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2 KUGE ET AL.

Practitioner points

« Multi-family therapy for anorexia nervosa adapted for inpatient settings may be a fea-
sible first step in Japan.

« To enhance participant engagement, Japanese therapists may need to adopt a more
didactic approach throughout MFT-AN.

« Adopting a more didactic approach could help Japanese participants to feel more sup-
ported, comfortable and encouraged to express their opinions, thoughts and feelings.

INTRODUCTION

Anorexia nervosa (AN) is an eating disorder characterised by persistent restriction of calorie
intake, a fear of gaining weight and a disturbance in body perception (American Psychiatric
Association, 2022). The lifetime prevalence of AN among women is estimated to be as high as
4% (Smink et al., 2013). For children and adolescents who are medically stable, outpatient AN-
focused family therapy (FT-AN; Eisler, et al., 2016) is typically the first-line recommended treat-
ment internationally (NICE, 2017). Outcomes from several randomised controlled trials (RCT)
have demonstrated its efficacy and have reported improved outcomes compared with individual
treatments (Jewell et al., 2016; Solmi et al., 2024).

While FT-AN has undergone several changes in the decades since its initial development,
its tenets remain broadly the same. The treatment is phased and moves from engagement and
symptom management to addressing lifecycle issues (Table 1). The basic principles include: (1)
focussing on working with the family to help their child recover, coupled with a strong message
that the family is not seen as the cause of the problem; (2) supporting the parents to take a lead in
managing their child's eating in the early stages of treatment; (3) externalising the eating disorder
if useful; and (4) shifting the focus of treatment away from symptom management onto adoles-
cent and family developmental life cycle needs in the later stages of treatment (Baudinet, Simic,
& Eisler, 2021; Eisler et al., 2016).

MFT: CURRENT MODELS AND THEORETICAL FOUNDATIONS

Multi-family therapy is a therapeutic method that brings several families affected by the same
pathology together for treatment. It has become an increasingly popular treatment modality over

TABLE 1 The four phases of family therapy for anorexia nervosa (Eisler et al., 2016).

Phase 1 Engagement and development of the therapeutic alliance with the patient and
their family

Phase 2 Helping families to manage the eating disorder and the young person's return to
physical health

Phase 3 Helping the young person to re-establish independent eating as well as

supporting developmentally appropriate independence and autonomy.
Exploring individual and family life cycle needs

Phase 4 Ending treatment and discussion of future plans and discharge
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the past 20years, and there is a growing body of evidence supporting its effectiveness for a range of
mental health difficulties (Gelin et al., 2018). Within the field of eating disorders, it is most com-
monly described in the treatment of adolescent anorexia nervosa (MFT-AN) (Baudinet, Eisler,
Dawson, et al., 2021), although preliminary findings of its efficacy and acceptability are also
reported for adolescent bulimia nervosa (MFT-BN) (Escoffié et al., 2022; Stewart et al., 2021), as
well as adult eating disorders (Skarbe & Balmbra, 2020; Tantillo et al., 2019).

Outpatient MFT-AN enhances FT-AN by delivering treatment in a more intensive group-based
format. Outpatient models typically last between 9 and 12months and offer between 5-21days
of MFT groups alongside treatment as usual (typically FT-AN) (Baudinet, Eisler, Dawson,
et al., 2021). However, briefer 1-week (5-day) models have also been described (Baudinet, Eisler,
Simic, & Schmidt, 2021; Knatz et al., 2015). Inpatient models are usually briefer, ranging from
approximately 2-4 months, with sessions offered weekly or fortnightly (Depestele et al., 2017;
Geist et al., 2000). Regardless of the duration and intensity, up to eight families attend MFT-AN
and work together in a closed group with the support of two or more multidisciplinary clinicians
(Baudinet, Eisler, Simic, & Schmidt, 2021).

Child and adolescent MFT-AN builds upon the same theoretical principles as FT-AN. In addi-
tion to those aforementioned, MFT-AN helps participants to: (1) create a sense of solidarity and
reduce social isolation and stigmatisation; (2) stimulate new perspectives and provide a context
where families learn from each other; (3) strengthen self-reflectiveness through observing oth-
ers, encouraging mutual support and feedback and experimenting with cross-family exercises;
(4) discover and build on competencies, intensifying interactions and experiences and practic-
ing new behaviours in a safe space; and (5) raise expectations and hopes for recovery (Dawson
et al., 2018; Eisler, Simic, Hodsoll, et al., 2016; Simic et al., 2021). MFT-AN broadly follows the
same four phases of FT-AN (Eisler, Simic, Hodsoll, et al., 2016; Simic & Eisler, 2015), however,
a wider range of intervention techniques are used (including group, family, psycho-educational
and creative techniques) in MFT-AN (Eisler, Simic, Hodsoll, et al., 2016).

The mechanisms of change in MFT-AN remains relatively understudied (Baudinet, Eisler,
et al., 2023; Baudinet, Hodsoll, et al., 2023; Simic et al., 2021). Qualitative investigations and de-
scriptions of the MFT experience indicate MFT is experienced as helpful, intense and challeng-
ing (Baudinet, Eisler, Dawson, et al., 2021). Most commonly, participants describe the powerful
impact of joining with others struggling with similar difficulties to them and how this helps to
reduce isolation and improve understanding (Baudinet, Eisler, et al., 2023; Baumas et al., 2021;
Dawson et al., 2018; Wiseman et al., 2019a, 2019b). Similarly, one recent qualitative study found
that change was facilitated by the sharing of experiences with other families in a similar situ-
ation, role play activities, the increased ability to express emotions and the perceived mutual
learning and support (Voriadaki et al., 2015).

MFT: THE CURRENT EVIDENCE BASE

Two RCTs and multiple uncontrolled studies have been conducted on adolescent MFT-AN. The
most recent and largest RCT (N=167) compared MFT-AN + FT-AN with FT-AN in an out-
patient setting (Eisler, Simic, Hodsoll, et al., 2016). Those in the MFT-AN group gained sig-
nificantly more weight and had better global outcomes on the Morgan/Russel global outcome
scales (Morgan & Russell, 1975) at the end of treatment. A much smaller RCT (N=25) com-
pared eight sessions of single-family therapy with eight sessions of family group psychoeduca-
tion (MFT-AN) in an inpatient unit (Geist et al., 2000). In this study, there was no difference in
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weight restoration between treatment groups, but MFT-AN was more cost-effective. Other de-
scriptive and open studies have shown that MFT-AN is associated with improvements in eating
disorder symptomatology, weight gain and other individual and family factors including comor-
bidities, self-esteem, quality of life and some aspects of the experience of caregiving (Baudinet &
Eisler, 2024; Baudinet, Eisler, Dawson, et al., 2021). Additionally, a high level of satisfaction with
treatment and very low dropout rates have been observed (Eisler, Simic, Hodsoll, et al., 2016;
Gelin et al., 2018). Furthermore, rates of admission and readmission to inpatient units, as well as
length of stay, also tend to be reduced (Gelin et al., 2018). While the majority of research has been
conducted on outpatient MFT-AN models (Baudinet & Eisler, 2024; Baudinet, Eisler, Dawson,
et al., 2021), a growing body of literature suggests MFT may also be useful on inpatient units
(Coopey & Johnson, 2022; Depestele et al., 2017; Geist et al., 2000; Scholz et al., 2005).

EATING DISORDERS IN JAPAN: TREATMENT CONTEXT
AND AREAS OF NEED

AN (restrictive subtype) has increased in physical and psychopathological severity over the past
30years in Japan (Harada et al., 2021). Recent estimates suggest rates of AN are now comparable
to those in Western societies (Hotta et al., 2015). However, the number of studies about children
and adolescents with AN in Japan remains small, and there is little knowledge on its epidemiol-
ogy, course, prognosis and treatments in Japan (Iguchi et al., 2021).

Current specialist centres nationwide include the central Centre for Eating Disorder Research
and Information in Tokyo and six regional specialist eating disorder services (Miyagi, Chiba,
Shizuoka, Fukuoka, Ishikawa and Fukui) across Japan. The main roles of six regional specialist
eating disorder services are consultation and support of patients with eating disorders, supervi-
sion and training of clinicians and facilitating dissemination and public awareness of eating dis-
orders. Due to a lack of local specialist services at a community level, the capacity for providing
specialist treatments is very limited. There is also a significant shortage of medical professionals
with expertise in this area, thus creating a situation whereby 5% of the medical facilities in the
country end up treating 50-60% of the patients seeking help (National Center of Neurology and
Psychiatry, 2020).

If a diagnosis of AN is suspected or established for a child or adolescent in Japan, the typical
treatment care pathway would be to refer them to a paediatrician or psychiatrist at a primary
or secondary medical facility. Thereafter either outpatient treatment or a hospital admission is
offered in the Japanese universal health insurance system. In the outpatient psychiatry depart-
ment, insurance covers a maximum of one psychiatric session weekly. Regarding specialised
psychotherapy for children and adolescents with AN, a number of professionals have received
training in family-based treatment (FBT) (Lock & Le Grange, 2012) that is based on the prac-
tice at the Maudsley Hospital, London in the 1980s, and the FBT model is starting to be intro-
duced in some inpatient units with promising outcomes (Iguchi et al., 2021). However, due to
absence of a sufficient consensus among professionals in Japan, the introduction of FT-AN is
slow, with mainly FBT being known in Japan. To date, only one MFT-AN pilot study has been
conducted at one centre in Japan (Matsuo et al., 2023). The typical treatment in Japan includes
psychoeducation for children and adolescents, behavioural therapy and supportive counselling.
If psychoeducation for parents is provided, it typically does not include coaching skills for man-
aging mealtimes. Furthermore, due to high demand, it is typical for most families seen in outpa-
tient treatment to receive a brief (5-30 min) session every few weeks (Iguchi et al., 2021). This is
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briefer and less frequent than most first-line recommended treatments internationally (Hilbert
et al., 2017), including FT-AN (Eisler, et al., 2016). It is common for children and adolescents
not to gain weight within the first few weeks of outpatient treatment, resulting in many being
admitted to inpatient units.

There are currently no specialist eating disorder services in Nagano, a prefecture in central
Japan with a population of approximately 2 million people. Generally, physical monitoring and
behavioural therapy are offered in primary or secondary care facilities. Children and adolescents
with AN who are not improving in primary or secondary care facilities and/or those who are
severely medically compromised are usually referred to the Mental Health Clinic for Children
or Department of Paediatrics at Shinshu University Hospital, a university hospital and tertiary
medical facility. Outpatient service at the Mental Health Clinic for Children provides physical
monitoring, psychoeducation for children and their parents and dietary advice on the basis of
the principles of FT-AN, but these are offered by child psychiatrists rather than members of a
multidisciplinary team. Typically, they cannot offer FT-AN sessions as frequently as is recom-
mended in the treatment manual (weekly to begin with) due to resourcing issues. The Mental
Health Clinic for Children has four dedicated inpatient beds for children and adolescents with
psychiatric disorders, although none are specialist eating disorder beds.

Whilst on the ward, children and adolescents with AN and their families are usually offered a
combination of individual sessions, parent sessions and family sessions on the basis of the prin-
ciples of FT-AN. There is a focus on psychoeducation and increasing understanding of the illness
with families, as well as guidance and practical support to manage mealtimes, including live
coaching. Once the young person has gained weight above a minimum of 75% of median body
mass index (adjusted for sex, age and height) and has managed to complete some meals at home,
they are transitioned to outpatient care. This is offered by a member of the multi-disciplinary
team, which currently consists of child psychiatry, clinical psychology, dietetics, occupational
therapy and nursing. Lastly, a parent psychoeducation group is also offered. It is a mixed group
offered to people who are in both the outpatient and inpatient arms of the service. The program
content includes the epidemiology of AN, physical and psychological effects of starvation, treat-
ment process, nutrition and supporting families to work effectively together during recovery.

While feedback for the parent psychoeducation group is generally very positive, admissions
tend to be quite long. Between April 2018 and March 2021, at the Mental Health Clinic for
Children Shinshu University Hospital, the median length of stay for adolescents with AN (N=12,
including readmissions) was 127 days (range 55-659 days) and the rate of readmission was 22%.
The prolonged length of stay and relatively high readmission rate may be associated, at least
partially, with the insufficient availability and intensity of outpatient treatments. Additionally,
delays in admission are often caused by the limited number of beds available. Consequently, chil-
dren and adolescents often present with more severe and entrenched symptoms by the time they
are admitted, further lengthening the treatment duration and reducing its effectiveness. This fits
with previous research internationally demonstrating that outcomes following hospitalisation
are mixed (Gowers et al., 2000; Lay et al., 2002), although they may be improving (Quadflieg
et al., 2023).

The most common feedback we received from parents who attend psychoeducation groups
while their children were treated on the inpatient unit at Shinshu University Hospital is that
they would like to learn more skills to manage mealtimes. Again, this is consistent with previ-
ous research indicating that one of the limitations of inpatient care is that parents lack enough
opportunity to develop and strengthen their own skills and resources to manage AN symptoms
(Scholz et al., 2005).
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There is a growing body of evidence that early intervention is key to improved outcomes for
young people with eating disorders (Austin et al., 2022; Treasure & Russell, 2011) and that early
treatment response is predictive of improved outcomes in outpatient and more intensive day-
treatment settings (Baudinet & Simic, 2021; Jewell et al., 2016). There appears to be something
important about engaging and identifying symptoms early and helping people make changes as
early as possible, something that can be very challenging to do within the current context of the
Japanese universal health insurance system. There is an urgent need for more specialist eating
disorder clinics, as well as new models of both inpatient and outpatient care that are effective and
more cost-effective. Given the cost-effective, early, intensive support offered by MFT-AN, it could
address some of these gaps if adapted sensitively to the Japanese cultural context.

ADAPTATIONS OF MFT-AN FOR THE JAPANESE CONTEXT

Adolescents typically attend treatment sessions and appointments with their mothers in Japan.
Most often, fathers do not attend due to long working hours. The opinion still exists that raising
children is typically the mother's job. Some fathers attend when adolescents are admitted to the
inpatient ward. Nevertheless, mothers still usually take most responsibility of caring for their
adolescents. It remains rare for fathers to attend treatment in Japan compared with in the West.
In fact, Japan has one of the largest gender gaps among developed countries (World Economic
Forum, 2022).

Japanese parenting styles are typically less collaborative and more hierarchical than in the
West. Japanese parents are more likely to endorse an authoritarian parenting style that involves
strictness and parental control compared with parents from the West (Thomas et al., 1992).
However, the impact of authoritarian parenting styles in Japan may exert adverse effects on
children's development (Hosokawa & Katsura, 2019). Most parents, especially mothers, can feel
some anger, disappointment and shame when their adolescents become unwell with AN, and
many feel like they are ‘bad’ parents or have ‘failed’ in some way.

In the only published pilot study of MFT in Japan to date (Matsuo et al., 2023), two sessions
were offered fortnightly followed by two follow-up sessions offered a month apart. Each session
lasted for 60 min. All families (n=9) completed four sessions and feedback was mainly positive.
However, prior to attending this MFT pilot, all participants had received psychoeducation groups
facilitated by the same staff who provided the MFT pilot. Parents attended two sessions (120 min/
session) and adolescents attended four sessions (30 min/session), respectively. The authors spec-
ulated that these sessions helped build engagement prior to attending MFT and, without them,
more sessions may need to be included in the MFT programme to promote engagement and
group cohesion (Matsuo et al., 2023). As such, the appropriate number of MFT sessions remains
unclear. In the current plan, the number of sessions and treatment length is based on the pre-
vious inpatient model that is more intensive than the MFT-AN pilot previously conducted in
Japan. The content of MFT session and process have also been adapted to Japanese context.

When adapting MFT-AN to the Japanese context, considerations have been made to ensure
the treatment is feasible within the inpatient care model, with an additional aim to encourage fa-
thers to attend the group. Firstly, the number of sessions is set to eight in line with some inpatient
models, starting with six weekly sessions followed by monthly meetings for the two subsequent
follow-up sessions. The length of each session is 90 min. The aim is to offer MFT-AN sessions
during the afternoon or evening to accommodate fathers' schedules, potentially making it easier
for them to attend. Furthermore, it might be more culturally acceptable to encourage fathers to
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engage in a supportive role in a more indirect manner, such as providing emotional support to
their spouses and serving as a buffer when conflict arises between their spouses and adolescents
(Iguchi et al., 2021). The attendance of both parents in MFT sessions sends a powerful message
to adolescents about their parents’ concern and care. It can also foster a broader understanding
within the system and increase support for mothers. This, in turn, may alleviate maternal feelings
of shame and guilt, helping the family in finding new ways of working together toward recovery.

Regarding personality and social functioning, people in Japan are less emotionally expres-
sive, especially regarding negative emotions. Previous research found that individuals from
Japan are more likely to suppress their emotions compared with people in the United States
(Matsumoto, 2006). It is known from clinical practice with adolescents who self-harm that they
tend to want to hide their self-harm due to fear of parents' overreacting (Matsumoto, 2012). It is
also frequently observed in clinical practice that adolescents tend to believe that if they express
negative emotion to their parents, this will upset them and leave them heartbroken. Their par-
ents also tend not to open up about the adolescents' illness with friends and relatives (including
grandparents), due to the shame associated with others knowing about family difficulties. As a
result, parents can feel very isolated. Japanese people also tend not to express their opinions and
emotions in groups. Feedback from another group-based intervention for adolescents with AN
suggest Japanese people can be more nervous speaking publicly in groups (Kuge et al., 2017).

On the basis of the Japanese tendency to supress emotional expression, including more ice
breakers activities throughout MFT sessions is planned, with the purpose of promoting engage-
ment and allowing participants to feel more comfortable in the group-based format. We will
start each group with ice breaker exercises, followed by family work, either with all participants
together or in separate groups for parents and adolescents. We are planning for facilitators to
assume a more didactic style throughout MFT that may help participants feel more relaxed, com-
fortable and better able to express their opinions and emotions in the group context.

The adapted MFT-AN will be a closed group of two to four families of patients. The smaller
group size compared with the previous studies (cf Baudinet, Eisler, Dawson, et al., 2021) has been
chosen to create a more comfortable environment for participants. Two facilitators will run each
session. The first and second author will be facilitators of MFT-AN and receive supervision from
the last author that has extensive experience of both FT-AN and MFT-AN at Maudsley Centre for
Child and Adolescent Eating Disorders (MCCAED). The first author is a child psychiatrist who
attended the training and several sessions of FT-AN and MFT-AN at MCCAED and has experi-
ence of treating children and adolescents with AN in inpatient and outpatient care including psy-
choeducation groups for parents, children and adolescents and cognitive remediation therapy for
adolescents with AN. Additionally, the first author has authored the multi-family group research
(Matsuo et al., 2023) in Japan. The second author is a clinical psychologist that has experience
of psychotherapy for adults and adolescents with AN and psychoeducation groups for parents in
Japan.

The MFT-AN pilot at Shinshu University Hospital will be offered to both inpatients and out-
patients in a mixed group in accordance with MFT-AN at MCCAED that is offered to both out-
patients and participants of day programme treatment in a mixed group. MFT-AN will function
as both a step-down during transition from inpatient care to the community and a step-up in
intensity for families who are struggling in the outpatient setting.

Each of the eight sessions will continue to be based on the activities described in the MFT-AN
manual (Simic et al., 2021). In line with the phases of FT-AN, activities offered in initial sessions
focus on psychoeducation and supporting parents to help their child manage eating disorder
symptoms and restore a healthy weight. Later sessions focus more on managing independence
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and meeting any lifecycle needs (see Table 2). Given the plan for fewer sessions than the MCCAED
model to improve feasibility in the Japanese context, it was considered necessary to carefully se-
lect session content that fits the present circumstances in Japan.

To adapt to the Japanese context, an increased emphasis and focus on validation will be
included. Introducing validation skill and role play is aimed at helping families acknowledge
and express their emotion. Japanese clinicians understand the benefits of active listening
and trying to understand each other's emotions while setting boundaries with unacceptable
behaviours. Therefore, the concept of validation is well accepted in psychiatric practice in
Japan. For example, when an adolescent with AN has difficulty eating and says “I can't eat
any more, because I'm too anxious about gaining weight,” some parents tend to respond with
agreement saying “I feel for you, don't force yourself, eat when you can” in an attempt to
quickly alleviate their child's anxiety. Most clinicians in Japan would encourage parents to
listen and validate their child's anxiety but not to agree with the child's refusal to eat, given
this anxiety likely stems from illness-related cognitions. Ultimately, it will be eating enough
and gaining weight that is likely to reduce anxiety in the long run. If parents use validation
and warm perseverance in these situations, it can be easier for a child to feel listened to, and
for parents to feel that they are responding to their child's distress without reinforcing or col-
luding with child's anorexic behaviours and symptoms. This links with available qualitative
data from non-Japanese studies that persistence and warmth can improve engagement and is
considered a key component of affecting change in FT-AN (Baudinet et al., 2024). However,
the word “validation” tends to be used primarily in the area of dementia care in Japan. It is not

TABLE 2 Session contents.

Session Activity Aim

1 Psychoeducation about anorexia Engage all participants to orient them to
nervosa and information about the treatment and to provide psychoeducation about
MFT-AN programme AN

2 Hopes and expectations Introduce all group members
Pros and cons of anorexia (for Increase motivation and insight into the illness
adolescents) and promote externalisation
Preparation for meal (for parents) Explore symptom management and mealtimes

3 Validation Introduce the concept of validation, provide

skills and help families acknowledge and
express their emotion

4 Mealtime role reversal Assess thinking, attitudes and changes around
food and mealtimes

5 Family timelines Explore future goals and identify coping skills
needed to reach them in the future

6 Speed problem-solving Promote problem-solving skills

7 Brain scans Help participants mentalise, increase
understanding of each other and improve
communication

8 Tolerating uncertainty To target facing uncertainty and explore
independence and autonomy

The final reflection To allow the group to reflect on the journey of

MFT-AN all together
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commonly used among eating disorder clinicians in Japan, and there is no direct translation
of the word in Japanese to explain this concept outside of this setting. Thus, we propose to
introduce the English term “validation” to eating disorder clinicians in Japan.

In line with the most common feedback from the parent psychoeducation group and expe-
riences from inpatient care, we will include coaching on how to manage mealtime difficulties
and the MFT mealtime role-reversal activity within the Japanese MFT programme. The MFT
activities focussed on tolerating uncertainty will also be included given that, from our clinical
observations, adolescents and their parents tend to be anxious about the transition from inpatient
to outpatient care.

Lastly, the therapeutic relationship in Japan is also different from one in the West. The main
two differences between the therapist stance in FT-AN and Japan are described below through
the lens of the FT-AN principles.

Firstly, in FT-AN, parents are given responsibility for their adolescent's eating and weight
restoration in the early phases of treatment. Previous data have shown that many parents are
concerned treatment can feel too behaviourally focussed due to the emphasis on weight and
eating restoration, particularly in the early phases of FT-AN (Wufong et al., 2019). Therapists in
Japan tend to adopt a more directive approach when treating adolescents with AN. Rather than
supporting parents to lead on these aspects, it is common for therapists to decide on the dietary
choices for the adolescents and tell parents what their children should eat. Therapists sometimes
instruct parents not to talk about food during treatment to avoid arguments, not to get involved
in any aspects of renourishing and only to provide empathetic support between meals (Iguchi
et al., 2021). This discrepancy between therapeutic approaches commonly used Japan and those
in FT-AN may be confusing for therapists and parents, contributing to the slow adoption of FT-
AN in Japan. Recently the meaning of placing the parents in the role of supporting an appropri-
ate level of dietary intake has been reviewed to emphasise its function as care rather than control
(Baudinet, Simic, & Eisler, 2021; Eisler et al., 2016), which seems more acceptable to therapists
and parents in Japan. This will be emphasised when implementing the MFT-AN pilot in Japan.

Secondly, in FT-AN, therapists are presumed to take a non-authoritarian therapeutic stance
and are seen as an expert consultant on AN and its treatment, but not experts in each particu-
lar family circumstances (Rienecke & Le Grange, 2022). As such, a collaborative approached is
encouraged within FT-AN with all members sharing expertise. As described above, therapists in
Japan tend to be more directive in their approach and may struggle with changing their stance.
Most therapists in Japan are familiar with psychoeducation and consider it more acceptable to
take on a psychoeducational didactic approach in treatment, rather than a collaborative sharing
of responsibility. Moreover, as described above, parents also might be more comfortable with
therapists who use a didactic, directive and psychoeducational stance, especially in the early
stages of MFT.

Furthermore, externalisation of AN, an important part of FT-AN, is familiar to therapists in
Japan. Externalisation of AN enables some family members to reduce their frustration and other
negative emotion associated with the illness, which enables them to take a more empathetic ap-
proach to their child (Rienecke & Le Grange, 2022). Recently the concept of externalisation was
broadened to include the role of temperament and neurobiological factors that predispose and
maintain the development of AN (Eisler et al., 2016). The broadening the concept of externalisa-
tion could be more acceptable for therapists as well as parents and adolescents in Japan. As such,
this updated, broader idea of externalisation will be adopted in the Japanese pilot of MFT-AN.
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OUTLINE OF SESSIONS

The aim of introducing MFT-AN to Shinshu University Hospital is to reduce the rate of inpatient
admissions and readmissions, as well as length of stay. This MFT-AN programme will target
families for whom outpatient treatment has not been sufficient or those who need more intensi-
fied treatment during the inpatient admission. Participants will be at different stages of recovery,
which is seen as a useful component of the treatment as it can promote hope.

Alongside MFT-AN, adolescents and their families will receive treatment as usual; medical
monitoring, nutrition therapy, pharmacological treatment as required, psychoeducation, indi-
vidual sessions and family sessions. The proposed eight sessions of MFT-AN will be offered over
3.5months. Sessions one to six will be provided weekly and the remaining two sessions offered
monthly as follow-up sessions. Each session will last for 90 min. It will be delivered by at least two
facilitators (a child psychiatrist and a clinical psychologist). Each session will involve a closed
group of two to four families of patients aged between 13 and 19 years old who are suffering from
AN.

Each of the eight sessions (see Table 2) will have a similar format: ice breaker, review and
question and answer of the previous session (the first session will be self-introduction of
the MFT team staff), today's activity and coping skills and mindfulness exercises (Table 3).
Sessions one to six fit most closely with phase 1 and phase 2 of FT-AN. Sessions seven and
eight are designed to start targeting phase 3 and 4 issues (Eisler et al., 2016). Coping skills
and/or mindfulness exercises are included in every session as tools for families to regulate
their distress and emotions. The supplementary material shows the detailed content on ses-
sions one to eight.

DISCUSSION

This paper outlines the potential use and adaptations of MFT-AN for the Japanese context. On
the basis of previous reports, practical adaptation of MFT-AN for children and adolescents in
Japan is feasible by tailoring its contents to the unique Japanese socio-cultural context. The fol-
lowing adaptations may be particularly useful for practicing MFT-AN in Japan: (1) including
sessions to promote engagement and group cohesion; (2) devising a schedule that facilitates fa-
thers' participation; (3) incorporating more icebreaker activities throughout the MFT sessions to
encourage emotional expression; and (4) reducing the group size to create a comfortable environ-
ment for participants.

The session content in the previous pilot of MFT-AN (Matsuo et al., 2023) focussed on com-
munication and did not include skills for managing mealtime. The current proposal extends this
pilot by including skills such as validation, how to manage the difficulties during mealtimes

TABLE 3 Session plan.

Time Task
S5min Icebreaker
5min Review any reflections or homework tasks from the

previous session
75min Today's activity

5min Coping skills and/or mindfulness exercise
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and a broader concept of externalisation that includes neurobiology and temperament, as de-
scribed in FT-AN. This is based on common feedback from the parent psychoeducation groups at
Shinshu University Hospital that parents would like help with having more skills and strategies
to manage mealtime. These added therapeutic interventions may strengthen the previous find-
ings and increase acceptability for participants in Japan.

The number of studies on the effectiveness of family, children and adolescent-focussed
Western therapies in Japan remains limited. There is a need to accumulate reports on the fea-
sibility and acceptability of Western treatments for children and families in Japan and whether
modifications based on Japanese culture are necessary.

More broadly, there is an identified need and recent push for greater cultural sensitiv-
ity and adaptations within mental health treatments and services (Koslofsky & Domenech
Rodriguez, 2017). This is both for diverse groups living within Western societies, as well as peo-
ple living in non-Western countries and cultures (e.g. Bernal & Domenech Rodriguez, 2009;
Koslofsky & Domenech Rodriguez, 2017; Kumpfer et al., 2017). Meta-analytic findings suggest
culturally adapted interventions may be more effective for non-white participants in Western
countries, and people may engage better in therapy and experience improved outcomes when
treatment aligns with their culture (Soto et al., 2018). However, to date, no empirical investiga-
tion of cultural adaptations of MFT-AN have been reported to our knowledge.

The next steps will be to pilot the intervention and empirically evaluate the feasibility, accept-
ability and effectiveness of adapted MFT-AN for the Japanese context.
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