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Therapy of patients diagnosed with anorexia nervosa 
treated at an inpatient ward – specificity, rules and 
dilemmas

Małgorzata Talarczyk

Summary

Aim. The article presents methods of therapeutic work with female patients diagnosed with anorexia ner-
vosa at the Child and Adolescent Psychiatry Clinic. 
Methods. The characterized model of therapeutic work has been worked out, corrected and extended for 
almost 40 years of working with patients. The currently proposed therapy bases on a complementary ap-
plication of behavioral, cognitive and system approaches within the framework of a group, individual and 
family therapy and the contract. 
Results. The article examines the specificity, rules and dilemmas of working with female patients who 
both deny being ill and identify themselves with the symptoms. 
Conclusions. The author notices that the development of studies concerning eating disorders might be 
inspiring in terms of further research and presenting the patients with a wider and customized therapeu-
tic offer.
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INTRODUCTION

Treatment of anorexic patients is very often a 
challenge and can be an inspiring experience for 
therapists and teams working in hospitals or at 
wards. One of the motivations for sharing my ex-
perience in therapeutic work with patients suffer-
ing from anorexia nervosa at the inpatient ward 
was the article describing specificity, rules and di-
lemmas of the therapy conducted at the Depart-
ment of Child and Adolescent Psychiatry, CM of 
the Jagiellonian University in Kraków [1].

The rules of working with patients suffer-
ing from anorexia nervosa have a long history 

at the Child and Adolescent Psychiatry Clinic 
of Poznań University of Medical Sciences and 
their beginnings were empirically worked out 
nearly 40 years ago when the child and adoles-
cent ward was being formed. During the initial 
period the work was based on the principles of 
the behavioral and psychoeducational therapy 
which next was extended by the cognitive ap-
proach and then, during the period of the last 15 
years, also by systemic paradigm [2, 3]. We nei-
ther try to evaluate the applied therapeutic ap-
proaches nor give any of them the prevailing sig-
nificance. As it stems from our experience, each 
approach performs a significant and useful role 
in the therapy of patients diagnosed with an-
orexia nervosa [4]. However, when taking into 
account different stages and forms of the con-
ducted therapy different approaches are adopt-
ed. During the initial period of hospitalization 
when the contract is entered we base on the be-
havioral approach. When the female patient’s 
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stay at the ward is continued we apply the cog-
nitive approach within the framework of the in-
dividual and group therapy. Eventually, during 
the final stage of hospitalization, while conduct-
ing the family therapy, we work within the scope 
of the systemic paradigm. 

While facing various kinds of difficulties, and 
also very often failures when working with pa-
tients who, in most cases, show no motivation 
for being treated, we try to implement changes 
and develop a wider – in a quantitative sense and 
richer – in a qualitative sense therapeutic offer. 

SPECIFICITY OF WORK

At the ward, which has twenty beds, patients 
suffering from various mental disorders, includ-
ing eating disorders, are hospitalized. The ano-
rexic patients usually form at the ward a group 
containing from a few to a dozen or so persons 
and after having been discharged from hospi-
tal they remain under the care of the outpatient 
clinic for at least 6 months within the limits of 
which the family therapy is conducted. The pa-
tients diagnosed with anorexia form a subgroup 
which unites quite fast although seemingly. It 
very often creates the so-called second life, con-
sisting in behaviors which are contraindicated or 
forbidden because of health reasons and include 
physical exercises, using laxatives or drinking 
excessive amounts of liquids before planned 
weighing. Another manifestation of the specif-
ic functioning of the group of anorexic patients 
is lack of motivation to be treated the basis for 
which might be both the denial of being ill and 
the simultaneous acceptance of the symptoms [5, 
6]. The clinic’s personnel consist of psychiatrists, 
psychologists, physical therapists, occupation-
al therapists, educators and the team of nursing 
personnel. The patients diagnosed with anorexia 
use all the forms of therapeutic activities offered 
at the clinic including schooling. They also take 
part in classes carried out only for this group of 
patients. Additional forms of therapeutic inter-
actions offered only for the anorexic patients in-
clude: the behavioral contract, working with the 
body and the group therapy conducted solely in 
a group of patients suffering from eating disor-
ders as one of the versions of a group therapy 
carried out for all the hospitalized patients. 

The female patients diagnosed with anorex-
ia nervosa, in spite of similarities characteristic 
for them, constitute a diverse group. Differenc-
es influencing the effectiveness of therapeutic in-
teractions include both the long duration of suf-
fering from a disorder that may cause the con-
solidation of the symptoms and the adaptation 
of the patient and her family to the illness. An-
other factor distinguishing the patients and in-
fluencing the effects of the therapy are the func-
tions which can be performed by the symptoms 
of anorexia in the family and the dysfunctional-
ity of families. An important distinguishing fac-
tor that influences the effectiveness of the thera-
py are personality factors.
The authors of studies carried out in the De-

partment of Child and Adolescent Psychia-
try at the Institute of Psychiatry and Neurolo-
gy in Warsaw distinguish four subgroups of fe-
male patients differing in personality patholo-
gy which were characterized as subgroups: with 
perfectionist/dependant personality; with nar-
cissistic personality with resistance; with avoid-
ant personality and well-functioning personal-
ity [7].

The research results indicate that the distin-
guished and described personality traits may in-
fluence among others: general functioning, pre-
illness adaptation, intensification of depression 
symptoms, anxiety, compulsions as well as the 
course and prognosis of an underlying illness.  

Summing up their studies the authors notice 
that the patients with avoidant personality are 
often identified as schizoid or presychotic and 
also more often need to be treated by neurolep-
tics [7].

On the other hand the studies concerning 
genetic factors and personality traits in ano-
rexia nervosa carried out by F. Rybakowski at 
the Child and Adolescent Psychiatry Clinic of 
Poznań University of Medical Sciences indicate 
among others that female patients with anorexia 
nervosa, when compared to a control group dif-
fer in personality traits that are measured by the 
Temperament and Character Inventory (TCI). 
The TCI is a test used to rate dimensions of per-
sonality and was one of the methods used in F. 
Rybakowski’s studies. In the TCI one may dis-
tinguish four dimensions of temperament and 
three scales rating “a character”, i.e. character-
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istics of personality which are acquired during 
ontogenetic development [8, 9]. 
Dimensions of personality distinguished in the 

TCI are:

1. “novelty seeking” (NS) – defined as a tenden-
cy to react actively to novel stimuli. 

2. “harm avoidance” (HA) – refers to a tenden-
cy to inhibit behaviors in response to nega-
tive stimuli.

3. “reward dependence” (RD) – is described as a 
tendency to maintain a behavior in response 
to a positive reinforcement.

4. “persistence” (P) – is defined as an ability to 
maintain independently a given type of ac-
tivity. 

On the other hand, the character scales de-
scribe:

1. “self-directedness” (SD) – this dimension de-
scribes abilities of a person to control, regulate 
and adapt their behavior in order to adapt to 
a given situation.

2. “cooperativeness” (C) – refers to an ability to 
identify and accept behaviors of others. 

3. “self-transcendence” (ST) – defines spirituality 
and the sense of integration of a person with 
the universe [8].

The author of studies points out that anorexic 
patients got significantly higher results in the fol-
lowing temperament scales: “harm avoidance” 
and “persistence” and a lower result in a char-
acter scale: an ability to “self-directness”. Per-
sons with great intensification of “harm avoid-
ance” are characterized by caution, anxiety, pes-
simism, nervousness, asthenia whereas persons 
with great intensification of “persistence” are 
characterized by traits such as: ambition, dili-
gence, perfectionism, persistence in acting in 
spite of frustration and fatigue. F. Rybakowski 
indicates that according to a theoretical assump-
tion of Cloninger temperament traits, which are 
revealed in an early period of life, may perma-
nently influence the development and shaping 
of a character as well as possible susceptibility 
to mental disorders [8]. 

I think that subdimensions of temperament 
and character in a psychological model of per-
sonality which were described by F. Rybakowski 

are interesting in a therapeutic context. The dis-
tinguished subdimensions of particular dimen-
sions of temperament include among others: 
cognitive curiosity, impulsiveness, pessimism, 
fear of uncertainty, social anxiety, fatigability 
and asthenia, devotion, dependence, persever-
ance. On the other hand, exemplary subdimen-
sions of particular traits of character are: empa-
thy, understanding, integrated conscience, re-
sponsibility, self-acceptance, creativeness or the 
acceptance of spirituality [8].       

The results of the described studies which al-
low to differentiate traits of adolescent person-
alities of anorexic patients may become an in-
spiration to search for various methods of ther-
apeutic work that can be adjusted to the traits of 
persons ill with anorexia. The analysis of the pre-
sented results of studies may induce to put for-
ward new hypotheses in the individual, group 
and family work in the dynamic, cognitive as 
well as  systemic paradigm.       

Forms of therapeutic work:

1. behavioral contract
2. therapeutic community
3. therapeutic work focused on the body
4. physiotherapy with relaxation
5. individual therapy
6. group therapy
7. family therapy

Behavioral contract

The contract is entered into with the parents 
and the patient after she is admitted to the ward 
by the doctor who looks after her. The contract 
with the patient and her family concerns among 
others planning parents’ visits at the hospital, 
criteria of moving from the so-called close obser-
vation to the so-called ordinary observation, go-
ing for walks outside hospital premises, prepar-
ing meals, the possibility to participate in physi-
cal exercises, the date of a hospital pass and also 
weight criteria referring to discharging the pa-
tient from hospital. The first point of the con-
tract is making an agreement with the parents on 
postponing their visits at the hospital and estab-
lishing with them and the patient the amount of 
weight gain after which parents’ visits are pos-
sible. It stems from our experience that entering 
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into this type of a contract performs several im-
portant functions that are helpful in treatment. 
First of all, by the “suspension” of the patient’s 
meetings with her parents the ambivalent rela-
tion between her and the parents is broken off 
and the time of suspending their contact raises 
the possibility of gradual rebuilding of the re-
lation daughter–parents without fixation about 
the subject of food.   

Secondly, a desire to get the possibility of con-
tacting parents quickly becomes for the patient 
one of the main motivations to eat meals. 

Thirdly, breaking off not only ambivalent but 
also very often symbiotic relation between the 
patient and the parents creates the space for the 
patient to establish contact with her peers at the 
ward. On the other hand, the contract concerning 
the change of the form of observation bases on set-
ting up another stage of an increase in body weight 
which allows to move from the so called “close ob-
servation”, i.e. wearing pajamas to the so called 
“ordinary observation” based on wearing private 
clothes by the patient. The aspects of the contract 
concerning food consist in implementing the so-
called “self-preparation” of meals by the patient 
and the possibility of exchanging food products.     

Next stage of the contract, connected with the 
progressive increase in body weight, refers to the 
possibility of participating in physical exercises 
conducted by a physiotherapist. The anorexic pa-
tients particularly care about this stage because 
on the one hand it can create for the patient a sub-
jective “sense of returning to the past” when she 
exercised and moved a lot and on the other one 
it can give “hope” to speed up burning calories. 
Next stages of the contract include establishing 
the weight criterion connected with the first hos-
pital pass and being discharged from hospital. 
The execution of the contract includes patients as 
well as nursing personnel. Without the help of the 
nursing team it would be difficult for the patients 
to execute successive stages of the contract.  

Therapeutic community 

Therapeutic community performs a particular 
function within the framework of work at the ad-
olescent ward. The specificity of the adolescence 
period consists in the developmental need of be-
longing to a group, creating peer coalitions and 

taking into account peers’ opinions. That is why 
the community at the adolescent ward may per-
form therapeutic functions in terms of the need 
of integration, identification and acceptance as 
well as independence, individuation and sepa-
ration. In the clinic once a week meetings of the 
therapeutic community take place. During these 
meetings the council is chosen, that is the chair-
man and his or her deputy. Within the framework 
of the community patients co-decide on ways of 
spending time and perform different types of du-
ties. At the meetings of the community current 
principles and rules of functioning are established 
and common problems concerning the stay at the 
ward are solved. Moreover, at the meetings re-
lations between the patients and the personnel 
are discussed which seems to be particularly im-
portant in order to avoid the suppression of ten-
sions or forming coalitions “against” the person-
nel and discussing these types of topics during 
the group therapy. 

As it stems from the observation and experi-
ence of the author of the article functioning of 
the therapeutic community at the adolescent 
ward may be difficult for patients in some cas-
es. These difficulties may stem from the conflict 
of loyalty experienced by adolescent patients 
which is connected with the need of belong-
ing and identification with the peer group typi-
cal for this age.  In situations where the sense of 
identification and belonging to a group is con-
tradictive with personnel’s requirements or cur-
rent regulations patients may experience dilem-
mas connected with the choice: whether to con-
ceal collectively behaviors which are forbidden 
and at the same time harmful to other patients 
or raise them at the meeting of the community. 
Such dilemmas very often concern non-obeyance 
of one of the points of the regulations which is a 
ban on smoking cigarettes by the patients on the 
clinic premises. As far as the patients diagnosed 
with anorexia nervosa are concerned loyalty di-
lemmas are connected with harmful behaviors 
such as overexercising, hiding food or drinking 
excessive amounts of water before weighing. 

 Work focused on the body

Specific forms of therapies used with the ano-
rexic patients include the therapy focused on the 
body. Disturbed body perception and incorrect 
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experience of functioning of the body schema 
and the body functioning are one of the symp-
toms specific to anorexia nervosa. Incorrect body 
experience may be connected with different fac-
tors including among others neurophysiological 
processes, i.e. perceptual and cognitive aspects. 
Experiencing one’s own body may also be con-
nected with psychological factors such as: the 
body image, comprehension of boundaries, the 
attitude to one’s own body. 

Work with the body is offered to patients dur-
ing the first days of their stay at the ward. This 
is a method of work based on the Probst’s ap-
proach and it has been used by us for fifteen 
years according to modifications applied by the 
physiotherapist working in our clinic  [4, 10]. 

The classes are of a group character, con-
ducted by a physiotherapist and filmed, with 
the patients’ consent, by another physiother-
apist. The classes include two stages: the first 
stage comprises dynamic, isometric, respirato-
ry and stretching exercises as well as relation-
al massage, auto massage and examining one-
self in the mirror. The aim of the relational mas-
sage conducted in pairs is to experience tactile 
sensations and feelings both as a massaged and 
massaging person.  

The second stage is on the other hand based 
on watching filmed classes by the patients. Dur-
ing this stage the patients together with a phys-
iotherapist share their observations, reflections 
and feelings concerning the perception of them-
selves and other patients. This work very often 
causes strong emotions connected with confront-
ing the image of one’s own appearance – stem-
ming from a disturbance of its perception - with 
the possibility of seeing one’s body from “the 
perspective of” the spectator of the film.  

In the therapy focused on the body, except for 
exercises and relational massage, visualization 
of the proper weight is used.

The aim of the therapy focused on the body is cor-
recting the disturbed image of the body and shap-
ing its realistic image as well as developing an abili-
ty to experience pleasure connected with the body. 

Physiotherapy with relaxation

Physiotherapy and relaxation are forms of 
classes offered to the patients hospitalized in the 

clinic. Relaxation is carried out from the begin-
ning of the stay for all the patients while in the 
case of the patients with anorexia nervosa the 
introduction of physical exercises is connected 
with the behavioral contract concerning weight. 
The beginning and the scope of implementation 
of physical exercises are thus contracted indi-
vidually and every patient knows when she can 
expect the possibility of taking part in physical 
exercises. Physical activities are carried out as 
morning gymnastics as well as gymnastic exer-
cises and team sports at the gym located on the 
clinic premises. During the first stage of the im-
plementation of gymnastic activities isometric 
and stretching exercises are offered to the an-
orexic patients. In the second stage more dy-
namic exercises are introduced and in the third 
stage there is a possibility of taking part in team 
sports at the gym. The relaxation on the other 
hand takes place twice a week and is conducted 
mainly as an autogenic training with incidental 
music and elements of visualization and respira-
tory exercises. Physiotherapy and relaxation are 
carried out by a physiotherapist.  

Individual therapy  

Individual therapy is conducted at the ward 
by psychiatrists and psychologists mainly in the 
cognitive approach. The frequency of sessions 
and the scope of discussed subjects are individ-
ually matched and depend both on the patient’s 
needs as well as indications suggested by the at-
tending physician. 
In the initial period of hospitalization most fre-

quent conversation topics raised by the patients 
concern the attempts to convince the person-
nel of “unnecessary hospitalization” and “the 
diagnostic mistake”. The patients also put for-
ward wishes to renegotiate the entered contract. 
The patient’s need during individual conversa-
tions to bring up topics which only concern a 
subjective sense of health stems from egosyn-
tonicity of anorexia nervosa which manifests it-
self among others in denying the illness and ac-
cepting the symptoms. That is why in the first 
period of treatment at the ward it is hard to con-
duct planned therapeutic interactions during 
individual conversations because the patients’ 
needs make it significantly difficult or impossi-
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ble to raise topics differing from their expecta-
tions. In a subsequent period of hospitalization, 
when the patients gradually adjust themselves 
to the contract, it is possible to conduct a thera-
py in a more planned and effective way. Within 
the framework of individual work discussed is-
sues include among others: used defense mech-
anisms and their possible correction, issues con-
cerning self-esteem and the level of aspiration, 
fears and anxieties as well as subjects that re-
quire additional  work besides the group ther-
apy. A relatively new form of individual thera-
peutic interactions is the cognitive remedia ton 
therapy (CTR) which has been implemented for 
2 years [11].  

The basis for the used method are research and 
observations of cognitive functioning of the pa-
tients diagnosed with anorexia nervosa as well 
as suggestions concerning declining flexibility 
along with increasing rigidity of thinking of the 
patients. It is assumed that the idea of the cogni-
tive remedia ton therapy training is “plasticizing” 
cognitive functioning in order to prepare “the 
cognitive system” of the patient for psychothera-
peutic interactions [11, 12, 13]. The set goals of the 
conducted training are: implementing changes in 
the way of thinking, motivating the patient to re-
flect upon her own style of thinking, perceiving 
the possibilities and limitations of the previous 
cognitive strategies.  Originally, the cognitive re-
media ton therapy allows the patient to learn new 
cognitive strategies and makes it easier to make 
decisions and plan actions independently [13]. 

Group therapy

Group therapy has been conducted at the ward 
for 20 years. During this period the authorial pro-
gram has been developed and used in therapeu-
tic work with the anorexic patients. Taking care of 
the process of individualization and, simultane-
ously, tendencies to affiliate with the peer group 
the conducted therapy is associated by the motto: 
“changes without crossing the borders” [14]. 

General rules of the group therapy were de-
fined both for the heterogeneous group as well 
as for the homogeneous one. The aim of the ther-
apy used in both groups of patients is working 
out problems in a way not to violate the borders 
of the developing individuation and to strength-

en constructively the process of separation. The 
group therapy at the ward is conducted with the 
use of the cognitive method along with the ap-
plication of techniques such as: an attempt to 
change automatic thoughts and cognitive refor-
mulation. In psychotherapy of the patients with 
anorexia nervosa a particular attention is paid 
to the change of a dichotomous way of thinking 
and the reformulation of convictions concerning 
self-esteem. We work using the so called cogni-
tive meta-contents which constitute the interpre-
tation of cognitive schemes and can contribute 
to fixing disorders [14]. 

Within the scope of the developed program 
the following aims of the group therapy have 
been distinguished for the patients diagnosed 
with anorexia nervosa: identifying the problem,  
confronting weight and appearance within the 
group, working on relations with peers, mak-
ing the level of aspiration real, improving self-
esteem and self-acceptance, balancing profits 
against losses connected with the illness, visu-
alizing the future, analyzing plans and fears af-
ter returning home and to school [14].
While realizing the objectives of the program 

we begin work from the identification of the 
problem paying attention to what meaning the 
fact of being ill with anorexia nervosa has for the 
patient and what functions the symptoms of the 
illness perform in the patient’s life. 
During the group therapy we propose con-

fronting the knowledge and ideas concerning 
weight and appearance of the patients with the 
opinions of peers. Despite the fact that the used 
confrontation does not result in the patient’s un-
conditional acceptance of the peers’ opinion it is 
still very often the first and important factor of 
the autoanalysis of perceiving one’s own body. 

On the other hand, work concerning relations 
with peers is conducted from the angle of two 
goals. One of the goals is activating resources 
or acquiring new skills within the scope of es-
tablishing and maintaining interpersonal con-
tacts. Another one is the ability to designate the 
borders of one’s own autonomy and independ-
ence in a group with elements of assertive be-
haviors. 

While working upon the level of aspiration 
we pay attention to making the need of achieve-
ments real and adjusting it to the abilities of the 
patient. The patients differentiate also their own 
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aspirations from expectations and aspirations of 
their significant others [14, 15].  

On the other hand, working on self-esteem is 
focused on cognition, appreciation and the use 
of resources and the expansion of the repertoire 
of roles the patients perform in order to improve 
their lowered self-esteem. The anorexic patients 
are characterized by lowered self-esteem and an 
inadequate image of their own person [16]. With-
in that scope therapeutic work concerns fuller 
perception of the image of their own person ac-
cording to the performed psychosocial roles. 

While working on the balance of profits and 
losses patients, with the help of the group, iden-
tify subjective advantages stemming from the ill-
ness. It is proposed to look for solutions con-
cerning how to retain advantages and privileges 
gained through the illness but without the symp-
toms of anorexia. The next goal of the work con-
cerning the visualization of the future is based 
on imagining “the split” from the illness and fin-
ishing the function as the ill person. Patients vis-
ualize their life in the future in two versions: in 
a version of being healthy and the version of be-
ing ill with anorexia nervosa. They also balance 
limitations and liberties stemming from being ill 
and healthy. Another stage of work group is the 
analysis of plans and fears connected with re-
turning home. The probability of achieving goals 
in the determined time perspective is assessed. 
Thanks to the support of the group and the pos-
sibility of expanding the repertoire of psychoso-
cial roles the patients correct their previous goals 
connected with achievements. The last stage of 
psychotherapy is summing up the therapy by 
the patient and saying goodbye to the patient 
by the group. The group gives the patient feed-
back concerning changes in her functioning dur-
ing the therapy. The patient and members of the 
group also make prognosis concerning prospects 
of life without symptoms. The last stage of the 
therapy is usually looked forward to by the pa-
tients because it often provides many individu-
al suggestions and positive reinforcements. Ad-
olescent patients are interested in feedback and 
the perception of their behaviors by other mem-
bers of the group. On the other hand, for the 
patients with anorexia nervosa, for whom, dur-
ing the period of the illness, school grades are 
the main emotional gratification, receiving rein-

forcements not connected with school achieve-
ments seems to be a significant experience [14].                                                    

Group therapy sessions intended for the an-
orexic patients take place twice a week. Once 
a week the patients participate in the homoge-
nous group therapy whereas the second time a 
week they take part in the therapy of heteroge-
neous groups. The groups function in an open 
mode. In the conducted group therapy the fol-
lowing forms of work are used: conversations, 
psychodramas, psychodrawings, encounter ex-
ercises. The classes are conducted by one or two 
psychologists. 

Clinical experiences of the author of the ar-
ticle made it possible to observe how the pa-
tients function in homogeneous and heteroge-
neous groups and thus enabled her to observe 
pros and cons of both forms of the therapy. Dif-
ferences concern among others motivation for 
work and the involvement of the patients with 
anorexia nervosa, their openness as well as inte-
gration or alienation in a peer group. In homo-
geneous groups the patients provide each oth-
er with a lot of acceptance and understanding 
what makes them feel safer. This is the reason 
why they discuss their problems more eager-
ly and with greater involvement. On the other 
hand, heterogeneous groups show the patients 
a wider context of social relations and can more 
effectively model functioning in different social 
roles. Group psychotherapy of the anorexic pa-
tients provides many opportunities of therapeu-
tic interactions with a focus on the need of be-
longing to a group and identifying oneself with 
the views of the peer group [14].

Family therapy 

The family therapy has been conducted in our 
clinic in the system approach for several years. 
For many years therapists worked in a team of 
four people: two men – psychiatrists and two 
women – psychologists. The therapy was usu-
ally conducted in mixed teams which was ben-
eficial because it allowed to reflect and model 
among others communication in family subsys-
tems. 

However, working in that type of a team was 
connected with certain dilemmas associated 
among others with different roles performed by 
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the therapists at the ward, e.g. a role of an attend-
ing physician or a psychologist dealing with di-
agnostic tests and conducting the group thera-
py. Because of limited human resources we could 
not separate the role of a group therapist from the 
one of a family therapist, thus we cared about not 
connecting the role of a doctor who was directly 
looking after the patient with the role of a thera-
pist conducting the family therapy.  

At present, as a result of changes in human re-
sources, the therapy is conducted by one system 
therapist who does not perform any other roles 
towards the patients. On the one hand, this sit-
uation is favorable because the therapist starts 
the therapeutic work without knowing the pa-
tient and her family beforehand which facilitates 
maintaining impartiality. However, on the other 
one, it entails certain limitations stemming from 
conducting the family therapy by one therapist. 
Nevertheless, unassisted conducting of the ther-
apy does not mean single-person work with the 
family because due to the possibility of using 
a see-through mirror a therapist can cooperate 
with observers of the session. The see-through 
mirror and the possibility to observe the session 
by the members of the treatment team, supervi-
sors or people undergoing training have been 
used in the therapy since it started to be con-
ducted at the ward. However, the possibility to 
observe the sessions brings certain dilemmas be-
cause on the one hand it gives a lot of advan-
tages in therapeutic and training work but on 
the other one it can influence discomfort or even 
stress experienced by the families and as a re-
sult may limit the freedom of speaking out or 
openness while discussing problems. The pro-
cedure that we use involves informing the fam-
ilies about the method of working with the see-
through mirror and the participation of observ-
ers behind the pane. Each family is asked wheth-
er they give their consent to the participation of 
observers in the session, they are also informed 
about who the observers are and have the pos-
sibility to meet the persons observing the ses-
sion. What the author has observed is the fact 
that only in occasional cases the families did not 
give their consent to he participation of observ-
ers who were the employees of the clinic or in-
terns. The families more often did not agree to 
have the session observed when the observers 
were supposed to be students. 

In therapeutic work with the patients diag-
nosed with anorexia nervosa and their families 
we use different system approaches which in-
clude among others transgenerational or nar-
rative ones and match them to the needs and 
problems of a particular family. The choice of 
a working model is a result of hypotheses that 
are put forward and verified one by one. Within 
the scope of them the illness can be considered 
among others in the context of bonding, delegat-
ing and the idea of making a sacrifice or as a re-
sult of a family game [3]. 

The family therapy is proposed to the anorexic 
patients at the end of their stay at the ward and 
just before discharging them from clinic in order 
to enable the family common functioning. The 
family comes to the sessions once a month and 
have the possibility to use six sessions, thus the 
therapy is continued after discharge from clinic 
for the next six months. 

CONCLUSIONS

Treatment of patients diagnosed with anorex-
ia nervosa is very often a challenge for persons 
taking care of them. In spite of many years’ ex-
perience in treatment of anorexic patients at our 
ward, implementation of changes and widening 
the therapeutic offer there are patients who re-
turn to the clinic. It is not always possible to de-
termine reasons of returning to hospital. But we 
can assume that they may stem among others 
from personality traits, fixed lack of motivation 
to be treated, family situation or functions of the 
illness which have been impossible to identify.

However, it is optimistic that the described 
model of therapy turns out to be effective in the 
great majority of patients both with restricting 
and binge eating type of anorexia nervosa. In in-
dividual and substantiated cases the used pro-
gram of a therapy also requires additional phar-
macological treatment. It refers mainly to pa-
tients with schizoid or prepsychotic personality 
traits or coexisting obsessive-compulsive or de-
pression symptoms [7, 17].

The forms of a therapy described in the article 
may be questionable or raise dilemmas. 

The author of the article puts forward a hy-
pothesis that entering the behavioral contract 
may raise dilemmas or controversy concerning 
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among others the limitation of independence 
and autonomy of the patients diagnosed with 
anorexia nervosa. However, on the other hand, it 
can be assumed that executing the contract may 
provide the patient with a sense of influence and 
co-deciding on her situation and the duration 
of her stay at the ward. Executing the contract 
tends to be hard, especially for the nursing per-
sonnel who is directly involved in taking care of 
regular meals and executing other rules of the 
contract. Situations connected with eating and 
controlling may trigger off in patients a transfer-
ential and counter-transferential attitude. 

Next, conducting the individual therapy implies 
dilemmas connected with linking the role of an in-
dividual and group therapist to the role of a doc-
tor directly taking care of a patient, thus entering 
and obeying the contract. Linking therapeutic roles 
might be a factor that makes it difficult to retain 
impartiality and execute the therapy program.   

On the other hand, a family therapist, not be-
ing involved in a diagnostic-therapeutic proc-
ess at the ward, does not perform other thera-
peutic functions which is conducive to retaining 
impartiality. It does not, however, make family 
therapy free from other kinds of dilemmas and 
doubts, not only in the context of work pertain-
ing to the content but also didactic and organi-
zational one. To sum up, the therapy of anorex-
ic patients is work requiring both a complemen-
tary application of different methods and coop-
eration of members of the treatment team along 
with simultaneous lack of motivation and coop-
eration of the patient. 

The therapy of patients diagnosed with ano-
rexia nervosa also requires particular attention 
to avoid violating the patient’s dignity when 
struggling with the egosyntonic illness.   
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