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Problematic Eating Interventions in Out-of-Home Care: The
Need for a Trauma-Informed, Attachment-Focused Approach
Melissa Savaglio, Heidi Bergmeier, Rachael Green, Renee O’Donnell,
Bengianni Pizzirani, Lauren Bruce, and Helen Skouteris

Monash Centre for Health Research and Implementation, School of Public Health and Preventive Medicine,
Monash University, Clayton, Victoria, Australia

ABSTRACT
Problematic eating interventions targeting young people living in
out-of-home care (OoHC) have been neglected. Therefore, the aim
of this narrative literature review was threefold: (1) to identify the
state of the literature regarding interventions that address subclinical
and clinical problematic eating behaviours among young people
in OoHC; (2) to evaluate problematic eating interventions that
have been developed for young people in the general population;
and (3) to assess the extent to which these general interventions
can be translated and implemented for young people in OoHC.
This study found no interventions specifically designed for young
people in OoHC. While there is the potential for current problematic
eating interventions to be translated for this cohort, major adaptions
are required in which both trauma-informed and attachment-focused
perspectives are seen as central factors to problematic eating
interventions in OoHC.

IMPLICATIONS
. There are significant practical and theoretical limitations of

administering current problematic eating interventions to
young people living in OoHC.

. Interventions combining the theoretical underpinnings of
Cognitive Behavioural Therapy and Mentalisation-Based
Therapy for Eating Disorders may begin to address the risk
factors for problematic eating among young people in OoHC.

. A trauma-informed, attachment-focused problematic eating
intervention is needed for young people in OoHC.

ARTICLE HISTORY
Received 27 May 2018
Accepted 25 February 2019

KEYWORDS
Out-of-home Care;
Attachment; Trauma; Eating
Disorders; Intervention

Young people living in out-of-home care (OoHC, i.e., foster, kinship, or residential care)
are more likely to exhibit problematic behaviours (i.e., substance use, delinquent behav-
iour) than young people who are not in care (Raviv, Taussig, Culhane, & Garrido,
2010). Specifically, the presence of problematic eating behaviours among young people
in OoHC has become an increasingly predominant health issue (Kelly & Ogden, 2016;
Tarren-Sweeney, 2006). Problematic eating encompasses: (1) clinical eating disorders
that warrant a diagnosis according to the Diagnostic and Statistical Manual of Mental
Disorders (American Psychiatric Association, 2013), such as anorexia nervosa, bulimia
nervosa, or binge-eating disorder; (2) subclinical disordered eating patterns that do not
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meet the criteria for a formal diagnosis, such as restrictive eating, binge eating, emotional
eating, compulsive eating, or pica (eating non-food items); and (3) problematic food-
related behaviours, such as food contamination, hoarding, or stealing food (Casey,
Cook-Cottone, & Beck-Joslyn, 2012).

Young people in OoHC exhibit higher rates of both clinical and subclinical proble-
matic eating behaviours than their peers of similar socioeconomic and maltreatment
backgrounds who are not in OoHC (Kelly & Ogden, 2016). In an Australian sample,
a quarter of children in foster care displayed problematic eating patterns, and 77%
of foster parents reported subclinical eating problems among the children they care
for, including hoarding food, pica, and excessive eating (Tarren-Sweeney, 2006). In
comparison to their peers, young people in OoHC are more likely to be picky
eaters, engage in compulsive eating, and binge (Casey et al., 2012; Kelly & Ogden,
2016). The rate of bulimia nervosa is seven times higher among young people in
OoHC (Pecora et al., 2005), and binge eating disorder is also more prevalent among
this cohort (Casey et al., 2012; Hadfield & Preece, 2008). This is concerning as
young people in OoHC are more likely to be overweight compared to young
people with similar maltreatment backgrounds not living in care (Cox, Skouteris,
Hemmingsson, Fuller-Tyszkiewicz, & Hardy, 2015; Hadfield & Preece, 2008).
Specifically, 35% of young people become overweight or obese within a year of entering
OoHC, which is greater than the prevalence of 27% in the population of young people
(Australian Institute of Health and Welfare, 2017). Further, eating disorders have sig-
nificantly high rates of suicide, with individuals suffering from anorexia nervosa at
greatest risk (Arcelus, Mitchell, Wales, & Nielsen, 2014).

There are key factors that place young people in OoHC at higher risk of engaging in
problematic eating than young people without an experience of OoHC. First, young
people in OoHC have experienced significant trauma (either before and possibly also
during their time in OoHC), including physical or emotional abuse, neglect, inconsistent
care, or sudden separation from family and loss of all that is familiar (Fratto, 2016; Raviv
et al., 2010). Cumulative experiences of chronic trauma exposure can adversely impact a
child’s physical health and development, including an increased risk of obesity (Cox et al.,
2015), diabetes (Rebee, Nurius, Courtney, & Ahrens, 2018), cardiovascular conditions
(Rebee et al., 2018), stunted brain development (De Bellis & Zisk, 2014), and heightened
biological sensitivity to stress (De Bellis & Zisk, 2014). Trauma also disrupts a child’s
psychological and socioemotional development, often resulting in insecure attachment
(Quiroga & Hamilton-Giachritsis, 2016), emotion dysregulation (Villalta, Smith,
Hickin, & Stringaris, 2018), negative beliefs of the self and significant others (Fratto,
2016), deficits in mentalisation (Jewell et al., 2015), and increased risk of developing
various mental disorders (Raviv et al., 2010). Specifically, trauma is a significant predictor
of problematic eating among young people (Kong & Bernstein, 2009; Pignatelli, Wampers,
Loriedo, Biondi, & Vanderlinden, 2017).

Second, a predominant impact of trauma on a child’s social and emotional functioning
is the development of an insecure attachment style as experiences of abusive, neglectful, or
inconsistent parenting may prevent children from establishing a sense of safety and a
secure attachment with a caregiver (Raviv et al., 2010). High rates of insecure attachment
are observed among young people in OoHC. McWey (2004) found that 85.5% of Amer-
ican children in foster care were insecurely attached, reflecting previous harmful or
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neglectful parenting, yet placement instability tends to exacerbate these attachment
difficulties (Osborn, Delfabbro, & Barber, 2008). This is concerning as insecure attachment
is a well-established risk factor for problematic eating, placing young people in OoHC at
greater risk than young people living with their biological families (Jewell et al., 2015;
Quiroga & Hamilton-Giachritsis, 2016; Tasca & Balfour, 2014). Specifically, young
people who exhibit clinical and subclinical problematic eating behaviours are more
likely to demonstrate insecure attachment than those who do not engage in such beha-
viours (Milan & Acker, 2014), and insecurely attached young people report more
weight and eating concerns than their securely attached peers (Kong & Bernstein, 2009).

Finally, it is well established that children who are insecurely attached are either not
easily comforted by their caregivers when they feel distressed, or they try to comfort
and soothe themselves in a self-reliant manner (Bovenschen et al., 2016; Quiroga &
Hamilton-Giachritsis, 2016). These experiences often translate into negative internal
working models (i.e., schemas) of the self and significant others, which may manifest as
emotion dysregulation (i.e., the inability to self-soothe and appropriately regulate one’s
emotions, Michopoulos et al., 2015) or deficits in mentalisation (i.e., the inability to
understand one’s own and others’ behaviour in terms of their underlying thoughts, feel-
ings, and beliefs, Jewell et al., 2015). Emotion dysregulation has been consistently found
to mediate the association between insecure attachment and problematic eating beha-
viours (Mallorqui-Bague et al., 2017; Michopoulos et al., 2015). Emotion dysregulation
is highly prevalent among clinical samples of young people with anorexia or bulimia com-
pared to non-clinical samples, and among young people engaging in subclinical disordered
eating patterns, such as hoarding food or restrictive eating (Mallorqui-Bague et al., 2017;
Weinbach, Sher, & Bohon, 2018). Further, recent studies have found that young people
with clinical eating disorders consistently demonstrate mentalising difficulties (Jewell et al.,
2015; Kelton-Locke, 2016). Specifically, adolescents with anorexia tend to be slower and less
accurate in recognising emotions than controls (Cate, Khademi, Judd, & Miller, 2013).

In summary, previous traumatic experiences and related attachment difficulties prevent
young people in OoHC from learning how to effectively regulate and manage their
emotions (Villalta et al., 2018). Instead, they engage in maladaptive coping strategies
(i.e., problematic eating) to self-soothe or alleviate overwhelming negative emotions
(Han & Lee, 2017). Also, young people in OoHC lack a sense of security that their
needs will be met, so may seek to achieve a sense of control through food restriction
(Weinbach et al., 2018). Alternatively, they may engage in compulsive eating to com-
pensate for feelings of insecurity (Han & Lee, 2017), or binge and hoard food in response
to past experiences of neglectful parenting and inconsistent or lack of food provision
(Pignatelli et al., 2017).

Rationale

Literature searches revealed that there are currently no interventions that target either
clinical or subclinical problematic eating for young people in OoHC. Those who have
experienced childhood trauma have the highest probability of poor treatment outcomes
for eating disorders (Kong & Bernstein, 2009). Around 80% of all adolescents with
problematic eating never receive treatment and long-term recovery rates (more than 12
months) for those who engage in psychological therapeutic approaches is less than 50%
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(Lock et al., 2013; Pennesi & Wade, 2015). Therefore, there is a clear need to (1) increase
the accessibility of treatment to all young people, and (2) develop novel or improved pro-
blematic eating interventions that target both clinical and subclinical behaviours for young
people in and out of care. Although previous reviews have examined the efficacy of various
eating disorder interventions for young people in the general population, interventions for
young people living in OoHC have been neglected in both clinical research and practice to
date (Kelton-Locke, 2016; Skarderud & Robinson, 2012).

Aims

The aims of this narrative literature review were threefold: (1) to identify the state of the
literature regarding interventions that address subclinical and clinical problematic eating
behaviours among young people in OoHC; (2) to evaluate problematic eating interven-
tions that have been developed for young people in the general population; and (3) to
assess the extent to which these general interventions can be translated and implemented
for young people in OoHC.

Method

Articles were identified by searching five electronic databases accessed through EBSCO-
host: PsycINFO, Psychology and Behavioural Science Collection, Social Work Abstracts,
SocINDEX, and MEDLINE Complete. The search was conducted using variations and
combinations of the following key terms: eating disorder, problematic eating, disordered
eating, anorexia, bulimia, treatment, intervention, therapy, young people in out-of-home
care, looked-after young people, vulnerable young people, disadvantaged young people,
and at-risk young people. From this search, a total of 32 selected papers were included
in this narrative review as they met the following inclusion criteria:

(1) All study participants were young people under 18 years of age experiencing at least
one of the following problematic eating behaviours: anorexia, bulimia, binge eating,
restrictive eating, emotional eating, compulsive eating, or hoarding food.

(2) The paper reviewed or evaluated a psychological intervention, therapy, or treatment
that aimed to address clinical or subclinical problematic eating behaviours among
young people.

(3) The study was published in a peer-reviewed journal within the last ten years from
January 2008 to January 2018 inclusive, and was written in English.

Results and Discussion

Interventions Addressing Problematic Eating

Family-based Therapy
A number of systematic reviews have concluded that Family-based Therapy (FBT) is the
most established and effective intervention for young people in the general population
with clinically diagnosed anorexia (Brockmeyer, Friederich, & Schmidt, 2017; Jewell,
Blessitt, Stewart, Simic, & Eisler, 2016; Lock, 2015). FBT focuses primarily on weight
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restoration, as parents or caregivers are empowered to manage their child’s eating to
restore weight in the early stages of recovery without the young person’s input
(Medway & Rhodes, 2016). Alternatively, a more collaborative approach is required to
address the secretive and covert behaviours associated with clinical bulimia, such as
binge-eating and purging, as treatment relies on the young person sharing their experi-
ences and triggers (Brauhardt, de Zwaan, & Hilbert, 2014). FBT has the strongest evidence
of efficacy for young people with anorexia aged between 12 and 18, yielding a 50% remis-
sion rate and higher rates of recovery following six- and 12-months follow-up when com-
pared to individual therapy (Jewell et al., 2016; Lock, 2015). Reviews of the usefulness of
FBT for young people with bulimia, although less extensive, have also yielded better out-
comes than individual therapy and 30% remission rate (Brauhardt et al., 2014; Kass,
Kolko, & Wilfley, 2013). Engaging the young person’s family in treatment yields the
most efficient outcomes when addressing clinical eating disorders among adolescents
(Brockmeyer et al., 2017).

However, there are a number of factors that need to be considered if FBT is to be
implemented with young people in OoHC. A search of the literature revealed that there
is no evidence of using FBT to address subclinical problematic food-related behaviours
that are often prevalent among vulnerable young people in OoHC, such as hoarding
food, contaminating food, compulsive eating, or subclinical levels of restricting or binge
eating. Additionally, for young people in OoHC, it is also often not feasible or appropriate
for the young person’s family to be involved in treatment. The nature of entering OoHC
involves family separation and a damaged relationship with at least one primary caregiver,
often due to parental mental or physical illness, substance dependence, incarceration,
poverty, or death (McWey, 2004). In these circumstances, the disrupted parent–child
relationship and attachment insecurity of the young person may contraindicate the use
of FBT (Kelton-Locke, 2016). The active family involvement that FBT requires would
be particularly difficult to implement in the residential care setting due to reduced
parent contact, carers’ transience, lack of consistency of care, and subsequent disruptions
in relationships between children and carers following multiple placement changes and
placement instability.

Nonetheless, FBT could be suitable for young people in kinship or foster care, as a
family structure is present, and the nature of care is more stable and consistent.
However, in a qualitative meta-synthesis of adolescents’ experiences of FBT for anorexia,
most participants felt that exploring the aetiology of their problematic eating was missing
from treatment, neglected in favour of addressing the overt symptoms, such as weight res-
toration (Medway & Rhodes, 2016). Participants noted that this exclusive focus on the
observable behavioural symptoms meant that related personal or familial problems the
young person may be experiencing were neglected, and adolescents reported that they
would have liked to explore these potential perpetuating factors further (Medway &
Rhodes, 2016). This has important implications for clinicians working with young
people in the child protection system as a deeper exploration of the possible underlying
factors maintaining problematic eating is required.

Cognitive Behavioural Therapy
Enhanced cognitive behavioural therapy (CBT-E) for adolescents has received support as a
transdiagnostic approach to treating clinical and subclinical problematic eating among
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young people. CBT-E addresses the distorted cognitions that maintain problematic eating
behaviours, including body dissatisfaction, low self-esteem, and weight preoccupation
(Schlegl et al., 2015; Tchanturia, Giombini, Leppanen, & Kinnaird, 2017). By working col-
laboratively with the young person to identify, change, and monitor their perpetuating
maladaptive thoughts, feelings, and attitudes, CBT-E empowers the young person to
develop more effective coping strategies (Murphy, Straebler, Cooper, & Fairburn, 2010).
CBT-E is most effective for reducing subclinical binge eating and compulsive eating beha-
viours that are indicative of bulimia or binge eating disorder (Wilfley, Kolko, & Kass,
2011), which are most prevalent among the OoHC population (Casey et al., 2012).
There is also increasing evidence of its usefulness for adolescents with subclinical restric-
tive eating patterns (Kass et al., 2013; Wilfley et al., 2011). In a systematic review of Cog-
nitive Remediation Therapy (CRT), which aims to reduce cognitive deficits and improve
executive functioning, young people who were restricting were able to gain awareness of
their cognitive styles, reflect on their maladaptive schemas, and develop new strategies to
elicit changes in their eating behaviours (Tchanturia et al., 2017). Addressing the perpe-
tuating cognitions and helping the young person develop coping strategies for relapse pre-
vention are pivotal strengths of CBT-E (Kass et al., 2013).

According to cognitive dissonance theory, people experience psychological discomfort
when they are required to act in a way that contradicts their beliefs, which motivates them
to alter their cognitions (Stice, Rohde, Butryn, Shaw, & Marti, 2015). Cognitive
dissonance-based universal interventions for problematic eating engage young people in
a critique of the thin-ideal and encourage participation in body acceptance exercises to
improve their self-esteem, body image, and relationships with food (Stice, Becker, &
Yokum, 2013). The core aim is to help young people become aware of the disconnect
between their problematic eating behaviours and their beliefs about what a healthy
relationship with food looks like. To illustrate, The Body Project and My Body My Life
interventions seem to be efficient in reducing the risk of eating disorders among young
people exhibiting early symptoms of problematic eating (subclinical behaviours) and
body dissatisfaction (Richardson & Paxton, 2012; Stice et al., 2013). Thin-ideal internalis-
ation, body dissatisfaction, dieting, and problematic eating behaviours significantly
improved among young people in the cognitive dissonance-based intervention compared
to control participants from baseline to 1-year, 2-year and 3-year follow ups (Stice et al.,
2013; Stice et al., 2015).

Although these cognitive interventions are not specifically designed for implementation
with young people inOoHC, Stice et al. (2015) propose that The Body Projectmay be trans-
latable to vulnerable populations as it is easily accessible, practical, and amenable to different
environments. Therefore, it may be suitable for the OoHC population accustomed to place-
ment instability and transience. Cognitive-based interventions are well supported in cor-
recting a young person’s maladaptive cognitions about food, self-esteem, and body image
to reduce problematic eating behaviours (Murphy et al., 2010; Tchanturia et al., 2017).
This would be beneficial to young people in OoHC who often exhibit pervasive negative
self-beliefs and distorted internal working models (i.e., schemas) stemming from their
attachment insecurity. The unreliable or lack of food provision that is characteristic of
neglectful parenting may lead to disrupted meanings associated with food and subsequent
engagement in hoarding, restricting, or binge eating among young people inOoHC (Kelly&
Ogden, 2016). To improve the suitability of CBT, it is imperative to address the related
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complexities of young people in OoHC experiencing problematic eating, such as attach-
ment insecurity, emotion dysregulation, and mentalisation difficulties.

Mentalisation-based Therapy
One review has proposed the application of Mentalisation-based Therapy for the treat-
ment of clinical eating disorders (MBT-ED) among children and adolescents in the
general population (Kelton-Locke, 2016). The underlying assumption of MBT-ED is
that problematic eating among young people may be a manifestation of deficits in
emotion regulation and mentalisation abilities, which stem from insecure attachment
(Jewell et al., 2015). Young people with attachment insecurity may have difficulty regulat-
ing their own emotions, which poses challenges to recognising and managing one’s and
others’ emotions, beliefs, needs, and desires (Skarderud & Robinson, 2012). Therefore,
the primary aim of MBT-E is to strengthen the young person’s ability to understand
mental states in themselves and others and to develop mentalising interactions that
increase emotional regulation skills. This is achieved by stimulating and strengthening
mentalisation in the context of emotionally charged attachment relationships (Skarderud
& Robinson, 2012). Specifically, the therapist consistently asks the young person to pause
and consider their viewpoint on the subject at hand and to reflect on other possible per-
spectives that the therapist may suggest (Kelton-Locke, 2016). Preliminary studies have
found that MBT-ED may reduce the presence of clinical eating disorders (i.e., anorexia,
bulimia, or binge eating disorder) among adolescents as repeated instances of reflective
practice help the young person to develop basic skills for effective interpersonal inter-
actions that encourage trust, security, attachment, and better communication (Kelton-
Locke, 2016).

MBT-ED could be suitable for vulnerable young people in OoHC as it seeks to address
predominant risk factors for problematic eating that may stem from attachment insecur-
ity: emotion dysregulation and poorly established mentalisation skills. Young people in
OoHC would benefit from MBT-ED as they tend to engage in problematic eating to
manage their overwhelming or distressing emotions, often stemming from their previous
experiences of trauma and inability to effectively control and regulate their emotions (Cox
et al., 2015; Kelly & Ogden, 2016). Further, improvements in interpersonal relationships,
through the capacity to understand others’ perspectives, are often associated with long-
term recovery from eating disorders (Kelton-Locke, 2016). However, there is no evidence
at this stage for the effectiveness of MBT-ED in reducing subclinical problematic eating
behaviours, which are highly prevalent in OoHC. Although there is some promise of
adapting MBT-ED to address eating disorders among young people in OoHC by restoring
interpersonal relationships and emotion regulation through mentalisation, a more
trauma-informed approach is required to address the cumulative effects of psychological
distress and disruptions in attachment among young people in OoHC.

The Need for a Trauma-informed, Attachment-focused Problematic Eating
Intervention

Despite the established high rates of problematic eating among young people in OoHC
compared to young people not in care with similar histories of maltreatment, the
current review of the literature did not reveal the existence of any problematic eating
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interventions that are specifically designed for implementation with young people in
OoHC. This review identified that current interventions for young people with proble-
matic eating in the general population predominantly implement FBT and CBT-based
approaches (Kass et al., 2013; Stice et al., 2013). However, there are significant practical
and theoretical limitations to administering current interventions to young people in
OoHC. Firstly, the instability and unpredictability of living in OoHC, particularly residen-
tial care, poses challenges to these young people accessing and engaging in current univer-
sal interventions (Kelly & Ogden, 2016). They face many systemic barriers to engaging in
treatment, such as FBT, due to separation from parents, multiple placement changes, con-
tinual disruptions in relationships with carers, carer transience, and time restriction of
care. Secondly, these current interventions tend to target clinical eating disorders, such
as anorexia or bulimia, and neglect subclinical problematic eating behaviours that are
highly prevalent among young people in OoHC. Thirdly, in isolation, these intervention
approaches do not address all of the multiple complexities that seem to precipitate and
maintain the problematic eating behaviours of young people in OoHC.

Nonetheless, the findings of this review demonstrate the potential applicability of com-
bining the therapeutic strategies of CBT-E and MBT-ED to address problematic eating
among young people in OoHC. In combination, these approaches seek to address the
associated risk and perpetuating factors of problematic eating, such as negative self-
beliefs, body dissatisfaction, emotion dysregulation, and deficits in mentalisation capabili-
ties, which may all stem from attachment insecurity. This approach would (1) help young
people to identify, critique, and change their perpetuating negative self-beliefs, and (2)
engage young people in mentalisation and reflective thinking to develop more effective
coping strategies and emotion regulation skills. In gaining a greater understanding of
their own and others’ thoughts and feelings, this combination therapy approach would
improve their interpersonal experiences and begin to restore safety and security in
relationships. However, a more attachment-focused and trauma-informed approach is
needed for young people in OoHC in terms of fostering healthier relationships among
young people and their carers, conceptualising their problematic eating behaviours
within the context of the trauma they have experienced, and providing them with real
therapeutic opportunities to explore and heal from their traumatic experiences while
being sensitive or amenable to the unstable and transient OoHC context. These factors
are necessary to not only successfully treat the symptomatic behaviours of young
people in OoHC, but to also address the underlying impact of their previous traumatic
experiences.

One intervention that has been implemented in the OoHC system is the Healthy Eating
Active Living (HEAL) program (Cox et al., 2017; Skouteris et al., 2014). After a random-
ised trial and substantial stakeholder feedback, including feedback from young people with
lived experience and carers of OoHC, HEAL has recently been redeveloped into the
Healthy Eating Active Living Matters (HEALing Matters) program. HEALing Matters,
like HEAL, aims to improve the eating and physical activity habits of young people
living in OoHC. However, unlike HEAL that was focused only on a behavioural approach
to obesity prevention (Skouteris et al., 2014), HEALing Matters is underpinned by a
trauma-informed approach and the ethos that the care environment and interpersonal
relationships that exist between OoHC staff and the young people are crucial in both
the recovery process and in initiating and maintaining healthy lifestyle choices (Black &
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Woodworth, 2012). HEALing Matters is currently delivered as a web-based portal that
provides professional development and resources to assist carers to better understand
how food and physical activity can be used to strengthen relationships and provide
young people in their care with a sense of value and belonging.

From a trauma-informed and attachment-based perspective, HEALing Matters focuses
on the symbolic meaning of food and the processes around it (Emond, McIntosh, &
Punch, 2013). This aims to encourage carers to move away from a conceptualisation of
food as simply a commodity or tool for reinforcement and punishment, and instead, to
understand food and food processes as important factors in a young person’s recovery
and development (Emond et al., 2013). Residential care staff need to be “in tune” or
emotionally “in sync” (i.e., attuned caring, Emond, Steckley, & Roesch-Marsh, 2016)
with the young people they support in order to improve health-related outcomes and
develop relationships with them. HEALing Matters also conceptualises “difficult” or “chal-
lenging” behaviour not as a reflection of the young person but as a consequence or mani-
festation of the trauma they have experienced; such interactions with the young people are
referred to as “pain-based” behaviours in order to draw attention to—and be appreciative
of—the fact that these behaviours come from a place of emotional or physical pain
(Emond et al., 2016).

This discussion of HEALing Matters provides an example of some trauma- and
attachment-based adaptations that eating disorder interventions (that target young
people in OoHC) would need to make. However, HEALing Matters is still in its infancy
and is restricted as an online resource for carers, so this program is not generalisable or
applicable to all young people in OoHC, particularly those with clinically diagnosed
eating disorders who require more intensive intervention. Therefore, it is crucial that a
suitable trauma- and attachment-based intervention for these young people involves
face-to-face therapeutic work and provides opportunities within that work for the young
person to explore and heal from their specific traumatic experiences (Black &Woodworth,
2012). This may help young people in OoHC to develop security, trust, and positive
relationship experiences with OoHC carers, which may begin to restore previous disrup-
tions in attachment. It is also important that each young person’s unique complexities are
acknowledged, recognised, and are at the forefront of an individualised trauma-informed
approach. Indeed, an appropriate intervention would be tailored to the young person’s
specific problematic eating behaviours (e.g., subclinical or clinical), unique traumatic
experiences, and other complexities (e.g., personality factors, support system, and other
risk-taking behaviours or mental health issues). Using the Adverse Childhood Experiences
questionnaire (Felitti et al., 1998) may assist in understanding the needs of young people in
OoHC and tailoring a trauma-based intervention to this cohort. However, more efficacy
research is required to inform the development of a trauma-informed and attachment-
focused problematic eating intervention for young people in OoHC.

The findings of this review provide support for an intervention that uses the combined
therapeutic strategies of CBT-E and MBT-ED but also adopts an attachment-focused and
trauma-informed approach to address problematic eating among young people in OoHC.
This approach may account for a young person’s unique history of trauma, provide oppor-
tunities to heal from past pain, foster the development of secure relationships with signifi-
cant others, respond to the instability and transience of the OoHC context, and address the
risk and perpetuating factors for problematic eating among young people in OoHC.
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Trauma- and attachment-based perspectives need to be front and centre in the develop-
ment and delivery of a problematic eating intervention for young people living in OoHC to
treat their symptomatic behaviours and to address the underlying impact of their previous
traumatic experiences.
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