Exchange submission 

portal https://wiley.atyponrex.com/journal/ERV. Should your manuscript proceed to the 

revision stage, you will be directed to make your revisions via the same submission portal. 

You may check the status of your submission at anytime by logging on to 

submission.wiley.com and clicking the “My Submissions” button. For technical help with the 

submission system, please review our FAQs or contact submissionhelp@wiley.com. 

 

 

Data Protection 

By submitting a manuscript to or reviewing for this publication, your name, email address, 

and affiliation, and other contact details the publication might require, will be used for the 

regular operations of the publication, including, when necessary, sharing with the publisher 

(Wiley) and partners for production and publication. The publication and the publisher 

recognize the importance of protecting the personal information collected from users in the 

operation of these services, and have practices in place to ensure that steps are taken to 

maintain the security, integrity, and privacy of the personal data collected and 

processed. You can learn more here ... 

 

 

Preprint Policy 

European Eating Disorders Review will consider for review articles previously available as 

preprints. Authors may also post the submitted version of a manuscript to a preprint server 

at any time. Authors are requested to update any pre-publication versions with a link to the 

final published article. 

 

 

2. AIMS AND SCOPE 

European Eating Disorders Review provides an international forum for disseminating cutting-

edge theoretical and empirical research that significantly advances understanding of the 

relationship between Eating Disorders and Abnormal Eating/Weight conditions and well-

being in humans. 

 

https://wiley.atyponrex.com/journal/ERV?utm_source=google&utm_medium=paidsearch&utm_campaign=R3MR425&utm_content=Psychology
https://submissionhelp.wiley.com/
mailto:submissionhelp@wiley.com
mailto:EEDRedoffice@wiley.com
mailto:EEDRedoffice@wiley.com
https://authorservices.wiley.com/statements/data-protection-policy.html
https://authorservices.wiley.com/statements/data-protection-policy.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/self-archiving.html
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European Eating Disorders Review publishes authoritative and accessible articles, from all over 

the world, which review or report original research that has implications for the treatment 

and care of people with eating disorders and obesity, and articles which report innovations 

and experience in the clinical management of eating disorders. The journal focuses on 

implications for best practice in diagnosis and treatment. The journal also provides a forum 

for discussion of the causes and prevention of eating disorders, and related health policy. 

 

Authors may submit original theoretical systematic reviews, methodological, or empirical 

research articles (5000 words or less) brief reports (2,500 words or less) and commentaries 

(2,000 words or less). The journal also publishes invited conceptual reviews from leading 

worldwide researchers in the field of Eating Disorders and/or Obesity. The aims of the 

journal are to offer a channel of communication between researchers, practitioners, 

administrators and policymakers who need to report and understand developments in the 

field of eating disorders. 

 

The journal 

• Reports on useful research and experience related to the treatment and prevention 

of eating disorders in primary care and hospital settings, with special attention to 

therapy oriented translational research, high quality reviews, clinical trials and pilot 

innovative therapy approaches. 

• Provides information about 'good practice' and systematic reviews. 

• Offers a forum for new thinking about the nature, incidence, diagnosis and clinical 

management of eating disorders (namely anorexia nervosa, bulimia nervosa, binge 

eating disorders, OSFED and other abnormal eating or feeding behaviors associated 

with childhood and obesity. 

 

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS 

 

Research articles reporting new research of relevance as set out in the aims and scope 

should not normally exceed 5000 words (excluding abstract, references, tables or figures), 

with no more than five tables or illustrations. They should conform to the conventional 

layout: title page, Abstract, Introduction and Aims, Method, Results, Discussion, 

Acknowledgements and References. Each of these elements should start on a new page. 

Word Limit: 5,000 (excluding abstract, references, tables or figures). 

Abstract: 200 words, structured 

References: up to 60. 

 

Review articles: Systematic and meta-analytic review papers are welcomed if they critically 

review the available literature in a topic than will enhance clinical practice. Articles should 

have clear focus and enough number of studies should be available for a substantive review 

paper. Studies that only describe or list previous studies without a critical overview of the 

literature will not be considered. 
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Word Limit: 5,000 (excluding abstract, references, tables or figures). 

Abstract: 200 words. 

References: up to 100. 

Figures/Tables: 5 maximum, but should be appropriate to the material covered. Additional 

tables might be included as supplementary information, if needed. Review articles must 

follow the PRISMA Guidelines. Authors may want to have a look at the review check lists that 

reviewers when assessing review articles. 

 

Brief reports should concisely present the essential findings of the author's work and be 

compromised of the following sections: Abstract, Introduction and Aims, Method, Results, 

Discussion, and References. Tables and/or figures should be kept to a minimum, in number 

and size, and only deal with key findings. In some cases authors may be asked to prepare a 

version of the manuscript with extra material to be included in the online version of the 

review (as supplementary files). Submissions in this category should not normally exceed 

2500 words in length. 

 

Brief reports bring with them a whole host of benefits including: quick and easy submission, 

administration centralised and reduced and significant decrease in peer review times, first 

publication priority (this type of manuscript will be published in the next available issue of 

the journal). 

 

Commentary articles are short, evidence-based opinion articles from one or more people 

(who may agree or disagree) on a published work, current understanding/status of an area, 

or how practice should be undertaken. Commentaries are invited by the Editors or open 

submission. They should not normally exceed 2,000 words (excluding abstract and 

references), with no tables or illustrations. 

Word Limit: 2,000 (excluding abstract, references). 

Abstract: 200 words, unstructured 

References: up to 5 

Figures/Tables: none 

Case Reports The journal does not accept case reports for publication. Authors of case 

reports are encouraged to submit to the Wiley Open Access journals listed below: 

 

• Clinical Case Reports which aims to directly improve health outcomes by identifying and 

disseminating examples of best clinical practice 

• Mental Health Science which brings various fields together to address the common, 

pressing, and growing crisis of mental health  

 

 

4. FREE FORMAT SUBMISSION 

European Eating Disorders Review now offers Free Format submission for a simplified and 

streamlined submission process. 

http://www.prisma-statement.org/
https://onlinelibrary.wiley.com/journal/20500904
https://onlinelibrary.wiley.com/journal/26423588
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Before you submit, you will need: 

• Your manuscript: this should be an editable file including text, figures, and tables, or 

separate files – whichever you prefer. All required sections should be contained in 

your manuscript, including abstract, introduction, methods, results, conclusions and 

highlights. Figures and tables should have legends. Figures should be uploaded in 

the highest resolution possible. References may be submitted in any style or format, 

as long as it is consistent throughout the manuscript. Supporting information should 

be submitted in separate files. If the manuscript, figures or tables are difficult for you 

to read, they will also be difficult for the editors and reviewers, and the editorial 

office will send it back to you for revision. Your manuscript may also be sent back to 

you for revision if the quality of English language is poor. 

• An ORCID ID, freely available at https://orcid.org. (Why is this important? Your article, 

if accepted and published, will be attached to your ORCID profile. Institutions and 

funders are increasingly requiring authors to have ORCID IDs.) 

• The title page of the manuscript, including: 

o Your co-author details, including affiliation and email address.  

o Statements relating to our ethics and integrity policies, which may include 

any of the following: 

▪ data availability statement 

▪ funding statement 

▪ conflict of interest disclosure 

▪ ethics approval statement 

▪ patient consent statement 

▪ permission to reproduce material from other sources 

▪ clinical trial registration 

Important: the journal operates a double-anonymous peer review policy. Please 

anonymise your manuscript and supply a separate title page file. 

 

To submit, login at https://wiley.atyponrex.com/journal/ERV and create a new submission. 

Follow the submission steps as required and submit the manuscript. 

 

  

Cover Letters 

Cover letters are not mandatory; however, they may be supplied at the author’s discretion. 

 

Abstract 

All manuscripts should contain an abstract of up to 200 words. An abstract is a concise 

summary of the whole paper, not just the conclusions, and is understandable without 

reference to the rest of the paper. It should contain no citation to other published work. It 

https://wiley.atyponrex.com/journal/ERV?utm_source=google&utm_medium=paidsearch&utm_campaign=R3MR425&utm_content=Psychology
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must be structured, under the sub-headings: Objective; Method; Results; Conclusions. 

 

Graphical TOC/Abstract 

The journal’s table of contents/abstract will be presented in graphical form with a brief 

abstract. 

The table of contents entry must include the article title, the authors' names (with the 

corresponding author indicated by an asterisk), no more than 80 words or 3 sentences of 

text summarizing the key findings presented in the paper and a figure that best represents 

the scope of the paper. 

Table of contents entries should be submitted as ‘Supplementary material for review’ during 

the initial manuscript submission process. 

The image supplied should fit within the dimensions of 50mm x 60mm and be fully legible at 

this size. 

  

Guidelines for Table of Contents Graphics 

• Concepts illustrated in graphical material must clearly fit with the research discussed 

in the accompanying text. 

• Images featuring depictions or representations of people must not contain any form 

of objectification, sexualization, stereotyping, or discrimination. We also ask authors 

to consider community diversity in images containing multiple depictions or 

representations of people. 

• Inappropriate use, representation, or depiction of religious figures or imagery, and 

iconography should be avoided. 

• Use of elements of mythology, legends, and folklore might be acceptable and will be 

decided on a case-by-case basis. However, these images must comply with the 

guidelines on human participants when they are present. 

• Generally, authors should consider any sensitivities when using images of objects 

that might have cultural significance or may be inappropriate in the context (for 

example, religious texts, historical events, and depictions of people). 

• Legal requirements: 

o All necessary copyright permission for the reproduction of the graphical 

elements used in visuals must be obtained prior to publication. 

o Clearance must be obtained from identifiable people before using their 

image on graphics and such clearance must specify that it will be used on the 

table of contents. Use within text does not require such clearance unless it 

discloses sensitive personal information such as medical information. In all 

situations involving disclosure of such personal information, specific 

permission must be obtained and images of individuals should not be used in 

a false manner. 

Graphics that do not adhere to these guidelines will be recommended for revision or will not be 

accepted for publication. 
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Highlights 

Highlights are mandatory for European Eating Disorders Review. These should appear as 

three bullet points that convey the core findings of the article. 

 

Keywords 

Include up to five keywords that describe your paper for indexing purposes. 

 

Tables 

Tables should be self-contained and complement, not duplicate, information contained in 

the text. They should be supplied as editable files, not pasted as images. Legends should be 

concise but comprehensive – the table, legend, and footnotes must be understandable 

without reference to the text. All abbreviations must be defined in footnotes. Footnote 

symbols: †, ‡, §, ¶, should be used (in that order) and *, **, *** should be reserved for P-

values. Statistical measures such as SD or SEM should be identified in the headings. 

 

Figure Legends 

Legends should be concise but comprehensive – the figure and its legend must be 

understandable without reference to the text. Include definitions of any symbols used and 

define/explain all abbreviations and units of measurement. 

 

Figures 

Although authors are encouraged to send the highest-quality figures possible, for peer-

review purposes, a wide variety of formats, sizes, and resolutions are accepted. Click 

here for the post-acceptance figure requirements. 

 

Additional Files 

Appendices 

Appendices will be published after the references. For submission they should be supplied 

as separate files but referred to in the text. 

 

Supporting Information 

Supporting information is information that is not essential to the article, but provides 

greater depth and background. It is hosted online and appears without editing or 

typesetting. It may include tables, figures, videos, datasets, etc. Click here for Wiley’s FAQs 

http://media.wiley.com/assets/7323/92/electronic_artwork_guidelines.pdf
http://media.wiley.com/assets/7323/92/electronic_artwork_guidelines.pdf
http://www.wileyauthors.com/suppinfoFAQs
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on supporting information. 

 

Note: if data, scripts, or other artefacts used to generate the analyses presented in the 

paper are available via a publicly available data repository, authors should include a 

reference to the location of the material within their paper. 

 

If a manuscript describes a new approach and/or technological approach, authors are 

encouraged to include a small demo video – no more than 60 seconds long. 

 

 

 

Wiley Author Resources 

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing 

manuscripts for submission available here. In particular, authors may benefit from referring 

to Wiley’s best practice tips on Writing for Search Engine Optimization. 

 

 

Article Preparation Supports 

Wiley Editing Services offers expert help with English Language Editing, as well as 

translation, manuscript formatting, figure illustration, figure formatting, and graphical 

abstract design – so you can submit your manuscript with confidence. Also, check out our 

resources for Preparing Your Article for general guidance about writing and preparing your 

manuscript. 

 

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS 

 

Editorial Review and Acceptance 

The acceptance criteria for all papers are the quality and originality of the research and its 

significance to journal readership. Manuscripts are double-anonymous peer reviewed. 

Papers will only be sent to review if the Editor-in-Chief determines that the paper meets the 

appropriate quality and relevance requirements. 

Wiley's policy on the confidentiality of the review process is available here. 

 

NISO Working Group on Peer Review Terminology 

EEDR has adopted the ANSI/NISO Standard Terminology for Peer Review. Standardising the 

terminology across journals and publishers used to describe peer review practices helps 

http://www.wileyauthors.com/prepare
http://www.wileyauthors.com/seo
http://www.wileyauthors.com/seo
https://wileyeditingservices.com/en/article-preparation/?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prep&utm_campaign=prodops
https://authorservices.wiley.com/author-resources/Journal-Authors/Prepare/index.html?utm_source=wol&utm_medium=backlink&utm_term=ag&utm_content=prepresources&utm_campaign=prodops
http://www.wileypeerreview.com/reviewpolicy
http://www.wileypeerreview.com/reviewpolicy
https://www.niso.org/publications/z39106-2023-peerreview
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make the peer review process for articles and journals more transparent, and it will enable 

the community to better assess and compare peer review practices between different 

journals. 

 

Decision Appeals 

Any appeal against a decision on a manuscript should be filed by the corresponding author 

within 28 days of notification of the decision. The appeal should be in the form of a letter 

addressed to the Editor-in-Chief and submitted by email to the editorial office 

(EEDRedoffice@wiley.com). The letter should include clear and concise grounds for the 

appeal, including specific points of disagreement with the decision. The appeal will then be 

assessed by the editorial team, led by the Editor-in-Chief, and informed by the reviewer 

assessments and recommendation of the Associate Editors, where appropriate. Authors 

lodging an appeal will be informed of its outcome within 28 days. The decision will be final. 

 

Refer and Transfer Program 

 

Wiley believes that no valuable research should go unshared. This journal participates in 

Wiley’s Refer & Transfer program. If your manuscript is not accepted, you may receive a 

recommendation to transfer your manuscript to another suitable Wiley journal, either 

through a referral from the journal’s editor or through our Transfer Desk Assistant. 

 

Data Sharing and Data Accessibility 

This journal expects data sharing. Review Wiley’s Data Sharing policy where you will be able 

to see and select the data availability statement that is right for your submission. 

Human Studies and Subjects 

For manuscripts reporting medical studies that involve human participants, a statement 

identifying the ethics committee that approved the study and confirmation that the study 

conforms to recognized standards is required, for example: Declaration of Helsinki; US 

Federal Policy for the Protection of Human Subjects; or European Medicines Agency 

Guidelines for Good Clinical Practice. It should also state clearly in the text that all persons 

gave their informed consent prior to their inclusion in the study. 

 

Patient anonymity should be preserved. Photographs need to be cropped sufficiently to 

prevent human subjects being recognized (or an eye bar should be used). Images and 

information from individual participants will only be published where the authors have 

obtained the individual's free prior informed consent. Authors do not need to provide a 

copy of the consent form to the publisher; however, in signing the author license to publish, 

authors are required to confirm that consent has been obtained. Wiley has a standard 

patient consent form available for use. 

 

Clinical Trial Registration 

mailto:EEDRedoffice@wiley.com
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/data-sharing-citation/data-sharing-policy.html
https://www.wma.net/policies-post/wma-declaration-of-helsinki-ethical-principles-for-medical-research-involving-human-subjects/
https://www.hhs.gov/ohrp/regulations-and-policy/regulations/common-rule/index.html
https://www.hhs.gov/ohrp/regulations-and-policy/regulations/common-rule/index.html
http://www.ema.europa.eu/docs/en_GB/document_library/Scientific_guideline/2009/09/WC500002874.pdf
http://www.ema.europa.eu/docs/en_GB/document_library/Scientific_guideline/2009/09/WC500002874.pdf
https://authorservices.wiley.com/asset/photos/licensing-and-open-access-photos/Patient-Consent-Form.pdf
https://authorservices.wiley.com/asset/photos/licensing-and-open-access-photos/Patient-Consent-Form.pdf
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The journal requires that clinical trials are prospectively registered in a publicly accessible 

database and clinical trial registration numbers should be included in all papers that report 

their results. Authors are asked to include the name of the trial register and the clinical trial 

registration number at the end of the abstract. If the trial is not registered, or was registered 

retrospectively, the reasons for this should be explained. 

 

Research Reporting Guidelines 

Accurate and complete reporting enables readers to fully appraise research, replicate it, and 

use it. 

 

Authors are expected to adhere to the following research reporting standards: 

 

• CONSORT checklist for reports of randomised trials and cluster randomised trials 

• TREND checklist for non-randomised controlled trials 

• PRISMA checklist for systematic reviews and meta-analyses • STROBE checklist for 

observational research 

• COREQ checklist for qualitative studies 

• SQUIRE checklist for quality improvement 

 

See the EQUATOR Network for other study types. 

 

Conflict of Interest 

The journal requires that all authors disclose any potential sources of conflict of interest. 

Any interest or relationship, financial or otherwise that might be perceived as influencing an 

author's objectivity is considered a potential source of conflict of interest. These must be 

disclosed when directly relevant or directly related to the work that the authors describe in 

their manuscript. Potential sources of conflict of interest include, but are not limited to: 

patent or stock ownership, membership of a company board of directors, membership of 

an advisory board or committee for a company, and consultancy for or receipt of speaker's 

fees from a company. The existence of a conflict of interest does not preclude publication. If 

the authors have no conflict of interest to declare, they must also state this at submission. It 

is the responsibility of the corresponding author to review this policy with all authors and 

collectively to disclose with the submission ALL pertinent commercial and other 

relationships. 

 

Funding 

Authors should list all funding sources in the Acknowledgments section. Authors are 

responsible for the accuracy of their funder designation. If in doubt, please check the Open 

Funder Registry for the correct nomenclature: https://www.crossref.org/services/funder-

registry/ 

http://www.consort-statement.org/downloads
https://www.cdc.gov/trendstatement/
http://www.prisma-statement.org/
http://www.strobe-statement.org/
http://www.squire-statement.org/
http://www.equator-network.org/
https://www.crossref.org/services/funder-registry/
https://www.crossref.org/services/funder-registry/
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The list of authors should accurately illustrate who contributed to the work and how. All 

those listed as authors should qualify for authorship according to the following criteria: 

1. Have made substantial contributions to conception and design, or acquisition of 

data, or analysis and interpretation of data; and 

2. Been involved in drafting the manuscript or revising it critically for important 

intellectual content; and 

3. Given final approval of the version to be published. Each author should have 

participated sufficiently in the work to take public responsibility for appropriate 

portions of the content; and 

4. Agreed to be accountable for all aspects of the work in ensuring that questions 

related to the accuracy or integrity of any part of the work are appropriately 

investigated and resolved. 

  

Contributions from anyone who does not meet the criteria for authorship should be listed, 

with permission from the contributor, in an Acknowledgments section (for example, to 

recognize contributions from people who provided technical help, collation of data, writing 

assistance, acquisition of funding, or a department chairperson who provided general 

support). Prior to submitting the article all authors should agree on the order in which their 

names will be listed in the manuscript. 

 

Additional Authorship Options: 

In the case of joint or shared first authorship, a footnote should be added to the author 

listing, e.g. ‘X and Y should be considered joint first author’ or ‘X and Y should be considered 

joint senior author.’ 

 

Correction to Authorship 

In accordance with Wiley’s Best Practice Guidelines on Research Integrity and Publishing 

Ethics and the Committee on Publication Ethics’ guidance, European Eating Disorders 

Review will allow authors to correct authorship on a submitted, accepted, or published 

article if a valid reason exists to do so. All authors – including those to be added or removed 

– must agree to any proposed change. To request a change to the author list, please 

complete the Request for Changes to a Journal Article Author List Form and contact either 

the journal’s editorial or production office, depending on the status of the article. 

Authorship changes will not be considered without a fully completed Author Change form. 

Correcting the authorship is different from changing an author’s name; the relevant policy 

for that can be found in Wiley’s Best Practice Guidelines under “Author name changes after 

publication.” 

https://www.crossref.org/services/funder-registry/
https://www.crossref.org/services/funder-registry/
https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://publicationethics.org/authorship
https://authorservices.wiley.com/asset/Authorship-change-form_AS.pdf
https://authorservices.wiley.com/ethics-guidelines/index.html#5
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Author Pronouns 

Authors may now include their personal pronouns in the author bylines of their published 

articles and on Wiley Online Library. Authors will never be required to include their 

pronouns; it will always be optional for the author. Authors can include their pronouns in 

their manuscript upon submission and can add, edit, or remove their pronouns at any stage 

upon request. Submitting/corresponding authors should never add, edit, or remove a 

coauthor’s pronouns without that coauthor’s consent. Where post-publication changes to 

pronouns are required, these can be made without a correction notice to the paper, 

following Wiley’s Name Change Policy to protect the author’s privacy. Terms which fall 

outside of the scope of personal pronouns, e.g. proper or improper nouns, are currently not 

supported.  

 

Wiley’s Author Name Change Policy 

In cases where authors wish to change their name following publication, Wiley will update 

and republish the paper and redeliver the updated metadata to indexing services. Our 

editorial and production teams will use discretion in recognizing that name changes may be 

of a sensitive and private nature for various reasons including (but not limited to) alignment 

with gender identity, or as a result of marriage, divorce, or religious conversion. Accordingly, 

to protect the author’s privacy, we will not publish a correction notice to the paper, and we 

will not notify co-authors of the change. Authors should contact the journal’s Editorial Office 

with their name change request. 

 

ORCID 

As part of the journal’s commitment to supporting authors at every step of the publishing 

process, the journal requires the submitting author (only) to provide an ORCID iD when 

submitting a manuscript. This takes around 2 minutes to complete. Find more information 

here. 

 

 

Publication Ethics 

This journal is a member of the Committee on Publication Ethics (COPE). Note this journal 

uses iThenticate’s CrossCheck software to detect instances of overlapping and similar text in 

submitted manuscripts. Read Wiley'sTop 10 Publishing Ethics Tips for Authors here. Wiley’s 

Publication Ethics Guidelines can be found here. 

 

6. AUTHOR LICENSING 

If your paper is accepted, the author identified as the formal corresponding author will 

receive an email prompting them to log in to Author Services, where via the Wiley Author 

Licensing Service (WALS) they will be required to complete a copyright license agreement on 

https://authorservices.wiley.com/author-resources/Journal-Authors/Submission/orcid.html
https://authorservices.wiley.com/author-resources/Journal-Authors/Submission/orcid.html
https://authorservices.wiley.com/author-resources/Journal-Authors/Submission/orcid.html
https://authorservices.wiley.com/author-resources/Journal-Authors/Submission/orcid.html
http://publicationethics.org/
https://authorservices.wiley.com/author-resources/Journal-Authors/Prepare/publishing-ethics.html
http://exchanges.wiley.com/ethicsguidelines
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behalf of all authors of the paper. 

 

Authors may choose to publish under the terms of the journal’s standard copyright 

agreement, or open access under the terms of a Creative Commons License. 

 

General information regarding licensing and copyright is available here. To review the 

Creative Commons License options offered under OnlineOpen, please click here. (Note that 

certain funders mandate that a particular type of CC license has to be used; to check this 

please click here.) 

 

Self-Archiving definitions and policies. Note that the journal’s standard copyright 

agreement allows for self-archiving of different versions of the article under specific 

conditions. Please click here for more detailed information about self-archiving definitions 

and policies. 

 

Open Access fees: If you choose to publish using open access you will be charged a fee, but 

you may be eligible for funding. For more information on this journal’s APCs, please see 

the Open Access page. 

 

Funder Open Access: Please click here for more information on Wiley’s compliance with 

specific Funder Open Access Policies. 

 

7. PUBLICATION PROCESS AFTER ACCEPTANCE 

 

Accepted article received in production 

When an accepted article is received by Wiley’s production team, the corresponding author 

will receive an email asking them to login or register with Wiley Author Services. The author 

will be asked to sign a publication license at this point. 

 

Proofs 

Once the paper is typeset, the author will receive an email notification with the URL to 

download a PDF typeset page proof, as well as associated forms and full instructions on 

how to correct and return the file. 

 

Please note that the author is responsible for all statements made in their work, including 

changes made during the editorial process – authors should check proofs carefully. Note 

that proofs should be returned within 48 hours from receipt of first proof. 

 

https://onlinelibrary.wiley.com/page/journal/10990968/homepage/fundedaccess.html?#/
http://www.wileyauthors.com/licensingFAQ
http://www.wileyauthors.com/OAA
http://www.wileyauthors.com/compliancetool
http://www.wileyauthors.com/self-archiving
https://onlinelibrary.wiley.com/page/journal/10990968/homepage/fundedaccess.html?#/
http://www.wileyauthors.com/funderagreements
http://www.wileyauthors.com/
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Abstract 

Background: The prevalence of eating disorders (ED) for young people, particularly young women, is 

a global concern, with maintaining factors including low self-esteem, body dissatisfaction and 

societal idealisation of thinness. One maintaining factor gaining research attention is, the Eating 

Disorder Voice (EDV), which affects 94.5% of the ED population. The EDV is an auditory experience 

that comments on the individual’s body shape, weight, and eating behaviours. It can actively 

undermine ED treatment, such as talking therapy, yet mechanisms to address the EDV in treatment 

are currently unknown. Research has queried the EDV’s position on the voice-hearing continuum as 

it can resemble auditory hallucinations. However, evidence also indicates that other multisensory 

experiences, such as multiplicity and voice personification, could share phenomenological 

similarities with the EDV. There is no existing literature that explores the relationship between these 

multisensory or multi-self experiences. The current qualitative study aimed to collaboratively 

explore voice personification and the self, alongside the EDV, with young women experiencing an ED 

to enhance our understanding of this under-researched but common phenomenological aspect of 

EDs.  

Method: An adapted Experience-Based Co-Design (EBCD) methodology was implemented to create 

a three-layered data collection process. In layer one, participants submitted their story of living with 

an EDV. In layer two, further stories were gathered within a group discussion. In layer three, 

emerging narratives from initial analysis of these stories were presented within a group discussion to 

obtain participant’s feedback on the interpretation of their stories. Overall, lived experience stories 

were heard from 11 female identifying participants aged 20-24-years-old. The three data layers were 

analysed collectively using a Narrative Analysis framework. 

Results: Emancipatory narrative layers were organised into three chapters: (1) A Continuum of the 

EDV experiences, (2) Conflict between the Self and the EDV, and (3) The role of an EDV in the 

maintenance of an ED. The results highlighted a continuum of EDV experiences, including voice 

personification and the embodiment of an EDV within a system of multiple selves, and that the 
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complex relationship with the EDV maintains an ED which stresses the importance of addressing this 

relationship within treatment to aid recovery. 

Conclusions: Future research should aim to develop effective interventions to address the 

individual’s relationship with the EDV and their loss of sense of self. Furthermore, implementing an 

EBCD service development within an ED service could advance interventions while including the 

unrepresented multiplicity community. 

 

Key Practitioner Message 

• The position of the EDV on the voice-hearing continuum, in relation to other multisensory 

and multi-self experiences, has been queried. 

• The EDV is experienced along a continuum from a voice or presence that becomes human-

like to a member within a system of multiple selves. 

• The complex relationship between the individual and their EDV maintains their eating 

disorder and therefore should be addressed within interventions. 

• Further collaboration through experience-based co-design methodologies is necessary to 

represent the unheard multiplicity population within this field. 

Key Words: eating disorders, eating disorder voice, multiplicity, voice personification, experience-

based co-design 
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Introduction 

Eating disorders (ED) are a global concern impacting the physical and mental health of the 

population. In western cultures, 5.5-17.9% of young women and 0.6-2.4% of young men have 

experienced an ED by early adulthood, with similar prevalence rates in Asia, Eastern Europe, Latin 

America, and developing countries (Lyons, 2017; Silén & Keski-Rahkonen, 2022). Compared to 

cisgender individuals, transgender and gender-diverse populations are 2-4 times more likely to 

develop ED symptoms (Gordon et al., 2021), with a higher prevalence reported in transgender men 

than transgender women (Diemer et al., 2018; Simone et al., 2022). The term ED encapsulates the 

diagnostic categories of anorexia nervosa, bulimia nervosa, binge eating disorder and Other 

Specified Feeding and Eating Disorders (American Psychiatric Association, 2013). These diagnoses 

include the presence of negative beliefs about the body, eating, and weight, which the individual 

attempts to manage through ED behaviours, such as restricted eating, binge eating, and 

compensatory purging behaviours (National Institute for Health and Care Excellence [NICE], 2017).  

Risk factors potentially contributing to high prevalence rates in adolescence include: early 

traumatic events (Solmi et al., 2020); low self-esteem (Colmsee et al., 2021); self-disgust (Bektas et 

al., 2022); body dissatisfaction (Rohde et al., 2015); and idealisation of thinness (Keel & Forney, 

2013). Additionally, the COVID-19 pandemic may have been a catalyst for increasing ED thoughts 

and behaviours as an attempt to tolerate heightened anxiety (Phillipou et al., 2020; Scharmer et al., 

2020), perhaps explaining the 25% increase of young people accessing ED treatment from 2021 to 

2022 (NHS England, 2022). Understanding and effectively treating EDs is therefore an increasing 

clinical priority. 

Alongside establishing the aetiology of EDs, research is exploring potential maintaining 

factors of ED behaviours. This includes a voice-hearing phenomena coined the Eating Disorder Voice 

(EDV), experienced by 94.5% of the ED population (Noordenbos et al., 2014). Although not an 

omnipresent experience, the EDV is typically an internally generated voice that creates an 
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interdependent relationship by promising solutions to the person’s problems, involving criticism and 

rules regarding the individual’s body, weight, and eating habits (Burnett-Stuart, 2021; Noordenbos et 

al., 2014; Pugh, 2016). Individuals describe a shifting relationship with the EDV, initially perceiving it 

as a comforting friend then, as the ED endures, a controlling entity. Accounts compare their EDV to 

an abusive partner, that causes them to feel entrapped and helpless (Noordenbos & Van Geest, 

2017; Tierney & Fox, 2010; Williams et al., 2016; Williams & Reid, 2012). Furthermore, the frequency 

and power of the EDV positively correlate with the ED severity as the EDV demands the individual 

engages in ED behaviours (Marffy et al., 2023; Noordenbos et al., 2014; Pugh & Waller, 2016). As the 

EDV contributes to maintaining the ED, including negative beliefs about the body, eating, and weight 

and subsequent compensatory behaviours (Pugh & Waller, 2017), research attention is required to 

inform intervention development. 

Existing research has focused on establishing the EDV’s position on the voice-hearing 

continuum (Baumeister et al., 2017), which demonstrates the spectrum of voice-hearing experiences 

from sub-clinical populations to populations with pronounced clinical difficulties. Although the EDV 

shares features with pseudo-hallucinations, like being an internally based experience (Pugh & 

Waller, 2017), research argues the EDV’s position on this continuum shifts between inner speech 

and auditory hallucinations (Pugh, 2016; Pugh et al., 2018). Prior to this study, a narrative review 

demonstrated that the voice-hearing continuum may be more interconnected than a distinct linear 

spectrum and that multisensory experiences, such as Multiplicity and Voice Personification, are 

difficult to distinguish within adolescents and may be occurring simultaneously. It is therefore 

possible that these multisensory experiences interact with other experiences within the continuum 

such as the EDV phenomena.  

Multiplicity 

Multiplicity is the sub-clinical experience of being more than one self, person, or identity 

(Young Voices Study, 2021); a system comprising of multiple selves, known as “headmates” or 
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“alters” that share one body (Ribáry et al., 2017; Spanos, 1994). Each self may have distinct 

characteristics including, age, gender, thoughts and feelings; with typically one ‘self’ fronting the 

system, assuming control of the mind and body, at a time (Ribáry et al., 2017). Figure 1 extracted 

from Parry et al. (2021) contextualises multiplicity in relation to other multisensory experiences in 

adolescents demonstrating the interconnected nature of voice-hearing experiences and the need for 

further concurrent exploration of multi-sensory and multi-self experiences.  

[INSERT FIGURE 1] 

Multiplicity may develop as a coping mechanism to protect the individual from an 

inescapable danger, causing an inability to tolerate staying in the present (Sar, 2011; Simeon et al., 

2023). There is a heterogeneity of dissociative experiences. Dissociative Identity Disorder (DID) 

characterised as having “two or more distinct personality states”, occurs alongside clinically 

significant symptoms such as amnesia of events, distress, or impaired functioning (Reinders & 

Veltman, 2021). Multiplicity is not a diagnosis and instead is a sub-clinical experience of being a 

system of multiple selves as it does not cause distress. However, a lack of clinical understanding 

means multiplicity is frequently misdiagnosed as DID (Coons, 1998; Wang et al., 2002), which can be 

an invalidating experience (Parry et al., 2021). Furthermore, the intended treatment outcome of 

psychological support for DID aims to integrate the system members into an undifferentiated “whole 

self”.  The multiplicity community argue this approach attempts to silence and “fix”, instead of 

promoting communication within the system (Eve & Parry, 2021; Rothschild, 2009). Multiplicity 

should therefore be supported as distinct from a DID diagnosis. 

Shared phenomenological features are common within the voice-hearing continuum, with 

multiplicity sharing similarities with the EDV phenomena. Previous accounts have described the EDV 

as a bulimic or anorexic “sub-self” with its own distinct needs, feelings and behaviours separate to 

the individual’s self (Pugh, 2020; Sands, 1991). Therefore, further exploration is needed to 

understand the relationship between these seemingly distinct multisensory experiences. 
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Voice Personification 

Voice personification is a voice-hearing experience where the voice becomes person-like but 

separate to the person’s self (Alderson-Day et al., 2021; Chadwick et al., 1996), and personification 

of the voice can manifest on a continuum of experiences (Collins et al., 2023). The voice may display 

minimal identifiable characteristics, such as gender or age, or exhibit complex characteristics that 

vary over time, including identity and intentional states (Alderson-Day et al., 2021). Furthermore, 

the voice may be internally or externally individualised (Wilkinson & Bell, 2016). Internally 

individualised voices cannot be attributed to a pre-existing identity and instead are identified by 

specific characteristics e.g., a young boy’s voice. Alternatively, externally individualised voices are 

recognisable to the individual, such as a friend or relative (Beavan, 2011), or the individual’s own self 

at a particular age when a traumatic life event potentially occurred (Corstens & Longden, 2013).  

Trauma is the dominant contributing factor in research examining the aetiology of the voice-

hearing continuum, including voice personification (Corstens & Longden, 2013; Spikol & Murphy, 

2019), multiplicity (McRae et al., 2017; Parry et al., 2018) and the EDV (Kent & Waller, 2000; Pugh et 

al., 2018), with trauma shown to impact ED treatment outcomes (Day et al., 2023). Therefore, 

demonstrating that these voice-hearing experiences share phenomenological similarities. By 

studying the experiences of living with an EDV as a distinct self or a personified voice-hearing 

experience, we may better understand whether tailored treatment pathways for each presentation 

are necessary to effectively address the EDV through psychological interventions.  

Aims and Objectives 

As up to 17.9% of young women are affected by EDs (Silén & Keski-Rahkonen, 2022), it is 

important their experiences are heard to accurately understand these multisensory experiences. 

This research gathered young women’s stories through a qualitative methodology which allowed 

participants to tell their stories through a medium of their choice e.g., written piece, poetry, or 

artwork. To ensure this research was led by lived experience rather than protocol, an Experience-



EMPIRICAL RESEARCH PAPER                                                                                                 2-8 

Based Co-Design (EBCD) informed methodology (Point of Care Foundation, n.d.) was implemented. 

This allowed a common language framework to be developed with participants and ensured a 

collaborative, validating procedure for young women to share their experiences in a supportive 

environment that appropriately represents them (Haines et al., 2019). This qualitative research 

study aimed to explore how multiplicity and voice personification are experienced by young women 

living with an ED voice, self, or part. This is the first research study to examine these seemingly 

distinct multisensory experiences simultaneously. 

Methods 

Design 

This qualitative research implemented an informed EBCD methodology (Point of Care 

Foundation, n.d.). This approach, commonly used in service design, combines expertise from people 

with lived experience to aid collaboration, understanding, and service improvements (Point of Care 

Foundation, n.d). Recently, this approach has been effectively adapted for research methodologies 

(Raynor et al., 2020; Flyan et al., 2021; Girling et al., 2022), with benefits including reaching 

marginalised populations, creating an equal partnership between participants and researchers, and a 

wider impact of research (Gustavsson & Andersson, 2019). This research project utilised the 

principles of EBCD, including storytelling and empowerment, to facilitate the co-design of knowledge 

of multisensory experiences and the EDV in young women. 

The traditional stages of EBCD are outlined in Appendix A. Due to the stage of the research 

and research question, the implemented EBCD approach did not involve health care service staff nor 

dedicated service development stages. Accordingly, an EBCD informed layered data collection 

approach was designed (see figure 2.) to include reflective discussions with participants interwoven 

throughout the data analysis to represent their stories. 

[INSERT FIGURE 2] 
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Materials 

Layer one – original stories from first person experiences 

A Qualtrics questionnaire was used to obtain consent, demographics information (such as 

gender, age, ethnicity, location and duration of their ED, voice-hearing and multisensory 

experiences), and the participant’s story.  

Layer two – online reflective discussion and graphic illustration of reflections 

A Qualtrics questionnaire was used to obtain basic demographic information and consent to 

attend the online group discussions. 

A Zoom Pro account held by an external facilitator Fiona Malpass, a project manager from 

the UK-based charity Voice Collective, was used to host the online group. 

Layer three – online feedback discussion of multisensory experiences and the EDV 

A Qualtrics Questionnaire was used to obtain basic demographic information and consent to 

attend the final group discussion.  

The online group was held via Microsoft Teams due to facilitators not possessing a Zoom Pro 

account. 

Participants and Recruitment 

 Ethical approval was given by Lancaster University Faculty of Health and Medicine’s 

Research Ethics Committee (FHMREC reference: FHM-2022-0942-RECR-2). Full documentation of the 

ethics application can be found in section four. 

Participants were primarily recruited by advertisements on social media and the Lancaster 

University’s Campus. Additional recruitment methods included advertising on the research page of 

Beat’s website, the UK’s leading ED charity, and an episode on the “Love This Food Thing” podcast.  
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The inclusion criteria for participation was self-identifying as a female (either the host, or the 

headmate/alter who experiences the ED behaviours identifies as female), aged between 16-25-

years-old, current or previous experience of voice-hearing or another multisensory experience, and 

self-identify as current or previous experience of an ED. Prospective participants who did not meet 

these criteria were excluded. 

In total, 11 participants were involved in this research (see table 1.). Of the initial 10 

participants involved in layer 1, 3 continued their participation in layer 2. The participants within 

layer 3 comprised of 1 original retained participant and 1 who only partook in layer 3 (see figure 2.). 

Each participant was given an alias to maintain confidentiality. 

[INSERT TABLE 1] 

Layer one – original stories from first person experiences 

Within this layer, the sample consisted of 10 females aged 20-24-years-old. The majority were 

White British (60%) and based in the UK (60%). The mean duration of the participants’ EDs was 6.4 

years, voice-hearing experiences was 5 years, and multisensory experiences was 1.9 years. 

Layer two – online reflective discussion and graphic illustration of reflections 

The sample within layer two consisted of three females aged 20-22-years-old, who were 

retained from layer one. The majority were White British (66.67%) and based in the UK (66.67%). 

The mean duration of the participants’ EDs was 6.6 years, voice-hearing experiences was 8 years, 

and multisensory experiences was 2 years. 

Layer three – online feedback discussion of multisensory experiences and the EDV 

The sample within layer three consisted of 2 females who were both 21-years-old. The 

ethnicity of the participants was White British (50%) and Caucasian-Asian (50%). Participants were 

based in the UK (50%) and Canada (50%). One participant was retained from layer two and a further 

participant was recruited via social media. 
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Data Collection 

During the layered data collection, participants were selectively invited to the final online 

discussion to ensure the sample effectively answered the research question. The retention and 

attrition rates are reported in Figure 3. 

 [INSERT FIGURE 3] 

Layers one and two of the data collection were completed alongside another Trainee Clinical 

Psychologist to efficiently use participant’s time and reduce potential recruitment challenges. The 

data collected in these layers underwent an initial analysis, completed independently, to identify 

emerging narratives that informed discussions during the final layer of data collection. 

Layer one 

Participants were invited to submit their story of voice-hearing, multisensory experiences and 

living with an ED. Participants were given the choice on how to tell their story e.g. written piece, 

poem, or artwork, which provides rich data of their experiences that may not have been captured 

within semi-structured interviews. These stories were submitted on Qualtrics, where participants 

could express interest in participating in later layers of the research. 

Layer two 

Participants attended an online group, held in July 2023 for two hours via Zoom and co-

facilitated with Fiona Malpass, to discuss their experience of voice-hearing, multisensory 

experiences, and living with an ED. A live illustrator, Emma Paxton, attended the webinar to visually 

capture the group discussions (See Appendix B) which provided an infographic representation of 

participant’s stories that cannot be achieved through other qualitative methodologies. Participants 

were invited to participate in the final layer of the research.  

Layer three 
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Participants attended an online group, held in October 2023 for two hours via Microsoft 

Teams, to share the relationship between their experience of multiplicity and voice personification 

alongside an EDV. Initial emerging narratives from the data compiled from layer one and two were 

presented within the group. Participants provided reflections on the presented narratives and 

whether they felt it accurately represented their own experiences. 

 Within the online groups, breaks were scheduled at the mid-point of the reflective 

discussion. Participants were encouraged to take any necessary breaks for their wellbeing, and there 

was a dedicated facilitator present to offer individual support outside of the group. Each session 

concluded with a group check-out and debrief with participants including information of additional 

support services available. Facilitators engaged in a team debrief after each online group. 

Data Analysis 

The epistemological standpoint of the researcher, critical constructivism (Kinchelow, 2005), 

was considered when deciding the analytic process of the research. Critical constructivists support 

the idea that knowledge is constructed within our minds, which are further constructed by the 

surrounding society (Geelan, 1996; Kinchelow, 2005). Narrative Analysis was therefore implemented 

to allow for the co-construction of a narrative between the speaker and listener while accounting for 

social construction of that story (Esin et al., 2014). Unlike other qualitative analytic approaches, 

which divides data into “codes”, Narrative Analysis keeps participant’s stories whole to preserve and 

observe the details within. These narrative blocks are compared to generate core narratives (Smith, 

2016). As stated by Gibbs (2007), this approach “adds a new dimension to qualitative research. It 

focuses not just on what people said and the things and the events they describe but how they said 

it, why they said it and what they felt and experienced.” (p.71) 

Prior to commencing data collection, a narrative framework was developed by compiling 

several narrative methods to guide the analysis and provided transparency in the process (See 

Appendix C). The framework accounted for the potential different multimodal data (visual, audio or 
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text-based) within layer one. For visual data, analysis involved familiarisation with the data, 

categorising based on the research question, producing detailed summaries of the categorised data, 

and developing overarching layers of meaning based on the whole visual data set (Collier, 2001). For 

text-based data, following familiarisation, important concepts including narrative tone, imagery, and 

themes were identified (Crossley, 2007). The framework also considered elements of structural 

narrative analysis, like tonality, pace and language (James, 2023), functional narrative analysis, like 

the narrative content and structure (Atlas.ti, n.d), and socio-cultural themes that shaped their story. 

Audio data was transcribed and the text-based data analysis stages followed. A summary story was 

created for each participant to ensure the final narrative captured their story’s key touchpoints. 

These stories were subsequently woven together to form a coherent story and overarching 

narratives were identified and organised into chapters. 

Following data collection layer one and two, steps 1-3 of the narrative analysis framework 

were completed on the initial data to inform themes for the online discussion during layer three. 

Upon completion of data collection, narrative analysis was then completed in full (See Appendix D). 

The structural and functional components of the narratives, how the participants told their stories 

and why, were the dominant elements that formed the chapters. 

Findings 

The findings represent a shared narrative that emerged from the data organised into 

chapters. Chapter One represents the continuum of experiencing the EDV. Chapter Two describes 

the relational conflict between the individual and their EDV. Finally, Chapter Three explores how the 

EDV maintains the ED behaviours and its impact on participants journey of recovery. 

 

Chapter One: A Continuum of the EDV Experiences – “A parasite in your brain that is both your worst 

enemy and very best friend” (Anne) 
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This chapter outlines three core narratives which each represent a continuum on which 

participants experience the EDV; the EDV on the Continuum of Multisensory and Multi-self 

Experiences, the EDV and Me, and the Relationship with the EDV. 

The EDV on the Continuum of Multisensory and Multi-self Experiences 

Participants experienced the EDV along the continuum of voice-hearing (see Appendix E), with 

some descriptions highlighting their EDV experiences shifting between those points. For some, their 

EDV mirrors an auditory hallucination where “it doesn’t have a voice it’s kind of a collection of 

[Karen’s] own thoughts…it doesn’t sound like [her] own voice or anyone else’s”. The language use 

demonstrated the EDV as a voice but without any distinct features or characteristics, as Karen has 

“never been able to imagine it’s a person or give it a name”. 

However, later in her story, Karen stated, “it’s quite scary that it is something in my brain like it 

feels like an actual person the amount of sneakiness that goes into the way that it is” and described 

her EDV as a “bitchy little self”. Her account demonstrates the fluidity of the EDV and how it can 

move towards a voice personification experience. Evidence of voice personification is noted by the 

use of pronouns: “she”; “they”; “he”. In some stories, personification of their EDVs was stronger. 

The EDVs Anne experienced were called “Adam” or “The Scientists” and had intentional actions as “if 

it has a mind of its own”. Furthermore, Max’s language references Kate Moss’ 2009 quote “nothing 

tastes as good as skinny feels” when they express that “She doesn’t care. She only knows. Skinny 

tastes better than everything” (Max). Participants’ use of such phrases demonstrates an 

internalisation and personification of diet culture and media influence. Therefore, it is evident that 

the personification of the EDV can vary along a continuum from simple to complex personification. 

Two participants connected their EDV to their experience of Multiplicity. Claire expressed that 

it “got isolated out into a single person within the system”, while Triss describes “an internal 

experience that is connected to me”. Within Claire’s story, they described that “most of us honestly 

don’t have involvement with any symptoms of ED”, with only the host and one alter experience 

symptoms. Yet, the power held by the EDV within their alter was experienced physically. They 
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described their alter doing “a special kind of switching…catch[ing] whomever fronting off guard and 

rush[ing] them from behind, tackling them and running them over straight towards front with no 

communication”. The language used demonstrates the powerlessness over the alter when triggered. 

Claire’s narrative also expressed that their system’s “ED recovery is much closer to supporting a 

family member with an addiction than a singlet recovering from their own ED”, highlighting the 

differences between EDV experiences along the continuum. 

Although not all participants experienced multiplicity, the experience of feeling “dissociated 

from real life” (Karen) and “not fully present” (Anne) featured within other participants’ stories. 

The EDV and Me 

The language used by participants highlighted another continuum the experience of EDV may 

lie on – an internal to external experience.  

Those who experienced the EDV as internal described a physical connection to the voice as an 

“anorexic voice in my head” (Brianna) or “living rent free in my mind” (Karen). These language 

choices represent the EDV as an unwanted guest who has settled inside their mind. Meanwhile, 

others attributed their EDV to an external agent which was distinct and separate to themselves, 

describing a “demon” (Anne), “a pet they tolerate” (Claire), and “a starry red fox monster” (Claire). 

In Claire’s narrative, the alter experiencing the EDV becomes unrecognisable to the system when 

triggered. A common image used by participants was calling the EDV “a parasite in your brain that is 

both your worst enemy and very best friend” (Anne). This holds connotations of the EDV infiltrating 

their mind and suggests the immediate lack of control participants felt when their EDV manifested. 

Within the online discussions, Anne reflected that the EDV initially felt like an internal 

experience. She expressed that “when they said you’ve got to fight it”, she questioned if they were 

asking her to fight “like myself?... rather than the other thing that they were able to see was like a 

parasite on me”. However, in recovery, her viewpoint shifted to an external experience. She “could 

see now how it is like you’re fighting against some sort of illness like a parasite but at the time I think 

I found it quite difficult to see it that way”. This demonstrates the fluidity of the EDV on this 
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continuum throughout an individual’s journey. Furthermore, Madi describes her experience as both 

“a shadow that lives in my brain” and “someone talking over my shoulder”, suggesting that the 

presence of an EDV can be felt simultaneously as internal and external.  

The Relationship with the EDV 

Prominent in participants’ stories was their relationship with their EDV. The narratives 

demonstrated that these relationships could be mapped onto a continuum from negative to 

positive. 

One participant, Karen, had “never experienced it [EDV] in a positive way” as it “was never my 

friend”. The language used by participants suggest the voice is “overpowering” and they “have no 

control over it” (Triss) or “felt controlled by it…to obey its orders” (Jenny). One resonating narrative 

was comparing their relationship with the EDV to how “an abusive partner will…try and isolate you 

from people that would keep you safe and be like your safety net”, stating “it’s like an eating 

disorder does that as well” (Anne). This imagery provides the listener with insight into the motives 

and actions of the EDV which ensures the individual is reliant on it. 

However, there was also evidence of a compassionate relationship within participants’ 

narratives. In her poem, Max states “isn’t it healthy, no it’s not baby”. This structure seems to mimic 

a conversation with the EDV where it is seeking reassurance or praise from Max and her response is 

compassionate as if talking to a younger version of herself. Similarly, although Karen states they 

have not experienced the voice positively, a touchpoint in her narrative was that the EDV “saved my 

life”, implying a positive relationship.  

A common feature within participants’ narratives was an “ever changing” (Claire) relationship 

with the EDV which could be “described differently throughout its different stages” (Anne). For 

example, the compassionate relationship in Max’s poem is contrasted by the language “it’s a 

problem”. Furthermore, Anne’s reiteration of the abusive partner metaphor demonstrates a 

changing relationship when it can “seem positive at first and it can seem protective and helpful and 

even like a confidence boost… like an abusive partner will try and love bomb at first…and get you 
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hooked on them” (Anne). For Claire, this relationship was context dependent as the EDV was a 

member of their internal system. They describe the alter as “a pet they tolerate” but also feel 

appreciation that “my system has taken extra care of me”. Within the system, each member has a 

different relationship with the alter experiencing the EDV. This conflict is demonstrated when Claire 

reflects that she “love[s] him and any effort to support him… is worth it” but that the “other alters 

find it annoying, stress inducing or like [he] may be a burden on us, one more symptom to manage in 

a complicated situation”. The participant’s relationships with their EDV, like any social relation, may 

therefore change frequently.  

 

Despite being outlined separately, these continuums should be thought of as interconnected 

to demonstrate the varied spectrum of EDV experiences. Figure 3 illustrates a schematic 

representation of the three axis that participants’ experiences may be mapped along. For instance, a 

personified EDV that is perceived as negative and external to the individual would be positioned 

differently on the continuum to an EDV considered a distinct member within an internal system that 

fosters a positive relationship.  

[INSERT FIGURE 4]  

Chapter Two: Conflict between the self and the EDV – “Its will became mine” (Anne) 

This chapter explores conflict, a key character in participants’ stories, and is separated into 

two core narratives – Conflict in Identity and Conflict in Recovery. 

Conflict in Identity 

A touchpoint for the majority of participants was the impact of struggling to separate their 

identity from their EDV. For example, there was evidence of pronouns changing from “he” to “I feel I 

am the EDV” (Claire). Claire described their alter as “a personification of that voice” with the alter 

feeling that “the voice comes from within themselves yet without much separation from the EDV”. 

Lacking separation from the self was reflected when Anne stated “its will became mine“ and when 

Karen reflected that “without an ED, I don’t know who I am”, stating that it was “really easy to 
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recognise…at the beginning”, “like two balls of wool that were tangled up together”. She describes 

that her “brain was…red and the ED was black so you could really distinguish between my thoughts 

and the EDV”, expressing that “the longer that I’ve had the ED, the more entwined it’s…become” so 

“now it’s like my brain and the EDV are like two different shades of red, so you can barely tell them 

apart”, therefore demonstrating loss of identity as an ED progresses.  

Referencing the aforementioned continuum from an internal to external EDV experience, 

participants’ conflicting identities demonstrate the impact that experiencing the EDV as an entity 

connected to oneself can have on not only a sense of self but also on recovery.  

Conflict in Recovery 

In recovery, participants referenced a common metaphor used in ED services: the need to 

“fight the eating disorder”. Yet, some participants found this metaphor difficult to relate to due to 

the interconnection of their identity and the EDV, feeling as though they are “fighting against [their] 

own voice” (Karen). One participant described feeling like “I’m protecting one part of my body” 

(Triss), therefore demonstrating how identity can cause further conflict within recovery. 

The relationship with the EDV also contributed to participants feeling conflicted about their 

recovery journey. There was a shared sense that recovery would result in a loss of that relationship, 

regardless of the nature of the relationship with the EDV. The language used by participants 

compared recovery to “a loss like a break up”, feeling “lost without him” “even though he was so 

bad for me” (Anne). This is echoed when Karen states “it feels like breaking up with someone but 

breaking up with yourself”. Karen’s sense of identity alongside her EDV contributed to a conflicted 

narrative of recovery. She described being “scared to let go” as recovery would result in losing “a 

piece of my puzzle, a piece of my life, and a piece of me”. Although Claire also equated recovery to 

experiencing loss, recovering from an ED in the context of their multiplicity meant accepting that 

“there will never be a fix without taking away our loved one” and this resulted in conflicting feelings 

towards recovery as it is “hard to let go because it’s one of us”. Therefore, difficulties surrounding a 

sense of self and a loss of a relationship with the EDV are key in participants’ journey with recovery.  
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Chapter Three: The Role of an EDV in the maintenance of an Eating Disorder – “Despite having fallen 

down that hole too many times” (Anne) 

This chapter explores how the EDV maintains the participant’s ED. Three core narratives are 

described – The Power of the EDV, Trapped in a Cycle by the EDV, and Barriers to Accessing Support 

for Multiplicity and an EDV. 

The Power of the EDV 

It was evident that the EDV plays a multifaceted role in the maintenance of participants’ EDs. 

As aforementioned, the difficulty separating the self from the EDV and the perceived loss tied to 

recovery were key elements contributing to the maintenance of their EDs. 

The perceived power the EDV held within the relationships was another maintaining factor. 

Participants described being “unable to say no” (Anne) to the EDV’s demands with a narrative of the 

EDV “giving orders” (Jenny). Narratives suggested that the EDV uses their initial trusting relationship 

to build power and then adapts to manipulate them. They described the EDV’s actions as it “sells you 

lies” (Anne) and “uses this [trauma] to manipulate me even more” (Karen). This was reflected in 

Karen’s story who described the EDV adapting to maintain its own survival over time, stating that “it 

camouflages itself” and “the longer the ED voice has resided in my brain, the sneakier it has 

become”. Karen felt that her thoughts and feelings were “being twisted and laced with poison” by 

the EDV, causing her to “question every thought” in recovery, therefore demonstrating how the 

perceived power of their EDV can contribute to the maintenance of an ED. 

Trapped in a Cycle by the EDV 

The language used by participants denoted an inescapable battle within themselves: “like 

waking up each and every day to fight a war inside your own mind” (Anne). This combative imagery 

conveys the toll of managing their EDV. 

Participants also utilised imagery of entrapment, where they feel like “a prisoner” (Jenny), 

“paralysed by the fear of never escaping its grasps” (Karen). The language used portrayed a sense 

that, despite their best efforts towards recovery, they remained powerless to the EDV’s commands 
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“despite having fallen down that hole too many times” (Anne). Within Max’s poem, a repeated line 

states “live like I’m dying I’m dying to live” symbolising a cycle of desperation and feelings of 

entrapment or helplessness when experiencing an EDV. Within Karen’s story, she doubts she can 

ever overthrow her EDV and expresses this “fear of never being free” from an EDV that 

simultaneously pushes her to “fight back and challenge myself…but it can also grind me to a 

complete halt”, thus demonstrating that attempting to regain control of their EDV may feel 

impossible and inhibit recovery.  

Barriers to Accessing Support for Multiplicity and an EDV 

Participants who experience multiplicity expressed a lack of representation in the current 

understanding of the EDV, which could act as a barrier to accessing support as they had “difficulty 

relating to the usual representation for ED voices” (Claire). 

One key barrier in Claire’s story was the lack of clinical understanding as they were previously 

misdiagnosed with schizophrenia. They states that “there isn’t enough clinical understanding for 

how multiplicity overlaps with other conditions” and “our therapist focuses on us as individuals…but 

there is more than us being a bunch of people stuck together”. They expressed that “true 

understanding lies between understanding us as voices, as independent individuals and as all 

thoughts of a single mind”. Therefore, without this level of understanding within ED services, that 

support feels inaccessible to those with multiplicity and subsequently maintains their ED. 

This lack of understanding translates to wider society and the stigma that surrounds the 

experience of multiplicity. Stigma was another significant character within the participants’ 

narratives, with the presence of an EDV as an alter exasperating that stigma further. Claire expresses 

that “Multiplicity stigma exists” that leads her to question how to “phrase my experiences in a world 

where you existing as a singlet is a universal experience?”. She has a “huge trouble even describing 

living as plural, let alone…that I have a starry red fox monster in my head who eats too much…. 

People would find it absurd” (Claire).  
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Participants highlighted the importance of having an understanding support system, finding 

comfort when expressing that “my family understand me” (Triss) or “plurals get us…singlet friends 

tend to become the confused but still supportive friends” (Claire). Therefore, the lack of 

understanding around multiplicity alongside an EDV acts as a barrier to accessing support both 

clinically and socially, as Claire states “getting over multiplicity stigma is the step forward, like 

unwrapping a box before being able to take the lid off”. Consequently, increased understanding 

would provide a safer environment to remove the lid, and cope with what is discovered about 

oneself. 

Discussion 

This research explored how multiplicity and voice personification are experienced by young 

women who report the presence of an ED voice, self, or part. Through an adapted EBCD 

methodology, 11 participants’ stories were collected and analysed to further understanding of these 

multisensory experiences. This study makes a novel contribution to clinical psychology as previous 

research has not examined these seemingly distinct multisensory experiences simultaneously. It 

demonstrated the interwoven nature of multisensory experiences with the EDV along a continuum 

from voice-hearing to a distinct member of a system within multiplicity. By furthering the 

understanding of complex psychological phenomena within the context of EDs, it can aid 

development of effective ED interventions. 

A majority of the presented narratives match those of earlier studies. For instance, 

participants’ experience of being trapped and powerless to the EDV mirrors earlier accounts of the 

EDV (Tierney & Fox, 2010; Williams & Reid, 2012). Furthermore, experiencing a shifting relationship 

with their EDV from a positive entity to a controlling and abusive relationship has also been 

documented within the literature (Dolhanty & Greenberg, 2007; Tierney & Fox, 2010). However, 

many participants expressed that their EDV has never offered guidance and reassurance. Instead, 

the initial positive relationship was in hindsight the ulterior motives of the EDV to build trust with 
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the individual, allowing it to become an overpowering and controlling entity. These results highlight 

that, due to the EDV disguising its controlling tactics during the early stages of the ED, the 

relationship is more complex than this field of research originally thought. 

Previous research has established that the EDV plays a crucial role in the maintenance of ED 

behaviours (Pugh & Waller, 2017). In particular, the stronger the perceived power of the EDV the 

greater the severity of the ED (Pugh & Waller, 2016). A sense of feeling trapped compounded with 

an attachment to the EDV makes recovery challenging, as behavioural change incites internal 

hostility with the EDV (Pugh, 2016). This notion that powerlessness paired with an attachment to the 

EDV maintains ED behaviours is supported by the narratives heard in this research. Participants felt 

trapped yet scared to let go of their EDV.  

Participants also compared losing their EDV to ending a romantic relationship. This 

perceived loss was exasperated by their identity being consumed by their EDV during their ED. 

Without the EDV, they no longer knew themselves which made recovery appear threatening and 

maintained their ED behaviours. This narrative is consistent to previous research that examines 

sense of self within ED populations (Higbed & Fox, 2010; Williams et al., 2016). However, the 

findings of this research offer a further perspective. The experience of having their identity 

intertwined with the EDV made it difficult to let go but also meant they were unable to distinguish 

their own thoughts from the EDV’s, which led to a lack of trust to act upon thoughts when in 

recovery. In summary, the overpowering nature of the EDV impacts an individual’s identity which 

contributes to their difficulty to trust their own thoughts, reliance on the relationship with the EDV, 

and subsequent inability to let their EDV go, each contributing to the maintenance of their ED. 

Therefore, addressing this dynamic within ED treatment may be an important mechanism to aid 

stable recovery. 

A particularly novel finding within the results was evidence of a continuum of EDV 

experiences from voice-hearing to the embodiment of an EDV within a system of multiple selves. 
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The language used to describe participants’ EDVs aligned with the voice personification categories 

created by Alderson-Day et al. (2021). For example, the use of pronouns, names, and further detail 

regarding the intentions and actions of their EDV indicate both minimal and complex voice 

personification within participants’ accounts. Furthermore, the position of the EDV on this 

continuum was also transient across the participants’ stories. Although previous research has 

suggested that the EDV may exist at varying points along the voice-hearing continuum (Baumeister 

et al., 2017; Pugh et al., 2018), including accounts of an anorexic or bulimic “sub-self” separate to 

the individual’s own self (Pugh, 2020; Sands, 1991), this research is the first to examine multiplicity 

in connection with an EDV. Two participants shared their story of experiencing an EDV as a member 

within their system. A key distinction from other participants’ stories was that the EDV’s actions 

within the system were felt physically. When their alter’s hunger response was triggered, they 

described feeling tackled by the alter to engage in ED behaviours. Furthermore, the complex 

relationship with the EDV in the context of multiplicity is not represented by current literature. This 

experience consists of the EDV embodying a distinct self which is valued, loved, and considered a 

family member by the system which cannot be simply let go. 

In summary, the results of this research offer a novel perspective on how the EDV can be 

experienced along the voice-hearing continuum. Therefore, future research should endeavour to 

include the unrepresented population of those with multiplicity within research samples and 

implement inclusive and collaborative methodologies such as EBCD to ensure mechanisms to 

address the EDV within ED treatment can be tailored effectively for the spectrum of EDV 

experiences. 

Clinical Implications 

This research aimed to further understanding of the EDV and its complex relationship with 

the individual so that clinicians can effectively address the EDV within ED treatment. The salient 

message from Claire’s narrative was that “recovery” is not homogenous along the continuum of EDV 
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experiences. Reflected within their story and previous literature, their attachment may be deeper 

due to the EDV being a collectively supported member of their internal family. Therefore, the 

process and outcome of recovery in the context of multiplicity is different to experiences of a 

personified EDV. Throughout Claire’s narrative, the tone suggested a bond between her system 

based on love and care for each other. Therefore, although loss within recovery can be experienced 

by anyone who lives with an EDV, recovery may be perceived as highly threatening to those 

experiencing multiplicity as it may involve the loss of a family member.  

There is a lack of clinical understanding surrounding multiplicity that prevents this 

population from accessing ED treatment. At present, treatment pathways do not reflect the 

continuum of EDV experience nor its varied definitions of recovery. This population may benefit 

from increased collaboration between system members to elicit a group-based intervention to work 

together within their ED treatment. One possibility is the inclusion of Voice Dialogue within 

treatment (Stone & Stone, 1989), as this therapeutic method implements chair work to focus on 

communication and awareness between selves through the procedure of switching between chairs 

within dialogue to facilitate change (Pugh et al., 2021; Stone & Stone, 2007). By highlighting the 

spectrum of EDV experiences, this research aims to demonstrate the importance of adapting ED 

treatment pathways to meet the needs and treatment outcomes of this unheard population. 

The lack of representation for multiplicity within current EDV literature and ED treatment 

highlights another barrier to this population accessing support: stigma. The results established that 

this population felt they were not understood or given a voice, in societal or clinical settings. Living 

as a single self is considered a universal experience, which makes sharing your story as a multiple 

feel exposing and threatening. During this process, participants shared feeling invalidated and 

misdiagnosed by professionals and manipulated by others in their life when they’d shared their 

multiplicity. Therefore, seeking clinical support to address their ED alongside their multiplicity can 

feel inaccessible. As a result, participants are attempting to manage their symptoms and implement 
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coping strategies through collaboration between their system members without professional 

support. Based on the stories heard, an initial stage to make services more accessible could be 

continuous professional development sessions for staff within ED services to increase their 

understanding of multiplicity and information including appropriate language use. Furthermore, it 

may be beneficial to implement an EBCD service development project within an ED service that 

included the voices of this population. This project could be advertised on social media to recruit this 

hard-to-reach population and allow them to collaboratively create treatment pathways which meet 

their needs. As Claire stated, “getting over multiplicity stigma is the step forward, like unwrapping a 

box before being able to take the lid off”. As clinicians, we should be striving to implement strategies 

that foster a safe environment that allows this population to share their experiences and access 

necessary support. 

Strengths, Limitations and Future Research 

Participants were not required to disclose their ED diagnosis during the research. The 

inclusion criteria simply stated, “an experience of an eating disorder”. This allowed for the inclusion 

of people known and not known to services, who may not have accessed clinical support or received 

a diagnosis. Thus, although the results suggest a continuum of EDV experiences, it cannot determine 

whether this can be attributed to specific ED diagnoses. Future research may benefit from 

developing an assessment or screening tool for ED services that explores the presence of this EDV 

continuum to acquire data from a larger sample of participants, including males, to establish how 

different factors, such as ED diagnoses and gender, contribute to the continuum of EDV experiences.  

Previous research has pursued behavioural-based ED treatment to address the EDV. For 

example, encouraging the person to challenge the voice content and their beliefs about the voice’s 

power alongside developing behavioural responses to achieve control over their ED (Pugh & Waller, 

2017). However, this research has highlighted the complexity of the relationship individuals have 

with their EDV and how it intertwines with their identity. Therefore interventions, such as 
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Compassion Focused Therapy (Goss & Allan, 2014), Maudsley Model of Anorexia Nervosa Treatment 

for Adults (Schmidt et al., 2014), and Narrative Therapy (White & Epston, 1990) that can address the 

EDV relationship and its impact on identity directly may be more effective than the symptom 

focused approach within behavioural-based practice. It may be beneficial to implement a further 

EBCD research study, involving participants’ stories, to design an effective relational-based approach 

collaboratively with a multi-disciplinary team. Future research could then strive to build an evidence-

base for the co-designed intervention that addresses the relationship with the EDV through 

randomised control trials that allow for the rigorous testing to establish the effectiveness of an 

intervention. 

Conclusion 

Currently, 5.5-17.9% of women in western cultures will experience an ED by young adulthood, with 

ED rapidly becoming a global concern (Silén & Keski-Rahkonen, 2022). This research aimed to 

explore multiplicity and voice personification alongside the presence of an ED voice, self, or part. The 

results demonstrated the existence of a spectrum of EDV experiences that included voice 

personification and multiplicity, therefore supporting the hypothesis of previous research that the 

EDV does not have a fixed position on the voice-hearing continuum (Baumeister et al., 2017; Pugh et 

al., 2018). Furthermore, the results provided insight into the mechanisms that underlie the EDV as a 

maintenance factor in EDs, such as their sense of self being encompassed by the EDV and the sense 

of loss attributed to recovery, particularly within the multiplicity population. This research 

contributes to the clinical psychology field by highlighting the need for effective interventions, 

collaboratively developed, that address the relationship with the EDV directly within ED treatments. 

It is important to state that participants who experience Multiplicity felt unheard and unrepresented 

by the current understanding of the EDV within the literature and clinical settings. Therefore, future 

research should define the EDV as a voice, presence, or self that may be distinct from, or connected 

to, the individual’s own self that comments on individual’s body shape, weight and eating habits. 
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Further collaboration between clinicians, researchers, and experts by experience within the 

multiplicity community is necessary to overcome stigma, create treatment pathways within services 

that are accessible to all, and to continue to be led by this unheard population.  
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Figure 2-1. 

Proposed continuum of voice hearing within adolescents with multisensory and multi-self 

experiences. 
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Figure 2-2.  

EBCD Informed Layers of Data Collection 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Participants submit a personal story (e.g., written piece, artwork, 

poetry) that represents their experience of voice hearing, 

multisensory experiences and living with an eating disorder. 

Data Collection Layer 1 

Participants attend an online webinar via Zoom to discuss their 

experiences of voice hearing, multisensory experiences and living 

with an eating disorder. Discussions are visually captured by a live 

illustrator. 

Data Collection Layer 2 

Initial Narrative Analysis Steps 1 to 3 completed on data 

gathered in first two layers. Emerging narratives and 

identified touchpoints within narrative summaries 

informed questions and themes for discussion during 

the final layer of data collection 

 

Data Analysis 1 

Participants attend an online webinar via Microsoft Teams to 

feedback and discuss how data so far represents their experience 

of headmates, multiple voices or selves alongside an eating 

disorder. 

Data Collection Layer 3 

A complete narrative analysis on the whole data 

set collected including structural and functional 

components of the narratives. Previous emerging 

narratives are adjusted based on layer 3 

reflections and discussions with participants. 

Narrative chapters are finalised.  

Data Analysis 2 

Peer reflections and 

supervisory 

discussions during the 

initial identification of 

narratives and 

touchpoints 

 

Supervisory 

discussions regarding 

narrative chapters 

prior to finalisation 
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Table 2-1. 

Demographic Characteristics of Participants 

 
Demographic Variables 

Layer of Data Collection 

Layer 1 
(n = 10) 

Layer 2 
(n = 3) 

Layer 3 
(n = 2) 

Gender N (%) 
Female 

 
10 (100) 

 
2 (100) 

 
3 (100) 

Age, years, mean 21.5 21 21 

Ethnicity N (%) 
White British 
Caucasian-Asian 
Brazilian 
Filipino 
Australian 

 
6 (60) 
1 (10) 
1 (10) 
1 (10) 
1 (10) 

 
2 (66.67) 
1 (33.33) 

0 (0) 
0 (0) 
0 (0) 

 
1 (50) 
1 (50) 
0 (0) 
0 (0) 
0 (0) 

Location N (%) 
United Kingdom 
Canada 
Philippines 
Tasmania 

 
6 (60) 
2 (20) 
1 (10) 
1 (10) 

 
2 (66.67) 
1 (33.33) 

0 (0) 
0 (0) 

 
1 (50) 
1 (50) 
0 (0) 
0 (0) 

Duration of Eating 
Disorder, years, mean 

 
6.4 

 
6.6 

 
- 

Duration of voice hearing 
experiences, years, mean 

 
5 

 
8 

 
- 

Duration of multisensory 
experiences, years, mean 

 
1.9 

 
2 

 
- 

  
Note. A proportion of participants were retained between layers of data collection 
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Figure 2-3.  

Consort Flowchart of Participants 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Story Submissions (n = 10) 

• Poem (n= 2) 

• Creative Writing Piece (n = 1) 

• Brief Text submissions (n = 7) 

Layer 1 

 

Invited to Webinar (n = 4) 

• Attended the Webinar (n = 3) 

• Did not attend Webinar (n = 1) 

 

Layer 2 

Expressed interest in continued 

engagement (n= 3) 
Social Media Recruitment (n = 1) 

 

Invited to Webinar (n = 4) 

• Attended the Webinar (n = 2) 

• Did not attend Webinar (n = 2) 

 

Layer 3 

Invited to final webinar (n= 1) 

Social Media Recruitment (n = 7) 

Excluded (n = 4) 

• Incomplete consent form (n = 2) 

• Did not meet Inclusion Criteria 

(n = 2) 

 

Invited to attend alternative 

research webinar (n = 2) 
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Figure 2-4. 

A schematic diagram to visually represent the interconnected continuums of the EDV 
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Appendix 2-A 

Figure A1: Point of Care Foundation. (n.d). EBCD: Experience-based Co-design toolkit - Stages of 

EBCD Methodology 
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Figure A2: EBCD Informed Procedure  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Participants submit a personal story (e.g., written piece, artwork, 

poetry) that represents their experience of voice hearing, 

multisensory experiences and living with an eating disorder. 

Data Collection Layer 1 

Participants attend an online webinar via Zoom to discuss their 

experiences of voice hearing, multisensory experiences and living 

with an eating disorder. Discussions are visually captured by a live 

illustrator. 

Data Collection Layer 2 

Initial Narrative Analysis Steps 1 to 3 completed on data 

gathered in first two layers. Emerging narratives and 

identified touchpoints within narrative summaries 

informed questions and themes for discussion during 

the final layer of data collection 

 

Data Analysis 1 

Participants attend an online webinar via Microsoft Teams to 

feedback and discuss how data so far represents their experience 

of headmates, multiple voices or selves alongside an eating 

disorder. 

Data Collection Layer 3 

A complete narrative analysis on the whole data 

set collected including structural and functional 

components of the narratives. Previous emerging 

narratives are adjusted based on layer 3 

reflections and discussions with participants. 

Narrative chapters are finalised.  

Data Analysis 2 

Peer reflections and 

supervisory 

discussions during the 

initial identification of 

narratives and 

touchpoints 

 

Supervisory 

discussions regarding 

narrative chapters 

prior to finalisation 
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Appendix 2-B 

Illustration of Online Group Discussion – Data Collection Layer Two  

Note. Illustrated by Emma Paxton 
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Appendix 2-C 

Narrative Analysis Framework 

 
Step 1 Step 2 Step 3 Step 4 Step 5  Step 6 

Audio Data Transcribe Follow Text Process 
    

Visual data 

(Collier, 2001) 

Familiarisation  Categorising based on 
research question 

(deductive) 

Produce detailed 
summaries of 

categorised visual data  

Develop overarching 
layers of ‘meaning and 
significance’ based on 

whole data set 

Weaving all of 
this together in a 

coherent story 

Writing up as a 
research report 

Text data (Crossley, 
2007) 

Reading and 
familiarising 

Identifying important 
concepts to look for 

(specifically tone, 
imagery, and themes) 

Identifying narrative 
tone 

Identifying narrative 
themes and images 

Additional steps 
 

Define deductive 
categories based on 
research question  

 
Mesh inductive and 

deductive themes from 
both data types. 

Critically consider 
structure, function and 
the role of self-stigma 

and cultural stigma 

  

Analytic actions: Transcribe audio 
data 

Familiarisation 
and initial note 

Develop deductive 
categories  

Inductively identify 
concepts from data  

Create summary stories 
for each participant’s 

narratives 

Consider Structural 
Narrative Analysis – 
tonality, pace and 

language used 

Grouped related 
narrative themes, 

imagery, and 
touchpoints 

together 

Finalising Chapter 
Titles and Core 

Narrative Themes 
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taking of 
observations 

Keep notes on tonality, 
presentation and style 

Consider Functional 
Narrative Analysis – 

content and structure 

Consider – Socio-
Cultural themes– 

society’s perception of 
the narrative 

 Synthesise 
groupings into 
coherent Core 
Narratives that 

represent 
participant’s 

stories 

Identified 
overarching 

layers between 
core narratives to 

form Chapters 

Selecting appropriate 
quotes and evidence 

within core narratives 
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Appendix 2-D 

Narrative Analysis Process 

Table D1: Illustrative quotes of Chapters and the Core Narratives 

Chapter Core Narratives Illustrative Quotes 

A Continuum of the Eating 
Disorder Voice Experiences  

The EDV on the Continuum of 
Multisensory and Multi-self 
experiences 
 

“The voice and these thoughts are not mine” (Karen) 
“I’ve never been able to imagine it’s a person or give it a name” (Karen) 
“Adam” (Anne) 
“The Scientists” (Anne) 
“It’s bitchy little self” (Karen) 
“Trust me she’s tried” (Max) 
“Wild animals, hungry dogs” (Claire) 
“like it feels like an actual person” (Karen) 
“Has a mind of it’s own” (Anne) 
“They’re sneaky about it” (Karen) 
“Sometimes I hear the voices of my parents” (Karen) 
“Our hungry alter is the personification of that voice” (Claire) 
“I’m the condensation of all the eating disorder voices” (Claire) 
“Most of us honestly don’t have involvement with any symptoms of ED. It’s just the host 
and the hungry alter” (Claire) 
“The fear of starvation I’ve experienced as a child it sort of got isolated out into a single 
person within the system” (Claire) 
“A special kind of switching where it feels like it catches whomever fronting off guard and 
rushes them from behind tackling them and running them over straight towards front 
with no communication or collaboration” (Claire) 
“An internal experience that is connected to me” (Triss) 
“Ed recovery is much closer to supporting a family member with an addiction than a 
singlet recovering from their own ED” (Claire) 
“dissociated from real life” (Karen) 
“not fully present” (Anne) 
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The Eating Disorder Voice and 
Me 

“This thing in my brain” (Karen) 
“An internal experience connected to me” (Triss) 
“Fighting something inside of me” (Claire) 
“The anorexic voice in my head” (Brianna) 
“A shadow that lives in my brain” (Madi) 
“Living rent free in my mind” (Karen) 
“The ED voice has resided in my brain” (Karen) 
“A pet they tolerate” (Claire) 
“a starry red fox monster who is out of this world” (Claire) 
“A parasite in your brain that is both your worst enemy and very best friend” (Anne) 
“Oh you’ve got to fight it it was like what like myself so then it sort of encouraged that like 
urge to destroy myself rather than the other thing that they were able to see was like a 
parasite on me. So yeah like I can see now how it is like you’re fighting against some of 
the sort of illness like a parasite erm but at the time I think I found it quite difficult to see 
it that way yeah” (Anne) 
“Someone talking over my shoulder” (Madi) 
“Loud screaming voice” (Karen) 
“dictator” (Brianna) 
“Entity that takes over” (Jenny) 
 

 
The Relationship with the 
Eating Disorder Voice 

 
“I’ve never experienced it in a positive way, it has never been my friend” (Karen) 
“It’s commanding and critical” (Anne) 
“Have no control over it” (Triss) 
“felt controlled by it and as if I have to obey its orders” (Jenny) 
“An abusive partner will like try and isolate you from people that would keep you safe and 
be like your safety net it’s like an eating disorder does that as well” (Anne) 
“isn’t it healthy no it’s not baby” (Max) 
“A parasite in your brain that is both your worst enemy and very best friend” (Anne) 
“it saved my life” (Karen) 
“described differently throughout it’s different stages” (Anne) 
“it’s an ever-changing thing” (Claire) 
“loud demanding crys now silent adaptions” (Karen) 
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“it can seem protective and helpful and even like a confident boost like again like kind of 
like the way that like an abusive partner will try and like love bomb at first and like say 
that you’re like amazing and like get you hooked on them” (Anne) 
“my system has taken extra care of me” (Claire) 
“it’s definitely not the same as it was when I first became unwell” (Karen) 
“I the person fronting love XXX, I love him and any effort to support him (feeding him 
enough, weight watching, reassurance about financial security and access to food) is 
worth it. I think other alters find it annoying, stress inducing or like XXX may be a burden 
on us, one more symptom to manage in a complicated situation” (Claire) 

Conflict between the self 
and the EDV 

Conflict in Identity “I feel I am the EDV” (Claire) 
“It’s will became mine” (Anne) 
“without an ED, I don’t know who I am” 
“the voice comes from within themselves yet without much separation from the EDV” 
(Claire) 
“It was really easy to recognise I think at the beginning… it’s like two balls of wool that 
were tangled up together and my brain was say, red and the eating disorder was black so 
you could really distinguish between my thoughts and the eating disorder voice whereas 
the longer that I’ve had the eating disorder, the more entwined it’s kind of become in my 
own thoughts and now it’s like my brain and the eating disorder voice are like two 
different shades of red, so you can barely tell them apart” (Karen) 

  
Conflict in Recovery 

 
“You don’t even know if you’re fighting against your own voice” (Karen) 
“I’m protecting one part of my body” (Triss) 
“It felt like a loss like a break up or something like that like even though he was so bad for 
me I was like I felt really lost without him anymore and I didn’t know what to do and I had 
no purpose or direction” (Anne) 
“It feels like a massive massive lost it feels like breaking up with someone but breaking up 
with yourself” (Karen) 
“it feels like if I lose the eating disorder I’m going to lose a piece of my puzzle, a piece of 
my life and a piece of me and it’s just gonna be like this gaping hole inside of me” (Karen) 
“there will never be a fix without taking away our loved one” (Claire) 
“hard to let go because it’s one of us” (Claire) 
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The Role of an EDV in the 
Maintenance of an Eating 
Disorder 

The Power of the EDV “Unable to say no to it” (Anne) 
“giving orders” (Jenny) 
“The ED sells you lies” (Anne) 
“The EDV uses this to manipulate me even more” (Karen) 
“it camouflages itself” (Karen) 
“the longer the ED voice has resided in my brain the sneakier it has become” (Karen) 
“It is much harder to share and much more isolating to experience your own thoughts and 
feelings being twisted and laced with poison than it is to hear a voice which sounds so 
different in tone that is obviously does not belong to you” (Karen) 
“this leaves me questioning every thought entering my awareness” (Karen) 

 
Trapped in a cycle by the EDV 

 
“like waking up each and every day to fight a war inside your own mind” (Anne) 
“a prisoner just watching” (Jenny) 
“paralysed by the fear of never escaping its grasps” (Karen) 
“despite having fallen down that hole too many time” (Anne) 
“I live like I’m dying I’m dying to live” (Max) 
“The fear of never being free can at the best of times push me to fight back and challenge 
myself in terms of facing fear foods or putting myself in uncomfortable situations… but it 
can also grind me to a complete halt” (Karen) 

 
Barriers to Accessing Support 
for Multiplicity and an EDV 

 
“difficulty relating to the usual representation for ED voices” (Claire) 
“there isn’t enough clinical understanding for how multiplicity overlaps with other 
conditions” (Claire) 
“out therapist focuses on us as individuals…but there is more than us being a bunch of 
people stuck together. We’re all voices and these voices borrow from conditions we 
suffer from and speak out thoughts intrusive or not” (Claire) 
“true understanding lies between understanding us as voices as independent individuals 
and as all thoughts of a single mind” (Claire) 
“Multiplicity stigma exists, but my personal circles have generally been kind to me about 
it. The hardest part is how do I even phrase my experiences in a world where you existing 
as a singlet is a universal experience? I have huge trouble even describing living as plural, 
let alone start on the fact that I have a starry red fox monster in my head who eats too 
much for me to physically handle but I also can’t get rid of him because he’s a family 
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member. People would find it absurd and so I don’t even talk much about this to close 
friends of the system” (Claire) 
“my family understands me” (Triss) 
“Plurals get us, plural friends are rare but get us really easily. Singlet friends tend to 
become the confused but still supportive friends. We appreciate them all honestly” 
(Claire) 
“getting over multiplicity stigma is the step forward, like unwrapping a box before being 
able to take that lid off” (Claire). 
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Table D2: Example of Coded Extract – Written Story from Layer One 

 

Note. Key: Language and Images, Tone, Structural, Functional, Socio-Cultural

Data Narrative Codes 

I have a voice living rent-free in my mind. It is almost 
impossible to describe and doesn’t sound like anyone 
I have ever known. It camouflages itself amongst my 
own thoughts and feelings like two tangled balls of 
wool in two different shades of grey: leading me to 
believe that its painful, irrational and, quite frankly, 
deadly suggestions in fact belong to me. But this voice 
and these thoughts are not mine. It is not the voice of 
reason as it sometimes infers. It is the voice of an 
eating disorder known as Anorexia. A voice that has 
controlled my life for the best part of 8 years. 
The longer the ED voice has resided in my brain, the 
sneakier it has become and the less distinguished it is 
against my own. What was once a loud and 
demanding cry, blindingly obvious red strands of wool 
amongst the grey, has morphed into silent 
adaptations to my own thoughts and feelings. 
Recognising what wholeheartedly feels like my own 
ideas to be the voice of my ED is like spotting a needle 
in a haystack. When in recovery, this leaves me 
questioning every thought entering my awareness. 
Scanning the same sentence over and over again like 
spell check on my computer, trying to ascertain 
whether there is any chance it could have been even 
slightly tampered with.  
When I am overwhelmed, lacking in motivation or 
simply exhausted by life it leaves me in a trance like 
state. I am consumed by a never-ending conveyor belt 
of demands and paralysed by the fear of never 
escaping its grasps.  
When I was in a stronger place in my recovery in 
November of 2022, I took a trip to New York for a few 
days. Recovery had enabled me to finally live one of 
my younger self’s dreams.  
Potentially the most destructive characteristic of the 
ED voice is its silence and invisibility to everyone but 
the sufferer themselves. Each day I spent desperately 
trying to just be me was plagued by self-doubt. 
  

Language used – suggests internal experience of 
something living “in” her mind. 
The use of the camouflage suggests the actions and 
intentions of the voice – adapting for survival.  
 
Imagery of the two shades of grey shows attempts to 
distinguish herself from the EDV - Loss of identity and 
sense of self.  
 
 
Actions and intentions of the EDV – the persuasive 
nature of the EDV. 
Tone of feeling helpless and powerless to the EDV. 
 
Allows the listener insight into the progression of the 
EDV over the duration of her ED. 
Repeating back to the previous imagery used. 
Language used – “morphed” – changed over time. 
The intentions of the ED to “adapt”. 
 
The tone reflects how difficult/impossible recovery 
feels because of the EDV. 
Function? – use of idiom “need in a haystack” and the 
imagery of spell check to aid understanding for the 
listener? 
 
Actions of the EDV – tampering with thoughts 
 
Imagery – relentless demands of the EDV like a 
conveyor belt.  
“Its grasps” – Voice personification 
 
Structure is taking us through the journey – before 
was her current experience and this is reflections on 
a “stronger” part of her recovery journey. 
 
“finally” – tone of happiness of what she was able to 
achieve yet paired with what her ED took from her. 
“destructive characteristic” – voice personification. 
Tone – isolating experience of living with an EDV.  
 
“trying to just be me” – loss of identity and sense of 
self  



EMPIRICAL RESEARCH PAPER                                                                                                 2-51 

Appendix 2-E 

The Eating Disorder Voice Continuum 

Figure E1: The Continuum of the Eating Disorder Voice 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Voice Hearing 

“The voice and these thoughts are not 

mine” 

“It’s more like my own thoughts aloud in 

my head. I can’t explain how it sounds but 

doesn’t sound like my own voice or 

anyone elses” 

“I’ve never been able to imagine it’s a 

person or give it a name” 

“My EDV doesn’t have a voice it’s kind of a 

collection of my own thoughts” 

Multiplicity 

“the fear of starvation that I’ve experienced as 

a child it sort of got isolated out into a single 

person within the system” 

“our hungry alter is the personification of that 

voice” 

“I’m the condensation of all the eating 

disorder voices” 

“Most of us honestly don’t have involvement 

with any symptoms of ED. It’s just the host and 

the hungry alter” 

Voice Personification 

“sometimes I hear the voice of my parents” 

“Adam”  

“The Scientists” 

“It’s bitchy little self” 

“Has a mind of it’s own” 

“They’re sneaky about it” 

“Trust me she’s tried” 

“like it feels like an actual person” 

“They always decide what I should be having for 

meals” 

“wild animals, hungry dogs being dragged along by 

a force of sorts” 

Dissociation 

“Severe dissociation but different from the daily EDV” 

“Specific periods of dissociation where it was like complete detachment from reality” 

“noise in my head I’m always kind of somewhat dissociated from real life” 
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Figure E2: Photo of Initial Data Analysis of the Continuum 
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Appendix 2-F 

Author Guidelines for Child and Adolescent Mental Health 

 

Author Guidelines 

Why submit to Child and Adolescent Mental Health? 

• An international journal with a growing reputation for publishing work of clinical 

relevance to multidisciplinary practitioners in child and adolescent mental health 

• Ranked in ISI: 67/129 (Pediatrics); 121/156 (Psychiatry); 100/143 (Psychiatry (Social 

Science)); 89/131 (Psychology, Clinical). 

• 7,319 institutions with access to current content, and a further 6,696 institutions in 

the developing world 

• High international readership - accessed by institutions globally, including North 

America (34%), Europe (34%) and Asia-Pacific (11%) 

• Excellent service provided by editorial and production offices 

• Opportunities to communicate your research directly to practitioners 

• Every manuscript is assigned to one of the Joint Editors as decision-making editor; 

rejection rate is around 82% 

• Acceptance to Early View publication averages 5 weeks 

• Simple and efficient online submission – 

visit http://mc.manuscriptcentral.com/camh_journal 

• Early View – articles appear online before the paper version is published. Click 

here to see the articles currently available 

• Authors receive access to their article once published as well as a 25% discount on 

virtually all Wiley books 

• All articles published in CAMH are eligible for Panel A: Psychology, Psychiatry and 

Neuroscience in the Research Excellence Framework (REF) 

 

1. Contributions from any discipline that further clinical knowledge of the mental life and 

behaviour of children are welcomed. Papers need to clearly draw out the clinical 

implications for mental health practitioners. Papers are published in English. As an 

international journal, submissions are welcomed from any country. Contributions should be 

of a standard that merits presentation before an international readership. Papers may 

assume any of the following forms: Original Articles; Review Articles; Innovations in Practice; 

Narrative Matters; Debate Articles. 

 

CAMH considers the fact that services are looking at treating young adults up until the age 

of 25, with the evidence that brains continue to develop until the age of 25, as well as the 

fact that a lot of issues that affect young adults and students are also relevant and topical to 

older adolescents. CAMH offers a discretionary approach and will take into consideration 

papers that extend into young adulthood, if they are pertinent developmentally to the 

younger population and contribute further to a developmental perspective across 

adolescence and early adult years. 

 

Authors are asked to remember that CAMH is an international journal and therefore 

http://mc.manuscriptcentral.com/camh_journal
https://acamh.onlinelibrary.wiley.com/journal/10.1111/(ISSN)1475-3588/earlyview
https://acamh.onlinelibrary.wiley.com/journal/10.1111/(ISSN)1475-3588/earlyview
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clarification should be provided for any references that are made in submitted papers to the 

practice within the authors' own country. This is to ensure that the meaning is clearly 

understandable for our diverse readership. Authors should make their papers as broadly 

applicable as possible for a global audience. 

 

Original Articles: Original Articles make an original contribution to empirical knowledge, to 

the theoretical understanding of the subject, or to the development of clinical research and 

practice.  

 

Review Articles: These papers offer a critical perspective on a key body of current research 

relevant to child and adolescent mental health. The journal requires the pre-registration of 

review protocols on any publicly accessible platform (e.g. The International Prospective 

Register of Systematic Reviews, or PROSPERO). 

Short Research Articles: Short Research Articles should consist of original research of any 

design that presents succinct findings with topical, clinical or policy relevance. For example, 

preliminary novel findings from pilot studies, important extensions of a previous study, and 

topical surveys. 

Letters to the Editor: These are short articles that offer readers the opportunity to respond 

to articles published in CAMH. Letters must only discuss issues directly relevant to the 

content of the original article such as to add context, correction, offer a different 

interpretation, or extend the findings.  

 

Innovations in Practice: These papers report on any new and innovative development that 

could have a major impact on evidence-based practice, intervention and service models. 

 

Narrative Matters: These papers describe important topics and issues relevant to those 

working in child and adolescent mental health but considered from within the context and 

framework of the Humanities and Social Sciences.  

 

Debate Articles: These papers express opposing points of view or opinions, highlighting 

current evidence-based issues, or discuss differences in clinical practice. 

 

Technology Matters:  These papers provide updates on emerging mental health 

technologies and how they are being used with and by children and young people. 

2. Submission of a paper to Child and Adolescent Mental Health will be held to imply that it 

represents an original submission, not previously published; that it is not being considered 

for publication elsewhere; and that if accepted for publication it will not be published 

elsewhere without the consent of the Editors. 

 

3. Manuscripts should be submitted online. For detailed instructions please go 

to: http://mc.manuscriptcentral.com/camh_journal and check for existing account if you have 

submitted to or reviewed for the journal before, or have forgotten your details. If you are 

new to the journal create a new account. Help with submitting online can be obtained from 

the Editorial Office at ACAMH (email: publications@acamh.org) 

 

http://mc.manuscriptcentral.com/camh_journal
mailto:publications@acamh.org
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4. Authors’ professional and ethical responsibilities 

 

Disclosure of interest form 

All authors will be asked to download and sign a full Disclosure of Interests form and 

acknowledge this and sources of funding in the manuscript. 

 

Ethics 

Authors are reminded that the Journal adheres to the ethics of scientific publication as 

detailed in the Ethical principles of psychologists and code of conduct (American Psychological 

Association, 2010). These principles also imply that the piecemeal, or fragmented 

publication of small amounts of data from the same study is not acceptable. The Journal 

also generally conforms to the Uniform Requirements for Manuscripts  of the International 

Committee of Medical Journal Editors (ICJME) and is also a member and subscribes to the 

principles of the Committee on Publication Ethics (COPE).    

Informed consent and ethics approval 

Authors must ensure that all research meets these ethical guidelines and affirm that the 

research has received permission from a stated Research Ethics Committee (REC) or 

Institutional Review Board (IRB), including adherence to the legal requirements of the study 

county. Within the Methods section, authors should indicate that ‘informed consent’ has 

been appropriately obtained and state the name of the REC, IRB or other body that provided 

ethical approval. When submitting a manuscript, the manuscript page number where these 

statements appear should be given. 

Preprints 

CAMH will consider for review articles previously available as preprints. Authors may also 

post the submitted version of a manuscript to a preprint server at any time. Authors are 

requested to update any pre-publication versions with a link to the final published article. 

Please find the Wiley preprint policy here. 

Note to NIH Grantees 

Pursuant to NIH mandate, Wiley-Blackwell will post the accepted version of contributions 

authored by NIH grant-holders to PubMed Central upon acceptance. This accepted version 

will be made publicaly available 12 months after publication. For further information, 

see www.wiley.com/go/nihmandate. 

Recommended guidelines and standards 

The Journal requires authors to conform to CONSORT 2010 (see CONSORT Statement) in 

relation to the reporting of randomised controlled clinical trials; also recommended is 

the Extensions of the CONSORT Statement with regard to cluster randomised controlled 

trials). In particular, authors must include in their paper a flow chart illustrating the progress 

of subjects through the trial (CONSORT diagram) and the CONSORT checklist. The flow 

diagram should appear in the main paper, the checklist in the online Appendix. Trial registry 

name, registration identification number, and the URL for the registry should also be 

included at the end of the methods section of the Abstract and again in the Methods section 

of the main text, and in the online manuscript submission. Trials must be registered in one 

of the ICJME-recognised trial registries: 

 

http://www.apa.org/ethics/code/index.aspx
http://www.icmje.org/urm_main.html
http://www.publicationethics.org/resources/code-conduct
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/preprints-policy.html?1
https://www.wiley.com/WileyCDA/Section/id-321171.html
http://www.consort-statement.org/consort-2010
http://www.consort-statement.org/extensions/
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Australian New Zealand Clinical Trials Registry 

Clinical Trials 

Netherlands Trial Register 

ISRCTN Registry 

UMIN Clinical Trials Registry 

 

Manuscripts reporting systematic reviews or meta-analyses will only be considered if they 

conform to the PRISMA Statement. We ask authors to include within their review article a 

flow diagram that illustrates the selection and elimination process for the articles included 

in their review or meta-analysis, as well as a completed PRISMA Checklist. The journal 

requires the pre-registration of review protocols on any publicly accessible platform (e.g. 

The International Prospective Register of Systematic Reviews, or PROSPERO).  

 

The Equator Network is recommended as a resource on the above and other reporting 

guidelines for which the editors will expect studies of all methodologies to follow. Of 

particular note are the guidelines on qualitative work http://www.equator-

network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-

research-studies-in-psychology-and-related-fields and on quasi-

experimental http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-

methods-studies-in-health-services-research and mixed method 

designs http://www.equator-network-or/reporting-guidelines/guidelines-for-conducting-

and-reporting-mixed-research-in-the-field-of-counseling-and-beyond 

 

CrossCheck 

An initiative started by CrossRef to help its members actively engage in efforts to prevent 

scholarly and professional plagiarism. The journal to which you are submitting your 

manuscript employs a plagiarism detection system. By submitting your manuscripts to this 

journal you accept that your manuscript may be screened for plagiarism against previously 

published works. 

5. Manuscripts should be double spaced and conform to the house style of CAMH. The title 

page of the manuscript should include the title, name(s) and address(es) of author(s), an 

abbreviated title (running head) of up to 80 characters, a correspondence address for the 

paper, and any ethical information relevant to the study (name of the authority, data and 

reference number for approval) or a statement explaining why their study did not require 

ethical approval. 

Summary: Authors should include a structured Abstract not exceeding 250 words under the 

sub-headings: Background; Method; Results; Conclusions.   

 

Key Practitioner Message: Below the Abstract, please provide 1-2 bullet points answering each 

of the following questions: 

• What is known? - What is the relevant background knowledge base to your study? 

This may also include areas of uncertainty or ignorance. 

• What is new? - What does your study tell us that we didn't already know or is novel 

regarding its design? 

http://www.anzctr.org.au/
http://www.clinicaltrials.gov/
http://www.trialregister.nl/trialreg/index.asp
http://www.trialregister.nl/trialreg/index.asp
https://www.isrctn.com/
http://www.umin.ac.jp/ctr/
http://www.prisma-statement.org/index.htm
http://www.equator-network.org/resource-centre/library-of-health-research-reporting/library/
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/evolving-guidelines-for-publication-of-qualitative-research-studies-in-psychology-and-related-fields
http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network.org/reporting-guidelines/the-quality-of-mixed-methods-studies-in-health-services-research
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
http://www.equator-network.org/reporting-guidelines/guidelines-for-conducting-and-reporting-mixed-research-in-the-field-of-counseling-and-beyond
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• What is significant for clinical practice? - Based on your findings, what should 

practitioners do differently or, if your study is of a preliminary nature, why should 

more research be devoted to this particular study? 

 

Keywords: Please provide 4-6 keywords use MeSH Browser for suggestions 

 

6. Papers submitted should be concise and written in English in a readily understandable 

style, avoiding sexist and racist language. Articles should adhere to journal guidelines and 

include a word count of their paper; occasionally, longer article may be accepted after 

negotiation with the Editors.  

 

7. Authors who do not have English as a first language may choose to have their manuscript 

professionally edited prior to submission; a list of independent suppliers of editing services 

can be found at http://authorservices.wiley.com/bauthor/english_language.asp. All services 

are paid for and arranged by the author, and use of one of these services does not 

guarantee acceptance or preference for publication. 

 

8. Headings: Original articles should be set out in the conventional format: Methods, Results, 

Discussion and Conclusion. Descriptions of techniques and methods should only be given in 

detail when they are unfamiliar. There should be no more than three (clearly marked) levels 

of subheadings used in the text. 

 

9. All manuscripts should have an Acknowledgement section at the end of the main text, 

before the References. This should include statements on the following: 

 

Study funding: Please provide information on any external or grant funding of the work (or 

for any of the authors); where there is no external funding, please state this explicitly. 

 

Contributorships: Please state any elements of authorship for which particular authors are 

responsible, where contributorships differ between author group. (All authors must share 

responsibility for the final version of the work submitted and published; if the study include 

original data, at least one author must confirm that they had full access to all the data in the 

study and take responsibility for the integrity of the data in the study and the accuracy of 

the data analysis). Contributions from others outside the author group should also be 

acknowledged (e.g. study assistance or statistical advice) and collaborators and study 

participants may also be thanked). 

 

Conflicts of interest: The journal requires that all authors disclose any potential sources of 

conflict of interest. Any interest or relationship, financial or otherwise that might be 

perceived as influencing an author's objectivity is considered a potential source of conflict of 

interest. These must be disclosed when directly relevant or directly related to the work that 

the authors describe in their manuscript. Potential sources of conflict of interest include, but 

are not limited to: patent or stock ownership, membership of a company board of directors, 

membership of an advisory board or committee for a company, and consultancy for or 

receipt of speaker's fees from a company, in the past 5 years. The existence of a conflict of 

interest does not preclude publication. If the authors have no conflict of interest to declare, 

https://www.nlm.nih.gov/
http://authorservices.wiley.com/bauthor/english_language.asp
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they must also state this at submission. It is the responsibility of the corresponding author 

to review this policy with all authors and collectively to disclose with the submission ALL 

pertinent commercial and other relationships. 

 

10. For referencing, CAMH follows a slightly adapted version of APA 

Style http:www.apastyle.org/. References in running text should be quoted showing 

author(s) and date. For up to three authors, all surnames should be given on first citation; 

for subsequent citations or where there are more than three authors, 'et al.' should be used. 

A full reference list should be given at the end of the article, in alphabetical order. 

 

References to journal articles should include the authors' surnames and initials, the year of 

publication, the full title of the paper, the full name of the journal, the volume number, and 

inclusive page numbers. Titles of journals must not be abbreviated. References to chapters 

in books should include authors' surnames and initials, year of publication, full chapter title, 

editors' initials and surnames, full book title, page numbers, place of publication and 

publisher. 

 

11. Tables: These should be kept to a minimum and not duplicate what is in the text; they 

should be clearly set out and numbered and should appear at the end of the main text, with 

their intended position clearly indicated in the manuscript. 

 

12. Figures: Any figures, charts or diagrams should be originated in a drawing package and 

saved within the Word file or as an EPS or TIFF file. 

See http://authorservices.wiley.com/bauthor/illustration.asp for further guidelines on 

preparing and submitting artwork. Titles or captions should be clear and easy to read. These 

should appear at the end of the main text. 

 

13. Footnotes should be avoided, but end notes may be used on a limited basis. 

 

Data Sharing and Supporting Information 

 

CAMH encourages authors to share the data and other artefacts supporting the results in 

the paper by archiving them by uploading it upon submission or in an appropriate public 

repository. Examples of possible supporting material include intervention manuals, 

statistical analysis syntax, and experimental materials and qualitative transcripts. 

1. If uploading with your manuscript please call the file 'supporting information' and 

reference it in the manuscript. 

2. Please note supporting files are uploaded with the final published manuscript as 

supplied, they are not typeset. 

3. On publication your supporting information will be available alongside the final version of 

the manuscript online. 

4. If uploading to a public repository please provide a link to supporting material and 

reference it in the manuscript. The materials must be original and not previously published. 

If previously published, please provide the necessary permissions. You may also display 

your supporting information on your own or institutional website. Such posting is not 

subject to the journal's embargo date as specified in the copyright agreement. Supporting 

information is made free to access on publication. 

http://apastyle.org/
http://authorservices.wiley.com/bauthor/illustration.asp
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Full guidance on Supporting Information including file types, size and format is available on 

the Wiley Author Service website. 

For information on Sharing and Citing your Research Data see the Author Services website 

here. 

 

Original Articles 

 

Original Articles make an original contribution to empirical knowledge, to the theoretical 

understanding of the subject, or to the development of clinical research and practice. Adult 

data is not usually accepted for publication unless it bears directly on developmental issues 

in childhood and adolescence.  

 

Your Original Article should be no more than 5,500 words including tables, figures and 

references.  

 

Review Articles 

 

Research Articles offer our readers a critical perspective on a key body of current research 

relevant to child and adolescent mental health and maintain high standards of scientific 

practice by conforming to systematic guidelines as set out in the PRISMA statement. These 

articles should aim to inform readers of any important or controversial issues/findings, as 

well as the relevant conceptual and theoretical models, and provide them with sufficient 

information to evaluate the principal arguments involved. All review articles should also 

make clear the relevancy of the research covered, and any findings, for clinical practice. 

 

Your Review Article should be no more than 8,000 words excluding tables, figures and 

references and no more than 10,000 including tables, figures and references.    

 

Short Research Articles 

 

Short Research Articles should consist of original research of any design that presents 

succinct findings with topical, clinical or policy relevance. For example, preliminary novel 

findings from pilot studies, important extensions of a previous study, and topical surveys. 

Short Research Articles will be peer reviewed and authors might be asked to revise and edit 

their article to acceptable standards for publication. Short Research Articles should follow 

standard guidelines, such as STROBE for observational studies, CONSORT extension for pilot 

trials etc. 

 

Your Short Research Article should be 1500 words, excluding references, tables and 

graphs/figures. Your article should be structured, including the subheadings 

Introduction/Methods/Results/Discussion. There is a maximum of 1 table and 1 

graph/figure. Please do not include more than 12 references. 

 

Narrative Matters: The Medical Humanities in CAMH 

https://authorservices.wiley.com/author-resources/Journal-Authors/Prepare/supporting-information.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing-open-access/open-access/data-sharing.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing-open-access/open-access/data-sharing.html
http://www.prisma-statement.org/
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These articles are both submissions and directly commissioned papers. They will be peer-

reviewed. The articles should be on a humanities topic relevant to those working in child 

and adolescent mental health. The topics can include but are not restricted to: aspects of 

child mental health service history; representations of abnormal mental states or mental 

illness in children and teenagers in film, literature or drama; depictions of child mental 

health clinicians within popular culture; ethical dilemmas in the speciality. Interest and 

originality are valued. If in doubt, please contact the section 

editor: Gordonbates@virginmedia.com 

The essays should be between 1500 and 2000 words and written for an audience of child 

mental health professionals. For publishing reasons, there is an upper limit of 8 references 

for the article. Additional references may be given in the text if necessary. 

 

Letters to the Editor 

Letters to the Editor are short articles that offer readers the opportunity to respond to 

articles published in CAMH. Letters must only discuss issues directly relevant to the content 

of the original article such as to add context, correction, offer a different interpretation, or 

extend the findings. Letters will be evaluated for relevance to the index paper, scientific 

merit, and importance. 

Letters should be submitted not later than 2 weeks after publication of the print issue of the 

Journal containing the paper of interest. Please note - all papers are published on Early View 

as soon as they are accepted. The letters should avoid personal attacks and unscholarly 

communication. 

Letters will not be peer reviewed. However, the section Editor will review the letters and 

might consult another Editor before acceptance or rejection. 

Due to the short length of this article type, your Letter should be between 500 and 700 

words with a maximum of one figure or table. If in doubt, please contact the section 

editor c.ani@imperial.ac.uk 

Innovations in Practice 

 

Innovations in Practice promote knowledge of new and interesting developments that have 

an impact on evidence-based practice, intervention and service models. These might have 

arisen through the application of careful, systematic planning, a response to a particular 

need, through the continuing evolution of an existing practice or service, or because of 

changes in circumstances and/or technologies. Submissions should set out the aims and 

details of the innovation including any relevant mental health, service, social and cultural 

contextual factors, and give a close, critical analysis of the innovation and its potential 

significance for the practice of child and adolescent mental health. 

 

Due to the short length of this article type, your Innovations in Practice article should be no 

more than 2,200 words including tables, figures and references and contain no more than 8 

references.   

mailto:Gordonbates@virginmedia.com
mailto:c.ani@imperial.ac.uk
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Debate Articles 

 

Our debate articles express opposing points of view or opinions, highlighting current 

evidence-based issues, or discuss differences in clinical practice. Although discussion of 

evidence is welcome, these articles generally do not include primary data. The evidence on 

which your arguments are based and how that was sourced should be explicit and 

referenced, and the quality of your evidence made clear. 

 

Due to the short length of this article type, your Debate article should be no more than 

1,000 words and contain no more than 8 references. If in doubt, please contact the section 

editor Rachel.Elvins@mft.nhs.uk  

Technology Matters 

Technology Matters provides updates on emerging mental health technologies and how 

they are being used with and by children and young people. We aim to cover established 

technologies such as computer-assisted psychological interventions as well as more novel 

technologies (e.g. mobile apps, therapeutic games, virtual reality). We will present the 

evidence base for their use, showcase how they can complement other interventions and 

are being used in practice and address wider cross-cutting issues (such as technology 

accreditation, regulation, cost etc.) relevant to practitioners and service funders. 

Your paper should be between 1000 and 1500 words. Please do not include more than 7 

references. If in doubt, please contact the section 

editors Kapil.Sayal@nottingham.ac.uk or Jennifer.Martin@nottingham.ac.uk. 

Manuscript Processing  

Peer Review Process: All material submitted to CAMH is only accepted for publication after 

being subjected to external scholarly peer review, following initial evaluation by one of the 

Editors. Both original and review-type articles will usually be single-blind reviewed by a 

minimum of two external referees and only accepted by the decision Editor after 

satisfactory revision. Any appeal of an editorial decision will first be considered by the initial 

decision Editor, in consultation with other Editors. Editorials and commissioned editorial 

opinion articles will usually be subject to internal review only, but this will be clarified in the 

published Acknowledgement section. Editorial practices and decision making will conform 

to COPE http://publicationethics.org/resources/guidelines and ICMJE http://icmje.org/ best 

practice. 

 

Proofs 

Authors will receive an e-mail notification with a link and instructions for accessing HTML 

page proofs online. Page proofs should be carefully proofread for any copyediting or 

typesetting errors. Online guidelines are provided within the system. No special software is 

required, all common browsers are supported. Authors should also make sure that any 

renumbered tables, figures, or references match text citations and that figure legends 

correspond with text citations and actual figures. Proofs must be returned within 48 hours 

mailto:Rachel.Elvins@mft.nhs.uk
mailto:Kapil.Sayal@nottingham.ac.uk
mailto:Jennifer.Martin@nottingham.ac.uk
http://publicationethics.org/resources/guidelines
http://icmje.org/
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of receipt of the email. Return of proofs via e-mail is possible in the event that the online 

system cannot be used or accessed. 

 

Offprints: Free access to the final PDF offprint of your article will be available via Wiley's 

Author Services only. Please therefore sign up for Author Services if you would like to access 

your article PDF offprint and enjoy the many other benefits the service offers. Should you 

wish to purchase additional copies of your article, please 

visit http://offprint.cosprinters.com/cos/bw/ and follow the instructions provided. If you 

have queries about offprints please email:offprint@cosprinters.com. 

 

Copyright: If your paper is accepted, the author identified as the corresponding author for 

the paper will receive an email prompting them to log into Author Services where, via the 

Wiley Author Licensing Service (WALS), they will be able to complete a license agreement on 

behalf of all co-authors of the paper. 

 

Correction to Authorship 

In accordance with Wiley’s Best Practice Guidelines on Research Integrity and Publishing 

Ethics and the Committee on Publication Ethics’ guidance, CAMH will allow authors to correct 

authorship on a submitted, accepted, or published article if a valid reason exists to do so. All 

authors – including those to be added or removed – must agree to any proposed change. To 

request a change to the author list, please complete the Request for Changes to a Journal 

Article Author List Form and contact either the journal’s editorial or production office, 

depending on the status of the article. Authorship changes will not be considered without a 

fully completed Author Change form. Correcting the authorship is different from changing 

an author’s name; the relevant policy for that can be found in Wiley’s Best Practice 

Guidelines under “Author name changes after publication.” 

 

Wiley’s Author Name Change Policy 

In cases where authors wish to change their name following publication, Wiley will update 

and republish the paper and redeliver the updated metadata to indexing services. Our 

editorial and production teams will use discretion in recognizing that name changes may be 

of a sensitive and private nature for various reasons including (but not limited to) alignment 

with gender identity, or as a result of marriage, divorce, or religious conversion. Accordingly, 

to protect the author’s privacy, we will not publish a correction notice to the paper, and we 

will not notify co-authors of the change. Authors should contact the journal’s Editorial Office 

with their name change request. 

 

Article Preparation Support 

Wiley Editing Services offers expert help with English Language Editing, as well as 

translation, manuscript formatting, figure illustration, figure formatting, and graphical 

https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://publicationethics.org/authorship
https://authorservices.wiley.com/asset/Authorship-change-form_AS.pdf
https://authorservices.wiley.com/asset/Authorship-change-form_AS.pdf
https://authorservices.wiley.com/ethics-guidelines/index.html#5
https://authorservices.wiley.com/ethics-guidelines/index.html#5
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Within this paper, I aim to complement the earlier sections of the thesis by providing supplementary 

details and reflections on the research process, findings, and considerations for future research. I 

will first provide a summary of the findings of the systematic literature review (SLR) and the 

empirical research paper and discuss their implications in relation to one another. Following this, I 

will explore the rationale for implementing adjusted methodologies within my thesis. I will also offer 

a critical reflection on the research process, discussing the challenges that arose throughout. Finally, 

strengths and limitations of the research study will be identified, along with areas of future research 

within this field. By offering my personal reflections of conducting this research I hope to provide 

insight into the process of collaborative research design and the importance of listening to the 

stories of unheard populations. For a glossary of key terms see Appendix A. 

Summary of Findings 

The SLR explored the effectiveness of interpersonal and relational based interventions in the 

treatment of eating disorders (ED). Two prominent interventions were highlighted through an 

abridged synthesis without meta-analysis (SWiM) of 22 quantitative studies – Interpersonal 

Psychotherapy (IPT) and Compassion Focused Therapy (CFT). The findings demonstrated that these 

interventions effectively reduced ED symptomology, producing comparable treatment outcomes to 

Cognitive Behavioural Therapy (CBT). Additionally, participants receiving IPT experienced a more 

stable recovery following the cessation of treatment. The mechanisms that underpin IPT and CFT 

were discussed, as these interventions directly address maintaining factors within the self, including 

low self-compassion and self-esteem that contribute to an individual’s reliance on ED behaviours to 

cope with difficulties. The relevance of clinical psychology was considered in relation to these 

findings and potential directions for future research were identified including: (1) further research 

on the long-term outcomes of IPT and CFT to solidify the evidence bases and demonstrate how they 

may address the significant risk of relapse affecting the ED population, (2) the implementation of 

realist methods within future research to understand how an intervention works, why and for 
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whom, and (3) research addressing the Eating Disorder Voice (EDV) within interpersonal and 

relational based ED treatments.  

The empirical research paper explored how multiplicity and voice personification are 

experienced by young women who report the presence of an eating disorder voice, self, or part to 

understand the relationship between these multisensory experiences. Through an Experience-based 

Co-design (EBCD) methodology, 11 participants’ stories were heard. Following narrative analysis, 

three chapters emerged: (1) A Continuum of the EDV experiences, (2) Conflict between the Self and 

the EDV, and (3) The Role of an EDV in the Maintenance of an ED. The findings indicated a 

continuum of EDV experiences from voice-hearing to the embodiment of an EDV within a system of 

multiple selves, and the impact the position on this continuum has on the relationship with the EDV 

and recovery from an ED. Furthermore, the narratives demonstrated how their EDVs maintained 

their EDs including a loss of sense of self and feeling unable to let go of their EDV, which contributed 

to participants experiencing recovery as threatening. Implications for addressing the EDV directly 

within ED treatments were discussed and suggestions made for how future research can continue to 

include the multiplicity community to ensure these treatment pathways represent the whole 

continuum of EDV experiences.  

Although the two sections of the thesis differ in their focus, similarities can be drawn from 

their findings and subsequent implications. For example, the accounts heard within the empirical 

research paper demonstrates how an EDV maintains an ED, while the SLR highlights potential 

interpersonal and relational-based interventions that may be effective in addressing these 

underlying maintenance factors, as IPT could address the loss of individual’s sense of self, and CFT 

may foster a compassionate relationship with the EDV to reduce its perceived power.   

Together these papers bring new perspectives on current ED interventions to address the 

biggest problems facing the ED population – risk of relapse and subsequent mortality. Individuals 

living with an ED are 5.35 times more at risk of mortality from malnutrition and suicide (Fichter & 
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Quadflieg, 2016; Iwajomo et al., 2021; Mitchell & Crow, 2006), which is reflected in both male and 

female populations (Fichter et al., 2021). There is a paucity of research representing mortality rates 

of EDs within transgender and non-binary populations however, it has been recorded that the risk of 

mortality from suicide is significantly higher within this cohort (Duffy et al., 2019). Overall, it is 

estimated that 3.3 million healthy life years are lost worldwide due to EDs (van Hoeken & Hoek, 

2020), therefore research focused on how EDs are maintained and improving current ED treatment 

pathways are essential within this field. Based upon the findings from my two studies, I would 

recommend the following priorities for clinical psychology in this field: (1) the development of a 

thorough assessment tool to establish where on the continuum an individual’s EDV experience lies 

and what intervention would be most beneficial, (2) the implementation of effective relational and 

interpersonal interventions, including voice dialogue therapy, IPT and CFT, that address the 

individual’s sense of self and underlying relationship with the EDV within ED treatment and (3) 

further collaboration with persons with lived experience within the development process to ensure 

assessments and interventions are effective across the continuum of EDV experiences. 

Adapting Methodologies 

A common theme within the process of my thesis were decisions surrounding the adaption 

of implemented methodologies to effectively answer the proposed research questions. Within 

clinical practice, clinical psychologists readily adapt interventions to create a person centred and 

tailored approach, therefore we can employ similar skills to adapt methods in research to ensure 

more meaningful and engaging inclusive research practices. I adapted a SWiM and EBCD 

methodology to good effect for the research questions I addressed, which are discussed here.  

SLR: SWiM 

A narrative synthesis within the context of a SLR synthesises the reported effects within the 

selected papers through a textual approach (Popay et al., 2006). However, there is limited guidance 

on conducting synthesises that do not utilise a meta-analysis of effect estimates. As a result, papers 
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reporting this approach lack descriptions of how the synthesis was completed, lack evidence of 

transparent links between studies data, the report of the synthesis and the conclusions drawn from 

it (Campbell et al., 2019). Therefore, the SWiM methodology (Campbell et al., 2020) was beneficial 

compared to this approach as it provides a guideline that ensures complete and transparent 

reporting of the method of synthesis and subsequent results.  

When conducting the SLR I explored various synthesis method options, including combining 

P-values and completing a vote count of direction of effects of the included papers. However, within 

supervision, we explored whether these analytic stages were essential to the transparency of 

reporting as they fell beyond the scope of a synthesis within an SLR for a DClinPsy thesis. Therefore, I 

decided to adapt a SWiM analysis. The initial guidance regarding grouping studies and establishing a 

standardised metric used within the papers was followed, then a narrative synthesis was conducted, 

and the reporting was informed by the quality assessment process and in line with the SWiM 

guidelines. The adaption of my methodological approach resulted in transparent reporting of the 

synthesis undertaken that allows for this SLR to be replicated in the future. Furthermore, this 

process increased my confidence in understanding, selecting, and adapting appropriate research 

methodologies as a researcher.  

Empirical Study: EBCD 

The EBCD methodology was originally created to co-design services and pathways in 

collaboration with service users and persons with lived experience (Point of Care Foundation, n.d.). 

The process involves collating the stories of those with lived experience and staff, gathered through 

interviews or group discussions, into a short stimulus film which is presented back to the 

development group. This group then allows experts by experience and staff to collaboratively 

identify and implement service development improvements (Point of Care Foundation, n.d.). This 

person-centred approach aims to improve service user experience (Bate & Robert, 2023) while also 
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encouraging organisations to review their processes and systems from a person-centred perspective 

(Gustavsson, 2014). 

The EBCD approach is beginning to be adapted within research methodologies, in particular 

within health-care settings (Raynor et al., 2020; Flyan et al., 2021) and to reach marginalised 

populations (Girling et al., 2022). Therefore, to implement the EBCD principles within clinical 

psychology research similar adaptions were needed, specifically the inclusion of a layered data 

collection process centred on participant’s collaboration and feedback on the interpretation of data 

prior to a finalised analysis.  

Within my study, similar to the original approach, stories from persons with lived experience 

were gathered and held central throughout the process. However, unlike other qualitative designs, 

EBCD methodology is grounded on collaboration, thus while designing this study I wanted to ensure 

participants were able to provide feedback to our interpretations of their stories. A 3-layered data 

collection approach was subsequently designed which allowed us as researchers to create space to 

present the emerging narrative themes to participants and hear whether their experiences had been 

accurately represented.  

There were several benefits of implementing this design over traditional semi-structured 

interviews. Firstly, giving participants the freedom to narrate their own stories in a creative medium 

of their choice ensured their experiences were not confined by a pre-determined question prompts 

and subsequently allowed for an inductive data analysis approach. Secondly, this methodology 

enabled me to minimise the risk of academic ventriloquism (Silverio et al., 2022). This concept 

explores the power held by researchers to elevate particular participants’ voices, while silencing 

others at different stages of conducting research, including analysis, interpretation, and reporting 

(Kristensen & Ravn, 2015). By doing so, researchers can “throw” their own voices, to give the 

impression of participants’ voices being heard, when in fact the “voice” presented is of the 

researcher interpreting the participants’ voices. Therefore, by adapting the EBCD methodology, 
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instead of implementing traditional qualitative designs, it ensured participants’ voices were 

appropriately included and represented within the empirical paper whilst encouraging me to 

exercise reflexivity during the process of data collection and analysis. 

Ethical Considerations Surrounding Multiplicity 

Whilst conducting this research, the ethical challenge of ensuring an appropriate process for 

obtaining informed consent from participants experiencing multiplicity was considered. Informed 

consent allows participants to make the decision to participate in research following being provided 

with information regarding all aspects of their involvement and the intention of the research 

(Nijhawan et al., 2013). However, as different members of a system may hold different opinions, 

values and preferences, there was potential for difficulties to arise surrounding obtaining informed 

consent from a system.  

Prior to the second layer of data collection, the initial online group, my supervisors and I 

explored how to manage potential difficulties including, if one member of a system withdrew 

consent and if a different alter began fronting during discussions. It was agreed that we’d obtain 

consent for the system to participate from the host and follow the guidance within Eve and Parry 

(2021) to address this topic through conversations with the participants at the beginning of the 

online discussion. Thus, as part of my introductions to the online group, which included keeping 

themselves safe during the discussion, I acknowledged the process of obtaining and withdrawing 

their consent from the research in the context of multiplicity – no concerns were raised from 

participants, who consented on behalf of their systems. In hindsight, this process could have been 

improved through adapting the language included in the consent forms, as these potential barriers 

were not considered until after ethical approval had been given and the consent forms generated. 

Therefore, the inclusion of consent-based questions which addressed these ethical challenges such 

as “I, the host, agree on behalf of my system to participate in this study” would have added further 

clarity to this process. 
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Recruitment Challenges and Solutions 

Initially, the participant’s stories submitted within data collection layer one were due to 

undergo preliminary analysis so emerging narratives could be presented in the online discussion 

within layer two, as this would form the collaborative feedback process of EBCD. However, despite 

consistent engagement with our social media posts it proved difficult to recruit participants to the 

initial stage of this research project. It was then decided to adapt the research study’s design to 

allow further stories to be captured within the first online group and to utilise the final online group 

to provide the feedback process. To do this, additional funding was utilised to invite an illustrator, 

Emma Paxton, to the online group to visually capture the participants’ stories. Alongside this, 

participants who expressed interest in attending the online group were asked if they’d also like to 

submit their story. This amendment was submitted and approved by the Research Ethics Committee. 

Upon reflection, the open-endedness of layer one of our research, which we perceived to allow 

participants flexibility to express their story in their own way and within their own time, may have 

been perceived as daunting or induced a fear of “getting it wrong”. A recent literature review 

demonstrated that ED symptoms were associated with higher levels of perfectionism within children 

and adolescents (Bills et al., 2023), a construct that contributes to high personal standards and 

concern of making mistakes (Frost et al., 1990). Therefore, it may have been beneficial to provide 

optional prompts or questions such as “How would you represent your experience of living with an 

EDV” to help overcome this anxiety while also not placing constraints on the requirements of their 

stories.  

Alongside this, a further question was raised by a prospective participant, during the 

recruitment phase, regarding the inclusion criteria of the research study. They were a transgender 

male who experienced multiplicity with a female member of their system that experienced eating 

difficulties and they were asking for clarity of whether they met the inclusion criteria – which at the 

time simply stated, “people who identify as female”. Within supervision we discussed and reviewed 
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the aim of the research and agreed that to explore this experience within a multiplicity population 

the gender inclusion criteria would apply to both hosts and the members within the system. 

Therefore, the language used within the inclusion criteria was altered to reflect this and add clarity – 

“either the host or body can be female identifying, or the headmate/source, within the system, who 

experiences the ED behaviours can be female identifying”. Personally, this felt like an oversight 

during the design process, which meant language which did not represent the population was used. 

In future studies within this field, it may be beneficial to collaboratively work with experts by 

experience during the design phases for example, use of language within consent forms, designing 

recruitment advertisements and identifying appropriate social media sites and platforms. Their 

involvement within the earlier stages of research studies would align with the collaborative 

principles of the EBCD methodology. 

Reflexivity and Transparency within Narrative Analysis 

Whilst conducting this research, it was important for me to acknowledge my position, 

opinions and perspectives within my role as the researcher, and appraise the impact this has on data 

collection and analysis through reflexivity (Finlay, 2002b). Olmos-Vega et al. (2023) defines reflexivity 

as “a set of continuous, collaborative, and multifaceted practices through which researchers self-

consciously critique, appraise and evaluate how their subjectivity and context influence the research 

processes”. Prior to commencing the data collection, I was aware superficially that I have no 

personal experience nor know anyone who has lived with an ED, voice-hearing or multiplicity. 

However, when reflecting on my wider context it is important for me to acknowledge that I am 

female identifying and hold my own experience of the impact of hearing negative commentary 

towards body shape, weight and eating behaviours within my personal life and through the media. I 

feel this shared experience of female-identifying people may have aided participants to feel able to 

entrust their stories with me as a researcher, yet a lack of personal experience allowed me to 

approach the research without preconceived assumptions and instead act as a vehicle for the 
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expression of the participant’s stories. As the research progressed, I felt a growing sense of 

responsibility to do the stories entrusted to me justice by preserving the raw emotions I’d heard 

within the writing of the empirical paper. This was further reinforced by the retention of participants 

throughout the layers of data collection as rapport with participants was built and their continued 

passion to be involved within this research was evident.  

A contemporary approach to reflexivity, is that attempts to erase subjectivity through 

neutralisation or acknowledgement are futile and detrimental to the research as it is the product of 

all human interactions. Therefore, subjectivity should be considered integral to the research process 

(Finlay, 2002a; Koopman et al., 2020). This approach has the perspective that a researcher’s 

subjectivity can be actively used within research to co-construct data and findings within 

collaborative participatory methodologies, such as EBCD. In methodologies where participants are 

given a more active role they too can be considered as reflexive (Bergold & Thomas, 2012), with the 

collaborative dialogue between the parties encouraging the researcher to address bias, adjust, and 

refine their interpretations accordingly (Smith, 1994). In summary, by implementing an EBCD 

approach within this research it allowed the inevitable subjectivity to be effectively addressed 

through feedback directly from participants which may subsequently enhance the reflexivity in this 

qualitative methodology. 

Strengths, Limitations, and Future Research 

An interesting observation during the data analysis process was the change in language used 

within the online discussions by one participant, who participated in all three layers of the project. In 

the first online discussion they disclosed their experience of multiplicity to the group and used 

imagery with animalistic connotations “like if you had a dog that’s way too strong on a leash” to 

describe their experience of living with an EDV. Yet, in the follow-up online discussion the imagery 

and language used to describe the EDV became more detailed “I have a starry red fox monster in my 

head”. It could be argued that the participant’s multiplicity explains this shift in language, as 
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different members of the system could be fronting within the two discussions and therefore are 

providing alternative perspectives on their experience of an EDV. However, due to the first online 

discussion being compromised of participants with varied voice-hearing experiences compared to 

the solely multiplicity sample of the final online group, it is potentially more likely that stigma 

contributed to this noticeable shift in language.  

Stigma is a recurrent character present within the narratives of multiplicity. Previous 

qualitative research has demonstrated that external stigma from family, friends and professionals is 

a common experience for this population and contributes to anxiety surrounding disclosing their 

experiences due to fear of rejection from others (Fox et al., 2013; Ribáry et al., 2017). An experience 

echoed by the stories heard within this research. Furthermore, this stigma is present more broadly 

within our wider society due to a lack of understanding and exaggerated inaccurate representations 

of multiplicity within media portrayals (Floris & McPherson, 2015; Parry et al., 2022). Therefore, this 

participant may have felt the need to be more guarded within the initial online group utilising 

imagery that they felt was accessible to the audience whereas they were later able to tell their story 

in an unaltered manner within the safety of a multiplicity focused discussion. Thus, highlighting a 

strength of the EBCD design of this research, as this additional rich narrative would not have been 

heard if the feedback process of a follow-up online discussion was not completed. Future research 

may therefore benefit from considering an EBCD approach when gathering stories from a 

heterogenous sample, especially when including populations that are highly stigmatised. This 

methodology approach enables participants to feel valued and heard and enables researchers to 

build a sense of safety within the participation process as the clearly defined feedback processes 

ensures the identified narratives within the data analysis accurately represent the stories shared.  

A further strength of the research design was conducting the discussions groups online. An 

online format allows for, geographical limits to be lifted to promote worldwide engagement, verbal 

and text-based contributions to discussions via chat functions, which was utilised by several 
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participants throughout the groups, and an accessible platform for those with physical disabilities 

(Carter et al., 2021; Hewson, 2014). However, online focus groups can present challenges including; 

exclusion of individuals without access to reliable internet connections or those who do not feel 

competent to use technology, online platforms can be less accessible to specific disabilities e.g. 

hearing impairments, a lack of safety if participants become distressed and a difficulty reading body 

language and nonverbal cues via video-call (Carter et al., 2021; Seitz, 2016). Within these papers 

they highlight recommendations to overcome barriers to online qualitative data collection such as, 

implementing a distress protocol, deciding a designated facilitator to provide emotional support to 

participants, and minimising the number of participants to a maximum of six. These 

recommendations were all implemented within this research study. To further aid a sense of safety 

within the group, it may have been beneficial to complete pre-group checks ins with participants to 

answer questions regarding their participation and begin to build a rapport. Further research should 

consider these practical and methodological issues when conducting qualitative research online and 

make appropriate adaptions to meet the needs of the intended population. One recommendation 

may be to include within the consent form a space for participants to state any additional needs that 

may facilitate their engagement to ensure online discussion groups or interviews can be person-

centred. 

It is important to acknowledge that the empirical paper’s findings cannot be extrapolated to 

all individuals who experience or access support for an ED. Although the sample of participants 

includes a population likely to live with an ED, young women, and provides insightful accounts to 

advance our understanding of the EDV for this group, it does not represent other populations such 

as those who identify as males, transgender, or non-binary. The prevalence rate of men experiencing 

an ED has increased exponentially in recent decades (Lyons et al., 2019), with recent estimates of 

EDs present in 0.6-2.4% of young men (Silén & Keski-Rahkonen, 2022). However, as only 16% of men 

living with an ED will seek treatment due to stigmatisation (Freeman, 2005; Soban, 2006), it is likely 

that current figures are underestimating the actual prevalence rates. Additionally, there is an 
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elevated risk of developing an ED in transgender and gender diverse populations (Gordon et al., 

2021), in particular transgender men (Diemer et al., 2018; Simone et al., 2022). Thus, a ramification 

of including only young women in the current research study is that we cannot imply the presence of 

the continuum of the EDV experience within the excluded populations. Therefore, future research 

may benefit from continuing exploration of multiplicity, voice personification and the EDV within 

men and gender diverse individuals to ensure potential interventions to address the EDV are tailored 

to be effective for each individual accessing support for an ED.  Although continued research within 

this field is essential, this thesis makes a unique and timely contribution to clinical psychology by 

furthering understanding of the EDV phenomena as a continuum and highlighting the importance of 

addressing the EDV within ED treatment to improve the rates of recovery. 

Conclusions 

To conclude, this thesis is the first to explore the relationship between seemingly distinct 

multisensory experiences within the ED population. It is hoped that the insights outlined in this 

thesis inform future research to continue to build towards effective interventions that can address 

the devasting reality of the mortality and relapse rates within ED treatment. The critical appraisal 

paper aimed to highlight methodological adaptions implemented during the development of the 

research study alongside practical and ethical issues that arose and were addressed within the 

process. These reflections are intended to provide future research with insight into considerations 

necessary to conducting research with multiplicity and ED populations. Finally, this thesis has 

demonstrated not only the benefits and possibilities of implementing an EBCD methodology but the 

importance of elevating the voices of unheard populations within qualitative research.  
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 Appendix 3-A 

Glossary of Key Terms 

Key Terms Definitions Abbreviation  

Anorexia Nervosa An eating disorder characterised by the 
restriction of energy intake relative to 
requirements leading to a significantly 
low body weight  

 

Behavioural Weight Loss A behavioural based intervention 
focused on changing eating and exercise 
habits to lose weight 

BWL 

Binge Eating Disorder An eating disorder characterised by 
recurrent episodes of binge eating. 

 

Bulimia Nervosa An eating disorder characterised by 
recurrent episodes of binge eating and 
compensatory behaviours to prevent 
weight gain 

 

Cognitive Analytic Therapy  A psychological therapy that focuses on 
relationship patterns  

CAT 

Cognitive Behavioural Therapy A psychological therapy that focuses on 
changing thoughts and behaviours 

CBT 

Compassion Focused Therapy  A psychological therapy that focused on 
shame and self-criticism through 
developing skills of compassion to self 
and others 

CFT 

Complex Voice Personification A category of voice personification where 
the voice is perceived to have more 
detailed characteristics that can alter 
e.g., intentions and actions 

 

Dialectical Behavioural 
Therapy 

A third-wave behavioural psychological 
therapy that focuses on building 
strategies to aid emotional regulation 

DBT 

Dissociative Identity Disorder A mental health condition where the 
presence of distinct multiple selves 
causes amnesia, distress and impaired 
functioning 

DID 

Eating Disorder Examination 
Interview 

A semi-structured interview to assess the 
psychopathology associated with an 
eating disorder diagnosis 

EDE-I 

Eating Disorder Examination 
Questionnaire 

A self-report questionnaire to assess the 
psychopathology associated with an 
eating disorder diagnosis. This measure 
was adapted from the Eating Disorder 
Examination Interview  

EDE-Q 

Eating Disorder Not Otherwise 
Specified 

An eating disorder characterised by the 
presentation of symptoms that cause 
distress but do not meet the full criteria 

EDNOS 
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for any of the eating disorder diagnostic 
class 

Eating Disorder Voice The experience of hearing a voice which 
comments on the individual’s eating 
patterns, body shape and weight 

EDV 

Eating Disorders A mental health condition where the 
control of food is used to cope with 
difficult feelings and external situations. 

ED 

Educational Behavioural 
Treatment 

A treatment which combined 
behavioural based approaches such as 
monitoring and goal setting with 
education about nutrition, metabolism 
and eating disorders 

EBT 

Experience-Based Co-Design An approach that enables 
staff/clinicians/researchers and people of 
lived experiences to co-design services 
and/or treatment pathways in 
partnership 

EBCD 

External Individualisation A category of voice personification where 
the voice heard is recognisable to the 
person 

 

Family Therapy A psychological therapy that focuses on 
the relationships among family members 

 

Functional Narrative Analysis A narrative analysis component that 
focuses on what the narrator is trying to 
achieve through the content and 
structure of their narrative 

 

Internal Individualisation A category of voice personification where 
the voice heard cannot be attributed to a 
pre-existing known person 

 

Interpersonal Interventions A type of interventions which focuses on 
interpersonal challenges and 
relationships 

 

Interpersonal Psychotherapy A form of psychotherapy that focuses on 
addressing and improving interpersonal 
functioning. 

IPT 

Longitudinal Design A study design which employs 
continuous or repeated measures of a 
sample over a prolonged period of time 

 

Minimal Voice Personification A category of voice personification where 
the voice has superficial person-like 
characteristics e.g. age or gender  

 

Multiplicity The experience of being more than one 
self, person, or identity. A system of 
multiple selves that share a host body 

 

Multisensory Experiences The experience of seeing, hearing, or 
feeling things that aren’t there 
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Narrative Analysis  A qualitative analysis approach that 
focuses on interpreting core narratives 
from participants into a coherent story 

 

Other Specified Feeding and 
Eating Disorders 
(Previously known as Eating 
Disorder not Otherwise 
Specified) 

An eating disorder characterised by the 
presentation of symptoms that cause 
distress but do not meet the full criteria 
for any of the eating disorder diagnostic 
class 

OSFED 

Pseudo-hallucination An involuntary sensory experience that is 
recognised by the individual as unreal or 
an illusion. 

 

Psychoanalytic Psychotherapy A form of psychotherapy that focuses on 
addressing difficulties that can impact on 
relationships 

 

Psychodynamic Interpersonal 
Psychotherapy  

A form of psychotherapy informed by 
psychodynamic and interpersonal 
theories which focused on addressing 
interpersonal difficulties and difficulties 
in their relationships with others 

PIP 

Realist Methods A research approach which aims to 
identify underlying causal mechanisms of 
interventions and exploring how they 
work in different conditions 

 

Relational Interventions A type of intervention which focuses on 
difficulties in the relationship with self 
and others 

 

Relational Therapy A psychological therapy which focuses on 
patterns of relating to others. 

 

Socio-cultural Themes Societal and cultural influences that may 
contribute to the formation of an 
individual’s narrative. 

 

Structural Narrative Analysis A narrative analysis component focused 
on how the narrative is told through 
tonality, pacing, language and how the 
structure guides the listener through the 
narrative 

 

Synthesis Without Meta-
Analysis 

A synthesis methodology which uses 
alternative synthesis methods and 
promotes transparency when reporting 
the results 

SWiM 

Voice Dialogue A psychological therapy which 
encourages clients to engage with 
various parts of the self through dialogue 

 

Voice Hearing Continuum The representation of voice hearing 

experiences from experiences that do not 

require clinical intervention considered 
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“healthy voice hearers” to more 

pronounced clinical difficulties 

Voice Personification A voice hearing experience where the 

voice possesses person-like 

characteristics 
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Appendix 4-A: Research Protocol 

Research Protocol 

Title: 

Exploring Experiences of Emerging Multiplicity and Voice Personification with Young Women with an 

Eating Disorder. 

Name of Applicant 

Phoebe Dale – Trainee Clinical Psychologist 

Supervisor 

Dr. Sarah Parry – Clinical Psychologist 

Collaborator 

XXXXXXXX, Trainee Clinical Psychologist  

Introduction 

Multisensory experiences broadly refer to the unusual experiences that emerge discretely in more 

than one sensory modality (Toh et al., 2021). For example, auditory verbal hallucinations, the 

phenomenon of hearing voices in the absence of a speaker (Moseley et al., 2013). Baumeister et al 

(2017) proposed conceptualising voice-hearing along a continuum of psychosis. This continuum 

ranged from sub-clinical populations considered “healthy voice hearers” to those with pronounced 

clinical difficulties. Voice-hearing during childhood and adolescence is a common and primarily 

transient developmental feature (Maijer et al., 2017; 2019; Parry et al., 2021b), with 76% of 7-to-8-

year-old voice-hearing children stating these experiences had ceased by the age of 12-13 (Bartels-

Velthius et al., 2011).  

Within this continuum of psychosis are two multisensory experiences which will be the focal point of 

my thesis project: multiplicity, the experience of having multiple selves that share one physical body, 

and voice personification, when the voice heard has a distinct personality separate from “the self”. 

The current literature on multiplicity and voice personification in children and adolescents is limited, 

and additional research is needed to further understand how young people experience them. 

Research demonstrates that, when isolated, multiplicity and voice personification can occur without 

psychological distress (Alderson-Day et al, 2021; Eve & Parry, 2021). However, my Thesis Preparation 

Assignment (TPA) offered a novel perspective by highlighting that multiplicity and voice 

personification are difficult to distinguish from one another within childhood and adolescence. 

Therefore, they may occur simultaneously, with the psychological impact on a young person’s 

wellbeing being unknown. The TPA poses the question that if multiplicity and voice personification 

are interwoven experiences, is the wider continuum of psychosis more interconnected than a 

distinct linear spectrum? And if so, do experiences of multiplicity and voice personification interact 

and contribute to further difficulties within the continuum of psychosis? For example, the Eating 

Disorder Voice (EDV) is known to play a crucial role in the maintenance of eating disorders as 

negative eating patterns are related to greater voice power (Pugh & Waller, 2016). It is hypothesised 

this relationship could be moderated by the individual’s belief about the voice and how they 

respond to it (Pugh, 2016). Improved understanding of the relationship between multiplicity, voice 

personification, and the EDV could improve psychological interventions that address these 

maintaining agents of eating disorders e.g. focusing on communication with the voice heard, a 
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common goal within psychological support for multiplicity. Therefore, my Thesis will explore these 

emerging experiences of multiplicity and voice personification in young women with an eating 

disorder to further understanding of their relationship to one another.   

As previous research has highlighted current language use around eating disorders and distressing 

sensory experience can feel invalidating for people within services, an experience-based co-design 

informed methodology (EBCD) will be implemented in this thesis project to develop a common 

language framework for discussion, ensuring a collaborative procedure that allows space for young 

women to share their experiences safely, in a supportive environment, to be heard, and 

appropriately represented through my data collection and analysis. 

Research Questions 

How is emerging multiplicity and voice personification experienced by girls and young women who 

report the presence of an eating disorder self/part? 

Aims 

My research study aims to explore three types of voice hearing in young women who live with an 

eating disorder. Multiplicity, the experience of having more than self within the same body, Voice 

Personification, when the voice heard has its own personality and the Eating Disorder Voice, when 

the voice says negative things about the person’s eating or weight. Voice hearing experiences can 

make it harder for young women with an eating disorder to get better. I hope by developing a 

clearer understanding of this experience, we can make recommendations for improving support 

services. 

Objectives  

We will further our understanding of multiplicity and voice personification in young women who live 

with an eating disorder by listening to their personal stories. The EBCD informed methodology of this 

research project provides participants with the space to tell their story and utilises narrative analysis 

to understand them. The participants involvement is crucial to the EBCD informed methodology and 

they will provide feedback within a reflective group setting at two different occasions to ensure our 

analysis is accurately reflecting their experiences.  

Method 

Participants 

The following inclusion criteria will be used for participants: 

- They self-identify as a woman 

- They are aged between 16 and 25 years old. 

- They currently or previously experience voice hearing or another multisensory 

experience. 

- Self-identify as currently or previous experience an eating Disorder and self-report voice 

hearing  

The following exclusion criteria will be used for participants: 

- Those who identify as a male 

- Those who are not within the age range stated above. 

- Individuals who have not experienced both an eating disorder and hearing voices or 

another multisensory experience. 
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This research aims to obtain participants aged between 16 and 25 years old to capture both 

"adolescents" and those considered within the "emerging adulthood" age range. There is 

limited understanding about voice hearing experiences and eating disorders for young 

people within the current literature, which is why it is important they are included within 

this research.   

The demographic information we will obtain from the participants will include age, gender, 

ethnicity, and a preferred pseudonym for future use in reports and academic papers (See 

Appendix M).  

Participants will be recruited through the charities Voice Collective and the Hearing Voices 

Network and Social Media through a twitter account for the research project (@EDVStudy). 

Please refer to Appendix N for the recruitment advertising. The QR on the advert, also 

available as a link within the social media posts, will direct participants to Qualtrics. The 

participants journey is demonstrated in Figure 1. When participants click through to the 

Qualtrics welcome page, they will be provided with an information sheet (Appendix B). The 

information sheet outlines the layers of the project, how they can be involved and their 

rights to withdraw their involvement at any stage. They will be asked if they consent to 

taking part in the study (see Appendix C). Participants will also be given the option to opt in 

for updates of the project as it progresses.  

Figure 1. Layer 1 – participant journey 

 

There will be 3 layers within this research project (See Figure 2.). In layer 1 there will be an 

initial 20 participants. In layer 2 and 3 we aim to have between 8-12 participants either 

retained from the first layer or obtained through further recruitment. A recent literature 

review of EBCD studies by Green et al (2020) highlighted that studies on average included 

between 2-16 participants, with a recommended number of participants being on average 

five participants per facilitator.  

The chosen methodological design is utilised within small scale studies to sustain 

engagement and establish in-depth understandings of their individual experiences which is 

why this number of participants has been decided.  

Design 

The methodological approach of this research will be informed by Experience Based Co 

Design informed (EBCD). EBCD brings together narrative-based research with expertise from 

people with lived experience of mental health and mental health services to further 

knowledge, collaboration, understanding and service design. This study aims to facilitate the 

co-design of knowledge of the experience of multisensory experiences and the eating 

disorder voice. Participants will be invited to submit an individual story to reflect their 

Welcome 
page

Participant 
Info Sheet

Consent form
Brief 

Demographics 
Questions

Written data 
&/or data 

upload

Thank you & 
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• + option to take 
part in Stage 2

• Opt in and 
Contact details



ETHICS SECTION                                                                                                                          4-27 
 

experience of voice hearing alongside an eating disorder (e.g., Written text, artwork, or 

poem, etc.), which will facilitate collaboration and provide a richer understanding of this 

under-researched phenomenon. EBCD uses a narrative approach, which will enable me to 

develop deeper understandings of lived experience on a personal level, in an impactful yet 

respectful manner, as studies that have utilised EBCD as a methodology, report participants 

feeling “listen to” and included (Bowen et al., 2013). 

As this is a qualitative research project, we are aware there may be bias within our analysis. 

Therefore, we aim to create an audit trail which evidences the decision process taken 

throughout the analysis. The EBCD approach is collaborative in nature, and we will receive 

feedback from participants to establish whether our initial data analysis accurately 

represents their experience of multisensory experiences and eating difficulties. Together this 

will ensure the validity of our study.  

Materials 

In layer 1 of the research project, we will utilise a Qualtrics questionnaire to obtain consent 

from participants. The questionnaire will also direct participants of how they can submit 

their chosen piece of work for the research. 

Layers 2 and 3 will comprise of a group reflective group via Microsoft Teams. Within these 

groups participants will be presented with a stimulus film of the collated pieces of work they 

have submitted. The reflective groups will follow a semi-structured interview as it allows 

more space for the participants to discuss their experiences but will aim to obtain their 

feedback on how accurately our analysis represents their experience. However, due to the 

nature of the EBCD methodology these discussions within the reflective group will be guided 

by the participants. The reflective group in layer 3 will focus on answering the specific 

research question of the study. The themes of this discussion will be surrounding the 

multisensory experiences of multiplicity, voice personification and the eating disorder voice. 

Procedure 

Methodology design and data collection to be partially completed alongside XXXXXX (Trainee 

Name redacted) as we will use data collected jointly over the first two layers of data 

collection, followed by a third individual layer to address our research questions. By 

conducting recruitment and initial layers of data collection together, we can ensure efficient 

use of participant’s time, reducing burden and minimising participant recruitment 

challenges.  

There will be three layers within the EBCD informed procedure: 
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Figure 2. Diagram of research project layers 

 

Layer 1 – Completed with XXXXXX 

We will recruit participants with lived experience of the eating disorder self through social 

media and community-based support groups (e.g. Voice Collective). A link will be shared 

through a study specific social media account, which will take participants to a Qualtrics 

page with details including an information sheet and consent form. In this layer of the 

research, they will be asked to submit their individual multimodal contributions through 

Qualtrics (E.g., written text, art work or poem), instructions for how to submit their 

contribution will be detailed in the Qualtrics page.  Upon completion, participants will be 

asked whether they wish to be involved in layer 2 and layer 3 of the research, with an option 

to also be kept up to date with the outcomes of the research project. 

The first layer of data collection, comprising of the individual contributions, will undergo 

narrative analysis to form a stimulus film of collective experiences and perspectives. Any 

audio files submitted will be transcribed and anonymised, following which they will be 

deleted.  

Participants will have 10 working days to withdraw their story from the study following their 

submission. This is due to the iterative nature of the analysis. 

Layer 2 – Completed with XXXXXXX 

Participants from layer 1 who volunteer for layer 2 will be invited to a live reflective group. 

Their informed consent for this layer of the research will be obtained prior to the reflective 

group. The reflective group will be hosted via MS Teams, and facilitated by myself and 

XXXXXXX.  They will be shown the initial stimulus film (Powerpoint/Similar) and general 

feedback of whether our understanding represents their experiences of voice hearing and 

eating disorder accurately will be gathered in the form of written notes and discussion. At 

the end of layer 2 reflective group, participants’ preference of group allocation for layer 3 

will be obtained. The audio of the group discussions will be recorded and transcribed 

verbatim to form the second layer of data collection. It will then be analysed using narrative 

analysis. This data will be analysed independently by XXXXX and me, in relation to our 

specific research questions – I will be focusing on the experiences of Multiplicity and Voice 

Personification alongside Eating Disorder Voices within my analysis.  

Layer 3 – Completed independently 

Layer 1  

Participants submit data 

to reflect their 

experience  e.g. piece of 

writing, artwork, poem 

that represents their 

experience of voice 

hearing and living with 

eating difficulties 

Layer 2 

Attend an online 

reflective focus group 

via Teams to discuss the 

pieces of work gathered 

and how they represent 

their experience. 

Layer 3 

Attend an online reflective focus 

group via Teams to answer the 

following research question: 

“What have been your 

experiences of headmates, 

multiple voices or selves 

alongside the eating difficulties?” 
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Participants will be invited back to a second live reflective group, hosted via MS Teams, and 

facilitated independently. Their informed consent for this layer of the research will be 

obtained prior to the reflective group. A final stimulus film specifically in relation to 

experiences of emerging multiplicity and voice personification for girls and young women 

with an eating disorder will be shown. Feedback and discussion focusing on these two 

phenomena specifically within the group will form the final data collection process. 

Discussions will be recorded and transcribed verbatim. All data will be analysed using 

narrative analysis.  

 

Proposed Analysis 

A narrative analysis will be completed following both s layer 1, 2 and 3 of the research.  

The first narrative analysis will be completed in collaboration with XXXXXX to identify emerging 

themes within the participant’s stories, and guidance sought from both Research tutor and field 

supervisor. It is this stage of the analysis that will develop the first touchpoint/stimulus film for the 

reflective group in layer two.  

The second and third layers of narrative analysis, will be completed independently under the 

guidance of my research tutor and field supervisor to address the specific research question of the 

study.  

Narrative analysis has been chosen as it reflects the creative process of the EBCD methodology and 

constructs a story and narrative from the participants’ own personal experiences. Compared to 

other qualitative analysis, such as Thematic Analysis which breaks down text into smaller codes, 

Narrative Analysis aims to keep the stories told by participants whole. These form “Narrative blocks” 

which are compared with other participant’s stories to generate core narrative themes (Smith, 

2016). There are two strategies used within narrative analysis; Inductive – forming narrative blocks 

within the data to be compared, or Deductive which takes existing story structures eg. Beginning, 

middle and end, and picking them out from the data. A combination of the two will allow for a more 

in-depth comparison across the data and derive key core narratives.  

The following analytic framework will be followed: 

- Voice notes/Audio recordings will be transcribed, and the text analysed alongside other 

written stories. 

- We will implement Collier’s (2001) direct analysis technique for visual data. This involves 

several stages of analysis: (1) opening viewing all visual data for patterns, (2) 

categorising the visual data, (3) producing detailed descriptions and, (4) reviewing all 

visual data. 

- All data and the narratives discovered can be simultaneously analysed.  

 

Practical Issues 

Recruitment and Retention of Participants 

Due to the multiple layers of this research project, we are aware there is a risk of attrition between 

layer, or it could prevent participants from agreeing to participate. Therefore, we are planning to do 

a prize draw of £25 at the end of each layer to encourage continued engagement. We have also 
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decided to treat each layer individually with its own participation sheet and consent form to allow 

participants the choice to engage in as much or as little of the research project as they want to. By 

doing so, it also allows us to reopen recruitment prior to each layer if additional participants are 

needed for an adequate amount of data for analysis.   

Data Storage 

Please see Appendix L 

The data collected for this study will be stored securely in the University’s Onedrive and only the 

researchers conducting this study and their research supervisor will have access to this data. Audio 

recordings will be destroyed and/or deleted once the project has been submitted for 

publication/examined. All the personal data of participants (Names, Consent forms etc) will be 

confidential and will be kept separately from the rest of the data. The files on the computers will be 

encrypted and the computers used to access the data are password protected.  

The data will be stored on PURE for 10 years. Dr. Sarah Parry (Research Supervisor) will be the 

custodian of the data. 

 

Ethical Concerns 

Distress Protocol  

This research project is covering topics including eating disorders or hearing voices, which may be 

distressing for participants to discuss. We have considered the difficulties if someone becomes 

distressed while attending the online reflective group and how this could be contained (See 

Appendix K). We have agreed that this will be addressed at the start of the reflective group – we will 

inform participants of support lines including Voice Collective, Samaritans and NHS 111 and the 

details of organisations will be posted into the chat function on Microsoft Teams for them to access 

throughout the reflective group if needed. We will also establish how the group/individual would 

like to handle distress e.g. having regular check ins and breaks, pausing the group if someone is 

visibly distressed, time to debrief at the end either as a group or individually and simply being able to 

leave the group and use the support lines at any point if necessary.  

Confidentiality and anonymity  

The procedure of our research project involves two reflective groups where participants will discuss 

the stimulus films as a group. This poses the risk of individual’s sharing details of what is discussed 

outside of the group. To prevent this risk, the reflective groups will begin with setting group rules 

collaboratively generated by the group of participants in accordance with the NHS guidance on 

“Running Groups for Patient and Public Engagement. The researchers will ensure an agreement of 

confidentiality is met by all participants to ensure they feel safe to share personal experiences. The 

researchers will also remind participants about the limits of confidentiality, therefore if someone 

discloses information that they will put themselves, another person, or a child at risk of harm we will 

have a duty of care to discuss this information with the research supervisor. We would ensure 

participants were informed individually if confidentiality needed to be breached.  

Timescale 

- October 2022 – January 2023 Begin Recruitment and Data collection for layer 1.  
- Jan 2023 – February 2023 First analysis to be completed  
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- April 2023 – May 2023 – Recruitment and Data collection for layer 2. 
- June 2023 - August 2023 - Second Analysis of Data  

- June - August 2023 – Recruitment and Data Collection for layer 3. 

- 1st September 2023 – Last date of all data collection  
- October – November 2023 – Third Analysis of Data. 
- December 2023 – Write up study. 
- February 2024 – Circulate study summary to participants who opt-in to receive an end of 

study report  
- May 2024 - Submit thesis  
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Appendix 4-B – Participant Information Sheet – Layer 1 

Participant Information Sheet – Layer 1 
 

Exploring voice hearing and multi-sensory experiences with girls 
and young women who self-report an Eating Disorder Voice 

 
 

For further information about how Lancaster University processes personal data for research 

purposes and your data rights please visit our webpage: www.lancaster.ac.uk/research/data-

protection 

 
Invitation to research  

Hello, our names are XXXXXXX and Phoebe Dale, and we are Clinical Psychology Doctorate 

trainees at Lancaster University.  

 

             Photo of redacted trainee 

 

 

 

 

 

 

Our research study aims to develop understanding around voice hearing and multisensory 

experiences (seeing, hearing, or feeling things that aren’t there) with young women who live 

with an eating disorder. We are particularly interested in experiences of voice hearing in 

connection with disordered eating, this is sometimes called the Eating Disorder Voice. Voice 

hearing experiences can make it harder for young women to recover from an eating 

disorder. We hope by developing a clearer understanding of this experience, we can make 

recommendations for improving support services.  

 
Why have I been invited?  

You have been invited to take part in this research study as you: 

- identify as a young woman. 

- are between the ages of 16 and 25 years old. 

http://www.lancaster.ac.uk/research/data-protection
http://www.lancaster.ac.uk/research/data-protection
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- Currently or previously experience voice hearing or another multisensory 

experience, such as visions, feeling the presence of another, or feeling more than 

one person in one body. 

- Currently or previously have experienced an eating disorder. 

We are hoping to gather stories of experience from around 20 young women about 
experiences of voice hearing alongside an eating disorder. You can share your story as a 
piece of writing, poem, letter, notes, voice note, picture or photos. If you chose to take part, 
you will have access to a secure online platform where you can safely share your story with 
the researchers. We will then analyse everyone’s stories together to develop a short 
presentation about the experiences that have been shared. So, please don’t share anything 
you don’t want other people to see. We will not include your name or any other identifying 
information on any outputs from the study, this personal information is confidential. 
However, we will use the stories shared to create a presentation for discuss, which you and 
other people with lived experience are welcome to join in layer two, although this data is 
anonymised, not confidential. This means passages of text and images will be part of the 
presentation and discussion, but no one will know what you have shared.  
 
Do I have to take part?  

No.  It is completely up to you to decide whether or not you take part. The study will be 
described, we can go through this information sheet and answer any questions you might 
have. You will then be asked to sign a consent form which will show you have consented to 
take part. You are free to withdraw your contribution from the study up to 10 working days 
after you submitted it. You do not have to give a reason for this. 
 
If you do decide to withdraw your consent, please contact the researchers at 

s.roberts7@lancaster.ac.uk or p.dale1@lancaster.ac.uk. Any personal information taken will be 

destroyed.  

 
What will I be asked to do? 

If you have consented to take part in the study, you would be asked to share your story with 
us via an online platform. You can take part in as much or as little of each of the three layers 
as you feel comfortable with. This work will reflect your experiences of voice hearing 
alongside an eating disorder. It is completely up to you what type of work you wish to 
submit. It could be a piece of writing, artwork, voice note etc. This work along with other 
participants’ work will be made into a short film to represent our findings and 
interpretations.  
 
If you choose to submit your story, you will then be asked if you would like to take part in 
further layers of the study. Here is a guideline of the research project’s layers: 
 
It is completely up to you to decide whether you take part in any further layers.   
 
 

 

mailto:s.roberts7@lancaster.ac.uk
mailto:p.dale1@lancaster.ac.uk
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Are there any risks? 

If you experience any distress when creating or submitting your story, you are encouraged 
to inform the researcher and contact the resources provided at the end of this sheet. 
 
If you are worried about anything to do with the research study, either before or after 

taking part, you can contact one of the researchers who will try to answer your questions, or 

you can contact Voice Collective. Contact details are provided at the bottom of this section.   

 
Are there any benefits to taking part? 

There is a chance to win £25 for participating in this layer of the research project. The 

winner will be selected at random after everyone in the study has submitted their story. 

You may find participating in the study interesting, and your involvement within this 

research and the information who share will also help us to further understand how voice 

hearing and multisensory experiences impact individuals with eating disorders. This will help 

us to improve the support that services can offer to this community.  

Will my data be identifiable? 

The data collected for this study will be stored securely via University’ Onedrive, and only 
the researchers conducting this study and their research supervisor will have access to this 
data.  

Layer 1  

Share your story e.g. piece of 

writing, artwork, poem.  

Layer 2 

Attend an online group ran by 

XXXX and Phoebe to discuss the 

stories gathered and how they 

represent your experience. 

Attend an online group ran by XXXXX: 

“How do you experience voice hearing or internal 

speech in connection to your eating disorder?” 

Attend an online group ran by Phoebe: 

“What have been your experiences of headmates, 

multiple voices or selves alongside the eating 

disorder?” 

Layer 3 



ETHICS SECTION                                                                                                                          4-37 
 

o Any audio recordings will be destroyed and/or deleted once it has been transcribed. 
o The files on the computer will be encrypted (that is no-one other than the researcher 

will be able to access them) and the computer itself password protected.   
o Your submitted story will be made anonymous by removing any identifying 

information including your name. Any voice notes/audio files will be deleted after 
they have been transcribed and anonymised.  

o Anonymised direct quotations from your story may be used in the reports or 
publications from the study, so your name will not be attached to them. All 
reasonable steps will be taken to protect the anonymity of the participants involved 
in this project. 

o All your personal data will be confidential and will be kept separately from your 
submitted piece of work. 

 
There are some limits to confidentiality: if what is included in your piece of work makes us 
think that you, or someone else, is at significant risk of harm, we will have to break 
confidentiality and speak to a member of staff about this.  If possible, we will tell you if we 
have to do this. 
 

What will happen to the results? 
At the end of the research study, the results will be summarised and reported in our thesis 
projects as part of our university course and may be submitted for publication in an 
academic or professional journal. You will not be identifiable as no names will be used and 
all information will be anonymised. The findings and some direct quotes from your piece of 
work might be used in the thesis, in research papers or presentations. You will not be 
identifiable as no names will be sued and all information will be anonymised. 
 

Who has reviewed the project? 
This study has been reviewed and approved by the Faculty of Health and Medicine Research 
Ethics Committee at Lancaster University. 
 

Where can I obtain further information about the study if I need it? 
If you have any questions about the study, please contact the main researchers: 
 
Redacted Trainee Name:  
 
Redacted trainee email address 
 
Phoebe Dale: 
 
p.dale1@lancaster.ac.uk  
 
Alternatively, if you have any concerns and you do not wish to speak to the researchers, you 

can contact the Research Supervisor: 

Dr Sarah Parry 
Department of Clinical Psychology 

Health Innovation One 

mailto:p.dale1@lancaster.ac.uk
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Sir John Fisher Drive 

Lancaster University 

Lancaster 

LA1 4YW 

 
s.l.parry@lancaster.ac.uk  
 
 
Complaints  
If you wish to make a complaint or raise concerns about any aspect of this study and do not 
want to speak to the researcher, you can contact:  
 
Ian Smith 
Research director  
Department of Clinical Psychology 

Health Innovation One 

Sir John Fisher Drive 

Lancaster University 

Lancaster 

LA1 4YW 

 
Tel: +44 1524 592282 

+44 75 078 570 69 
 
Email: i.smith@lancaster.ac.uk 

 
 
If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, 
you may also contact:  
 

Dr Laura Machin  
Tel: +44 (0)1524 594973 
Chair of FHM REC  
Email: l.machin@lancaster.ac.uk 
Faculty of Health and Medicine 
(Lancaster Medical School) 
Lancaster University 

Lancaster 

LA1 4YG 

 
THANK YOU FOR CONSIDERING PARTICIPATING IN THIS PROJECT 

 

Resources in the event of distress 
Should you feel distressed either as a result of taking part, or in the future, the following 
resources may be of assistance. 
 

mailto:s.l.parry@lancaster.ac.uk
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Voice Collective 

Supporting young people who hear, see and sense things others don’t. Non-crisis email, support 

service, multiple resources www.voicecollective.co.uk  

Email: info@voicecollective.co.uk | Tel: 020 7911 0822 

 

Hearing Voices Network 

National Charity supporting people who hear voices, see visions, or have other unusual sensory 

perceptions 

www.hearing-voices.org/ 

Email: info@hearing-voices.org 

 

 

Samaritans Freephone  

Support line to talk and voice concerns and feelings  

116 123   

 

NHS  

NHS (England) in case of a mental health crisis or emergency   

111 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.voicecollective.co.uk/
http://www.hearing-voices.org/
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Appendix 4-C – Consent Form - Layer 1 

CONSENT FORM 

Project Title: 
Exploring Voice Hearing and Multi-sensory experiences with girls and young women who self-report an 

Eating Disorder Voice 
 
Name of Researchers:  Phoebe Dale and XXXXXXXXXXXXX     
Email: pdale1@lancaster.ac.uk and XXXXXXXXXXXXXXXXXXXXX  
 
Please tick each box 

I confirm that I have read and understand the information sheet for the above study. I have 
had the opportunity to consider the information, ask questions and have had these 
answered satisfactorily.            

 

I understand that my participation is voluntary and that I am free to withdraw at any time 
during my participation in this study without giving any reason.  If I withdraw within 10 
working days of taking part in the study my data will be removed.  

 

I understand that any information given by me may be used in future reports, academic 
articles, publications or presentations by the researchers, but my personal information will 
not be included, and all reasonable steps will be taken to protect the anonymity of the 
participants involved in this project.  

 

I consent to information and quotations from my submitted piece of work being used in 
reports, conferences and training events.  
I understand that data will be kept according to University guidelines for a minimum of 10 
years after the end of the study.  
I understand that the researchers will discuss data with their supervisor as needed.  
I understand that any information I give will remain confidential and anonymous unless it 
is thought that there is a risk of harm to myself or others, in which case the researchers 
may need to share this information with their research supervisor. 

 

I agree to take part in the above study.  

 

________________________          _______________               ________________ 
Name of Participant                         Date                                        Signature 

I confirm that the participant was given an opportunity to ask questions about the study, and all the questions 

asked by the participant have been answered correctly and to the best of my ability. I confirm that the 

individual has not been coerced into giving consent, and the consent has been given freely and voluntarily.  

                                                          

Signature of Researcher /person taking the consent__________________________   Date ___________    Day/month/year 

 

mailto:pdale1@lancaster.ac.uk
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Signature of Researcher /person taking the consent__________________________   Date ___________    Day/month/year 

 

One copy of this form will be given to the participant and the original kept in the files of the researcher at Lancaster 

University   
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Appendix 4-D – Debrief information – Layer 1 

 

Debrief Information – Layer 1 

  

We would like to thank you for participating in our study.  

 

The prize draw of £25 will take place once all participants have submitted their piece of 

work. The winner will be selected at random and notified via email. If you would like to 

enter, please provide your email address below: 

_______________________________________________________ 

 

  

Would you like to be kept up to date via your provided email address with the progress of 

the study? 

 

Yes 

No 

 

What happens next? 

  

As previously mentioned, there are further layers of this study that you may be interested in 

taking part in. The next layer would involve attending an online group run by XXXXXX and 

Phoebe to discuss the pieces of work gathered and how they represent your experience 

 

Would you be like to be contacted to take part in further layers of the study via your 

provided email address?  

Yes 

No 

 

  

Resources in the event of distress 

 

Should you feel distressed, either as a result of taking part, or in the future, the following 

resources may be of assistance:  

 

Voice Collective 
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Supporting young people who hear, see and sense things others don’t. Non-crisis email, 

support service, multiple resources www.voicecollective.co.uk  

Email: info@voicecollective.co.uk | Tel: 020 7911 0822 

Hearing Voices Network 

National Charity supporting people who hear voices, see visions, or have other unusual 
sensory perceptions 

www.hearing-voices.org/ 

Email: info@hearing-voices.org 

Samaritans Freephone  

Support line to talk and voice concerns and feelings  

116 123   

NHS  

NHS (England) in case of a mental health crisis or emergency   

111 

 

Researcher contact details 
 
If you feel you have been affected by this study and would like to discuss this further, please 
contact the main researchers: 
 
Redacted Trainee Contact Details 
 
Phoebe Dale: 
 
p.dale1@lancaster.ac.uk  
 
Alternatively, if you have any concerns and you do not wish to speak to the researchers, you 

can contact the Research Supervisor: 

Dr Sarah Parry 
Department of Clinical Psychology 

Health Innovation One 

Sir John Fisher Drive 

Lancaster University 

Lancaster 

LA1 4YW 

http://www.voicecollective.co.uk/
mailto:p.dale1@lancaster.ac.uk


ETHICS SECTION                                                                                                                          4-44 
 

 
s.l.parry@lancaster.ac.uk  
 
 
Complaints  
If you wish to make a complaint or raise concerns about any aspect of this study and do not 
want to speak to the researcher, you can contact:  
 
Ian Smith 
Research director  
Department of Clinical Psychology 

Health Innovation One 

Sir John Fisher Drive 

Lancaster University 

Lancaster 

LA1 4YW 

 
Tel: +44 1524 592282 

+44 75 078 570 69 
 
Email: i.smith@lancaster.ac.uk 

 
 
If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, 
you may also contact:  
 

Dr Laura Machin  
Tel: +44 (0)1524 594973 
Chair of FHM REC  
Email: l.machin@lancaster.ac.uk 
Faculty of Health and Medicine 
(Lancaster Medical School) 
Lancaster University 

Lancaster 

LA1 4YG 

 

 

 

 

 

 

 

 

mailto:s.l.parry@lancaster.ac.uk
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Appendix 4-E – Participant Information Sheet – Layer 2 

 

Participant Information Sheet – Layer 2  

Exploring voice hearing and multi-sensory experiences with girls 
and young women who self-report an Eating Disorder Voice.  

  
For further information about how Lancaster University processes personal data for research 
purposes and your data rights please visit our webpage: www.lancaster.ac.uk/research/data-
protection   

  
Invitation to research   
Hello, our names are XXXXXXXXX and Phoebe Dale, and we are Clinical Psychology 
Doctorate trainees at Lancaster University.   
 
 
 
 
 
        Photo of redacted trainee 
 
 
 

  

  

  

Our research study aims to develop understanding around voice hearing and multisensory 

experiences (seeing, hearing, or feeling things that aren’t there) with young women who live 

with an eating disorder. We are particularly interested in experiences of voice hearing in 

connection with disordered eating, this is sometimes called the Eating Disorder Voice. Voice 

hearing experiences can make it harder for young women to recover from an eating 

disorder. We hope by developing a clearer understanding of this experience, we can make 

recommendations for improving support services.  

 
Why have I been invited?  

You have been invited to take part in this research study as you: 

- identify as a young woman. 

- are between the ages of 16 and 25 years old. 

- Currently or previously experience voice hearing or another multisensory 

experience, such as visions, feeling the presence of another, or feeling more than 

one person in one body. 

- Currently or previously have experienced an eating disorder. 

 

http://www.lancaster.ac.uk/research/data-protection
http://www.lancaster.ac.uk/research/data-protection
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Within this layer of the research, we are hoping to speak to around 8-12 young women with 
personal experiences of voice hearing experiences alongside their eating disorder so we can 
understand how this impacts their recovery.   
 
Do I have to take part?  

No. It is up to you to decide. We will describe the study and go through the information 
sheet, which we will give to you. We will then ask you to sign a consent form to show you 
agreed to take part.  You are free to withdraw at any time, without giving a reason. 

 
If you are involved in the focus group and then withdraw within 10 working days, your data 
will remain part of the study as it is part of an ongoing conversation and cannot be 
destroyed. The researchers will try to disregard your views when analysing the focus group 
data, but this will not always be possible.    
 
If you do decide to withdraw your consent, please contact the researchers at 
s.roberts7@lancaster.ac.uk or p.dale1@lancaster.ac.uk. Any personal information taken will 
be destroyed.   
 
What will I be asked to do?  

If you consent to taking part in this layer of the research study, you will be invited to attend 
a group discussion online via Microsoft Teams. The discussion would last between one and 
two hours. You will be asked to watch a short presentation of stories we have gathered 
including art, poems or pieces of writing and provide feedback on whether it represents 
your experiences of voice hearing and eating disorder accurately.   
 

If you do not feel comfortable, you do not need to turn your camera on, as we will only be 
recording the audio of the conversation. Only the researchers will be able to access the 
recording. We will keep the audio recording until we have written up a transcription of the 
interview, and then it will be deleted. The write up will not include your name or any 
personally identifiable details. This is explained more below.   
 

If you choose to take part in layer 2, you will then be asked if you would like to be part of 
layer 3 of the study, and be taken through the consent process again. If you have consented 
to be part of layer 3, you will then be asked your preference between two research 
questions (myself and Phoebe’s), i.e. which feels most relevant to you. You will view another 
short film which will include our findings and interpretations from the feedback given 
following the first film.  
  

It is completely up to you to decide whether you take part in any further layers.    
  

Are there any risks?  
 

If you experience any distress, or don’t want to carry on with the group discussion, that is 
okay and you are able to leave the meeting. There will be information shared at the 
beginning of the group discussion of support you can access should you need to. You do not 
have to answer any questions you don’t want to within the group discussion.  
 

mailto:s.roberts7@lancaster.ac.uk
mailto:p.dale1@lancaster.ac.uk
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If you are worried about anything to do with the research study, either before or after 
taking part, you can contact one of the researchers who will answer all questions, or let you 
know of additional support available.   
 
Are there any benefits to taking part?  

There is a chance to win £25 for participating in this layer of the research project. The 
winner will be selected at random following the online group discussion.   
Your involvement within this research and the information who share will also help us to 
further understand how voice hearing and multisensory experiences impact individuals with 
eating disorders. This will help us to improve the support that services can offer to this 
community.   
 

Will my data be identifiable?  

The data collected for this study will be stored securely in the University’s Onedrive and only 
the researchers conducting this study and their research supervisor will have access to this 
data.  

• Any audio recordings will be destroyed and/or deleted once it has been 
transcribed. 
• The files on the computer will be encrypted (that is no-one other than the 
researchers will be able to access them) and the computer itself is password 
protected.  
• The typed transcript of the group discussion will be made anonymous by 
removing any identifying information including your name.   
• Anonymised direct quotations from your interview may be used in the 
reports or publications from the study, so your name will not be attached to 
them. All reasonable steps will be taken to protect the anonymity of the 
participants involved in this project.  
• All your personal data will be confidential and will be kept separately from 
the group discussion transcription.   
• There are some limits to confidentiality: if what is said within the group 
discussion makes us think you, or someone else, is at significant risk of harm, we 
will have to break confidentiality and speak to a member of staff about this. If 
possible, we will tell you if we have to do this.  
 

What will happen to the results?  

At the end of the research study, the results will be summarised and reported in our thesis 
projects as part of our university course and may be submitted for publication in an 
academic or professional journal. You will not be identifiable as no names will be used and 
all information will be anonymised. The findings and some direct quotes from the group 
discussion work might be used in the thesis, in research papers or presentations. You will 
not be identifiable as no names will be used and all information will be anonymised.  
  

Who has reviewed the project?  

This research project has been reviewed and approved by the Faculty of Health and 
Medicine Research Ethics Committee at Lancaster University.  
 

Where can I obtain further information about the study if I need it?  
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If you have any questions about this study, please contact the main researchers:  
Phoebe Dale:  
p.dale1@lancaster.ac.uk   
 
Redacted Trainee Details 

 
Alternatively, if you have any concerns and you do not wish to speak to the researchers, you 
can contact the Research Supervisor:  
 
Dr Sarah Parry  

Department of Clinical Psychology  

Health Innovation One  

Sir John Fisher Drive  

Lancaster University  

Lancaster  
LA1 4YW  

s.l.parry@lancaster.ac.uk  

  

Complaints  

If you wish to make a complaint or raise concerns about any aspect of this study and do not 
want to speak to the researchers, you can contact:  
Ian Smith  

Research director   
Department of Clinical Psychology  

Health Innovation One  

Sir John Fisher Drive  

Lancaster University  

Lancaster  
LA1 4YW  

  

Tel: +44 1524 592282  

+44 75 078 570 69  

  

Email: i.smith@lancaster.ac.uk  

  

  

If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, 
you may also contact:   
  

Dr Laura Machin  

Tel: +44 (0)1524 594973  

Chair of FHM REC  

Email: l.machin@lancaster.ac.uk  

Faculty of Health and Medicine  

(Lancaster Medical School)  
Lancaster University  

Lancaster  
LA1 4YG  

mailto:p.dale1@lancaster.ac.uk
mailto:s.l.parry@lancaster.ac.uk
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THANK YOU FOR CONSIDERING PARTICIPATING IN THIS PROJECT  

  

Resources in the event of distress:  
Should you feel distressed as a result of taking part, or in the future, the following resources 
may be of assistance.  
 

Voice Collective  

Supporting young people who hear, see and sense things others don’t. Non-crisis email, 
support service, multiple resources www.voicecollective.co.uk   
Email: info@voicecollective.co.uk | Tel: 020 7911 0822  

 

Hearing Voices Network 
National Charity supporting people who hear voices, see visions, or have other unusual 
sensory perceptions 
www.hearing-voices.org/ 
Email: info@hearing-voices.org 
 

  

Samaritans Freephone  

Support line to talk and voice concerns and feelings  

116 123  

  

NHS  

NHS (England) in case of a mental health crisis or emergency   
111  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

http://www.voicecollective.co.uk/
http://www.hearing-voices.org/
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Appendix 4-F – Consent Form – Layer 2 

CONSENT FORM 

Project Title:  
Exploring Voice Hearing and Multi-sensory experiences with girls and young women who self-report an 

Eating Disorder Voice 
 
Name of Researchers:  Phoebe Dale and XXXXXXXXX     
Email: pdale1@lancaster.ac.uk and XXXXXXXXXXXXX 
Please tick each box 

I confirm that I have read and understand the information sheet for the above study. I have 
had the opportunity to consider the information, ask questions and have had these 
answered satisfactorily.            

 

I understand that my participation is voluntary and that I am free to withdraw at any time 
during my participation in this study without giving any reason.  If I am involved in focus 
groups and then withdraw within 10 working days, my data will remain part of the study. I 
understand that as part the focus group I will take part in, my data is part of the ongoing 
conversation and cannot be destroyed. I understand that the researchers will try to 
disregard my views when analysing the focus group data, but I am aware that this will not 
always be possible.  

 

If I am participating in the focus group, I understand that any information disclosed within 
the focus group remains confidential to the group, and I will not discuss the focus group 
with or in front of anyone who was not involved unless I have the relevant person’s 
express permission. 

 

I understand that any information given by me may be used in future reports, academic 
articles, publications or presentations by the researchers, but my personal information will 
not be included, and all reasonable steps will be taken to protect the anonymity of the 
participants involved in this project.  

 

I consent to information and quotations from the focus group being used in reports, 
conferences and training events.   
I understand that the focus group will be audio-recorded and transcribed, and that data 
will be protected on encrypted devices and kept secure.   
I understand that data will be kept according to University guidelines for a minimum of 10 
years after the end of the study.  
I understand that the researchers will discuss data with their supervisor as needed.  
I understand that any information I give will remain confidential and anonymous unless it 
is thought that there is a risk of harm to myself or others, in which case the researchers 
may need to share this information with their research supervisor. 

 

I agree to take part in the above study.  

_______________________          _______________               ________________ 
Name of Participant                         Date                                        Signature 

mailto:pdale1@lancaster.ac.uk
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I confirm that the participant was given an opportunity to ask questions about the study, and all the questions asked by the participant 

have been answered correctly and to the best of my ability. I confirm that the individual has not been coerced into giving consent, and 

the consent has been given freely and voluntarily.                                                   

Signature of Researcher __________________________   Date ___________    Day/month/year 

Signature of Researcher __________________________   Date ___________    Day/month/year 

One copy of this form will be given to the participant and the original kept in the files of the researcher at Lancaster 
University. 
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Appendix 4-G – Debrief Information – Layer 2 

 

Debrief Information Layer 2  
    

We would like to thank you for participating in our study.    
   

The prize draw of £25 will take place following the focus group. The winner will be selected 
at random and notified via email. If you would like to enter, please provide your email 

address below:    
   
   

    
Would you like to be kept up to date via your provided email address with the progress of 

the study?   
   

Yes   
No   

   
What happens next?   

    
As previously mentioned, there are further layers of this study that you may be interested in 
taking part in. The next layer would involve attending an online group run by either XXXXXX 
or Phoebe to discuss the pieces of work gathered and how they represent your experience, 

in relation to one of two different research questions.  
   

Would you be like to be contacted to take part in further layers of the study via your 
provided email address?    

Yes   
No   

   

    
Resources in the event of distress   

   
Should you feel distressed, either as a result of taking part, or in the future, the following 
resources may be of assistance:    
   
Voice Collective    
Supporting young people who hear, see and sense things others don’t. Non-crisis email, 
support service, multiple resources www.voicecollective.co.uk    
 
Hearing Voices Network 
National Charity supporting people who hear voices, see visions, or have other unusual 
sensory perceptions 
www.hearing-voices.org/ 
Email: info@hearing-voices.org 
 

Samaritans Freephone    

http://www.voicecollective.co.uk/
http://www.hearing-voices.org/
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Support line to talk and voice concerns and feelings    
116 123     
   
NHS    
NHS (England) in case of a mental health crisis or emergency     
111   
   
   
Researcher contact details   
   
If you feel you have been affected by this study and would like to discuss this further, please 
contact the main researchers:   
 
Redacted Trainee Contact Details 
   
Phoebe Dale:    
p.dale1@lancaster.ac.uk    
   
Alternatively, if you have any concerns and you do not wish to speak to the researchers, you 
can contact the Research Supervisor:    
Dr Sarah Parry    
Department of Clinical Psychology    
Health Innovation One    
Sir John Fisher Drive    
Lancaster University    
Lancaster    
LA1 4YW    
s.l.parry@lancaster.ac.uk    
   
Complaints    
If you wish to make a complaint or raise concerns about any aspect of this study and do not 
want to speak to the researcher, you can contact:    
Ian Smith    
Research director    
Department of Clinical Psychology    
Health Innovation One    
Sir John Fisher Drive    
Lancaster University    
Lancaster    
LA1 4YW    
   
Tel: +44 1524 592282    
+44 75 078 570 69    
   
Email: i.smith@lancaster.ac.uk    
   

mailto:p.dale1@lancaster.ac.uk
mailto:s.l.parry@lancaster.ac.uk
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If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, 
you may also contact:    
Dr Laura Machin    
Tel: +44 (0)1524 594973    
Chair of FHM REC    
Email: l.machin@lancaster.ac.uk    
Faculty of Health and Medicine    
(Lancaster Medical School)    
Lancaster University    
Lancaster    
LA1 4YG   
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Appendix 4-H – Participant Information Sheet – Layer 3 

 

Participant Information Sheet – Layer 3 

Exploring experiences of Emerging Multiplicity and Voice Personification with 

Young Women with an Eating Disorder 

 
For further information about how Lancaster University processes personal data for research 
purposes and your data rights please visit our webpage: www.lancaster.ac.uk/research/data-
protection   

 

Invitation to research  

Hello, my name is Phoebe Dale, and I am a Clinical Psychology Doctorate trainee at 

Lancaster University.  

 

 

 

 

 

 

 

My research study aims to explore three types of voice hearing in young women who live 

with an eating disorder. Multiplicity, the experience of having more than person within the 

same body, Voice Personification, when the voice heard has its own personality and the 

Eating Disorder Voice, when the voice says negative things about the person’s eating or 

weight. Voice hearing experiences can make it harder for young women to recover from an 

eating disorder. I hope by developing a clearer understanding of this experience, we can 

make recommendations for improving support services. 

Why have I been invited? 

You have been invited to take part in this research study as you: 

- identify as a young woman. 

- are between the ages of 16 and 25 years old. 

- Currently or previously experience voice hearing or another multisensory 

experience, such as visions, feeling the presence of another, or feeling more than 

one person in one body. 

- Currently or previously have experienced an eating disorder. 

http://www.lancaster.ac.uk/research/data-protection
http://www.lancaster.ac.uk/research/data-protection
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Within this layer of the research, I am hoping to speak to around 8-12 young women with 

personal experiences of voice hearing experiences alongside their eating disorder in an 

online group so we can understand how this impacts their recovery. We will discuss the 

stories that we have analysed so far and ask for your feedback on how well these represent 

your own experience. 

Do I have to take part? 

It is up to you to decide. We will describe the study and go through the information sheet, 

which we will give to you. We will then ask you to sign a consent form to show you agreed 

to take part. You are free to withdraw at any time, without giving a reason. 

If you are involved in the focus group and then withdraw within 10 working days, your data 

will remain part of the study as it is part of the ongoing conversation and cannot be 

destroyed. The researchers will try to disregard your views when analysing the focus group 

data, but this will not always be possible. 

If you do decide to withdraw your consent, please contact the researcher at 

p.dale1@lancaster.ac.uk. Any personal information taken will be destroyed.  

What will I be asked to do? 

If you consent to taking part in this layer of the research study, you will be invited to attend 

a group discussion online via Microsoft Teams. You do not need a Microsoft Teams account 

for this. The discussion would last between one and two hours.  You will be asked to watch a 

short presentation of our findings and interpretations from the stories we have gathered, 

and feedback provided in a previous group discussion. Following which, you will be asked to 

provide feedback on whether it accurately represents your experiences of multiplicity, voice 

personification or the eating disorder voice alongside an eating disorder. 

If you do not feel comfortable, you do not need to turn your camera on, as we will only be 

recording the audio of the conversation. Only the researchers will be able to access the 

recording. We will keep the audio recording until we have written up a transcription of the 

interview, and then it will be deleted. The write up will not include your name or any 

personally identifiable details. This is explained more below.  

Are there any risks? 

If you get upset, or don’t want to carry on with the group discussion, that is okay and you 

are able to leave the meeting. There will be information shared at the beginning of the 

group discussion of support you can access should you need to. You do not have to answer 

any questions you don’t want to within the group discussion. 

If you are worried about anything to do with the research study, either before or after 

taking part, you can contact one of the researchers who will answer all questions, or let you 

know of additional support available.  

Are there any benefits to taking part? 

mailto:p.dale1@lancaster.ac.uk
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There is a chance to win £25 for participating in this layer of the research project. The 

winner will be selected at random following the online group discussion.  

Your involvement within this research and the information who share will also help us to 

further understand how voice hearing and multisensory experiences impact individuals with 

eating disorders. This will help us to improve the support that services can offer to this 

community.  

Will my data be identifiable? 

The data collected for this study will be stored securely in the University’s Onedrive and only 

the researchers conducting this study and their research supervisor will have access to this 

data. 

o Audio recordings will be destroyed and/or deleted once they have been transcribed.  

o The files on the computer will be encrypted (that is no-one other than the 

researchers will be able to access them) and the computer itself is password 

protected. 

o The typed transcript of the group discussion will be made anonymous by removing 

any identifying information including your name. Anonymised direct quotations from 

your interview may be used in the reports or publications from the study, so your 

name will not be attached to them. All reasonable steps will be taken to protect the 

anonymity of the participants involved in this project. 

o All your personal data will be confidential and will be kept separately from the group 

discussion transcription.  

There are some limits to confidentiality: if what is said within the group discussion makes us 

think you, or someone else, is at significant risk of harm, we will have to break 

confidentiality and speak to a member of staff e.g. our supervisor about this. If possible, we 

will tell you if we have to do this. 

What will happen to the results? 

At the end of the research study, a write up of the findings will make up part of the final 

report/thesis. It may be submitted for publication in an academic or professional journal. 

The findings and some direct quotes from the group discussion might be used in the thesis, 

in research papers or presentations. You will not be identifiable as no names will be sued 

and all information will be anonymised.  

Who has reviewed the project? 

This research project has been reviewed and approved by the Faculty of Health and 

Medicine Research Ethics Committee at Lancaster University. 

Where can I obtain further information about the study if I need it? 

If you have any questions or concerns about this study, please contact either of the lead 

researcher in the first instance: 

Phoebe Dale: 
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p.dale1@lancaster.ac.uk  

 

Alternatively, if you have any concerns and you do not wish to speak to the researchers, you 

can contact the Research Supervisor 

Dr Sarah Parry 

Department of Clinical Psychology 

Health Innovation One 

Sir John Fisher Drive 

Lancaster University 

Lancaster 

LA1 4YW 

 
s.l.parry@lancaster.ac.uk 

 

Complaints 

If you wish to make a complaint or raise concerns about any aspect of this study and do not 

want to speak to the researchers, you can contact: 

Ian Smith 
Research director  
Department of Clinical Psychology 

Health Innovation One 

Sir John Fisher Drive 

Lancaster University 

Lancaster 

LA1 4YW 

 
Tel: +44 1524 592282 

+44 75 078 570 69 
 
Email: i.smith@lancaster.ac.uk 
 
If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, 
you may also contact:  
 

Dr Laura Machin  

Tel: +44 (0)1524 594973 

Chair of FHM REC  

Email: l.machin@lancaster.ac.uk 

Faculty of Health and Medicine 

(Lancaster Medical School) 

Lancaster University 

mailto:p.dale1@lancaster.ac.uk
mailto:s.l.parry@lancaster.ac.uk
mailto:i.smith@lancaster.ac.uk
mailto:l.machin@lancaster.ac.uk
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Lancaster 

LA1 4YG 

 

THANK YOU FOR CONSIDERING PARTICIPATING IN THIS PROJECT 

 

Resources in the event of distress: 

Should you feel distressed as a result of taking part in this research the following resources 

may be of assistance. 

Voice Collective 

Supporting young people who hear, see and sense things other don’t. They offer a non-crisis 

email address, support service, and have multiple resources available online 
www.voicecollective.co.uk 
Email: info@voicecollective.co.uk | Tel: 020 7911 0822 

 

Hearing Voices Network 
National Charity supporting people who hear voices, see visions, or have other unusual 
sensory perceptions 
www.hearing-voices.org/ 
Email: info@hearing-voices.org 
 

 

Samaritans Freephone 

Support line to talk and voice concerns and feelings 

116 123 

 

NHS 

NHS (England) in case of a mental health crisis or emergency  

111 

 
 
 

 

 

 

 

 

 

 

http://www.voicecollective.co.uk/
http://www.hearing-voices.org/
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Appendix 4-I– Consent Form – Layer 3 

                          CONSENT FORM 

Project Title:  
Exploring experiences of Emerging Multiplicity and Voice Personification with Young Women with an Eating 

Disorder 
 
Name of Researchers:  Phoebe Dale     
Email: pdale1@lancaster.ac.uk  
Please tick each box 

I confirm that I have read and understand the information sheet for the above study. I have had 
the opportunity to consider the information, ask questions and have had these answered 
satisfactorily.            

 

I understand that my participation is voluntary and that I am free to withdraw at any time 
during my participation in this study, without giving any reason.  If I am involved in focus groups 
and then withdraw within 10 working days, my data will remain part of the study. I understand 
that as part the focus group I will take part in, my data is part of the ongoing conversation and 
cannot be destroyed. I understand that the researcher will try to disregard my views when 
analysing the focus group data, but I am aware that this will not always be possible.  

 

If I am participating in the focus group, I understand that any information disclosed within the 
focus group remains confidential to the group, and I will not discuss the focus group with or in 
front of anyone who was not involved unless I have the relevant person’s express permission. 

 

I understand that any information given by me may be used in future reports, academic articles, 
publications or presentations by the researcher, but my personal information will not be 
included, and all reasonable steps will be taken to protect the anonymity of the participants 
involved in this project.  

 

I consent to information and quotations from the focus group being used in reports, 
conferences and training events.   
I understand that the focus group will be audio-recorded and transcribed, and that data will be 
protected on encrypted devices and kept secure.   
I understand that data will be kept according to University guidelines for a minimum of 10 years 
after the end of the study.  
I understand that the researcher will discuss data with their supervisor as needed.  
I understand that any information I give will remain confidential and anonymous unless it is 
thought that there is a risk of harm to myself or others, in which case the researchers may need 
to share this information with their research supervisor. 

 

I agree to take part in the above study.  

 

____________________          _______________               ________________ 
Name of Participant                         Date                                        Signature 

I confirm that the participant was given an opportunity to ask questions about the study, and all the questions asked by the participant 

have been answered correctly and to the best of my ability. I confirm that the individual has not been coerced into giving consent, and 

the consent has been given freely and voluntarily.               

mailto:pdale1@lancaster.ac.uk
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Signature of Researcher __________________________   Date ___________    Day/month/year 

One copy of this form will be given to the participant and the original kept in the files of the researcher at Lancaster 

University.   
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Appendix 4-J – Debrief Sheet – Layer 3 

 
Debrief Information - Layer 3  

     
I would like to thank you for participating in my study.     

    

The prize draw of £25 will take place following the focus group. The winner will be selected 
at random and notified via email. If you would like to enter, please provide your email 

address below:     
    
    

     
Would you like to be kept up to date via your provided email address with the progress of 

the study?    
    

Yes    
No    

    
What happens next?    

     
The final layer of the study has now finished. If you have consented, you will be kept up to 

date with the progress and the findings of the study once it has been published/examined.   
    

     
Resources in the event of distress    

    
Should you feel distressed, either as a result of taking part, or in the future, the following 
resources may be of assistance:     
    
Voice Collective     
Supporting young people who hear, see and sense things others don’t. Non-crisis email, 
support service, multiple resources www.voicecollective.co.uk     
 
Hearing Voices Network 
National Charity supporting people who hear voices, see visions, or have other unusual 
sensory perceptions 
www.hearing-voices.org/ 
Email: info@hearing-voices.org 
 

Samaritans Freephone     
Support line to talk and voice concerns and feelings     
116 123      
    
NHS     
NHS (England) in case of a mental health crisis or emergency      
111    
    
    

http://www.voicecollective.co.uk/
http://www.hearing-voices.org/
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Researcher contact details    
    
If you feel you have been affected by this study and would like to discuss this further, please 
contact the main researcher:    
Phoebe Dale 
p.dale1@lancaster.ac.uk 
    
    
Alternatively, if you have any concerns and you do not wish to speak to the researcher, you 
can contact the Research Supervisor:     
Dr Sarah Parry     
Department of Clinical Psychology     
Health Innovation One     
Sir John Fisher Drive     
Lancaster University     
Lancaster     
LA1 4YW     
s.l.parry@lancaster.ac.uk     
    
Complaints     
If you wish to make a complaint or raise concerns about any aspect of this study and do not 
want to speak to the researcher, you can contact:     
Ian Smith     
Research director     
Department of Clinical Psychology     
Health Innovation One     
Sir John Fisher Drive     
Lancaster University     
Lancaster     
LA1 4YW     
    
Tel: +44 1524 592282     
+44 75 078 570 69     
    
Email: i.smith@lancaster.ac.uk     
    
If you wish to speak to someone outside of the Clinical Psychology Doctorate Programme, 
you may also contact:     
Dr Laura Machin     
Tel: +44 (0)1524 594973     
Chair of FHM REC     
Email: l.machin@lancaster.ac.uk     
Faculty of Health and Medicine     
(Lancaster Medical School)     
Lancaster University     
Lancaster     
LA1 4YG   

mailto:s.l.parry@lancaster.ac.uk
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Appendix 4-K - Distress Protocol: Managing distress within a research focus group 
 

Before the group begins, researchers will discuss the following with participants: 

- Confidentiality and its limits 

- Being able to remain anonymous if they wish to by keeping their cameras turned off 

- How they are able to contact us if they become distressed e.g. sending a direct message on 

MS Teams or emailing us 

Further group rules will be outlined through discussion with participants. 

 

 

 

 

• a participant indicates they are 
experiencing emotional distress

• a participant displays behaviours 
suggesting they are experiencing distress 
e.g. crying, withdrawn

Distress

• pause the group

• check in with participant

• ask what may be helpful to 
manage distress

Researcher 
response

• ask participant if they feel able to continue with 
the group

• if they feel able to, continue with group

• if they do not feel able to, enable participant to 
leave the group

• offer follow up check in if appropriate and 
participant consents

Review

• provide follow up check in if they have 
consented

• signpost to other support services

• provide debrief sheet

• inform them of outcomes of the study if 
they have consented

• ensure they have researchers' contact 
details via the PIS for any further 
queries

Researcher 
response
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Appendix 4-L – Data Management Plan 

Data Management Plan – Thesis Project 

Data Collection 

There will be two different forms of new data collected within this research project: 

Multimodal data – This will comprise of written pieces, poems, artwork etc. We aim to 

collect 20 pieces of multimodal data from the participants via online submission.  

Transcriptions – This data will comprise of two audio recordings of group discussions that 

will be transcribed by the researchers. The group discussions of approx. 12 participants will 

be held on Microsoft Teams to record the discussions.  

 

Documentation and Metadata 

The multimodal data obtained will be documented in an excel file. This file will summarise 

how many of each different type of data (eg. Written pieces, poems, artwork, images, or 

voice notes) there are within the data set.  

 

Storage, Backup and Security 

The data collected for this study will be stored securely in the University’s Onedrive and only 

the researchers conducting this study and their research supervisor will have access to this 

data. 

Audio recordings will be destroyed and/or deleted once they have been transcribed. 

All the personal data of participants (Names, Consent forms etc) will be confidential and will 

be kept separately from the rest of the data.  

The files on the computers will be encrypted and the computers used to access the data are 

password protected. 

The researchers, Phoebe Dale and XXXXXX, will be responsible for backing up the data. The 

data will be backed up monthly during the data collection layers onto a removeable hard 

drive. The backups will be destroyed upon submission of the project.  

 

Ethics and Legal Compliance 

Any ethical issues raised by either participant, researchers, or the research supervisor will 

be initially discussed within the research team. These will then be discussed with the 

Research Director in the Department of Clinical Psychology at Lancaster University, Ian 

Smith, and the appropriate recommendations followed to manage any ethical issues.  
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Selection and Preservation 

Following submission, the data obtained will be stored in PURE for 10 years.  

 

Data Sharing 

Our data set will not be shared due to the unique identifiers in elements of our data. As part 

of the informed consent, participants will be asked if they are happy for some or all of their 

multimodal data, whether visual or written, to be used for publication and dissemination 

purposes.  

 

Responsibilities and Resources 

The responsibilities of data management are with the researchers conducting this project, 

Phoebe Dale and XXXXXXX, and supervisor of this project, Dr. Sarah Parry.  
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Appendix 4-M – Demographic Questions 

Demographic Questions 

These questions will be included in the Qualtrics Questionnaire and repeated at each layer of the 

research project. 

Please fill in the following questions regarding your demographics: 

What gender do you identify with? 

Male 

Female 

Non-binary/third gender 

Prefer not to say 

 

What is your age? 

______________________ 

 

What is your ethnic origin? 

_______________________ 

 

Which area do you live in (e.g. region, city or county) 

________________________________  

 

If you’d like to create a preferred pseudonym (false name) that we can use to protect your 

anonymity in future reports and academic papers, please state it below: 

_________________________  

 

How would you describe your Eating Disorder? 

________________________ 

 

How long have you lived with your Eating Disorder? 

________________________ 

 

Have you ever accessed mental health support for your Eating Disorder, if so what support did you 

receive? 
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______________________________ 

 

How would you describe your experience of hearing voices? 

________________________________ 

 

How long have you been experiencing voice hearing? 

________________________________ 

 

Are you currently experiencing voice hearing? 

_________________________________ 

 

Have you experienced other multisensory experiences (e.g. seeing, hearing, feeling things that aren’t 

there), if so please describe below. 

_______________________________ 

 

How long have you had these multisensory experiences? 

_______________________________ 

 

Are you currently having these multisensory experiences? 

_______________________________ 
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Appendix 4-N – Advertising Materials 

Layer 1 

 

 

 

 

 

 

 

 

 

 

 

Layer 2 
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Layer 3  
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Appendix 4-O – Approval Email 
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Appendix 4-P – Amendment Application 
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Appendix 4-Q – Amendment Approval  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


