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A Family Tree of patients, carers & clinicians

❖Sister & Cousins generation
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❖Grandparents generation
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Plan for talk

1. to suggest a psychological framework to help understand how 

eating disorders function

2. to use this framework to think about the challenges in 

relationships between patients-carers-clinicians

3. to suggest some possible ways to improve how we all work 

together



Universal Basic Human Needs

• We all have the same basic human needs
➢These are psychological & physical needs

➢The fine tuning of needs and wants will vary from person to person, but the 

basics needs are essentially the same for everyone

• Lots of research on human needs since 1960’s

➢Maslow (1962) proposed a hierarchy of physical and psychological needs

➢Tay & Deiner (2011) have provided cross-cultural evidence that basic needs are 

universal and that these needs relate directly to health & wellbeing.

➢Van der Kaap-Deeder and colleagues (2014) have shown a relationship 

between meeting needs and improvements in symptoms for people with eating 

disorders

➢The research has led to increasing common ground about what these core needs 

are



Universal Human Needs
 

Psychological Core 

Needs 

Physical Core Needs 

Emotional Safety Physical Safety 

The need to feel secure and 

safe enough 

The need for enough warmth, 

shelter and protection from 

physical harm 

Control & Competence Activity 

The need to feel ‘in-control’ 

enough, have a sense of 

autonomy and competence 

The need for enough movement 

and activity 

Nurturance Nutrition 

The need to feel loved and 

cared for  enough, by others 

and by the self 

The need for enough food and 

fluids 

Acceptance Rest 

The need to feel accepted 

enough, for your strengths 

and fallibility, by others 

and by the self 

The need for enough rest and 

sleep 



Feeling Signalling System

• Emotional and physical feelings have the purpose of telling us 

about our needs

➢Positive feelings are likely to indicate met needs:

▪ eg. a feeling of fullness or satisfaction, suggest the need for nutrition is 

adequately met

▪ eg. a feeling of pride, suggests the need to feel in control & competent is 

adequately met

➢Negative feelings are likely to indicate unmet needs:

▪ eg. a feeling of hunger, suggests the need for nutrition is not adequately met

▪ eg. an emotional feeling of anxiety, suggests the need to feel safe is not 

adequately met



Mis-calibrated feelings signalling system

• The problem is the feeling system is a fairly crude rapid response 

system and is not always accurate

➢ eg. if a feeling of hunger becomes associated with a fear of eating too 

much and being socially rejected, this will generate anxiety and the 

response will be to avoid eating and the underlying need for nutrition is 

not met

➢ in other words, your feelings can end up misleading you and create 

confusion about what you need

•We all instinctively develop ways of trying to meet our own needs

➢These can be understood as psychological coping modes

➢A mis-calibrated feelings system however can result in maladaptive 

psychological coping modes



Video about experience of emotions in AN



Coping ‘Modes’

•We all develop psychological coping modes, as semi-automatic 

ways to try to meet our own needs, involving:

➢ internally how we respond to ourselves

➢and externally how we respond to others & the world around us

• If our feelings signalling system is working well enough

➢the instinctive coping modes we develop will meet our needs reasonably 

well, most of the time

• If our feelings signalling system becomes mis-calibrated

➢Then the instinctive coping modes will not automatically meet our needs 

well, generally over or under-reacting to a situation, and we become 

unhealthy and unhappy



The Key Maladaptive Coping ‘Modes’ in Eating Disorders

• The maladaptive modes in eating disorders arise because they serve a short-

term function

• For example: reduction of anxiety, by over-controlling food intake 

• In other words people develop eating disorders for a very good reason: because it makes 

them feel better, at least in the short-term

• They are maladaptive because in ED’s certain needs are excessively 

prioritised, with the effect that other needs are neglected

• For example: the needs to feel safe & feel in-control in the short-term are excessively 

prioritised, at the expense of the need for enough nutrition



The Key Maladaptive Coping ‘Modes’ in Eating Disorders

• I’d suggest there are 6 key coping modes in Eating Disorders

➢Busy Over-Controller mode

➢Angry Over-Protector mode

➢Detached-Avoidant mode

➢Self-Sacrificing mode

➢Self-Critical mode

➢Excess mode

• I’m going to give a brief outline of these now

➢But we’ll cover in a little more depth this afternoon in the workshop 



Busy Over-Controller mode 

o How to recognise it in the patient:

➢ mentally, they are trying really hard to ‘do the right thing’ - often leading 

to planning, worrying, trying to keep things in order, developing routines

➢ physically, they are very active, busy, find it hard to sit down or take a 

break

➢ they are mostly over-controlling of themselves, but this may spill over into 

being over-controlling of others too

o Short-term reward:

➢ can feel less anxiety temporarily, when it feels like something is under 

control, or that they’ve got something ‘right’



Angry Over-Protector mode 

o How to recognise it in the patient:

➢ simmering frustration or disdain, just below the surface, but obvious to 

others

➢ anger and frustration suddenly bubbles out unexpectedly

➢ or anger escalates to explosive rage and aggression

o Short-term reward:

➢can give a sense of energy or power

➢to get others to do what you want, or to get them to back off completely

➢a cathartic release of feelings that have been bottled up



Detached-Avoidant Mode

o How to recognise it in the patient:

➢ avoiding contact with others or avoiding certain situations

➢ ‘I’m fine’ – putting on a ‘smiley face’

➢ Skilled at deflecting attention away from themselves in conversation

➢ Un-responsive or mute (this relates to the blank facial expression)

o Short-term reward:

➢numbness and emotional detachment is welcomed

➢ avoids the anxiety of others focus on them

➢Avoids others interfering in their routines



Self-Sacrificing mode

o How to recognise it in the patient:

➢ focus on other peoples needs and wishes, but neglect their own

➢ kind, thoughtful and helpful ++

➢ underlying beliefs about being unworthy and undeserving compared 

with others

o Short-term reward: 

➢feel good for being nice to others

➢also serves to deflect focus onto others (like detached-avoidant)



Self-Critical mode

o How to recognise it in the patient:

➢ continually making negative comments about themselves, putting 

themselves down

➢ dismissing anything positive as unimportant or accidental

➢ describing themselves as worthless, undeserving, bad, ugly or fat etc.

o Short-term reward: 

➢initially may ‘motivate’ to try to ‘be better’ ‘try harder’ ie. not be the 

things they fear – lazy, needy, fat etc.

➢may feel easier to beat themselves up than be criticised by others

oBut this is the most toxic mode and always makes them feel bad, often leading 

to self-hatred, self-disgust and sometimes self-punishment



Excess mode

o How to recognise it in the patient (particularly those with binge-purge ED’s):

➢ you may not see this as it’s usually kept secret, it’s short-lived and a source of great shame

➢ it is excessive relatively un-controlled behaviour (but can be part of a routine) – usually 

involving eating or drinking alcohol excessively

➢Almost invariably swiftly followed by over-controlling behaviour eg. purging or restricting

o Short-term reward: 

➢momentary relief from all the effort to be in control

➢brief satisfaction of a need eg. enough nutrition or feeling less anxious whilst drinking alcohol

o Although this is typically seen in binge-purge eating disorders I believe this mode is 

intensely feared by all people with eating disorders

o Like a ‘feared-self ’ that they will become if they don’t continue to over-control themselves –

fearing that they are an excessive and therefore unacceptable person

o Ironically it is the excessive over-control and denial of needs that makes someone more likely 

to have episodes of excessive behaviour that they can’t control



Capacity to give care

• So, for Patients, Carers & Clinicians to work well together, I think 

we need to try to understand each others needs, and how we all 

instinctively react to one another (our coping modes)

➢We all have a limited capacity to give, to help meet someone else’s 

needs, without beginning to neglect our own needs and becoming unhappy 

or unwell

➢The carer is primarily in the role of giver of  care, yet often they also 

receive care from professionals to support their carer role, and their own 

personal needs

➢ The clinician is in the central role as a giver of  care, but, must also be 

getting their own personal needs met through other means



Capacity to receive care

• Patients have to be able to receive care

➢they have to be able to accept they have unmet needs ie. that there is a 

problem

➢ and to accept they need others help to deal with this problem

• As we all know this is not always the case and may be hindered in 

various ways: denial, avoidance, anger etc.

• So the rest of today’s talk I’m going to use the concepts of needs

and coping modes to:

➢explore barriers to effective work between patients, carers & clinicians

➢suggest how we might overcome these to work together better



Patient-Carer-Clinician Relationships

Carer Coping 
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Challenges in Patients relationships with Carer or Clinician
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Challenges in Patient’s relationships with Carer or Clinician

• Patients instinctive coping modes can block their ability to receive help

➢ There is a short-term reward, usually of reduced anxiety as the desired outcome  

from these unhelpful coping modes eg. over-controlling eating, temporarily meets 

the need to feel safe

o Because they feel better or safer, they are then likely to reject help

➢Shame & guilt about having a problem and needing help from others (self-critical 

coping mode) lead them to deny the problem or avoid help (avoidant-detached 

mode)

➢Beliefs about unworthiness and therefore feeling others deserve help but they 

don’t (self-sacrificing & self-critical modes) lead to rejecting help

➢Feeling misunderstood or the fear of being rejected and criticised by others – can 

also lead to rejecting help (self-critical mode)

➢Fear of  recovery, often a fear of ‘failing’ in life (self-critical coping mode) can 

lead to holding onto the sick role and therefore rejecting change 



Challenges in Carer or Clinician’s relationships with patients

• Carer’s or Clinician’s understanding of the illness, or their own 

instinctive coping modes, may limit their ability to give care

➢ If carers or clinicians don’t understand enough about how the illness is 

functioning for that person, to empathise and connect emotionally

➢If carers or clinicians own instinctive coping modes, don’t match well with 

what the patient needs eg. a practical ‘take-control’ coping mode, may 

trigger a patient’s over-controlling mode – leading to a battle for control

➢If carers or clinicians have too much of a self-sacrificing coping mode and 

try too hard to do too much, neglect their own needs and get worn out/sick 

themselves – then obviously that prevents them from continuing to provide 

care to the patient



Challenges in Carers relationships with Clinicians

Carer Coping 

Modes

Unmet 
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Clinician 
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Modes
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Unmet 

needs?



Challenges in Carers relationships with Clinician

• Confidentiality rules or the clinicians or carers coping modes could 

present barriers to clinician-carer relationships

➢ If patients exclude carers (Over-controller coping mode) from 

involvement, then clinicians are limited by confidentiality rules from 

engaging with carers as much as they’d like to

➢ If clinicians struggle to support understanding and reasonable expectations

among carers eg. explaining physical risks or psychological understanding, 

in a realistic and reassuring way

➢If the clinicians or carers own instinctive coping modes, don’t match well 

with each other eg. if a clinician has a defensive coping mode eg. in 

response to concerns from a carer about whether enough is being done, 

then that is not likely to make for a good working relationship!



Challenges in relationships due to environment & context
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Challenges in relationships due to environment & context

• Family and work environment for carers or clinicians

➢ If there are other people’s needs to meet in their wider world eg. other 

family members, or in their work role – and they try to do it all 

(demanding & self-sacrificing coping modes), they then neglect their own 

needs and risk wearing themselves out

➢ If carers or clinicians have demanding/self-critical or detached-avoidant 

coping modes themselves, they may not feel they can acknowledge they 

are struggling or look for support from others at work or from friendships 

or in the family, and then they neglect their own needs



Challenges in relationships due to environment & context

• Colleagues and institutional environment

➢ if clinicians don’t have supportive colleagues, they will not get their needs 

replenished, to be able to continue giving to others

➢If they don’t have good supervision, training and support systems, they’ll 

not look after their own needs well, to be able to continue giving to others

➢ If clinicians don’t have managerial support for reasonable caseload 

sizes, they will not be able to give to each patient and their families what 

they really need



Challenges in relationships due to environment & context

• Societal and Political Environment

➢ If patients feel stigmatised they may not seek help or accept they have a 

problem, and therefore not engage in care relationships

➢If societal influences are reinforcing the maladaptive modes in the patient, this 

makes it harder to achieve change

➢ eg. we know social media reinforces negative self-comparison of body size and 

promotes a distorted view of  normal, and unhealthy perfectionistic values - therefore 

self-critical and over-controlling coping modes are being reinforced by these societal 

influences 

➢If funding for the care of people with eating disorders is not enough, then the 

ability of clinicians to meet the needs of all patients and carers, is restricted



Potential solutions?

1. Understanding and empathy: For the care relationships to 

work well, everyone needs an empathic understanding of the 

illness & of each others needs:

➢ understanding the psychological function of the illness in reducing and 

controlling vulnerable feelings such as anxiety

➢understanding that we all have the same basic needs that we instinctively 

try to meet, sometimes in ways that become maladaptive & self-defeating, 

such as those instinctive coping modes that produce eating disordered 

behaviour

➢for clinicians to empathise with how frightening the physical risks of eating 

disorders can be to carers, to be knowledgeable about the physiology of 

starvation, and be able to reassure carers realistically about the risks



Potential solutions?

1. Contd. understanding and empathy:

The wisdom of the Beat ambassadors:

➢Rose-Anne:“Validating my feelings…knowing people care”

➢Zoe : “Knowing people are by my side…help you know you 

are wanted”

➢Luke: “Love them like you always have”

➢ Carer and Clinicians shouldn’t undervalue the importance of 

this ‘emotional work’ it is not always about ‘doing’ something, it 

is often about listening, trying to understand, empathising, 

caring, connecting and persisting.



Potential solutions?

2. Self-Care for all : patients, carers and clinicians 

➢For clinicians and carers to remain ‘givers’ they must be good at meeting 

their own needs, to have the personal resources to give care to others

➢Modelling self-care and showing your own needs as a carer or clinician, 

can be an important part of psychological treatment

o helps challenge a fear that many people with eating disorders hold, that 

they are ‘too needy’ ‘selfish’ or ‘undeserving’

➢Adult patients must be willing to embrace their responsibility for self-care

othis is a key part of the ‘sick role’ ie. to accept the care offered to you and 

do your best to use it to become well again



Practically ideas to support understanding, empathy and 
self-care for all?

1. Greater emphasis in eating disorder clinicians training on how 

eating disorders function psychologically

➢ including understanding of the rich qualitative literature of patients lived 

experience of having an eating disorder

2. Greater time early in treatment spent on the psychological 

assessment of how the eating disorder functions for that 

individual

➢ achieving a genuine shared understanding with the patient

➢ sharing this understanding with carers whenever possible

3. Greater emphasis on explaining the physiological processes 

involved in eating disorders to carers

➢ to reduce fears about catastrophic physical outcomes among carers



Practically ideas to support understanding, empathy and 
self-care for all?

4. Greater emphasis on explaining the physiological processes 

involved in eating disorders to carers

➢ to reduce fears about catastrophic physical outcomes among carers

5. Greater emphasis on continuity of care

➢ to maintain relationships between the same clinicians, patient and carers 

over time

➢Avoiding inpatient admissions unless absolutely necessary on risk grounds 

for continuity and working on change in their real world environment



Practical ideas for how to support understanding, 
empathy and self-care for all?

6. Employ people with lived experience of eating disorders as a 

patient or carer in treatment services

➢ to deliver support work

➢ to share the lived experience perspective from within the clinical team

7. Campaign for more funding for ED treatment services to support 

better relationships between patients, carers & clinicians

➢ for longer duration of treatment than currently offered

➢ for long term continuity of care for severe & enduring eating disorders

➢ for greater provision of support for carers

➢ for smaller caseloads for clinicians



That’s me… discussion

o Access to these slides:

➢ https://www.mentalhealthcarecollective.org.uk/resources/

o Contact details:

➢ calummunro@mentalhealthcarecollective.org.uk

➢ calum.munro@ed.ac.uk

Thanks for listening! 

https://www.mentalhealthcarecollective.org.uk/resources/
mailto:calummunro@mentalhealthcarecollective.org.uk
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