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ABSTRACT

Objectives To investigate how women with bulimia
nervosa (BN) and binge eating disorder (BED) experience
participating in a new treatment programme for eating
disorders, based on guided physical exercise and dietary
therapy.

Design and participants Six women with BN and four
with BED were semistructurally interviewed. Transcribed
interviews were analysed using a text-condensing analytic
approach.

Results The analysis resulted in four main categories:

(1) “a renewed attitude towards physical activity’,

(2) ‘a new perception of food’, (3) ‘mixed feelings of being
in a heterogeneous treatment group’ and (4) ‘insight in
one’s own recovery process’, each with 2-4 subcategories
to express nuances.

Conclusion The treatment was experienced as beneficial.
Improvements in the implementation of the programme
were suggested.

Trial registration number NCT02079935.

INTRODUCTION

A clinical feature in eating disorders (EDs)
is the overevaluation of the importance of
controlling food intake, body shape and
weight. Notably patients with bulimia nervosa
(BN) and binge eating disorders (BED) often
binge eat several times a week." Following
episodes of binge eating, patients with BN
additionally use compensatory behaviours
like vomiting and physical activity (PA).'
The clinical severity of EDs reflected in the
twofold to sixfold increase in standardised
mortality” calls for effective treatments. About
80%-94% of patients with BN and BED never
seek professional help,”® and among those

Strengths and limitations of this study

» Strengths are its originality as being one of few
qualitative studies exploring experiences by
women with eating disorders participating in a new
treatment programme based on physical exercise
and dietary therapy.

» |t is a strength that the sample size was sufficient
to capture the richness and variations in the
experiences of participating in the new treatment
programme.

» A limitation might be that the interviewers also
were therapists in the treatment programme. This
might have been a source of bias as the participants
may not have felt comfortable sharing all their
experiences.

who do so, a majority have had ED symp-
toms for at least 4-5 years.7 Treatment delays
and repeated treatment failures prolong
the course of illness, which again predict
why 20%-30% of the patients with ED has a
protracted course.®

Systematic reviews and meta-analyses’”
show promising effects of cognitive—
behavioural therapy (CBT) for BED, and
intermediate effects for BN. In CBT, the
strength of core cognitive beliefs about low
self-worth and the need to control food
intake, body weight and shape are challenged.
In addition, stimulus control procedures are
used to reduce the frequency of bingeing
and/or purging.'” Yet, up to 50% of patients
do mnot respond to CBT.” An enhanced
version of CBT, addressing a wider spectrum
of psychological and interpersonal problems

11

BM)

Pettersen G, et al. BMJ Open 2017;7:€018588. doi:10.1136/bmjopen-2017-018588 1


http://bmjopen.bmj.com/
http://dx.doi.org/10.1136/bmjopen-2017-018588
http://dx.doi.org/10.1136/bmjopen-2017-018588
http://dx.doi.org/10.1136/bmjopen-2017-018588
http://crossmark.crossref.org
http://bmjopen.bmj.com/
http://group.bmj.com

Downloaded from http://bmjopen.bmj.com/ on January 18, 2018 - Published by group.bmj.com

Open Access 8

in addition to EDs, appears promising."* However, the
remission rates do not surpass those reported for CBT.
Diverse treatment contexts and individual differences
among patients and therapists make a ‘one-size-fits-all’
logic untenable. Thus, there is a need to explore the
benefits of extended treatments options.

Systematic reviews and meta-analyses'>™"” show prom-
ising effects for the therapeutic effect of guided aerobic
physical exercise (PE) for depression and anxiety. A
recent review'® has suggested that guided PE may work as
an adjunctive to other treatment efforts like for instance
CBT in EDs. The compulsive and excessive nature of
physical activity in ED to compensate for calorie intake
during binges may explain why specialised ED clinics
nevertheless are reluctant to include PA in their treatment
programmes.'” A previous randomised controlled trial
(RCT) has, however, shown that guided PE performed
equally well as CBT in treating BN*’ possibly because
guided PE promotes better affect regulation and reduces
the use of excessive physical activity for compensatory
purposes.”’ Moreover, in this previous study,” dietary
therapy (DT) also proved effective, yet to a lesser extent.

However, several limitations flawed this study, notably a
failure to collect patient experiences from participating
in PE and DT treatment arms. Some is known about
overall satisfaction in patients with ED with modes of treat-
ment’ *7 but to our knowledge only two studies address
patient satisfaction with specific treatment methods or
approaches, that is, psychodynamic® and family therapy,
and both have yielded mixed findings. Hence, more
knowledge about patients’ satisfaction with other specific
ED treatment methods is required. One obvious reason
is that it would be highly unfortunate to implement a
treatment that is effective for EDs in terms of symptom
alleviation, but which are not beneficial or acceptable
to the patients. In addition, patients’ experiences with
treatment may add new information about how a treat-
ment programme can be adjusted and improved. Such
knowledge is important in order to combat or circumvent
resistance to change and reluctance to seek treatment,
a characteristic in most patients with ED. Hence, in this
qualitative study, we ask how women with EDs experience
a new treatment combining guided physical exercise and
dietary therapy (PED-t)?

METHODS

Study setting

The current study was run within the context of an RCT*
where the overall aim was to test whether PED-t has
comparable or better effects in treating EDs than CBT.
Included in the RCT were women aged 18-40 years who
fulfilled the Diagnostic and Statistical Manual of Mental
Disorders - 5 criteria for BN or BED, respectively. The
exclusion criteria for the RCT were pregnancy, self-re-
ported body mass index (BMI) 17.5-35, suicidal risk,
severe personality disorder, being a competing athlete or
having been treated with CBT for an ED in the past 2years

prior to the trial. An additional exclusion criterion for the
current qualitative study of the PE treatment arm was the
failure to attend about 80% of the treatment sessions.
The BMI cut-off was set to reduce the heterogeneity
within the treatment groups and to avoid weight-related
injuries when doing the PE sessions. Both treatment arms
CBT and PED-t, respectively, used a group format of 20
sessions over 16 weeks, and where each group consisted
of 58 individuals. *’

Recruitment and participants

A sampling strategy was chosen to secure variation within
the inclusion criteria. The last author provided written
information and request to 10 of the 60 women who at
the time of the current study had completed the RCT.
These 10 participants (age mean 25.5 years; range 21-34
years) responded positively, and the second and fourth
author contacted them to make appointments for the
interviews.

Interviews

The interviews took place 1-2 months after finishing the
RCT. All interviews were carried out at the study site; the
Norwegian School of Sport Sciences and the participants
knew the interviewers and authors (SS and TS) from their
role as therapists in parts of the RCT.

The semistructured interview guide was composed
based on relevant literature on ED, as well as expertise
on ED and qualitative methods within the author group.
The interviews were carried out as conversations about
the participant’s experiences of taking part in the PED-t
programme. The interview guide comprised questions
like: “Can you tell about your overall experiences with
participating in the treatment programmer”, “Have there
been any changes in your everyday life after participating
in the treatment programme?”, “Did the programme
meet your expectations? Why/why not?”, “What could
have made the treatment programme better?”, “How did
you experience being in a treatment group?”. Follow-up
questions were freely adjusted to the participant’s answers.
Each interview lasted about 1 hour, was audio taped and
then the interviews were transcribed verbatim. The satu-
ration size was judged as sufficient after 10 interviews. No
repeat interviews were carried out.

Ethical considerations

The 10 patients received written and oral information
about the study’s purpose, confidentiality, the principles
of voluntary participation and the right to exit the study
at any time. All 10 participants gave their written consent
to participate.

Data analysis

The transcribed interviews were analysed according to
the principles of systematic text condensation.” These
principles describe a fourstep, explorative and descrip-
tive method for thematic cross-case analysis of qualita-
tive data. The first step comprised reading and getting
an overview of the whole data material of 54 transcribed
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pages, while consciously bracketing previous precon-
ceptions. In the second step, the units of meaning were
identified, coded and grouped related to the experiences
of participating in the PED-t. Third, the contents of the
coded groups were condensed, and quotes were selected
to illustrate the meaning of each group. In the fourth step,
descriptions were summarised and the categories were
named. The second author (SS) conducted the analysis,
while the coauthors (GP, TS, JHR and JS-B) validated the
systematic text condensation process until consensus was
reached. The analysis resulted in four main categories:
(1) ‘a renewed attitude towards physical activity’, (2) ‘a
new perception of food’, (3) ‘mixed feelings of being in a
heterogeneous treatment group’ and (4) ‘insight in one’s
own recovery process’, each with two to four subcatego-
ries to express nuances.

RESULTS

A renewed attitude towards physical activity

The present category describes how the treatment
programme was experienced as facilitating renewed
and more positive attitudes towards physical activity that
included feelings of mastery and flexibility. Moreover,
learning to be more aware of own needs and body signals
were given attention.

Discovering new aspects of PA

Regular PE gave the participants an experience of
personal mastery. They described a boost of self-esteem
when mastering training methods or activities they
normally expected they could not accomplish. PE had
resulted in a new social dimension, both by realising the
value of exercising together with other group members,
and by feeling comfortable being together with other
gym members who did not participate in the current
study. Now, they experience physical activity as completely
different from the previous thinking that such an activity
was part of the ‘project slim’ described discovering PE as a
way to relax and to maintain a functional body. Addition-
ally, improved physical fitness was experienced as advan-
tageous in everyday life situations, for instance, by being
able to run faster and longer to reach the bus—by one
participant described as having ‘superpowers’. Another
participant summarised:

Moving focus from how I look towards the experience
of having a body that is well functioning is very
rewarding. I imagined that I would loose weight, and
that was my goal when I enrolled in the treatment
program. But now, realising the fact that I am
pleased even though I did not loose weight and that
I see the value of changing my thoughts about food
and exercise, that tells me it was a success (28-year-
old woman, BED).

One of the women had very negative associations to PE
prior to treatment. However, when she was introduced to
different PE activities, she experienced that going into a

gym was not as frightening as it used to be. Her life situa-
tion was difficult, which made it hard to keep up the good
workout routines she had achieved during the treatment,
but still felt that she wanted to continue doing PE:

Istill feel stupid about exercising, butI kind of realised
that training is something I should and actually want
to do. Especially running gave me a feeling of being
free, because I think too much. When doing strength
training I had to count and think, but when running,
I felt free, and that is something I will take with me as
a useful experience (31-year-old woman, BN).

Understanding the importance of own needs

For the women who had used physical activity as a
compensatory strategy, their focus in treatment was
to learn to listen to their body. Receiving support and
guidance from the group members and therapists were
important, to be able to find out what was regarded as
normal. The participants had experienced the importance
of adequate energy intake and how it is related to achieve-
ments and results in training. To be able to listen to their
body was reported to have positive effects in social life.
For instance, the participants described how they now
could join social events and they could deal with sudden
changes of plans:

I have started listening to my body before I do any
workout; how did I sleep? Have I eaten enough? What
are my plans later today? Do I have the time for this?
It’s no longer a problem not to prioritise exercise,
to choose to do something else. It is a lovely feeling
that I can sit down and relax, to make plans and to
have the time to do other things. And it’s no big deal
if I did not work out in the weekend (28-year-old
woman, BN).

For one of the women, exercise was not a major part of
the illness. For her, exercise had always been something
that made everyday life rewarding and structured. She
experienced that the treatment programme contributed
to increase the quality of her workouts, for instance, by
being introduced to new activities.

A new perception of food

This category describes how the participants experi-
enced the benefits of learning to identify triggers to food
consumption. Moreover, the therapists were regarded as
providers of credible knowledge about nutrition, energy
requirements and mechanisms of hunger and satiety. This
knowledge facilitated a positive shift to food as a source of
health and well-being among the participants.

Increased factual knowledge of nutrition and energy requirements

The participants experienced the information about the
need for energy and nutrients as well as the easy access
to expert advice as important. Moreover, they reported
more trust in nutritional information and advices
provided by the therapist than through newspapers or
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social media. Many of the women had been dieting and
had experiences with various forms/practices of physical
activity. Reconsidering what a healthy diet really is about
was experienced as advantageous. Throughout the treat-
ment programme, they reported a better understanding
of energy requirements in general, and specifically, to
eat more vegetables and to have an adequate amount of
macronutrients in each meal. This understanding and
knowledge lead them to focus on meal composition and
planning healthy snacks between main meals. One of the
participants expressed it like this:

Instead of thinking of food as a friend or a foe, the
thought of food is being picked apart. I think of
food as nutritional components. My body needs
carbohydrates to rest after workouts, proteins to
rebuild muscles and cells, and fat to energise the
brain and take care of joints and really just for being
healthy and happy. I feel that the project has focused
on healthy eating in a broad perspective (28-year-
old woman, BED).

Moreover, by learning about nutrition and nutritional
requirements, the participants felt good, and particularly
they reported being more reassured when following a
meal plan made by professionals. Some expressed that
the treatment programme provided a rather comprehen-
sive understanding of energy requirements and nutrients.
Moreover, gradually the participants reported being able
to teach family and friends what they had learnt. They
also experienced that they could take advantage of this
knowledge to prevent relapses into old patterns of dieting
and overeating to cope with stress or negative emotions
and self-help purposes.

Reducing the fear of food

Prior to treatment, their usual way of thinking about phys-
ical activity was some kind of a ‘negative gain’, that is, that
the physical activity increased energy metabolism and that
this increase should be sustained as long as possible by not
eating following exercise. The participants reported that
the treatment had contributed to a more healthy way of
thinking on food. They had learnt that when exercising,
they needed energy refilling the same day, and described
that they were no longer afraid to eat and that food no
longer was experienced as ‘a bad thing'. Consequently,
they experienced a decrease in the need to keep strict
dietary rules and less stress if such rules were broken. As
one participant expressed it:

I have been much less tense in relation to food, but
also overall. When it comes to eating chocolate,
I have not been so judgmental towards myself (...). It
is not like I have to hate myself if I have eaten sugar
(30-year-old woman, BN).

Another participant had good experiences in sepa-
rating the eating problem from her problem with low
self-esteem.

To focus on eating without thinking that it affects
the self-esteem has in fact solved a lot of my self-
esteem problems. Instead of struggling with this
huge problem that I cannot get my head around,
and rather start working with the food separately,
has been really positive for me (28-year-old
woman, BED).

Identifying triggers and strategies

Overall, the participants expressed that they had learnt to
recognise patterns and triggers leading to binge eating or
compensatory behaviours. Typical triggers were feelings
of being upset or stressed or having eaten a subjectively
or objectively large amount of food. They had also learnt
several strategies to identify and cope with these triggers.
Such strategies comprised to avoid grocery shopping
when being hungry or upset, or to plan and buy meals
for the next threedays rather than do shopping on daily
basis. Another strategy was to adopt regular and adequate
meal routines to avoid the feeling of hunger throughout
the day. For example, this could be to increase the intake
of carbohydrates, which was experienced as both ener-
gising and challenging:

Earlier, eating carbohydrates was a total disaster, but
I realised that it was important for my energy levels
to consume carbohydrates and that a low intake was
the reason for my binge eating episodes. Hence, I just
had to practice it, but it was very demanding (28-year-
old woman, BN).

Another strategy reported was the importance to let
people know when they felt down or upset, no matter how
they would react. Using these new strategies was experi-
enced as motivating:

I have noticed that I use the strategies I have
learned, and that I use them to make myself
stronger. Experiencing that they are effective makes
me continue to use them, and this differs from my
previous experience. Previously I did not know how
to fix it, and some of the methods I used previously
only made it worse (26-year-old woman, BED).

Mixed feelings about being in a heterogeneous treatment
group

In this category, the participants reflected on both posi-
tive and negative aspects of being in a heterogeneous
treatment group. Though the group was described as a
supportive environment, they often experienced different
issues when participants clearly were progressing in
different rates and directions. As a result, many realised
they primarily had to commit themselves to recovery as a
personal project.

Accept and support despite group heterogeneity

Overall, the women described the group climate in a posi-
tive manner. The ED as the common denominator and
the gateway to mutual connection promoted the good
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climate. Hence, they experienced that they shared the
same struggles about food, emotions, body image and PE,
and the good group climate was promoted by the oppor-
tunity to talk about such personal issues.

You accept yourself more, when you feel accepted in
a group as the person you are—which include your
problems. It is important to feel free to talk about
the ED problems without being afraid of negative
feedback. Not all others in the group understood,
Inoticed that there were differences and that we were
not all the same. But every person was very supportive
to each other (24-year-old woman, BED).

Some expressed that the group worked well because all
participants attended every session. Nevertheless, some of
the women expressed that they had missed this positive
group climate because they had been in a group where
several participants had not participated regularly.

Heterogeneity as a challenge

The fact that the group consisted of participants where
some had BN and others had BED was experienced as
challenging and frustrating in various ways. One woman
experienced that she did not fit in with the group because
many of the other women were only interested in calories
and high-intensity training, which were distinct from her
own problems.

I was not sure that I fitted in with the group, I had
mixed feelings. I recognised a lot of things that they
said about thoughts and problems, but when they
talked about their behaviour it was not the same
(24-year-old woman, BED).

Another issue mentioned was that some found it chal-
lenging when other group members showed improve-
ment while others still struggled.

When one of the group members said they did not
think of food as difficult anymore, I just felt that
“Okay, that’s good—but what about the rest of us?
Help us!” I wish she could have used her energy on
us, instead of “signing out” of the group (29-year-
old woman, BN).

Another challenge was the differences in the under-
standing of symptoms. For instance, one woman could
complain about being fat and did not accept the obvious
fact stated by the other group members that she was very
thin. In addition, a source of irritation was the uneven
attention and opportunities to speak:

I noticed that I became irritated when other
participants got a lot of the attention in the group,
and when they said things that were very relevant
to themselves, but not to the rest. They should have
gotten a time frame (31-year-old woman, BN).

It was a general opinion that the therapist should have
been stricter when organising the group sessions, for
instance, in defining time frames. Hence, it would have

been easier for everyone to have their say, and to feel
free and safe when having ‘their’ time frame to speak.
However, one of the women who had spoken a lot during
the group sessions experienced that she had to speak
because no one else did.

A personal project after all

The women expressed that it was generally positive to
be in the treatment group, and they supported each
other and especially those who needed encouragement.
However, they primarily had commitments to themselves
and working on their own recovery process was described
as a personal responsibility. Several reported that it was
up to each person to have the will to keep up the effort,
and to be open and reflective to get as much as possible
out of the treatment. One woman expressed it like this:

It was a little disappointing and demotivating that
some did not prioritise the treatment enough. ‘Cause
it was a lot of work (...). But it did not affect me
that much. I took care of myself. You have to take
responsibility for yourself if you want to benefit from
this (28-year-old woman, BN).

The women experienced getting both general infor-
mation and individual guidance. The importance of indi-
vidual guidance and customised advice was emphasised
because it gave a feeling of being acknowledged and
helped them to set reachable goals.

Insight in one’s own recovery process

This category describes how the participants came to
realise the nature and challenges of a process of recovery
from their ED, notably by facing the illness and to put
insights into practice in everyday life. Moreover, the
wish for follow-up was reported and the treatment had
given the participants a more realistic picture of future
challenges.

Facing the illness

All the participants had struggled with an ED for years, and
some had experiences from other treatment programmes.
Taking the step into this particular treatment programme
was experienced both as easy and tough. Entering treat-
ment had made it necessary to reflect on their healing
process. One woman experienced that the threshold
to enter the current treatment programme had been
high because she was uncertain and afraid about who
she would meet in the group, and because she did not
feel confident about the exercise part. For several of the
women, however, the threshold was low, because at the
time of enrolment they felt motivated and committed to
recover. For one woman, this was the first step into treat-
ment ever:

I have never spoken to anyone about it, so I felt that
this was a good opportunity to make things clearer.
I did not have that many expectations; I just finally
dared to start talking about my ED problems (24-year-
old woman, BED).
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Some expressed that it was tough to give up their need
for control. Facing the illness was described as the only
way to get better, even though it was tough:

I remember the first session, I cried for hours
afterwards. I had never been asked these questions
before, and since I answered honestly, I was shocked
when I realised how sick I really was (26-year-
old woman, BED).

It was also demanding to be in a group setting
because they had to face many people when being weak.
Pretending that everything was okay when anxiety and
anger was screaming inside was experienced as tough:

Sitting here the first times and telling people how
I really felt was incredibly demanding. I had never
done it before, but I just had to continue, since I first
started (21-year-old woman, BN).

Challenges taking theory into practice and daily life

Generally, it was reported as challenging to make use of
what they learnt, both during and after the intervention
period. One reason was that the DT progressed in a speed
that made it difficult to integrate many new habits at one
time. One participant expressed the problem like this:

When you have used so many years becoming who
you are, it’s not easy to start making changes. (...)
I felt a pressure to set new goals before I was ready. It
would have been nice to slow things down (24-year-
old woman, BED).

In many ways, combining their ordinary and often hectic
daily life with the efforts needed to learn and practice new
habits was experienced as demanding. Some reported
that it was affer finishing the treatment programme that
they got a better overview over what coping tools they
had actually achieved. Others had problems with a lack
of support at home. One of the women was married to a
man from a different culture, and had challenges making
healthy meals at home:

It was hard to do things right because of my husband.
He wanted the traditional cooking, while I was trying
to eat healthier. This was a problem for me (34-year-
old woman, BED).

A wish for follow-up

Almost all of the women expressed that the treatment
would have been more helpful if the programme had
lasted longer, or if booster sessions had been offered
either monthly or on demand. In their opinion, such
options would have contributed to a feeling of being
cared for, a feeling of personal commitment from the
therapist and would have helped them to manage the
days where the ED felt particularly distressing.

It was a sudden end to it. Even though we were
prepared, it is always hard to be alone again like all
of a sudden. I wish we had been followed up on a

monthly basis after the last group session (24-year-
old woman, BED).

A better understanding of future challenges

The treatment programme was described as a part of a
recovery process. Some women believed that this process
was rapid, and it was experienced as challenging for them
to realise that the process had to be slower and including
many subgoals. One woman experienced that her goal
changed throughout the treatment programme:

I feel that there have been changes in my head. I
am thinking that I am not quite there yet, but I'm
on a good path. My goal is not really getting thin
anymore; my goal is to calm down my thoughts and
my feelings. The treatment has made me aware that
even though I have an ED, the ED is not who I am
(28-year-old woman, BED).

Some of the women experienced that they had reduced
or stopped doing the compensatory behaviours, but that
they still had work to do:

Sometimes the brain just sets back to the old routines.
So I need to keep fighting those fights every single
day (24-year-old woman, BN).

One woman became aware of that she needed more
help:

I know that there are things buried deep down, and
that I need help to deal with them. The treatment has
started many processes in me, and I hope I can get
some help to change my need to use food as a way to
control my feelings. However, I now have the tools I
need to exercise, so I hope I can continue doing that
(31-year-old woman, BN).

DISCUSSION

The aim of the current study was to investigate how
women with EDs experience participating in a new treat-
ment programme for EDs, which focused on guided
PE and DT. We found four main categories that mean-
ingfully captured the participants’ experiences, that is
(1) a renewed attitude towards PA, (2) a new perception
of food, (3) mixed feelings of being in a heterogeneous
treatment group and (4) insight in one’s own recovery
process.

Overall, the present findings echo mainstream results
indicating that recovery from EDs is generally a high-de-
manding process.”* The results showed that the partici-
pants valued the factual information about food, nutrition
and nutritional needs, and that they viewed the expertise
knowledge provided by the programme leaders as more
thrustful than information conveyed through newspa-
pers and social media. Even more, they experienced
the factual information as some kind of a buffer against
various and often conflicting information provided in the
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media. Moreover, factual information about food and
nutrition helped the participants to realise what the body
needs. However, equally much the factual information
lead them to revise opinions about possible devastating
consequences for weight gain of occasionally not eating
the ‘right kind of food’. This new insight experienced
as a kind of ‘freedom’ or flexibility. Hence, education
from sources experienced as credible, and exploring own
options within a group setting may have contributed to
the participant’s ability to become flexible eaters.

Our results echo previous findings® * that changing
food attitudes is vital for improvement and recovery from
EDs in the way that also a focus on the psychological
aspects of food and eating was experienced as benefi-
cial. Hence, the treatment programme was experienced
as being helpful in providing tools to increase the ability
to identify and neutralise everyday life trigger situations
for overeating and compensatory behaviours. Moreover,
the programme facilitated attitudes towards food as a
source of health and well-being. This points to a quali-
tative difference from a stimulus-control approach in
CBT programmes, where the idea is to help patients just
to control food through the identification of triggers of
overeating.

It has been argued that demographic and clinical
heterogeneity may corrupt group cohesiveness and group
climate.” **7® In the present study, group heterogeneity
was related to diagnosis, the nature and pretreatment
level of physical activity as well as unpredictable dropout
from particular group sessions. Such dropouts are often
related to shame and guilt feelings associated with over-
eating and purging in EDs,” and may block the other-
wise effective efforts to exchange group participation®
to prevent permanent dropouts.*’ In principle, this kind
of dropout may halt or even destroy all group processes
and the extra benefits of group cohesion believed to char-
acterise group therapy. Thus, dropouts may force group
members to start afresh almost every session.” Indisput-
able, all these sources of heterogeneity were experienced
as negative, however with some nuances. Thus, clinical
differences in ED symptoms within a group seem to have
been more related to how each group member coped
with her own recovery process. On the other hand, the
heterogeneity in terms of commitment to attend all group
sessions seems to have been regarded as negative for the
group climate and the personal disclosure.

Overall, the participants experienced the treatment
groups as beneficial, supportive and as a safe place
to discuss challenges and to explore new strategies to
cope with the ED symptoms. In particular, and regard-
less of the pretreatment level of physical activity, our
findings indicated that the participants realised that
guided PE was a source of mastery and competence
and that working out had added a positive social
dimension in their lives. In addition, they reported
feelings of being comfortable exercising with other
group members in a gym along with people outside
the group who did not have an ED because of a shift of

focus away from ‘performance’ and physical appear-
ance. This sense of mastery seems understandable
given the fact that the PE objectively leads to better
physical fitness, and corresponds to research'®’
which points to the relationship between fitness and
mood alleviations. Whether such feelings of mastery
and a change towards more healthy motives for PE may
facilitate group cohesiveness and healing processes is
a topic for further research.

Strengths of this study are its originality as being one
of few qualitative studies focusing on experiences in
participating in a particular treatment, and notably in a
novel treatment approach combining PE and DT. More-
over, the sample size was sufficient to capture the rich-
ness and variations in the experiences of participating in
the new treatment programme. A limitation is a possible
bias from the fact that interviewers also were therapists
in the treatment programme. Although not noted during
the interviews, the risk of under-report of less favourable
treatment experiences might have been raised by this
bias. However, the openly reporting of negative expe-
riences with heterogeneity of the group composition
indicates that the underreporting of critical comments
was negligible. Moreover, clinical severity might have
coloured the experiences. However, a possible impact of
clinical severity would be negligible because the inclusion
criteria in the RCT provided a clinically rather homog-
enous sample, and because the study focus was on the
treatment programme per se.

In conclusion, the participants provided important
suggestions with respect to how the implementation of
this novel treatment could be further improved. More-
over, the present study shows promising positive results
in the sense that the participants experienced the new
treatment programme as beneficial by providing tools to
combat ED symptoms, but equally much in promoting
mastery, health and general well-being. Studies under way
will explore whether symptom alleviations may parallel
these positive experiences.
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