
The Aimorexic Stereotype: 

A Sociological Analysis of the Medical Construction of Anorexia 

Ph. D. 

Department of Sociology, 

University of Leicester 

2005 

Andrie Dignon 

Word Count: 76,023 words 



The Anorexic Stereotype: 
A Sociological Analysis of the Medical Construction of Anorexia 

Ph. D. 

Department of Sociology, 

University of Leicester 

(In collaboration with The Department of Psychiatry, University of 

Leicester) 

2005 

Andrie Dignon 

Word Count: 76,023 words 



Acknowledgments 

Before presenting this thesis I have some heartfelt thanks to convey to those people who have 
helped nuke this study possible. 

First of all, my sincere thanks go to my supervisors, Dr. Ellen Annandale and Dr. Jane Pilcher. 

Their informed and intelligent suggestions were invaluable in rendering this thesis in its current 
form. Secondly, I ! fend warm thanks to the specialist registrar who interviewed the anorexic 
patients, both for her tireless work in conducting the interviews and for her generosity in allowing 
her work to be subject to critical scrutiny. Such critical self-reflection shows a true commitment 
to advancing the boundaries of research. My thanks also go to the director of the eating disorders 

unit in which the study was based, for allowing the study access to his patients. In addition, I 

thank my line managers at the University of Coventry, Professor Paul Bywaters and Dr. Alistair 

Hewison, for giving me time to write the finished version. 

In particular I want to thank the patients themselves. Their candid, honest and open testimony has 
formed the empirical backbone to this study. In sharing their insight into their disorder their 

contribution has been invalulable. 

Most of all, I thank my partner, Neil Hanney. Without Neil's kindness, love and support this 

thesis would not have been possible. 



Table of Contents 

Pam 

Chapter One: The Story of the Anorexic Stereotype I 

Chapter Two: A Review of Sociological Literature in the area of 20 
Food, Eating and Anorexia 

Chapter Three: Research Methods 48 

Chapter Four: The Psychiatric Model of Anorexia Nervosa 75 

Chapter Five: The Demographic Profile of the Patient Sample 99 

Chapter Six: "I am terrified of gaining weight": Results fi-om the 116 
Closed-ended Cognitive Questionnaire 

Chapter Seven: "Why I won't eat": Detailed Testimony from Anorexic 132 
Patients concerning the causes of their Disorder 

Chapter Eight: "I've spent a lot of time in hospitals": 161 
The "Medicalisation" of Anorexia 

Chapter Nine: Conclusion 195 

Appendkes 

Appendix I- DSM-IV and DSM-HI Criteria for Anorexia Nervosa. 213 

Appendix 2- The Demographic Questionnaire 215 

Appendix 3- The Eating Disorders Inventory - Adapted (EDI-A) 216 

Appendix 4- Patient Information and Consent Form 220 

Appendix 5- Approximate Sample Sizes Necessary to Achieve a 221 
Power of . 80 for a=0.5 for Estimated Population 
Difrerence, between Two Proportions 

Appendix 6- Database Citation Index of a Sample of Articles 222 
Reviewed in Chapter 4 

Appendix 7- UK Medical Schools 223 

Appendix 8- The Increasing use of Medical Terms in 224 
Popular and Academic Media 



Tables 
p9ge 

as-- 

Table 3.1: Data collected in the Study 49 

Table 3.2: Examples of EDPA questions 60 

Table 5.1: Age Distribution -The Anorexic Sample 101 

Table 5.2. - Social Class The Anorexic Sample and National Census Dwa 103 

Table 5.3: Educational Attainment-The Anorexic Sample and 106 
Department ofEducation Data 

Table 5.4. ý Department ofEducation Data on Educational Attainment 1985-1995 107 

Table 5.5: Place of Residence when Growing up - The Anorexic Sample and 109 
National Census Data 

Table 6 1: The Age, Social Class, Education and Place of Residence of the 120 
Sub-sample of 24 Anorexics 

Table 62: The Age, Social Class, Education and Place of Residence of the 121 
Control Sample 

Table 63: Scores on the Adapted EDI - Anorexic and Control Subjects 123 

Table 64: Resultsfor Anorexics and Controls on the EDI Item 'I would rather 124 
be an adult than a child'ftom the 'Maturityfears'dimension 

Table 65: Resultsfor Anorexics and Controls on the EDIRem 'Only 124 
outstanding performance is good enough in myJamily' 

ftom the 'Perfectionism' dimension 

Table 6 6: Results for Anorexics and Controls on the EDI Item Y am terrified 125 
ofgaining weight'from the 'Drivefor thinness'dimension 

Table 6 7: Resultsfor Anorexics and Controls on the EDI Item Y am 125 
pre-occupied with the desire to be thinner'from the 
'Drivefor thinness'dimension 

Table 6.8. - Resulisfor Anorexics and Controls on the ED] Item 126 
'Ifeel ineffective as a person' from the 'Ineffectiveness' 
dimension 

Table 6.9. Resultsfor Anorexics and Controls on the EDI Item 'I have 126 
a low opinion about mysetr from the 'Ineffectiveness'dimension 

Table 7.1: The Triggers and "Causes " ofAnorexia 135 

Table 8.1: Frequency with which Weightl Height, and Obsessionalism 183 
were discussed in the doctorlpatient interview 



Figures 

Figure 7.1 - Becoming Anorexic 135 

Figure 8.1 - Constructing Anorexia as a Medical Phenomenon 163 



The Anorexic Stereotype: 
A Sociological Analysis of the Medical Construction of Anorexia 

Andr6e Dignon 

Abstract 

This thesis analyses clinical knowledge surrounding anorexia. What clinicians say and write 
about anorexia constitutes a key area of clinical knowledge. This knowledge is complex and has 
many dimensions. It identifies typical "manifestations" of the illness, such as "fear of fatness". It 
also identifies theitype of woman (e. g. her age or social class) likely to suffer firoin the disorder. 
Most importantly, clinical knowledge suggests that anorexia has specific "causes". Anorexia, 
clinicians inform us, represents a flight firom adulthood on the part of girls who are intensely 
afraid of becoming fat. This thesis analyses this complex psychiatric model, using a number of 
different methods. 

The study argues that psychiatry constructs a stereotype of the anorexic. This stereotype is visible 
in two areas. Firstly an archetype of the sufferer's cognitive symptoms is visible. This suggests 
that anorexics fear fatness and are afraid to grow up. Secondly a stereotype of the anorexic's 
demographic profile is apparent. This constitutes the sufferer as young, middle class, educated, 
and urban. The study examines the accuracy of this stereotype among a sample of 104 anorexics. 
Using open and closed ended-data, the study suggests that the "anorexic stereotype' may have 
limited empirical support. 

In the current study, patients suggested that anorexia was a strategy of control. The concept Of 
control, while validly describing patients' experiences, may partly have been acquired by Patients 
from clinicians. The thesis appraises patients' testimonies to examine the extent to which patients 
have acquired such "modicalised" language. It also analyses 24 doctor-patient interviews and 
concludes that doctors may encourage patients to view their disorder in clinical terms. Using 
feminist theory, and theory fi-om the sociology of chronic illness, the findings of the thesis are 
analysed from a sociological perspective. 



Chapter 1 

The Story of the Anorexic Stereotype 

Introdudion 

This thesis makes a contribution to the sociology of knowledge. It examines a highly specific area 

of clinical knowledge - the knowledge that surrounds the illness of anorexia. The thesis argues that 

medicine has constructed a "stereotyý' of the anorexic, as young, bright and middle class. 
According to this s"type, this bright, affluent, youngster becomes anorexic because she is 

afraid of fatness and afraid to grow up. 

A stereotype may be viewed as a construct that applies a specific identity to the stereotyped group 
(Pickering, 2001, Hinton, 2000, MacCrae et al, 1996, Leyens et al 1994). This identity is based on 

a single specific characteristic (Hinton, 2000: 7). This single characteristic may be a broad 

category, such as race or gender, or it may be more specific such as being "a blonde'. or "an 

anorexic'9 or "an accountant" or "a redhead"'. The corollary of being defined according to this 

characteristic is that a range of additional pre. -defined traits are attributed to members of this group 
(Pickering, 2001). Blondes, for example, are "dumb". while accountants are "dull" and "redheads" 

are "fiery". The current study argues that the category "anorexia" constitutes a stereotype, where 

pre-defined traits, such as youth, affluenceý fat phobia and maturity fear, are attributed to anorexic 

patients. 

The stereotype of the anorexic has developed over many years. This chapter identifies the historical 

development of the concept of anorexia and explains changes in this concept by referring to the 

sociology of knowledge. The chapter then argues that clinicians usually search for 'certainty' in 

making diagnoses and that this certainty may give rise to stereotypical definitions of the disorder. 

These definitions, the chapter explains, will be analysed in the thesis using ferninist and 

sociological theory. At the outset in this chapter, a definition of sociological theory in the area of 
knowledge wifl be supplied. 



Tke SodoloV of Knowkdge 

The sociology of knowledge argues that science is 'socially produced' (Berger and Luckmann, 
1966, Thrift 1994, Burke 2000). Forms of knowledge (including medical knowledge) develop out 
of the social milieu of which they are part (Berger and Luckmann, 1966, Thrift 1994). In the 

clinical milieu, a "positivist"approach to knowledge is adopted, where the methods of natural 
science are privileged. As a result, clinicians may search for scientific certainty in establishing 
symptoms and causes, even when diagnosing complex illnesses such as anorexia. 

Such complex illnesses are defined using 'knowledge', developed by psychiatrists. This knowledge 
is 'treated as universal truth, although it is evident to any outsider that it.. take[s] its 

character-from the habits of the life of the group' (Veblen, 1906, quoted in Burke, 2000: 4). Such a 
group can define and validate what is accepted as knowledge (Bourdieu, 1996). As Foucault 
(1986), explains, knowledge takes a particular form as a result of discourse and negotiation. 
Interpretations are given to specific behaviour (such as self-starvation) by powerful groups (such 

as clinicians). In this way certain constructions of knowledge develop while others do not. Clinical 

knowledge therefore, 'is made up of doctrines which themselves demand evaluation. ' (Barnes, 

1992, quoted in Thrit 1994: 397). 

Physicians, however, may espouse their doctrines with certainty. The doctor's commitment to 

establishing clinical "facts" may lead him or her to look for certainty where none exists. This 

search for certainty has been explored in the sociology of science (Collins and Pinch, 1994, Elston, 
1997, Woolgar, 1988 ). The sociology of science focuses specifically on scientific' knowledge and 
argues that even in "hard" science, social processes (such as selective funding) influence 
knowledge production. This renders science less neutral than might be supposed. Scholarship from 

the sociology of science will thus be referred to in this chapter. 

This thesis will contend that forms of knowledge can be as much the product of the social world as 
they are manifestations of objective phenonxrm. 'When one inhabits a system', however, 'it 

generally looks like common sense. Only by comparison can one see it as one system among 
others' (Burke, 2000: 2). An interesting method of comparing different systems is by tracing the 
historical evolution of particular concepts, and by comparing the different ways these concepts 



have been defined over time. The central concept in this thesis is the entity of "anorexia". A 

discussion of the historical development of the diagnosis of anorexia will now be offered. 

The Historical Development of the Diagnosis ofAnorexia 

Anorexia, as currently understood, was defined over a period of many years. Early cases of "holy 

anorexia" from the thirteenth to the seventeenth centuries, were interpreted in religious terms. In the 

eighteenth and nineteenth centuries more "modem" accounts of self-starvation began to emerge. 

The formation of & disorder can thus be traced over five historical periods: - 

1. "Holy anorexia" and self-starvation prior to 1874 

2.1874- 1918: Gull's "discovery" of anorexia. nervosa 

3.1918-1945: The somatic approach to anorexia 

4.1945- 1970s: The re-emergence of psychology 
5.1970s onwards: "Certainty" in a mufti-disciplinary context 

"Holv anorexia " and self starvation Drior to 18 74 

Prior to 1874, fasting was considered to be performed largely for religious reasons. Early cases of 

self-starvation, dating fi-om the thirteenth century, are attributed to "holy anorexiar (Brumberg, 

1988a) practised by female ascetics. Mary of Oignes, Beatrice of Nazareth and Catherine of 
Sienna all subsisted on the barest intake of seeds, herbs and water. As a result, Catherine of Sienna 

starved herself to death (Tolstrupp, 1990). Her suicide, however, was interpreted very differently 

to the behaviour of today's anorexics. The biological processes which led to Catherine's death were 
identical to the experience of the modem anorexic. But at a social level, the experience was entirely 
different. Catherine died a revered and honoured saint. Modem anorexics are viewed as the victims 

of a tragic medical ilhiess, brought on by abuse, unhappiness and neglect (Palmer et al, 1990, 

Tolstrupp, 1990). 

In the mediaeval period, the self-starvation of holy anorexics was not seen as a medical problem. 
True, these ascetics suffered the (sometimes fatal) physiological effects of malnutrition, but such 

privation was viewed as religious, and was therefore left untreated. Self-starvation was a noble 

activity, beneficial to the whole of humankind as a sacrifice to atone for human sin. Ascetics were 



often of a higher social status than healers, and were thus allowed to continue their activities 

uninterrupted (Porter, 2002). Indeed, it would have been viewed as sacrilegious for healers to have 

meddled with the ascetic's noble calling. 

This tolerance may be attributed to the acceptance of "holy' insanity. 'The church entertained [that 

starving]. ascetics might be possessed by a good madness' (Porter, 2002: 19) which added to the 

store of saintly virtue and helped to assuage people's sins. Nevertheless, madness in the middle 

ages was normally viewed with horror. Insanity was understood as the work of the devil, often 

punishable by execýtion. This "finKlamentalist" attitude however was largely abandoned in the 

seventeenth century. After the English civil war (1642-165 1), religious extremism began to be 

rejected (Porter, 2002) and 'doctors replaced the clergy in handling the insane'(Porter, 2002: 33). 

Enlightenment thinkers of the late seventeenth and eighteenth centuries thus began to use medical 

explanations to describe mental illness. 

Such a view was reflected in the progressive and systematic approach of many physicians, 

including those charged with managing the starving. Pinel (1745-1826) and Esquirol (1772-1840) 

for example, focussed on illness course (rather than symptom intensity) (Porter, 2002). It thus 

became social practice to observe starving patientsý record case histories and publicise findings. 

During this period, diseases began to be scientifically classified (a process often attributed to 

Thomas Sydenham(1624-1698)(Sigerist, 1933)). Rather than using general labels such as "ague' 

or "pox", distinct disease entities such as "scarlet fever", began to be identified. Disease 

classification was a progressive development in the history of medicine. It allowed syndromes to be 

isolated and studied, and it pro-empted later public health and epidemiological measures (used to 

tackle disorders such as cholera (Jones, 1991)). At the same time however, the movement to 

classify disorders, including self-starvation, helped to distance the concept of an illness from the 

patient who was suffering ftm it. By giving illnesses their own unique identities, it was often the 

disease that was the focus of interest rather than the patients themselves. The relationship between 

the patient and the doctor was thus altered by the emergence of "scientific medicine' (Hepworth, 

1999, Armstrong, 1982, Jewson, 1976) 

Society's construction of appetite loss in the early nineteenth century reflected these social 
processes. Self-starvation began to be deffied as a medical problem, reflecting the shifting social 



influence of science over religion as a dominant pamdigin (Porter, 2002). As a medical problem, 

self starvation could 'be resolved by a set of predictable empirical validation techniques, around 
the clock watches, calculations of food intake, observation and measurement of excrement and 
weighing of the body' (Brumberg, 1988a: 57). Appetite loss however, tended to be lumped together 

with other "wasting" diseases such as tuberculosis (Tolstrupp, 1990). Reports of anorexia were 

patchy (Tolstrupp, 1990) and even where a "tentative' anorexic diagnosis was appropriate, few 

such diagnoses were made (Pany4ones, 1985). From the mediaeval to the Victorian period, 
therefore, food refusal was explained either in physiological or religious terms. In 1874, for the 
fit'st time "anorexiý' was described as a mental illness. It is to a discussion of this development 

that I now tum. 

18 74-1918 - Gull's "discoverv " of anorexia nervosa 

In 1874 the term "anorexia nervosa" was coined by William Gull (Palmer, 1989). A year earlier 

the term "anorexia hysteriqu6" had been coined by the French physician Las6gue (Hepworth, 1999, 

Russell, 2000). Though Gull and Lasigue differed in respect of the emphasis they placed on 
hysteria as a component of the diagnosis, both emphasised the psychological aspects of the disorder 

(Parry-Jones, 1985). Shortly after Gull and Lasigue's "identification! ' of anorexia, several reports 

of the illness (Brumberg, 1988a) began to appear in medical literature (Parry-Jones, 1985). Many 

of these papers recommended therapy based on Gull and Las6gue's suggestions. This resembled a 

modem approach and consisted of regular observation and meals and removing the patient from 

her fitmily. 'The secret of success in treating the case was in removing the patient from her home, 

putting her under a good nurse, and using tact, encouragement, food and good morale, with very 
little medicine' (Lloyd, 1893: 276 cited in Vanderycken and Lowenkopf, 1990: 534). Between 1874- 

1918, therefore, the condition of anorexia was publicly identified and labeled. This interest in 

anorexta however, began to wane after the turn of the century. At this time, Gull and Las6gue's 

Psychological focus was replaced by a physiological or somatic emphasis. This somatic approach 

will now be discussed. 



1918-1945 The somalic gpR. Loach to anorexia 

After 1918, cases of anorexia were explained physiologically (Tolstrupp, 1990). The reasons for 

this are unclear. However, in the 1920s and 1930s there was a general resurgence in organic 
explanations for all forms of mental illness (Hepworth, 1999), of which anorexia was a rare (and, 

at the time, an "insignificant") example. As such it was subjected to the same social processes as 
other kinds of mental disorder. After 1918, extreme physical therapies (such as lobotomy) were 
used to treat insanity (Porter, 2002), and anorexics occasionally received such treatment 
(Hepworth, 1999). In the 20s, 30s and early 40s anorexia was thus regarded as a physical 
disturbance (sometimes referred to as 'Simmonds, disease, (Parry-Jones, 1985: %)). In the late 30s 

and 40s, however, Ryle (1936), Sheldon (1939) and Sheehan and Summers (1949) slowly 

reestablished an interest in the psychology of anorexia. The next section describes the manner in 

which during the post-war period, psychological interpretations of anorexia re-emerged. 

1945- 1970s The re-ememence otRsWhoýW 

Having occupied a secondary place in medical knowledge, the diagnosis of anorexia once more 
pined the physician's attention in the 1940s (Sheldon, 1939, Sheehan and Summers, 1949, 
Tolstrupp, 1990). A post war shift in emphasis from the study of schizophrenia to the study of 
neuroses heralded a new emphasis on the importance of psychology and observation in the 

nuuftement of psychiatric illness (Sheldon, 1939, Habermas, 1991). Such an emphasis echoed 
Gull and Lasdgue's approach of the late nineteenth century. In Habemias's view (199 1), the "re- 
discovery" of anorexia was largely due to the work of a single psychiatrist, Ludwig Binswanger 
(1881-1966). In describing the case of Ellen West, Binswanger's 'professional training enabled 
him-to almost re-discover anorexia by himself (Habermas, 1991: 361). By systematically 
observing her alimentary behaviour, Binswanger was persuaded that Ellen West's case was indeed 

anorexia nervosa. 

1970s onwards: "Certain& " in a multi discipling? y context 

At the same time as anorexia was rediscovered by Binswanger, there was also an explosive growth 
in "objective, rating instruments (Wing, 1980) used to measure eating disorder. This reflected a 



general trend in psychiatry whereby objective rating scales were increasingly applied. These scales 

measured symptoms using closed-ended, validated questionnaires. A number of "objective' 

anorexia scales were developed in the 1970s (Garner and Garfinkel, 1979, Garner et al, 1983b), 

largely based on criteria such as "weight phobia". (APA 1994). The social valuation of "hard" 

science at this time thus led psychiatrists to attribute highly "certain" criteria to the disorder. 

This search for certainty however belied the rich debate surrounding anorexia. Theories of anorexia 

began to proliferate in the 1970s including Bruch's (1978), and Crisp's (1995) paradigms, based 

on family theory. ýýnorexics 
were described as coming from isolated, uncommunicative and 

"enmeshed" familiesý where mothers had failed to instill self-sufficiency and independence in their 

daughters. Anorexia was thus theorised as a flight from full social and sexual maturity, largely as a 

result of poor mothering. Such mother blaming reflected what was occurring in psychiatry 

generally, where mothers were routinely identified as the source of mental disorder (Caplan, 1990, 

Mackler, 1976, Grolnick and Gurland, 2002, Wedenoja, 199 1, Ruskay-Rabinor, 1994). 

Some opposition to this mother blaming approach was evident however in the work of feminists, 

many of whom were highly critical of psychiatry's tendency to cite mothers as the cause of mental 
illness (Ruskay-Rabinor, 1994, Wedenoja, 199 1). As well as critiquing mother blaming, feminists 

also emphasised the importance of society and women's position in it, in "causing7anorexia 
(Orbach, 1993, Lawrence, 1995). Social institutions such as the beauty industry and the media 

were identified as damaging to women. Such institutions were also critiqued by psychiatrists 
(Garner et al, 1983a, Dolan et al, 1990). Multi-disciplinary explanations therefore predominated 
fiwn the 1970s. These explanations and other "historical" issues in the emergence of anorexia will 

now be analysed with reference to the sociology of knowledge. 

A ria and the Sociolo2v of Knowledme 

As indicated above, the complex historical development of specific ways of viewing self-starvation 

may be analysed with reference to the sociology of knowledge (Kuhn, 1966, Mannheim, 1952, 

Elias, 1991). The development of anorexia as a diagnosis in its current form can be explained by 

developments in the state of knowledge at a given point in time. As Kuhn (1966) explains, ideas 

come into being, are modified by social processes and thus attain a particular form. "Losing" 

theories disappear and are usually superseded by more "refimed" interpretations (Kuhn, 1966). 

7 



Like Kuhn, Mannheim (1952) argues that knowledge thus 'excludes a large number of possible 

modes of thought-and-restricts expression-to certain circumscribed possibilities' (Mannheim. 

1952: 29 1). These 'circumscribed possibilities' come to dominate the manner in which a diagnosis 

such as anorexia is-expressed. Specific interpretations of appetite loss (such as "weight phobia" in 

the twentieth century) thus become privileged. 

This process is not unilinear but complex (Mannheim: 1952). Specific theories compete, (for 

example competing somatic and psychological theories of anorexia in the 1930s), before one theory 
(the psychological) becomes dominant. 'There is scarcely a single intellectual position .. Which has 

not changed through history and which even in the present does not appear in many forms' 

(Mannheim: 1952: 69). In the twentieth century, the knowledge of natural science was privileged 
(Mannheim, 1952). Such knowledge is based on positivism which aims to establish general laws. 

Even in the natural sciences however, knowledge is 'much more varied than textbook logic would 
have us believeAffferent modes of thought are characterised in the first place by-models and these 

models differ.. We must (therefore] constantly ask ourselves how.. a given type of social situation 

gives rise to a given interpretation, (Mannheim, 1952: 71-206). 

It may be argued the "social situation" of William Gull helped to give rise to his identification of 

anorexia. Prior to Gull's definition, religious interpretations of anorexia were beginning to be 

replaced with medical ones (Brumberg, 1988a). As a result of the enlightenment in the seventeenth, 

and eighteenth centuries a social context emerged which facilitated a shift from religious to rational 

explanations (Porter, 2002, Mannheim, 1952). It was in such a context that medicine became 

institutionalised as a profession. This cuhninated in the 1858 Medical (Registration) Act, which 

specified that only those legally or duly qualified (Witz, 1992: 73) could practice medicine. By 

establishing itself as a profession medicine successfully established hegemony in defining illness in 

general and anorexia in particular. As an eminent physician working at this time (with access to 

patients, and the opportunity to publish is findingsý Gull was ideally situated to "discover" the 

illness of anorexia. Gulls definition may also be seen as a bid for prestigue, with Gull aiming in 

Hepworth's words to establish himself as a 'great.. [man]of science'. 

Gull was thus in the right social context to identify anorexia. in the nineteenth century. The social 

context in which recent ideas about anorexia have developed was described by MuTachi in 2002. 



Mizrachi argues that, since 1957, the focus in defining anorexia became concentrated mainly on 

standardised bodily symptoms (such as amenorrhoea). This was consistent with the "power base' 

of medicine, which rested on the legitimate assessment of physical illness. Dissident, holistic, 

voices, Mizrachi explains, gradually became assimilated into the psychiatric mainstream. I argue in 

this thesis that this process of standardisation and medicalisation has continued and may have led 

to inaccuracy in the way anorexia is interpreted. 

Mizrachi (and Mannheim) suggested that scientific theories change and develop over time. Like 

these researchers, glias (1991) also emphasises the historical development of knowledge. Elias 

however, stresses the centrality of language symbols. For Elias, the way in which knowledge is 

symbolically represented is central to the forms which knowledge acquires. 'There is nature there is 

culture, there is knowledge-and the all embracing symbols of language, but how they all cohere 
together is a question that is rarely asked' (Elias, 1991: 89). Knowledge is therefore not 'a 

stationary object of the natural sciences' (1991: 89), but develops over time by being symbolically 

produced through language. Since the entire social world which humans inhabit is symbolised 
through language, Elias rejected the belief that 'one fine day humans will wake up to find that they 
know the objects of knowledge independent of the fact that they are objects of human knowledge 

[themselves]' (1991: 7). For Elias, therefore, the scientist acquires knowledge as a social activity 

rather than as the result of their individual endeavours in isolation fioni the social world. 

Elias was not alone in identiýring that the acquisition of knowledge is a social process. Such an 

assertion was also made by Harding in 1991. She explains that the sciences are in 'every respect 

socially situated.. [they] are part and parcel.. of the social order from which they emerge' (199 1: 11 - 
3 7). As Harding and Elston (1997) explain, the development of technology (such as the 

microscope) moved the focus of medical investigation from the patient to the micro-organism. This, 

combined with social changes, (such as the legalization of human dissection after the reformation), 
shifted the focus from the "bedside' to the laboratory and the hospital (Jewson, 1976, Elston, 
1997). Demand for bodies to dissect promoted a case study approach. This case study model was 
ultimately applied in the "discovery" of anorexia. With the growth of scientific methodology it 

became possible to isolate the source of the illness, to standardize its diagnosis and to share this 

standardised interpretation with other clinicians. These processes of increased communication and 
competition between peers are evident in Gull and LasdVw's uncovering of anorexia. 



With the growth of standardisation and opportunMes to share findings with peers, the health of 

populations became as important a focus as the health of individuals (Armstrong, 1995,1982). 
This lead to the search for commonalties which in the case of anorexia. eventually produced the 

anorexic stereor ype. The demographic elements of the stereotype (for example the model of the 

anorexic as middle class) can be traced to this epidemiological focus, while cognitive elements 
(such as maturity fear) reflect sexist definitions of the sufferer as recalcitrant child refusing to 

grow up. It is also appropriate to ask why "fat phobia" arose as a key symptom of anorexia in the 

psychiatric model at this point in time. Society currently constructs women as vain and obsessed 
with appearance. When they reffise to eat this must be because they do not want to get fat. Hence 
"fat phobia" is a central element of the anorexic stereotype. 

Constructions of "fanininity" are therefore central to anorexic knowledge. The theory of 
knowledge advanced by Elias, however, lacked any specific commentary on the position of women. 
Elias's early work was published in the 1950s and 1960s (when women's second class status was 
taken for granteA and this may in part explain women's "invisibility" in his early research. His 
latest publication, however, first appeared in 199 1, long after women's experiences had begun to 
be integrated into mainstream sociology. Even at this time, Elias had little to say about knowledge 
in relation to women. Hepworth (1999), however addresses this shortfall by taking a feminist 

approach to the development of "anorexia7. Drawing on feminist and post-structuralist writing, 
Hepworth explains how anorexia was finally "recognised". Prevailing knowledge about women's 
disease in the nineteenth century was 'profoundly ideological' (1999: 28) and was used to construct 

women, particularly young women, as irrational and prone to conditions such as anorexia. Though 
Gull and Lasdgue's recoinmendations for therapy were comparatively progressive they continued 
to construct women as deficient and in need of supervision. Also, the treatment given to anorexics 

at the time reflected an attempt to control these women, who found themselves 'managed in a 
medical domain' (1999.3 5). 

Hepworth analysed these developments from a woman centred perspective. Other feminists have 
joined her in this enterprise. Such scholars have argued that science 'legimitates womens 
inferiority' (Elston, 1997: 25) and constructs knowledge from the male point of view (Oakley, 
1992, Webb, 1993, Belenky et al, 1986, Swingowski, 1993). People, feminists argue, have 
different standpoints depending on the gender to which they belong (Swingowski, 1993). 

10 



"Knowledge' is constructed from the standpoint of the male, a process that is exemplified in the 

construction of medical knowledge. Martin, for example (1987) describes the 'value-laden' 

descriptions of male and female reproductive organs in chnical textbooks. The penis and 

spermatozoa are described using positive words such as 'remarkable', while the menses are 
described using negative words such as 'debris'. Such gender bias may lead to the rendering of 

normal female experience, such as menstruation and childbirth, as illnesses (Martin, 1987, Oakley, 

1987, Stanworth, 1987). This process is known as "modicalisatioh" (Higgs, 2003), and is clearly 

evident in the diagnosis of psychiatric illness, (Kutchins and Kirk, 1997, Szasz, 1976, Young, 

1992), including an'orexia. Such illnesses may be a justifiable "anger response' to the conditions of 

women's lives, but are nevertheless constructed solely as maladies. One therefore wonders whether 

women are actually ill or 'merely diagnosed a such because of the discourse associating femininity 

and psychological infirmity' (Ussher, 1991: 164). 

This gender bias underpins the focus of many research studies, as well as influencing the subjects 

selected and the generation of data and theory (Harding, 199 1). 'Whoever gets to define what 

counts as a scientific problem also gets a powerful role in shaping the picture of the world that 

results from scientific research' (Harding, 1991: 70). Male "experts" have thus identified women as 

a "problem" (Ehrenreich and English, 1989) and have appealed to science to legitimate sexist 
interpretations of "women's" disorders. As a result 'truth itself has become genderized' (Fox- 

Keller, 1985: 87). As this 'unconscious mythology' is recognised however it is possible for science 
'not to be bound by such mythology' (Fox-Keller, 1985: 93). 

The feminist work produced by Harding, Ehrenreich and English has therefore highlighted the 

sexism inherent in psychiatric knowledge. In so doing, this work represents an advance over the 

work of Elias. Like Elias however, feminists identify the development of science, (and in particular 

psychiatric diagnoses) as a social phenomenon. This process has involved standardising the criteria 

applied to diagnoses such as anorexia. The social development of standardised psychiatric 
diagnoses will now be discussed. 

II 



The Sockd Developmat of Standardised Psychiatric Diagnoses 

The Search for Certaintv in Psvchiatric Dia-enoses 

Anorexia is currently constructed as a disorder of uncertain causes (Palmer, 1989). My argument 
has so far proposed that the theories that attempt to explain it have changed and evolved over time 
(Lee, 1996). In the 1970s for example, fear of maturity and social class were considered important 

(Bruch, 1978, Crisp et al, 1976) while in the 1980s the effect of adverse life events (Palmer et al, 
1990) and the use of anorexia as a strategy of control (Lawrence, 1984) were stressed. Similarly, 

the rules for making a clinical diagnosis of anorexia have been periodically revised by the clinical 
community. Today 15 per cent of body weight must be shed for the diagnosis to be made, whereas 
in the 1980s, a reduction of one quarter was required (Lee, 1996). Currently accepted 
explanations, therefore represent today's 'best buy' (Palmer, 1989: 2) in theorising anorexia, and 

will eventually be superseded by new interpretations. 

The category "anorexia nervosa" is therefore fluid and negotiable, and the criteria applied to the 
diagnosis may be contested and changed. In the construction of clinical knowledge, the process of 

modif5ring diagnostic criteria however, tends to take the form whereby old "certainties" are 

removed and substituted by new "certaintice'(Kutchms and Kirk, 1997). This process of scientific 

standardisation and legitimacy has played a pivotal role in the construction of psychiatric 
diagnoses. For general medicine (of which psychiatry is part) the development of an objective 

validated nosology began in the lVh century (Fisher, 2001, Witz, 1992, Freidson, 1970a). The 

standardistion subsequently applied to ilhiess diagnoses became a benchmark for medical treatment 

and was one of the key mechanisms through which medicine acquired public trust and 

acknowledgement. From the perspective of the psychiatric community, this process of "validating" 
diagnostic rules had the additional advantage of making psychiatric criteria more "scientific". thus 
improving psychiatry's standing in relation to other more physiological clinical specialisms 
(Mizrachi, 2002). The mechanisms by which anorexic criteria became progressively more 
"objective, and "scientific" are described by Mizrachi as follows: - 

[From the 1940s Onwards].. the growing nufnber of competing.. non-medical approaches to 

anorexia had minimal effect on the hard core somatic medicine that continued to focus its 

aftention on the physical anorexic body only-the exclusion of the anorexic mind from bio- 
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medicine's professional jurisdiction can be seen as reflecting the existing in-built structure 
within the medical profession-The challenge was how to produce standardised and 
formalised knowidege, the hallmark of scientific medicine. (2002: 467472) 

This search for standardised and formalised knowledge has continued until the present and is 
reflected in the development of "scientificalV' validated psychiatric rating instruments, such as 
the Eating Disorders Inventory (Garna et al, 1983b). The EDI is used chiefly as a research and 
screening tool, as an aid to, rather than a substitute for, the doctor's clinical judgement. It is based 
on diagnostic criteria enshrined in the "bibW' of psychiatric disorders, the Diagn2Ltiq and 
Statistical Manual (DSM), (APA, 1994). The DSM comprises "certain! 'criteria, which must be 

present for a diagnosis to be made. In the case of anorexia, the diagnosis is defined as follows: - 

A. Refusal to maintain body weight at or above a minimally normal weight for age and height 

(e. g. weight loss leading to maintenance of body weight less than 85% of that expected, or 
failure to make expected weight gain during period of growth leading to body weight less 

than 85% of that expected); 

B Intense fear of gaining weight or becoming fiLt, even though underweight; 

C. Disturbance in the way in which one's body weight or shape is experienced, undue 
influence of body weight or shape on self-evaluation, or denial of the seriousness of the 

current low body weigbt; 

In postmenarcheal fernales, amenorrhea, i. e. the absence of at least three consecutive 
menstrual cycles (a woman is considered to have amenorrhea if her periods only follow 
hormone, eg. estrqM administmtion). 

From the above criteria, we can observe that psychiatrists emphasise "fear of weight gain" as the 
sine qua non for anorexia to be diagnosed. The diagnostic rules applied to anorexia, centre almost 
entirely on "fat phobia". Two of the criteria described above (A and D) relate solely to 
physiological processes (generafly loss of weight, but also cessation of the menses), while only 
criteria B and C focus on psychological concerns. Even these psychological criteria however, 
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describe unelaborated cognitive states, where the suffere experiences intense fear of gaining 

weight or becoming fat as weH as 'disturbance in the way.. one's body weight-is experienced'. 
Where this fear or disturbance may have arisen from remains unexplored. 

Diagnostic criteria are important in medicine, since without them a correct diagnosis could not be 

made. A degree of "abstraction" is thus inevitable in the diagnostic process. Also it often 
desirable to establish diagnostic certainty. If incorrectly diagnosed, patients may experience 

significant problems, (such as incarceration). For these reasons, the positivist approach has become 

Privileged in Psychiatry and doctors internalise this approach as part of their socialisation into the 

world of medicine. Such an approach however may influence the doctor's responses to the patient 
in the illness consultation. Doctors may thus be persuaded to concentrate on the technical, at the 

expense of the personal or social aspects of the patient's condition. 

The DSM therefore searches for "ultimate truths" (Kutchins and Kirk, 1997) in diagnosing 

psychiatric disorder. As Rowe explains: - 

The DSM discusses neither cause nor cure. The whole of the DSM reflects the desire to 

pin down and to categorise the flux of human experience rather than to enter into it in the 
hope of understanding how another person perceives himself [sic] and his world. In 

psychiatry twas ever thus. In that other bible of the profession, Clinical P, the 

authors Elliot Slater and Martin Roth, great names in the pantheon of British psychiatry, 

advised their fellow psychiatrists that, 'It is the objective world in which we live and to 

which the subjective world must pay deference. It is more important to know what the 
facts are than what the patient makes of them' [Slater and Roth, 1969]. This is actually a 
claim to possess a superhuman power to know the Absolute Truth, to perceive reality 
directly, unimpeded by the interpretations which mere human beings have to make of a 
reality which is forever beyond their grasp. (I 997: xvi-xvii) 

This claim to superhuman power may lead psychiatry into prioritising its own definitions of the 

patient's problem over the sufferer's common sense experience (Bury, 1988, Kleinman, 1988, 

Mishler, 1984, Strauss et al, 1984). Many doctors, however, apply diagnostic criteria subtly to 

accommodate variation in individual cases. But even this concern for individuality takes place 
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within the context of an over-arching template, which tends to emphasise "cwtainW' and 
"ob'ectivity" and which minimises, the search for alternative (possibly social) explanations. j 

Technical criteria in the DSM-IV emphasise "fat phobia". "Fat phobia" encapsulates the emphasis 
which psychiatrists place on bodily concerns in diagnosing anorexia. A further logical question is 

whether other symptoms in the psychiatric canon are also privileged in diagnosing the illness, and 

whether these symptoms are any more helpfW and accurate than "fear of weight gain" in 

uncovering the full range of potential explanations for the disorder. While DSM-IV criteria centre 
almost entirely on iýeight, in other psychiatric fora (Lawrence, 1995, Bruch, 1973), a fiwther 

symptom has been identified as key to the causes and presentation of anorexia. This symptom is 

"fear of maturity-, wherein anorexia is described as flight from the responsibilities and 
independence of adulthood. The anorexic's mother, this symptom argues, has failed to instill a 
strong sense of self in her daughter, and has thus failed to prepare her for the demands of adult life. 
Fear of fatness and fear of maturity therefore, constitute two elements of a stereotype applied by 

clinicians to the assmnient of anorexia. A full description of this stereotype will now be presented. 

The A norexic Stereotype 

Y7w Cognitive 

"Fear of maturity" forms a pivotal element of the "anorexic stereotype". It features centrally in 

established anorexia rating instruments such as the Eating Disorders Inventory (EDI) (Garner et al, 
1983b), and together with "fear of weight pin". forms a central premise of the clinical model of 

anorexia . It 
is interesting to examine why symptoms such as "fear of maturity" and "fear of 

fatness" remain so privileged in psychiatry. I argue that this is because such criteria are the product 

of a socially negotiated process (engaged in by psychiatrists), rather than concrete manifestations 
in the objective world. In socially negotiating the diagnosis of anorexia, psychiatrists have 

"Constructed7' the typical cognitive profile of the anorexic. This thesis seeks to examine whether 
this Profile is supported by data. 

is 



The PgA! WA? Phic 

As well as stereotyping the anorexic's cognitive state, clinicians have also tended to stereot)W the 
demographic profile of the anorexic. She is frequently presented as a middle class youngster, 
(Morgan and Russell, 1975), with good educational qualifications (Hamburg and Herzog, 1985), 

and it is sometimes suggested that she will live in a big city (Nadoka et al, 1996). A key element of 

the anorexic stereotype concerns the age of the typical sufferer. Anorexics are usually reported to 

be very young women (Halmi et al 1979). In addition, they are ahnost exclusively depicted as 
female (Robinson; ind Holden, 1986). Since the earliest commentaries on the disorder were 

published (Bruch, 1978), this stereo" of the anorexic has persistedL (Lucas et at, 1988, Hoek 

and Brook, 1985, Azurna and Henmi, 1982, Crisp et al, 1976, Morgan and Russell, 1975). In 

addition, anorexics have been described as obedient adolescents who excel academically (Hoek and 
Brook, 1985, Eagles et al, 1990). Anorexics are thus presented as educationally successful, 

consistent with the model of the sufterar as a studious, dutiful, but educationally pressurised young 

Woman. 

The Social Nature of Psychiatric Criteria 

Like all knowledge, the criteria used to defme anorexia are inseparable from the society in which 
they develop. As society changes so also do the criteria. Such an analysis integrates the 
individual's experience of ill health with the wider society from which that individual comes. 
Psychiatry conversely, tends to remove suffering from the social contma in which it occurs. In so 
doing it pursues a 'reductionist biological discourse uncritically' (Lee, 1996: 22). This 'reductionist 
discourse' leads psychiatry to search for closed ended "certain" criteria. These criteria, however, 

are modified over time, to reflect the prevailing values of successive social moments. 

Psychiatrists however tend to be reluctant to engage with an appraisal of this social construction of 
disease categories (Hepworth, 1999) and have largely failed to examine the process by which 
specific diagnostic criteria are socially negotiated. This should not altogether surprise us. Such a 
situation may be observed in any discipline. Sociology for example, as well as medicine, also has 
its own knowledge base, which it defends vigorously. The sociological perspective privileges social 
explanations, for example, while declaring "natural" explanations invalid (Elston, 1997). 
Sociologists are thus apt to criticise scientific "essentialism! ' in others, while adopting social 
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essentialism in their own work (Woolgar, 1988). The sociologist's critique of science is therefore 
just as socially situated as the scientific knowledge it criticises 

It is important to acknowledge that my own perspective is itself infbrmed by this very sociological 

essentialism and it is important that the reader is aware of this. The critiquing of my own 

epistemology whi1e simultaneously applying such epistemology, however, is a bit like trying to 
cpush a bus which one is riding '(Berger mW Luckniann, 1966: 25). Nevertheless if one is to be 

reflexive in one's own approach it is important to show awareness of one's own inconsistencies and 

contradictions. Wile pointing out the pitfalls of scientific essentialism we must remain reflexive 

about our own position, and allow the reader to evaluate our findings in light of this. If we are 
honest and reflexive about our own essentialism, our critique of other forms of essentialism will be 

all the more valid. 

Towards a Feminist and Sociological Analysis ofA norexia 

Building on existing sociological work (Locker, 2003,1983, MacSween, 1993, Bury, 1988, 

Kleimnan, 1988, Mishler, 1984, Strauss et al, 1984), this thesis offers a sociological and feminist 

analysis of anorexia nervosa. Both perspectives have themselves emerged as forms of knowledge 

over the past 150 years, and one should be wary of implying that such approaches are especially 

qualified to judge the merits of psychiatry. Nevertheless these are the perspectives I have selected 

as they reflect my own theoretical orientation as well as "uncovering" the development of "anorexic 

knowledge". The felminist approach uncovers the male-defined nature of such knowledge (Harding, 

1991, Fox-Keller, 1985), while the sociological approach identifies how diagnoses are socially 

produced (Helman, 2000, Kleinman, 1988, Bury, 1988). Such approaches thus accommodate an 

appraisal of the causes as well as the presentation of the disorder. In this way the thesis will avoid 

the "easy answers" put forward in the DSM model of the fat phobic anorexic. 

DSM-IV is a basic template to which doctors are taught to adhere when making a diagnosis. Its 

criteria, as clinicians readily acknowledge, represent a basic minimum, which the patient must 

exhibit to be diagnosed with the disorder. As such, DSM criteria may be considered as the basic 

Symptoms of anorexia nervosa. On top of this, doctors are also taught to consider broad 

underlying causes, emphasising personality, family background, fear of maturity, self-esteem, class 

and educational level (Bruch, 1978, Crisp, 1995, Crisp et al, 1976). Doctors themselves are 
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therefore well aware of the distinction between basic minimum symptoms and the broader 

underlying causes of anorada. Nevertheless, clinical descriptions of causes as well as symptom 
tend to be presented with a high degree of certainty (see Crisp, 1995, for example). 

In a thesis such as this, it is important to examine the distinction between symptoms and causes. It 

'nay be argued that in anorem there is an extensive overlap between the two. For example, if we 
take the key symptom of control - i. e. the contention that anorexia manifests as a profound desire 

to exercise control over eating, we notice that this symptom is also a cause of the illness - the 

sufferer becomes ift because she wishes to control food (the symptoni) to offset a lack of control in 

other areas of her life (the cause). In the following thesis there may thus be some overlap in my 
discussion of symptoms and causes. This is inevitableý given the organic link between symptoms 

and causes in an illness such as anorexia. 

If anorexia is about loss of control, then the c(xnplex social context in which loss of control occurs 

needs to be analysed. This may be achieved by adopting a feminist approach. The social 
debasement which women experience - through e. g. discrimination at work, domestic violence, and 

sexual exploitation - and the loss of control attendant on such experiences are incorporated in a 
feminist analysis of anorexia. Feminism thus facilitates an analysis of anorexia that includes an 

appraisal of women's disempowerment. It emphasises the social experiences of unequal pay, 
inequality in the family, and the unequal and objectified representation of women's bodies in the 

media. By deploying such an analysis we can appraise not only the psychological presentation of 

anorexia, but also the social causes which contribute to the development of the illness. 

It is important to acknowledge that it is not only physicians who have developed a stereotype of the 

anorexic. A feminist approach is used in this thesis, but such an approach is not faultless. 

Feminists themselves have produced an archetype which constructs the sufferer as a political 

protester reacting against society's oppression of women (Orbach, 1993, MacSween, 1993, 

Hepworth, 1999). The feminist stereotype however, is arguably less powerful than the clinical 
model and its impact has been largely restricted to academic circles. The medical stereotype, 

conversely, has pervaded public consciousness and the media, as well as the clinical setting. For 

this reason, the priority of sociology must be to deconstruct and dieorise the clinical stereotype. 
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It is also important to mention one area that this thesis does not propose to discuss. It does not 

propose to analyse patient testimony fi-om a psychoanalytical perspective. The project identifies the 

manner in which anorexia is constructed as a social entity. As a result, the thesis avoids appraising 

patient testimonies from a purely psychological point of view, focusing instead on aspects of these 

testimonies which are of sociok)gical interest. The thesis does not therefore contain 

psychoanalytical evaluations, and makes no reference to neo-psychoanalytical perspectives, such as 

psychoanalytical feminism. 

The Stoty of the Anorexk Stereogype. - A Sunwamy 

To summarise the issues described so far, the chapter has argued that over the centuries, medicine 
has constructed an archetype of anorexia, influenced by the predominance of specific psychiatric 

approaches at a given time. In the nineteenth century, with the growth of scientific medicine, the 

case study approach allowed anomda to be identified as an illness. Subsequent developments in 

psychiatric knowledge changed the manner in which anorexia was understood, culminating in the 

standardised (though simultaneously multi-disciplinary) approaches in place today. Currently, 

anorexia is viewed in stereotypical terms. The anorexic stereotype concerns the symptoms 

associated with anorexia and the type of parson who develops it. With regards to the symptoms 

associated with the disorder, medicine privileges fear of fatness and fear of maturity. In relation to 

the type of person who develops the disease, medicine suggests that the anorexic is typically a 

young, middle-class, high achiever, possibly firom a big city. 

The current chapter has discussed the social production of "anorexic knowledge'. The production 

of anorexic; knowledge has resulted in the creation of labels (such as "fat phobic") which are 

applied to the anorexic patient. In the next chapter, the labeling of anorexic patierits is 

discussed with reference to research from the field of chronic illness. Chapter Two therefore 

analyses the experience of anorexia as a long-term disorder. The chapter begins however, with a 
discussion of what we cuffently know about food, eating, diet, the body and anorexia. It is to a 
discussion of dme issues that I now turn. 
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Chapter 2 

A Review of Sociological Literature in the area of 
Food, Eating and Anorexia 

In&oduction 

In this chapter sociological literature in the area of food, eating, and anorexia, is discussed. Given 

the central symbolic signfficance of food (and food avoidance) to the anorexic, the chapter focuses 
initiafly on the sociology of food. ft then explores the subject of eating, particularly in relation to 
the differences in eating behaviour between men and women. Dieting is subsequently discussed 

and (since people diet to alter the shape of their bodies), a brief discussion of the sociology of the 
body follows. 

The second half of the chapter focuses entirely on the subject of anorexia. Anorexia is discussed 

with reference to current feminist and sociological theory. More specifically however, it is 
discussed in the context of the sociology of chronic illness. Anorexia is a long-term disorder and 
insights from research into chronic illness can usefidly be applied to its study. Such research 
suggests that certain diagnoses may symbolise certain things to the sufferer. Anorexia may 
symbolise that sufferers have a serious psychiatric disorder. Also of key symbolic value to the 

anorexic is the issue of food. 

Food 

Research into the sociology of food has markedly increased in recent years (Warde, 1997, Mennell, 
1996, Germov and Williams, 2004, Lupton, 1996a) suggesting that the study of food in sociology 
has "come of age". It is appropriate to ask why the discipline has only recently become a focus of 
research in sociology. Mennell (2004) argues that the ascendancy of the discipline can be explained 
as a result of the gains of feminism-- 

For most of the twentieth century the prestigious topics tended to be stratification and class 
inequality, politics and power, industrial organisation and bureaucracy. All were in some 
sense masculine concerns. The inequality between the sexes was taken for granted, while 
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that between social strata was not: work was mainly a man's world, the home and the 

kitchen a woman's (2004: vi). 

As women's concerns began to be accorded equal status, the study of food became established in 

sociology (Mennell, 2004). Food, however was always a focus of interest to anthropologists 
(Douglas, 1972). This interest may have reflected a paternalistic assumption that "primitiv6" 

societies rest on -simple' structures such as food exchange, while the social organisation of 
"advanced" societies was more complex. But the key reason for the rise in the study of food 

nevertheless appears to be the 'profound effect' which feminism 'undoubtedly had on the 

sociological enterprise as a whole' (Mennell, 2004: vi). Such a development, however, does not tell 

the whole swry. The success of the sociology of food was also the result of a shift in sociological 
focus from the 'primacy of production to the primacy of consumption' (Mennell, 2004: vi). Issues 

such as Uwe and lifestyle in the area of food, (and in other areas), now became a focus in 

sociology (Bourdieu, 1994). Giddens (199 1), for example, explains that people use the lifestyle 

they adopt to establish a self-identity which they communicate to others. Taste in food is a key 

element of this identity. 

Food is also of intense symbolic significance to the anorexic who structures her life around its 

avoidance. It is thus important in this thesis to assess food's symbolic nature and an exposition of 

this issue will now be offered. 

The! Elmbolic Position otFood 

Atkinson emphasises food's symbolic ffinction. 'There are ... a number of symbolic or semantic 

spaces that seem particularly well demarcated by the concrete representation of food stuffs' 

(1983: 11). Atkinson discusses symbolism with particular reference to the wholesome and natural 

image of healthfoods, but it is in Twigg's (1983) discussion of meat and vegetarianism that food 

symbolism is most closely examined. At the time Twigg was writing, meat was the most highly 

Prized of food, the centre, around which a meal is based, a metonym for food itself The most 

valued meat was red meat whose power was derived from associations with strength, muscle, 

aggression, passion and sexuality. Red meat enjoyed this symbolism partly because of its 
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association with blood- which is itself of intense symbolic significance, denoting iný and 
signifying pamonal charactaistics such as hot or noble blood. 

The symbolism of blood and its association with meat exemplifies food's semiotic significance. 
Such symbolism allows food to act as an integrating mechanism. Drinks, for example may be 

shared with workmen, but meals are given only to family and friends. Social occasions, as 
Douglas, (1972), explains, are encoded by the type of food consumed. Meals are ordered in a scale 
of ffnportance, from Christmas and Sunday dinners at the highest end of the hierarchy to tea and 
biscuits at the bottým (Charles and Kerr, 1989). This formal ordering of meals reflects the 
increased social patterning and control required in eating. Elias (1978) thus described the social 
evolution of certam forms of table manners which constructed certain activities as normal (e. g. 
eating with a knife and fork) and other, hitherto widely practiced, activities (e. g. eating with the 
hands, or "throwing food", etc. ) as unacceptable. 

Table manners and the scheduling of specific ineals (e. g. Sunday dinner) at specific times are all 

mechanisms through which an "ideal" of family life is structured. This ideal, described as 'family 

ideology' by Charles and Kerr (1988: 17) is underpinned by the social roles each family member 

occupies. The provision of food, clearly identified as the woman's task, can viewed as a symbol of 

relations of power and subordination existing in the family. 

A key aspect of a woman's obligation to her family is to provide a 'proper meal' for her husband 

and children (Charles and Kerr, 1988: 17). The 'proper meal' usually of meat, potatoes and 
vegetables (or other foods in ethnic minority groups, (Bush et al, 1999)), is 'constitutive of the 
family as a cohesive social unit' (Charles and Kerr, 1988: 21). Where a mother fails to provide 
6 Proper meals' she is not a proper mother and her family is not a proper family. Perhaps 

unsurprisingly, women feel pressurised into preparing 'proper meals' (Charles and Kerr, 1988). 

Nowadays its is often suggested that the "proper" meal is in decline, and has been replaced by an 
6 empire of snacks' (Fischler, 1980: 946). 'Microwave ovens, TV dinners, etc. makes it relatively 
easy for anyone, regardless of culinary skill, to get a meal, or a substitute for a meal, at irregular 

times', (Warde, 1997-71). While this trend has certainly increased in recent decades (Fischler, 
1980: 9461 it is imporhint to emphasise, that proper meals are still provided on a regular basis 
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(Warde, 1997). TV dinners are inferior in flavour to freshly cooked food and nubition experts 

criticise "convenience' eating (Royal College of Physicians, 2004, Health Education Council, 

1983). Also, restaurant meals are viewed as weekly treats that provide no more than a temporary 

respite from the routine of cooking (Warde, 1997). Quick, convenient meals have yet to replace the 

proper meal and it is appropriate to ask why. 

The majority of women studied by Charles and Kerr (1988) and Warde (1997) continued to 

prepare proper meals regardless of the cost to themselves in terms of time. These women were very 
aware of the expreisive nature of food provision. In preparing food for their families these women 
were saying, "I love you". Warde (1997) suggests that the linking of food with the expression of 
love, while being something women may take pride in, nevertheless increases the subordination of 

women in the home and in society. By constructing women's role as one of servicing the family 

(with those falling short in this task presumably not loving their husbands and children), women's 

subordination is thus reinforced. 

Means exist for reducing time spent on domestic food production-A diet exclusively 

comprised of packaged and prepared foods from the supermarket ... would save time and 

effort. At a price all meals could be purchased ready-made in restaurants: the early 
fixninist vision of the kitchenless home is now a viable commercial alternative. However it 

is unlikely that such alternatives ... would be generally acceptable-there is something 

suspicious or improper about convenience food (Warde, 1997: 131-152). 

Women's magazines (Warde, 1997) therefore suggest that "convenience can be attained by 

"spreading the loadý (preparing food at a more leisurely time and freezing) not because women 

lack the skill but because they have other even more pressing things to do. In Warde's study of 

magazines, storage tips were emphasised in the recipe columns, but the expectation was always 

that women would cook fresh food, if not from scratch, then from food they had prepared earlier 
'thus suggesting that care and convenience might be reconciled', (1997: 136). 

Women therefore balance the provision of care (in the form of freshly cooked food) with the time 
demands of other equally pressing activities (such as earning money for the family). The cooking 

suggestions made in recipe columns (e. g. partial cooking and freezing when time permits) indicate 
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that women try assiduously to provide as much care as possible in the time available. 'Although 

almost all household foods are now bought, the tmnsformation of groceries into meals often 

requires considerable time, effort and skill ... despite the enormous application of technology to the 
home, the amount of domestic work that women have to do seem not to decrease', (Warde, 
1997: 126). Home cooked lunches and breakfasts may have declined, but the proper meaL prepared 
in the evening, (Warde, 1997) continues to form a key mechanism around which the routines of 
family life are structured. 

Nevertheless, it is ýndeniable that "convenience foods are widely used (Fischler, 1980). Mennell 
however, suggests that this may have done little to save women time. Rather the effect has been to 

put a more varied range of food items within the reach of the "ordinary housewife, thus markedly 
improving the nation's diet. Such foods so often seen as undermining cookery skills and traditions, 
have also played a vital part in committing 'housewives to be more adventurous and varied in their 

cooking', (1996: 261). 

Ritzer, (1996) also notes the increased choice offered by convenience food. 'People', Ritzer 

explains, 'can readily extract a wide range of ingredients [from the fteezer] when needed' 
(1996: 52). But few would deny that even where "efficient" pre-packaged pastry or frozen peas are 

used, the process of putting a meal on the table for a family of four after a hard day's work is an 
onerous task, and one almost always performed by women (Charles and Kerr, 1988). 

Food - The Division of Labour in the Household 

Sociological studies have therefore found that domestic work, including food provision, is 

Overwhelmingly performed by women (Warde, 1997, Oakley, 1976). Some sociologists (Warde 

and Heatherington, 1994) argue that today men do more housework than their fathers, but 

nevertheless women continue to do significantly more than men. Because women perform most 
fOOd Preparation, the social patterning accompanying the provision of food has particular relevance 
for the social Organisation of women's lives. DeVault (1991) suggests that such work produces the 
"life Of the groue, while simukaneously confining women to a subordinate role. Warde however 

suggests that this arrangement now makes men feel guilty. 'A hard pressed housewife [however] 

might get little comfort from the fact that her husband now feels guilty about his limited 
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contribution. Nevertheless it confirms that the stereotypical response of an earlier generation of 

men.. is now very much a minority opinion, (1997: 144). 

Food as a site o L 

The role of providing "proper meals! 'therefore falls to women. A refusal to cat such food, on the 

part of the anorexic; daughter, is a powerfid fbm of protest- a disintegrating strategy that strikes at 
the heart of family life. Food may therefore be used as a way of expressing conflict. The focus on 
food as a site of cc6flict was analysed by Ellis (1983). Ellis illustrates the importance of food as 
symbolic of the relationships within violent families. For violent men 'the women's role in meal 

provision is a symbolic as well as material task' (Ellis, 1983: 164). In other words, meal provision 
is part of the contract to which the battered wife acceded when she agreed to marry. Burgoyne and 
Clark's (1983) discussion of step-families also describes how food is used as a site of conflict. 
Step-children are reported as criticising the food provided by their step-parent as a method of 
focusing personal dislike. 

Just as food is symbolic of family life (and its breakdown), the regular provision of meals: is seen 

as an occasion where all members of the family can be together. Food provides not only a link 

between family members, but is also indicative of the link between the natural and the sodial. 
Indeed so fwWarnental is the link between food and the social world that food is often used as a 

metaphor for society. Health foods, for example, with their emphasis on wholesome values and an 

outdoor lifestyle, may be seen to symbolise an alternative method of social organisation (Atkinson, 

1983), based on clean living, regular habits, and a moral approach to society. 

Food- the Boodaa between Nature and Culture 

Food mediates between nature and culture. It can be seen as a metaphor for the 'many different 

ways in which the worlds of culture - of meanings, values and human work- are created and 

sustained in the face of an alien, non-human universe, (Atkinson, 1983: 11) Quoting Levi Strauss, 

Atkinson explains, 'we cook to demonstrate that we are civilised men [sic] and not animals' 
(Atkinson, 1983: 11). Similarly, Twigg (1983) explains that cooking is an essential variablee in the 
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meat basW food hierarchy. Tearing at raw flesh with one's tedh is an image of horror suitable to 

monsters and the semi human' (1983: 25). 

Cooking therefore, is a cultural process, transforming raw material from nature into culture 
(Lupton, 1996a). When we consume food, Lupton explains, we consume the cultural universe 
(I 996a: 16). Cooked food is a linking substaim between the two worlds of nature and society, 'the 

human and the natural, the outside and the inside' (Lupton, 1996a: 17). Sharing a meal is therefore 

a central integrating mechanism in both 'Primitive' and modern societies. The social structure is 

unified and lubricaied through partaking of food, and the cultural importance of eating is highly 

significant. 

Food as a Moral Issue 

The emphasis on right and wrong choices in relation to food highlights the underlying moral 
dimension associated with food and eating Atkinson suggests that health foods convey the 

Message that social order and personal virtue can be eaten-their purchase is thus portrayed as a 

morally desirable act, (Atkinson, 1983: 16). Atkinson also explains that specific food practices 
have moral underpinnings. Vegetarian philosophy, for example, focuses on both animal welfare 

and on the welfare of the environment. This is particularly relevant in relation to the expense of 

meat production, where the immorality of animal exploitation is related to the immorality of 

exploiting the third world (Atkinson, 1983). 

This propensity for investing food with moral significance was also evident in Blaxter and 
Paterson's (1983) discussion of food meanings across two generations in Scotland- Good oods in f 

the view of the older generation, were 'prep" in basic ways by boiling or baking, and never 

tinned or highly processed' (1983: 96). Such careful preparation of food would suggest that an 

equal amount of care and ceremony might be applied when the food is eaten. Considerations 

governing how people eat are central to a thesis on anorexia and sociological research in this area 

will now be described. 
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Eadmg 

In any thesis which discusses anorexia, it is appropriate to examine sociological research in the 
area of eating. Elias (1978) explains that, as society became more affluent and complex, table 
manners became more formal and refined. The gorging, belching and spitting of the mediaeval 
banquet was thus replaced by socially patterned behaviour, reflecting a more complex society. In 
the medieval period, the normal experience was one of subsistence and famine. By the seventeenth 
and eighteenth centuries food supplies were secured as a result of state formation, pacification and 
trmle, allowing eveý poor people to occasionally cat well: 

Once food supplies were more plentiful and reliable the aristocratic "blow out" stopped. 
This means of asserting distance between themselves and the upstarts immediately beneath 

them in the social hierarchy reached its physical limit. Groaning boards became vulgar, 
ever more elaborate concoctions the height of good taste. More internalised self control 
became valued. This was eventually reflected in the social disapproval of obesity-and, for 
females especially, the social pressure towards self-restraint and ever thinner body images 
has been associated with a rising incidence of eating disorders. (Mennell et al, 1994: 17) 

With the growing security of food supplies, a discerning palate, (rather than a voracious appetite) 
became the mark of nobility. The most modem expression of this development is nouvelle cuisine. 
Such cuisine, with its 'huge cost, minimal food and emphasis on decoration is [therefore] 

cOnspicuous waste' (Wardle, 1997: 104). 

It is not only in the area of etiquette that specific groups apply rules to eating. With regard to the 

amount of food consumed men and women behave differently. Williams and Germov (2004) 

explain that because society values diinness, women, s eating patterns are often governed by the 
desire to remain thin. Women and men thus cat in a different way. Researchers have identified 

specific gender patterns in eating (Williams and Germov, 2004) and have described the 
contradictory orientation which women have towards food, (Williams and Germov, 2004). These 

contradictions relate particularly to women's perception of their bodies, but also to their role as 
fOOd Providers (Lawrence, 1995). As indicated in the previous section, women often consider meal 
provision to be their responsibility and may prioritise the nutritional needs of others over their own. 
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As a resuk to care for others and to maintain a slender body, women may be permanently 
conscious of a need to suppress their own appetites. 

Mennell explains that appetite and hunger may be regarded as two separate entities. Hunger is 
biological. It is a bodily function which alerts humans to the need to "re-fuel" by consuming food. 
Appetite however may be viewed as psychological and social 'We tend to think of hunger, appetite 
and eating as directly linked in a simple chain of causak.. fbut this] omits the internal processes 
though which a person constitutes his [sic) act', (Mennell, 1996: 21). These internal processes (e. g. 
fear of weight gainj) may influence the manner in which a person eats. The social constitution of 
appetite may therefore cause eating to be set at a particular level to ensure a socially desirable 
body. Mennell calls this sociatly constructed appetite an "appestat". For women, "appestats" are 
likely to be set at low. Historically however, appestats may have been set at high, as larger figures 

were acceptable and the consumption of huge amounts (as a respite from famine) was encouraged. 

When food and money are scarce., this will undoubtedly affect the amount and type of food eaten. 
Conversely, for more affluent groups a wider variety of food is available. Nouvelle cuisine 
provides an example by which diflerences in eating may be used by certain classes to distinguish 

themselves from those they consider inferior, and an appraisal of class and eating will now be 

offered. 

Eating and clays 

Several sociologists have examined the issue of class differences in eating (Mennell, 1996, 
Bourdieu, 1994, Warde, 1997). Warde acknowledges the existence of social differences suggesting 
that: - 

a good deal of social difference .. can be appreciated simply in terms of income and 

expenditure .. richer households spend much more money in absolute terms than do poorer 
households, while that constitutes a significantly smaller proportion of their total 

expemliture (1997: 124) 
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Class distinction in the area of food was described by Bourdieu (1984,1994). Bourdieu identified 

the extent to which tastes in food are divided along class lines. The middle class am not only richer 
but also claim that they are culturally superior, (and therein lies their power). Among the working 

class, Bourdieu observed the 'taste of necessity.. produced by conditions of existence that rule out 
all alternatives .. and leave no choice but the taste for the necoessary' (1994: 179). In Bourdieu's 

view working class people have no choice and hence no taste. Were they to be given the choice, 
however, their taste would quickly develop. 

The link between social class (particularly income) and food provision has also been anphasised 
by Charles and Kerr (1988). Women in higher social classes are much more likely to prioritise the 

goodness of food, while those from lower socio, economic groups are understandably concerned 

with cost. The differences between "working" and "middle class eating has frequently been noted 
by sociologists (Warde, 1997, Graham, 1984 ). Warde (1997), for example, suggests even though 
food is now more varied, class differences in food persist. However Mennell (1996) argues that 

these differences are diminishing, with middle class tastes permeating all social groups. 

It is hard however, to ffindamentally change eating behaviour (Warde, 1997). While fitmilies often 

eat "exotic" food for a changeý 11raditional" foods nevertheless make up most of their diet 

(Ilmonen, 199 1, Warde, 1997). Indeed television cooks such as Gary Rhodes (200 1) and Anthony 

Worrall-Thompson (2003) emphasise the wholesomeness and palatability of "traditional" British 

fbod, which they encode as symbolic of an earlier and better social order. What is perceived as 
traditional may be created by the media, and dishes so designated have become very heterogeneous 

(Warde, 1997). 'Behind invented tradition', Warde explains, 'lurks the imagined community a site 

of social group membership that promise collective security and group identity', (1997: 66). In most 

of Warde! s Manchester sample women preferred to serve"traditional" food as a 'comforting 

antidote to-innovation' (1997: 66). With so much choice nowadays, individuals may not be 

confident about what to select (Fischler, 1980) and may wish to find some certainties to "cling to". 
This certainty may be found in traditional food. 

In summary, Warde supports Bourdieu's suggestion of distinction between middle and working 
class, while Mennell believes that contrasts between clasm and the way they cat are "diminishing! ' 

with an increasing variety of food is now available to everyone. In view of this, it might be 

supposed that the food habits of the middle and working class are beginning to converge in the area 
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of food consumption. in the area of food restriction also, it is possible that working class and 
middle class behaviour is converging, with dun bodies increasingly being viewed by all classes as 
desirable (Gard and Freeman, 1996). While dieting behaviour between classes may be converging 
however, attitudes to dieting between men and women are sharply differentiated. In relation to 

gender, dieting behaviour is clearly organised on sex specific Imes (Williams and Germov, 2004) 

and a discussion of dieting, particularly in relation to wonien, is now premmted. 

Dieting 

As indicated earlier, to achieve a sociaRy acceptable body shape, women eat in a diffemt way to 
men. As Williams and Germov explain, 'gendered eating behaviour is epitomised by the sexual 
division of dieting. Dieting is primarily a female act' (2004: 340). For this reason (and also 
because this is a thesis about anorexia) it is appropriate to discuss dieting at this point in the thesis. 
Researchers have suggested that dieting may be a permiumt occupation for many women 
(Lawrence, 1995, Orbach, 1993, Bordo, 1993, Williams and Germov, 2004) resulting in 'a lifelong 
"tug of war" with food' (Williams and Germov, 2004: 339). Women's eating is therefore mediated 
by social images of the desirable body and consequently many women's relationship to food is 

characterised by guilt, self-denial and despair. Studies have indicated that many women are 

unhappy with their weight (Lawrence, 1995, Orbach, 1993) and the number of young women 
currently on a diet has been estimated to be as high as 50% (Williams and Gerrmov, 2004). As 
Williams and Germov explain however, more women than men are within their healthy weight 
range, and women therefore have fewer health reasons for dieting than men. 

It is therefore appropriate to ask why women continue to diet. As Orbach (1993) and Bordo (1993) 
indicate, the slimming, fashion and beauty industries create an unrealistic ideal to which women are 
taught to aspire. Such an ideal may be impossible to attain, and consequently the demand for 
dieting and beauty products which promise success is infinite. Some researchers however (Bordo, 
1993) suggest that women may pursue this ideal for positive reasons (see page 32). For these 
Women, the attaimnent of the ideal body may be a source of pleasure and empowerment. 
Nevertheless, dieting remains a predominantly fanale activity in which food denial and weight 
monitoring may become a way of life. As Williams and Germov explain 'A sexual division of 
dieting exists, (2004: 360) in which those on a diet are usually women. 
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Dieting may become so central to women that it may begin to resemble a military campaign. As 
Warde explains: - 

People adopt dietary programmes from books and magazines. They Doin clubs], count 
calories-display charts-weigh themselves on bathroom scales regularly. They use tape 

measures or waistbands Ao detect alterations in size. They enter upon crash diets .. [and) 

the vocabulary of war is never fhr distant (Warde, 1997: 94). 

Warde is correct in his assertion that 'the vocabulary of war is never far distant'. A recent 
it sliznfast" advertising campaign from 2004 featured four bikini clad models striking a determined 

pose, with a legend reading "we will fight them on the beaches! ', (in reference to slimmer women 

with whom the models needed to compete). Similarly, in the 1980s, the low calorie crispbread 
company "Ryvita" coined the term "the inchwar". This battleground n=tality is part of an 

ongoing campaign to mould the body into a superthin identity. 

Concern with slimming and weight control is now cominonplace in women's magazines (Warde, 

1997), where low fat recipes are now listed as a matter of course, While the sale of healthy 

foodstuffs has increased (Warde, 1997), so also has the sale of unhealthy, indulgent treats such as 

chocolate. Such an "antimony" between self-denial and hedonism is logical. 'As You master the 
flesh, you also need respite from the asceticism', (Warde, 1997: 92). Such respite increases 'guilt, 

concern, [and] self measurement', (1997: 92), thus setting the process of self, ni indulgenceand -de al 
self-denial in train once more. Women worry about how much food they eat because of how this 

will make their bodies look. Since food intake is regulated by women in order to mould their 
bodies, it is now appropriate to briefly discuss the sociology of body. 

The Body 

As Germov and Williams explain, 'regimes of bodily controL particularly in the regulation of food 

intake are now common features of Western culture' (2004: 336). Germov and Williams refer to 

such regimes as 'healftsm, an ideology that views health as the primary human goal' (2004-336). 
Much research has shown that chubby, fkt and especially obese bodies am socially viewed in 
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highly negative terms (Fabricatore and Wadden, 2004, Annis et al, 2003, Brownwell and Fairburn, 

1995). Such bodies are equated with lack of control, sloth, loneliness and even immorality 
(Fabricatore and Walden, 2004). In Western society the ideal body is thin. This ideal, initially 

reflected in the boyish figure of the 1920s flapper (Lawrence, 1995) was later superseded by a 
more voluptuous stereatype exemplified by Marilyn Monroe (Lawrence, 1995). In thel960s 
however the thin ideal (reflected in the figures of models like Twiggy) became fully established and 
the ideal body has since become thinner and thinner (Lawrence, 1995, Garner et al, 1980). 

In patriarchal soci; Ay, the shape of women's bodies is therefore a public matter. A patriarchal 
imperative exhorts women to achieve a thin body. Such an ideal represents an attempt to control 
the bodies of women. In earlier centuries, such control was physical (Williams and Germov, 2004). 

Women wore constructive garments, such as corsets and long skirts, and their bodies were 

prohibited from entering certain social spaces. Nowadays the control is internal. It is 'exercised 

-through the internalisation of the thin ideal' (Williams and Germov, 2004: 346). Some sociologists 
though, have stressed that women are not simply "passive dopes" responding to patriarchal 
pressures (Bordo, 1993). in striving for a thin, toned body, women are using their own agency to 

achieve an image which is a source of pleasure and pride. 'It is women themselves who practice 
this discipline on and against their own bodies ... This self-surveillance is a form of obedience to 

patriarchy' (Wearing, 1996: 88, cited in Williams and Germov, 2004: 34 1), but one where women 
discern advantages in their willingness to conform. 'Discipline [therefore] becomes individualised 

and internalised' (Warde, 1997: 93). Of course there is external pressure to be slim but nevertheless 
'this remains more a matter of self discipline than state intervention', (Warde, 1997: 93). 

Dieting and the pursuit of the thin ideal can thus be viewed as a rational response by 

women striving for acceptance in the context of the dominant ideals of beauty, sexuality 

and femininity. The internalisation of patriarchal norms explain the active role women play 
in Perpetuating the thin ideal.. Women police their own bodies and the bodies of other 

women in a system of surveillance-this process of women's body monitoring [may be 
described]as the "body panopticon" effect (Williams and Germov, 2004: 355-356) 

Sociologists who stress the importance "body panopticism" and "self-surveillance' are largely 

from the post structuralist school (Foucault, 1979, Bordo, 1993). Post-structuralists are especially 
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concerned with the effects of power on the body. For this reason "embodiment" is central to the 

post-structuralist position. Foucault, arguably the founder of post-structuralism, has placed the 
body at the centre of his work. The body, Foucault tells us, is 'directly involved in a political field; 

power relations have an immediate hold upon it; they invest it, mark it, train it, torture it, force it to 

cwry out tasks, to perform ceremonies, to emit signs' (Foucault, 1979: 25). These relations of 

power permeate through to the micro-elements of society. The formation of this power is dynamic. 

It is dispersed through network of relations permanently in flux. This "mechanics of power" 
defines: - 

how one may have a hold over others' bodies, not onty so that dm may do what one 

wishes, but so that d" may operate as one wishes, with the techniques, the speed and the 

efficiency that one determines. (Foucaultý 1979: 138) 

The body, Foucault explains, is historically constituted. Under capitalism it has become the focus 

of numerous Powerful agenciesý namely medicine, the social survey and the beauty and fitness 

industry. This has given rise to the system of surveillance, referred to as panopticism (see above). 
Like Foucault, Lupton (1994) also views the body as a social construction, affected by 'discursive 

processes and power struggles' (1994: 20). The human body, Lupton explains, has a history- it has 

been represented diffemtly at different times wW is treated differently and lived differentlý. Such 

issues have become important in sociology, where the sociology of the body is currently very much 
in vogue. Embodiment, however, is of only peripheral relevance to the current thesis. This may 

appear Paradoxical, as, at first glance, anorexia is a bodily disorder. However, I am concerned with 
knowledge in relation to psychological, rather than bodily, constructs. These constructs include 

obsessionalism and control, symptoms which are not centrally located in the body. Though I also 
discuss weight phobia (a bodily symptom), I argue that psychiatry places a disproportionate 

emphasis on this symptom. For this reason I have n-tinimized my own focus on the sociology of the 

body, Preferring to concentrate instead on the discursive construction of knowledge surrounding 
anorexia. Since the concept of anorexia, is so central to the research described in this thesis, a 
discussion of sociological understanding in the area of anorexia will now be offered. 
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Alsorcda 

This is a thesis on the subject of anorexia. and therefore it is important to discuss anorexia as part 
of this literature review. Anorexia is usually estimated to affect about I% of women (Hepworth, 
2004), and 0.05% of men, (Robinson and Holden, 1986) but these rates appear to be rising 
(Hepworth, 2004). The disorder has been analysed fkom several perspectives. The most long 

standing and arguably the most povmrful of these perspectives is the medical or psychiatric 
perspective. This centres on appetite restriction and weight loss, and identifies precursors to 

anorexia. such as 4eight phobia and a need for control (see Chapters One and Four). As well as 
emphasising physiological issues, psychiatric accounts may also encompass broader social and 
feminist explanations (see Chapters One and Four). Thus, even in biomedicine there is a relatively 
diverse range of dimensions around which the illness is discussed. This diversity is increased when 
sociological explanations (often feminist) are considered. 

Some early feminist work (e. g. Chernin, 1986) was written by women who themselves had 

experienced an eating disorder. The work of these writers 'constituted a series of first moves by 
feminists working around AN' (Hepworth, 2004: 37 1). Feminists have firequently described 

anorexia as an unconscious social protest against the constraints and contradictions of women's 
lives. (Orbach, 1993). Self-starvation, in Orbach's view, is a political act. In describing the 

anorectic's behaviour, Orbach suggests: - 

Like the hunger striker, she has taken as her weapon a refusal to eat. Like the 

suffragettes.. she is giving urgent voice to her protest. The hunger strike becomes the means 
of protest to draw attention to-the moral righteousness of the cause-the necenity for 

action. (Orbach, 1993: 83) 

Orbach uses the image of political struggle as a social metaphor for anorexic behaviour in a 
patriarchal world. Bordo however, (1988) suggests that the anorexic protest does not take the form 

of a conscious political battle. Anorexia is a disease, not the active championing of a political 
cause. Nevertheless in rejecting fernale sexuality, the anorexic is engaged in a sub-conscious 
protest against a problematic social role- the restricted, exploited and degraded role of adult 
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Ironically however, by making herself ill the anorexic is helping to maintain a em1mmty 
stereo" of women as neurotic and in need of control. 

Katzman and Lee (1997: 392) explain that a milieu which 'honours personal power, relational 
satisfaction and political position in the family and society at large' may help to counteract the 

social forces which give rise to anorexia. Anorexia is a 'consequence of a mysoginistic society that 
demeans women by devaluing female experience, by objectifying their bodies and by discrediting 

areas of women's achievement' (Banks, 1992: 873). In developing an eating disorder, the anorexic 
is challenging the ýndermining of women's experience in patriarchal society, and is thus engaging 
in a political resistance. The model of the anorexic as hunger striker (Orbach, 1993ý engaged in a 
struggle against the undervalued role of adult femininity, may therefore be valid. 

Some authors, however, have argued that the lack of political consciousness on the part of the 

pitifully sick anorexic, entirely refutes the "anorexic as hunger striker" model. In an often quoted 

passage Brumberg (I 988b) reinarks, I if the ancrexics' food refitsal is politicaLit is a severely 
limited and infantile form of politics, directed primarily at parents-without any-allegience to a 
larger collectivity' (Brumberg, 1988b: 37). Whether or not one agmes with this model, it is surely 

undeniable that a pressure to conform to conflicting roles, and the frustrations of being falsely 

assured of equal opportunities in what remains essentially a masculinist culture, are factors which 

contribute to anorexia. The pressures of enforced sexual availability and vocational motherhood, 
the disenfranchisement and humiliation derived from the objectification of women's bodies which 

occurs routinely in the media, may all serve to undermine women's self-esteem and drive them into 

the disorder. 

Feminists also argue that women have to function in several different worlds (Katzman and Lee, 

1997) such as the public and private worlds of work and the family. Women may use anorexia as a 
way of addressing the conflicts involved in the transition between these worlds. This implies that 

women's bodies are inscribed with social significance and may act as a focus on which these 

conflicts may be acted out. Katzman and Lee (1997) define specifically gendered illness in the late 

twentieth and early twenty-first century, as resulting from disconnection. Women move from one 
cultirral environment to another often through status changes as a result of the pins of feminism. 

They may deploy food control as a way of coping with the disconnection they thus experience. 
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Anorexia as a Czdtwe Bound 

Anorexia nervosa is thus inseparable from the society in which it arises. As indicated in Chapter 
One, defiriftions of anorexia have developed through an historical process by which "knowledge' 

about the illness has become established. We may therefore conclude that the illness comprises a 
'Culture Bound Syndrome' (Ritzenbaugh, 1982: 347). Culture Bound Syndromes (CBSs) are 

specific to certain cultures and periods in history. Anorexia my be understood as culture bound as 
it occurs at a specific point in the history of western capitalist societies. Also, a culture bound 

syndrome can only be understood inside its cultural context (Ritzenbaugh, 1982). Anorexia 

conforms to this criterion, as it is based on the social pathologising of fatness characteristic of the 
West. Furthermore, a disease may be considered culture bound when it summarises the core norms 
of the culture. Anorexia clearly incorporates the societal valuation of thinness in modem society. 

Cecil Hehnan (1987) analysed the fimtion of culture bound sytxkomes by invoking the coricepts 

of "structure' and "anti-structure'. These describe the instructive and didactic role which ilkmses 

may play for society. In the case of anorexia the accepted normal activities of healthy dieting 

conform to "structure'. while the distorted, pathological activity of anorexia represents "anti- 

structure". As a disorder, anorexia exemplifies the morbidity of the pursuit of extiwm thinness, 

thus reinforcing the acceptability of sensible dieting which does not go too far. Anorexia therefore 
is a product of the fifeworld, but also provides a commentary on it. As well as being a distorted and 
disapproved of form of socially sanctioned behaviour, anorexia is also an enactment of the cultural 
exhortation to be thin. 

Giddens (199 1) views anorexia as concerned with the body and the self-project. Giddens, feels that 

the anorexic is in possession of a false self, a self that does not feel at home in the body. The 

anorexic may not be aware that her (or his) anorexic solution is deeply rooted in the project of the 

self, but nevertheless 'anorexia represents a striving for security in a world of plural but 

ambiguous options-the tightly controlled body is an emblem of a false existence in an open social 
environment' (1991: 107). Giddens describes anorexic; control as 'compulsive mastery' (1991: 107), 
different ftm healthy reflexivity in that it controls the subject while the latter is controlled by her. 
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From a post-structuralist perspective, Bordo 0 993) argued that women achieve power through 
dieting and that this was a form of "disciplinary practice' carried out by individual women on 
themselves. In the case of anorexia such activity becomes morbidly obsessive, reflecting the 
'heterogeneous distress of our age'. Like Giddens and Bordo, Tut net (1996) also views anorexia 
from the perspective of the sociology of the body. Turner sees anorexia as a product of "calculated 
hedonism". a representational disease based wholly on concerns with how the body is represented 
in society. 

Turner also emphWsises the following. Firstly anorexia is influenced by the social organisation of 
life into public and private spheres, and the (slowly) growing representation of women in public. 
Secondly, anorexia may be understood as a medicalising process whereby women's distress (which 

should presage political action) is relegated into a passive illness. The medicalising of women's 
distress is an important issue in analysing anorexia. In constructing anorexia as an illness, 

biomedicine has re-interpreted in clinical terms the long-tem pain which women experience, and 
has rendered this pain as a chronic disease. As a chronic condition, anorexia has something in 

common with other chronic conditions and it is thus appropriate to analyze anorexia with reference 
to sociological writing in other areas of chronic illness. Such and analysis will now be offered. 

Anorexid as a Chronic 19ness 

In applying a sociological analysis to the study of anorexia, the body of work developed by 

researchers in the field of chronic illness has a significant contribution to make. Chronic Illnesses 

are long-term, persistent conditions (Kleinman, 1988, Kelly and Field, 1996, Strauss el al, 1984) 
including conditions such as arthritis (Bury, 1988X back pain, psoriasis (Jobling, 1988) and mental 
disorders (Goffinan, 1963). This chapter applies insights developed in the field of chronic illness to 

the study of anorexia. 

Patients who are chronically ill differ from those who suffer Ihmn short-term, acute ilincssm. 
Though painful and incapacitating, such illness is finite, and, (if not terminal) a full recovery may 
be made. Chronic illness however lasts for many months or years, and in some cases will persist 
for the rest of the sufferer's life. Anorexia is a long term condition and some anorexics complain 
that they never fully feel free of the illness (Lawrence, 1995). Like other chronic patients, 
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anorexics may expenence acute episodes, where symptoms become especially severe (Memman, 

1988). In non-acute phases also, anorexics may be chronically conscious of the underlying disease 

and the ever-present threat of the re-emergence of symptoms. For this reason it is important to 

review anorexia with Teference to sociological writing in the field of chronic illness. 

Locker (2003) explains that chronic illness has two dimensions. One dimension is their 

physiological (or psychiatric) effect. The other dimension centres on the 'connotations that 

particular conditions carry' (2003: 87). Certain ilhiesses, therefore, have a certain image and carry 

a certain stigma (Groftinan, 1963). Illnesses such as anorexia, AIDS and leprosy for example, all 

carry a stigma of a certain kind. The experience of carrying this label, together with the physical 

alterations in the patient's body which occur as a result of illness, (along with feelings of 

uncertainty about the future), will often have a serious effect on the way patients see themselves, 

and the course of their lives. On being diagnosed with anorexia, for example, the patient is forced 

to confront the reality of having a serious psychiatric illness by which she my be defined for many 

years. The patient's perception of his or her life course therefore changes in a process Bury refers 

to as "biographical disruption" (1982: 167). This disruption and change in self concept will be 

discussed later in this chapter. 

Long term disease may therefore give rise to specific experiences, which am common to most 
forms of chronic ilhiess. These experiences are shared by the chronically ill, including anorexics. 
Such experiences include the challenge of managing symptoms, stigma and changes in self-concept. 

Each of these areas will be addressed in this chapter, which will outline the similarities between 

anOrexie and other forms of chronic illness. The first of these areas, the practicalities of managing 

the ilhiess, will now be discussed. 

The Practicalities of manazinm the illness 

orrn Iness I will begin this appraisal of the similarities between anorexia and other fs of chronic il 

with an account of the practical difficulties anorexics; face in the daily management of their 

symptoms. Most anorexics are treated on an outpatient basis where they manage many of their 

SYMPtoms at home. This "home managanent" experience is shared by many other su&rers of 

chronic illnesses (Radley, 1994) and may result in disruption and social isolation. Strauss et al 
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(1984) highlight the isolation generated by embarrassment over symptoms and the "daily grind" of 
illness management which often results in limited contact with others. Chronic illness patients, 
including anorexics, may thus become socially isolated and may feel more in common with fellow 

sufferers than with other members of society. 

Scwnbler (2003b) argues that the vast majority of care for chronically ill people is provided by 
families, and this may also be the case for anorexics. Parents, partners or spouses may be asked to 

provide support and cue and to ensure that the sufferer is eating. Family support cannot be taken 
for granted howevýT, and, as Bury explains (1988) 'there is no guarantee that significant others 
will respond in a wholly predictable or supportive miumer' (1988: 92), particularly in view of the 
long term nature of the disorder. As a result, anorexics and other chronically ill patients, may find 

themselves relying on community care provided by the NHS. 

Many chronic patients, including anorexics, find their employment status and career prospects alter 
(Locker, 2003), perhaps even with the loss of their job. Strauss et al (1984) refers to this 

experience as the "pauperizaton process" when the sufferer is forced 'to give up an otherwise 

satisfactory career' (Strauss et al, 1984: 13). The loss of a key role (i. e. worker) which chronic 
illness often presages may lower self esteem and after the sufferer's sense of his or her identity 

(Locker, 2003, Bury, 1988) and the hospitalised anorexic is not excepted from this process. Out- 

patient anorexics, however, may differ in this regard fi-om other anorexics. For anorexic out- 
Patients, increased activity (including exercise and academic work) may be part of their 

symptoms. Maintaining role efficiency thus may be less problematic for these anorexics than for 

other chronic illness patients. Thus 'the need to resolve the compelling demands of bodily 

symptoms and those of society' (Radley, 1994: 152) which most chronic patients experience, may 

press less heavily. If she eventually becomes an in-patient, however the anorexic may experience a 
similar degree of pauperization to other chronic patients. 

Loss o LSelf Identity 

On first being diagnosed, chronically ill patients often experience a huge sense shock (McDonald, 
1988, Locker 2003, Bury, 1988). Anorexics, especially those who retain the classic "anorexic 
delusions" of having normal eating patterns and being of nornial weight, may thus be distressed by 
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their diagnosis and may have to make the adjustment fiom a normal self image to a 
"psychiatrically disordered" identity. On being diagnosed, anoraKics may have to re-construct 
themselves as "mentally unbalance' and in need of psychiatric care. Like other mentally ill 

patients, their identity is thus radically changed as they move towards acknowledging their 
"impaired" mentally ill status. 

The reconstruction of self-image is therefore a central feature in chronic illness (Locker, 2003). 

Kelly and Field (1996) argue that a key component in the sufferer's changing self image lies in the 

manner in which ihe individual perceives their own body. 'The building up of the self conics from 

outside through the investitm of social meanings' derived from the appearance of the body. 'Core 
identities such as gender age and ethnicity are typically embodied.. Many.. identities are "read off' 

and imputed by others on the basis of physical appearance' Kelly and Field (1996: 243). The 

emaciated appearance of the anorexic my cause others to attribute a certain identity (e. g. 
"unbalanced") to the sufferer which may in turn impact on the sufferer's view of themselves. It is 

often argued that in the initial stages of anorexia, patients adopt the disorder as a manner of 

establishing a self-identity in order to assert a degree of independence and control (Bruch, 1978, 
Orbach, 1993, Lawrence, 1995, MacSween, 1993). This might imply that far from being damaging 

to the sufferer's sense of self, anorexia actually enhances it. The self-identity established by the 

anorexic through extreme thinness and rigid control of food, is however, a very shaky identity 

dependent on ever increasing food restriction, and constantly threatened by the demand of 

overwhelming appetite. Also, once diagnosed, the sufferer is forced to confront the possibility that 

she has a serious psychiatric illness, and such realisation tray damage her sense of self and her 

view of the course of her life just as other chronic illness does. 

Williams (1984) explains how chronic illness 'may Mus] assault an individual's sense of identity' 

(175). This may lead the suffaw to search for meaning in explaining the onset of their illness. 

Such meaning may take a religious form (e. g. as illness as retribution for past sins), or may 

constitute a "scientific" reflection on possible social or environmental causes for the illness (such 

as bereavement or work stress). Either way, such a search for meaning allows the patient to 

understand the illness in the context of his or her biography and to re-establish an inner sense of 

confidence that the life course goes on. The reasons patients use to amount for their illness 

constitute reference points which allow the patient to make sense of her or his experience. Such 
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reference points may be constructed by anorexics; who my explain their ilhiess by refaTing to 

serious life events such as bereavement (see Chapter Seven). By reconstructing their biography in 

this way, anorexics, and other chronic illness patients may be attempting to render their experience 
as explicable or even normal. Such a strategy may help to offset another key effect of chronic 
illness, which is the experience of stigma. A discussion of the issue of stigma will now be 

presente(L 

Stigma 

A key issue identified by researchers in the field of chronic illness is the concept of stigma. As 
Bury points out 'different conditions carry with them different connotations and images' (1991: 
453). AIDS patients, for example may be constructed as promiscuous, and blind people as 
possessing "gravity of thought". Stigma thus results from the socially constructed characteristics 
associated with specific illnesses. Today the especially stigmatised illnesses include AIDS, herpes 

and cancer (Klimman, 1988). Anorcxia carries the stigma of being puzzling and threatening -a 
long-tern, condition with very serious consequences. Just as for other chronic illness, the meaning 
of anorexia therefore derives from the cultural construction of what constitutes an anorexic. 
Constructed as ghoulish and baffling, an illness such as anorexia may greatly influence the way in 

which a sufferers sees her or himself once they have been diagnosed, and also my affect how 

others see the sufferer. In this way, myths surrounding the illness become 'the established script for 

ritual behaviour' applied to the affliction (Kleinman, 1988: 26). 

Stigmatised illness, once diagnosed, may therefore have detriniental social effects on the lives of 
sufferers. The attitude of others to the stigmatized may be donkinated by their perceptions of the 
illness which then acquires "niaster status" (Scambler, 2003b) overwriting other elements of the 
Person's identity (Kelly and Field, 1966). Stigma is often to do with what is physically visible, (e. g. 
emaciation in anorexia). These 'external signals deriving fi-orn the disease' are key social symbols 
by which sufferers are singled out firorn the "nomal" population. This may be especially the case 
for anorexics who are stigmatised as freakish and unfathomable. As Kleinman (1988) explains: - 

[Stigma is] the carapace of culturally marked illnes, a dominant societal symbol that, once 
applied to a person, spoils radically that individual's identity and is riot easily 
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removed. cultural meanings mark the sick person, stamping him or her with significance 
often unwanted, and neither easily warned off nor coped with (1988: 22-26). 

Discredited and discreditable. 

The chronically ill may feel a need to conceal their condition from others. Anorexics may also wish 
to conceal their illness, and in this regard have much in common with other chronic illness sufferers 
such as AIDS patients (Simoni and Ng, 2002). If the illness were to become public knowledM the 

Patient in Goffinaý's words becomes "discredited" (1963: 3). Even where it is possible to conceal 
the illness, the patient remains potentiaW discreditable, permanently at risk of exposure. In either 

cm the illness is 'internalised as a "spoiled identity", a feeling of being inferior, degraded, deviant 

and shamefully different, (1963: 3). 

The stigmatised person is thus alien and those who share a specific illness my also share a specific 
stigmik. Thus they will experience similar changes in their self-images and a similar "moral 

career"(Goffinan, 1963, Kleinman, 1988). Although patients may reject this discredited identity 

6either way their world has been radically altered' (Kleinman, 1988: 160). 

Scambler (2003b) discusses stigmatization from the perspective of "labeling7' theory. He identifies 

the issue of "Primary" and "secondary" deviance in the labeling process. Primary deviance 
describes the experience of becoming ill. Secondary deviance is the effect on the recipient of being 
labeled as ill. Often the effects of labeling an ill patient may be far mom damaging than their 

physiological experience of illness. Scambler and Hopkins (1986), for example, describe the 

process by which epileptics patients felt they had been "made into epileptics". as a result of the 

physician "outing" them through his diagnosis. Thus when doctors apply labels to patients they 

are wielding considerable power. This power to define and diagnose disease can profoundly affect 
the lives and identities of patients and for this reason it is important to discuss the process by which 
chronic illness labels are constructed and applied. Such a discussion is offered in the next section. 
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4ggLcadon o ws Zabels LChronic Rine 

Doctors are charged with assigning labels to ilhiess. They also take responsibility for defining 
labels which are collectively used to define diagnoses (Locker, 2003). These collective definitions 

of disease are then applied to patient's accounts in the illness consultation when the doctor selects 
those aspects of the "history" which indicate that the patient is suffering specific clinical 
symptoms. The clinical definition of the patient's illness is then given priority over the patient's 
account. The patient's broader view of her illness (which may encompass a wider view of causes 
(such as work striss or bereavement) and efficts (e-g- on CMPIOYment Or self-esteem) my thus be 
ignored. 

Several sociologists have attempted to theorise the construction of illness categories in the 
interaction between patients and doctors (Freidson, 1970a, Nettleton, 1995, Mishler, 1984, Weitz, 

2001, Hehnan, 2000, Bury, 1982, Kelly and Field, 1996). These researchers have argued that 
doctors and patients view illness in different ways. To the doctor, illnesses are specific syndromes 
with a series of symptom manifestations. Using scientific "knowledge" the doctor reviews these 

symptoms to assess if the patient has a specific syndrome. The doctor thus normally applies a 
" scientifie' model to assessing disease. The patient however may have a very diftbrent 

undamtanding of her illness, which incorporates its effects (such as job loss and the impact on her 
family) and the personal context in which her illness has occurred. Thus the patient understands her 

illness using a "lay" explanatory model. 

In the clinical consultation the scientific model and the lay model combine, in a process where 
illness appraisal is negotiated between the patient and the doctor (Froidson, 1970a, Nettleton, 1995, 
Mishler, 1984, Weitz, 2001, Helman, 2000). Usually however, because of his/her position of 

authority, the doctor's model of the illness prevails. Scientific knowledge is therefore privileged 
Over lay understandings (Weitz, 2001, Fisher, 2001, Lupton, 1994) and patients' "lay" accounts 
often fail to emerge. 

When the patient visits the doctor, lay and clinical models will interact. In addition doctors will 
bring their own lay understandings to the illness consultation (Heirnan, 2000), while patients also 
may have some technical knowledge (Fisher, 2001). As a result lay and clinical models may not 
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always be distinct. In general, however, doctors adopt a technical-scientific view while patients 

adopt a "common same' approach (Mishler, 1984). Because of the professional and social 

authority they enjoy, doctors are usually in a more powerful position than patients in the clinical 

consultation. They may be primed to focus on particular manifestations of the disorder at the 

expense of others. Doctors may thus interpret patients' accounts to fit the pre-defined criteria they 

are looking for. A full account of the patient's experience may therefore not emerge, since doctors 

may subordinate the patient's account to their own bio-technical paradigm. 

This focus on the technical aspects of the patient's problem may mean that when the anorexic 

expresses distress and is perplexed about the causes of her illness, the doctor may largely ignore 

her distress and continue to check for specific physical symptoms, such as weight loss. In this way, 
the patient's "lifeworld" (Mishler, 1984) is subsumed into the psychiatrist's technical-rational 

system. This process does not simply amount to the doctor imposing his or her view of the world 

onto the patient however. As Fisher explains- 

The issue here is not that the patient has no power or that the doctor has all of the power- 
Patients can seek second opinions or change doctors. They can and do ask questions, 
interrupt, change topics and claim and/or maintain the floor. Doctor's styles of 

communication can and do vary - some being more dominant and others more 

egalitarian ... [but even though) doctors' styles can vary and patients can have input into 

the decision making process, the asymmetry of the medical relationship remins constant. 
This institutional authority of the medical role and the control it provides for the physician 
does not change. (2001: 60-74) 

As early as 1970, therefore, Freidson explained that in the field of medicine, power rests with the 

clinician. In 'the modem world' Freidson, explains, 'it is medicine's view of illness that is officially 
sanctioned and on occasion administratively imposed' (I 970a: 206). In assessing the patient, the 
doctor re-fivaies the patient's problems as technical so as to 'arrive at a specific diagnosis' 
(Mishler, 1984: 10). Jobling (1988) therfore suggests that chronically ill patients 'have a given 
Organisation of experience and even manifestation of the illness, imposed upon them' (1988: 229). 
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Freidson (I 970a) and Fisher (200 1) emphasised the importance Of language in constructing iihms 
in a specific form. scientific language may have a positive role in this regard by providing 
'benchmarks against which the experience: may be evaluated' (Kelly and Field, 1996: 242). At the 

same time, however, the technical language deployed by the doctor signals institutional authority 
and the institutional power vested in the doctor is 'reflected in the way language is used' (Fisher, 
2001: 165). This language is applied both in the "interpersonar setting of the doctor /patient 
interview, as well as at the wider social level of disease classification and health education. 'Illness' 

therefore 'has particular meanings for practitioners who listen to the patient's account.. in light of 
their own special iýterest' 

Kleinman therefore suggests that the bio-technical approach described above may be inappropriate 

in the management of chronic illness. 

a rigidly bio-medical approach to acute disease for which nmgic bullets can provide cures 

-essential to using the right magic bullet, is often appropriate and effective. Even for acute 
exacerbations of chronic disorders, where life threatening biological problems must be 

controlled, it has its place. But it is inappropriate in the care of chronic illness ... this 
bioniedical professional model As a reflection of a particular set of values about the nature 

of the disorder, the work of medicine and the nature of human beings that is frankly 
destructive in the care of the chronically ill (1988: 136) 

This is because, by fhiling to attend to the patient's own account of the reasons for the worsening 
of their symptoms, (such as work stress or bereavement) doctors may bewilder, upset and ftustrate 

patients thus adding to, rather than lessening their problems (KleinnuA 1988). 'The message the 
practitioner indirectly transmits to patients is this "Your view doesn't really matter much".. This 

medioocentric view is increasingly at odds with the kind of care patients and flunilies want and 
today expect for chronic illness' (Kleinman: 1999: 130). Kleinman thus argues that doctors should 
be 'self -reflective interpreters of distinctive systems of meaning' (1988: 17). 

Doctors' 'interpretive schemes' are 'portmanteau filled with personal and cultural biases' creating 
'invidious stereotypes (e. g. "your typical pain patient")' (KIcinman, 1988: 53). Looking for "hard", 
"real" diseases, doctors may consider chronic illness as annoying and untidy, and the human stories 
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which accompany it as none of their concern. Like Kleinman, Strauss et al (1984: 7) also criticise 
the "categoricar, approach of medicine as omitting the most important considerations (namely 

social) in chronic illness. While accepting the usefidness of mainstream biomedical procedures, 
Strauss et al emphasise the importance of supplementing this with information from the patient's 
everyday existence. 

To gain control, patients may want to find explanations that make sense and allow than to put thew 

condition into perspective. According to Bury (1982) neither patient nor doctor has complete 
knowledge so shoýld pool their expertise. Williams (1984) concurs that narratives 'are necessarily 

co-authored' (18 1), whilelthe medical gaze', Locker (2003) argues 'is fi-equently a narrow one' 
(Locker, 2003: 90). Locker suggests that physicians may lack knowledge about chronic conditions 

given the complex nature of these illness, and given that hospitals generally cater for acute rather 
than chronic disorder. A more inclusive approach , which takes the patient's as well as the 

clinician's perspective into account is therefore required. 

Conclusion 

This review of current sociological literature in the study of anorexia concluded with a discussion 

of anorexia as a chronic illness. It began however, by discussing the profound social significance 

which food has to the anorexic in structuring her own life, and more particularly, to the structuring 

of social life in general. The review then discussed the social significance of eating, particularly 

with regard to the way in which women eat differently to men in order to achieve a socially valued 

body. To this end, women diet and a discussion of dieting was therefore presented. Since women 

diet to alter the shape of their bodies, the sociology of the body was subsequently briefly discussed, 

and the Current social pr&-occupation with body perfection described. When the exercise and 

dieting thus involved becomes obsessive, an(mmia may ensue and in the second half of the chapter 

anorexia was discussed in detail. Feininist and sociological insights were described but the disorder 

was interpreted particularly with reference to research in the field of chronic illness. The chapter 

explained that, just as with other forms of chronic illness, the process of being diagnosed as 

anOrexic has profound consequences for the sufferer's self identity. This may force the patient to 

adjust to a compromised self, and to restructure her plans for the future course of her life. In 

addition, research in the field of chronic illness is concerned with the process by which chronically 

ill Patients are stigmatised and labelled. The manner in which disease [abets are generated and 
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applied by doctors is of central relevance to the current thesis. The generation of ideas about illness 

structure and cause will later be applied to the data gathered in this thesis, particularly in relation 
to the development of stereotypical definitions of anorexia. In this thesis I 

thus analyse the way in which the concept of anorexia is defined, and the implications this may 
have for the sufferer. To capture the experience of a sample of anorexics, the study adopted a 
specific methodology. A detailed account of this methodology will now be offered. 
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Chapter 3 

Research Methods 

Tke Aim of Me Ckapter 

This thesis investigates specific aspects of medical knowledge surrounding anorexia. It considers 
whether medicine constructs a "stavorype7 of the affluent, high achieving anorexic (Bruch, 1973, 
Morgan and Russejl, 1975). Such a stereotype suggests that the anorexic is afraid of fatness and 

afraid to grow up (Crisp, 1995). The current study aims to evaluate whether this powerful 

stereotype has evidence to support it, and whether clinical knowledge surrounding anorexia is 

substantiated by the data collected in this thesis. TIds chapter describes the methods deployed to 

meet these aims. 

Initially, the chapter supplies a broad overview of the various elements of the study. The 

methodological issues associated with the study of eating disorder are presented and the concept of 
anorexia as a complex, multiply caused phenomenon is discussed. The implications of this 

complexity for the selection of methods is addressed, followed by a detailed discussion of 
qualitative and quantitative research. A broad exposition of the implications of this discussion for 

the actual methods adopted in the "anorexic stereotyý' study, is then offered, and finally a 
detailed account is given of the design, methods, and instruments used in the thesis. The first of 
these arms, an overview of the various parts of the study will now be discussed. 

Overview Of Me Various Parts of the Study 

Clinical knowle* surrounding anorexia is highly complex and so also is the process of 
deconstructing this knowledge. The current study had several components and this chapter begins 
with a brief overview of each of these. Firstly, I conducted a review of psychiatric research to 
establish the existence of the stereotype (Chapter Four). Secondly, demographic data (on age, 
education, residence and social class) were collected from 104 anorexics. Thirdly, the cognitive 
stereotM (based on fkt phobia and maturity fearý was tested using a questionnaire (appendix 3) 
on a sub-set of 24 anorexic patients (and 100 controls). Fourthly, an open-ended interview was 
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conducted (by a doctor) on the same sub-set of'24 anorexics. The data collected in the study are 

summarised below: - 

Table 3.1: Data Collected in theStudy 

7: vpe of Data Uofiected 7. 'jpe of Re. vpondenu When Data Number of 
Colleded Re. vpondents 

" Demographic data only Acute in-patients 1985-1990 80 

" Demographic data Acute in-patients 1996-2001 24 

" Closed-ended data on fear of 
fatness and fear of maturity 

" Narrative interview 

" Closed-ended data on fear of Healthy controls 1997 100 
fatness and ficar ofmaturity 

Each of these data were collected to examine the nature of the cognitive and demographic 

stereotype of anorexia. The chief focus of the study was therefore on cognitive and demographic 

issues. A further issue however also emerged during the course ofthe study. Patients ofien used 

clinical jargon (such as "obsessive-compulsive disorder") to describe their illness. I hypothesised 

that patients may have acquired this vocabulary from clinicians and from the media. I thereft)re 

investigated the extent to which this jargon was used and whether patients had "picked tip" this 
jargon from clinicians. The series ol'24 doctor-patient interviews were thus examined to assess 

whether the doctor "steered" the patient towards conceptualising her disorder in clinical terms. 

104 
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The Link between Me Ahm of Me SfS* and Sts* Design and Metkods 

This chapter will indicate that the data gathered in the study and the procedures by which these 
data were collected were appropriate for testing the study's hypothesis, namely that clinical 
knowledge surrounding anorexia may not always be supported by data. The study was designed to 
be sufficiently rigorous to ensure it accessed appropriate dimensions by which its hypothesis could 
be tested. In particular, data was gathered fi-om actite anorexic patients. Previous sociological 

studies of anorexia (e. g., MacSween, 1993) have focused on non-acute cases where anorexia. was 

manifested in comýaratively mild form. By focussing on acute cases, (manifbsting the phermxnenon 

of interest intenw1y), the current study has uncovered important phenomena which previous studies 

may have missed. 

Acutely ill patients are in a "dangerous" phase of their disorder. It was therefore essential that the 

open-ended interviews were conducted by a psychiatrist, to ensure that painful issues were 
inunediately dealt with in a therapeutic manner. I thus secured the services of a specialist registrar 
from a mental health unit to interview the patients. Involving a doctor allowed me to analyse the 

doctor-Patient dialogue, to assess whether the doctor encouraged the patient to conceptualise her 

disorder in clinical terms. This doctor was in no way involved with the treatment of the patients 

whose only contact with her was for the purposes of the study. 

The involvement of a doctor enabled me to set up a series of interviews between the doctor and the 

patient. These interviews formed a key focus of the study, by enabling me to access detailed 

narrative information on the rich and mufti-causal nature of an(x=ia. The multi-causal nature 
of the iflness was central to the awdiods selected and an appraisal of this issue will now be 

offered. 

The Muld-Causal Narswe ofAnoreida 

Several researchers have suggested that health research should be conducted within a framework of 

multi-causality (Burns and Grove, 1993, Palmer, 1989, Lupton, 1994, Prince, 1985). This multi- 

causality is central to anorexia (Palmer, 1989) and was central to the methods used in the current 

study. If one accepts that eating disorders are multiply caused manifestations of weight pro- 
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occupation, one might also suppose that they coulid be usefully investigated using a range of 
different research approaches. Such a strategy is referred to as triangulation and it is to a 
discussion of this methodology that I now turn. 

Trian 

Bums and Grove (1993) describe the use of multiple methods in a study of the same phenonmm. 
This approach is known as triangulation (Zelditch, 1962, Denzin, 1970,1989). ZeWitch (1962) 

and Denzin (1970, *1989) described three types of triangulation. The first of these is data 

frianguladon, which involves the coflection of data fixxn multiple sources in the same study. In a 
study of domestic labour, for example, data triangulation might involve interviewing wives and 
husbands to gather information from two independent sources. The second form of triangulation is 

investigator triangulation. This involves the use of more than one investigator (e. g. two academic 
colleagues) in the same study. Both investigators could then compare their data to validate the 

study's findings. A third form of triangulation, theory triangulation is also used. This applies 
multiple theories to the same data. A study of housework, for example, might be interpreted using 
both Marxist and faninist theory. ' Demin (1970) also describes a fburth type of triangulation, 

methodological triangulation. This involves the use of more than one research method in the same 
study. For example, two different types of data collection technique, (such as a quantitative 
questionnaire and a qualitative interview), might be used. 

While useful for validating data, the idea that triangulation can be applied to produce a gradually 
unfolding picture may be misleading (Silverman, 2000). Triangulation may instead make the 

picture more complicated, thus obscuring key messages. When applied judiciously, however, 

triangulation can illuminate aspects of the phenomenon under investigation. In the current study 
methodological triangulation was applied. Two diffixmt types of data were collected - open-ended 
narrative data on the causes of anorexia, along with closed-ended data on asp., social class, 
education and place of residence. in addition, further closed - ended data on anorexic symptoms 
(see appendix 3) were also collected. The study therefore gathered both quantitative and qualitative 
data. Given the significance of both qualitative and quantitative data to the study, it is important to 

Mamift would shm housework's owtnlxWm to aotslism while hminhaz would ampbasive ifs equal contnU" to patriarchy 
(Malos, 1980). 
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present a detailed discussion of quantitative and qualitative research. Such a discussion will now be 

offered. 

Quantitative and Qualitative Researck 

Quantitative research is concerned with establishing 'connections, causal correlations, explanations 
or even laws' (Mason, 1996: 139) by testing hypotheses against empirical data. This approach is 
known as positivism. According to positivism, the world consists of observable, objective facts, 

which can be uncovered by the testing of hypotheses. Qualitative research, conversely is concerned 
with interpreting the meamng of phenomena to individuals (Lofland and Lofland, 1995). Such an 
approach is known as interpretivism. Interpretivism is concerned with evaluating phenomenon 
from the point of view of the individual experiencing it. 

A central feature of interpretivism lies in the understanding that human beings are purposeful 
actors who attach significance to social behaviour (Pope and Mays, 2000, Lofland and Lofland, 
1995)- Women are not, for example, propelled to the kitchen sink by gravity (O'Connell Davidson 

and Layder, 1998). To explain why women perform an unequal share of domestic tasks we must 
therefore 'ask questions about the beliefs people hold and the meanings they attach to action' 
(O'Connell Davidson and Layder, 1998: 3 1). 

Qualitative research therefore seeks to uncover whole and complex phenomena in a real life 

context. Such phenomena need to be analysed by taking into account the richness and variety of 
meaning in participants' accounts. Stiles (1993: 602) describes this as 'the polydimensionality of 
experiam', which can only be captured by gathering open-ended data. Language, Stiles explains, 
draws on a vast lexicon to describe events and feelings. Describing 'an experience in words... 
simplifies it, but not nearly so much as projecting it onto a manageable number of quantitative 
dimensions' (Stiles, 1993: 608)). 

Qualitative approaches help to map the chaotic and unpredictable nature of human responses and 
experiences. Early experiences as Stiles explains, 'feod back and colour later experiences in 

unpredictable ways' 0 993: 612), and this complexity can only be captured by qualitative methods. 
Notwithstanding the ability of such methods to capture this complexity, qualitative research 
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nevertheless involves categorising data (GhLw and Strauss, 1%7). By developing categories, 
qualitative researchers place constructions on experience derived from their own ideas (Dey, 1993). 
We should thus avoid 'taking these products of our thinking as enjoying an existence independent 

of it' (Dey, 1993: 19). 'The exhortation to beware of bias', Dey suggests, 'should not be taken as 
an in unction against prior thought ... the danger lies not in having assumptions, but in not being j 

aware of them' (Dey, 63-64). 

Qualitative data are therefore different to the data collected by quantitative researchers (Pope and 
Mays, 2000). Quallitative research gathers unstructured, open-ended data through interviews or 
observation. Quantitative researchers, conversely, gather large amounts of structured information 
fi-orn which universal generalisations are nwWe. Notwithstandmg, these differences however, there 

are also similarities. As Dey explains: - 

The point is that any data regardless of method are in fact 'produced by the researcher-the 
idea that we can collect data is a bit misleading. Data are not 'out there' awaiting 
collection like so many rubbish bins on the pavement-they have to be noticed by the 

researcher and treated as data fbr the purposes of his or her research. (1993: 265) 

As Dey (1993) indicates, what constitutes data is largely determined by the ontological position of 
the researcher. There are nmy different ontological positions and many different types of 

qualitative research (Dey, 1993). It is not within the ranit of this thesis to discuss every qualitative 

tmdition2 but by adopting one approach, qualitative researchers necessarily reject others. They 

should therefore acknowledge that their study is 'partial', but instead of concealing this partiality 

the researcher should 'celebrate it' (Silvennan, 2000: 39). 

Given that research implies selectivity, it is incumbent on the researcher to ensure that his or her 

research is conducted as rigorously as possiblee. In quantitative research, rigour is enhanced by 
testing for validity and reliability (Polit and Hungler, 1995). Validity describes the ability of an 
instrument to accurately measure what it sets out to measure. Items must therefore be appropriate 
to the Phenomenon being measured and questions must be understandable to respondents. Validity 

may be measured by comparing the questionnaire's ratings to a "SDW standard" such as a doctor's 

For filrther fi&nnation on difibmt qualitative approaches serý HanumersICY, 1 "2, Mussed, 1962. awl Glamor aM Stmusk 1967. 
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diagnosis (Bowling, 1997). Reliability denotes an instrument's ability to remain valid at every 

administration. This may be tested by asking two researchers to administer a questionnaire and 

comparing their results (Polit and Hungler, 1995). 

In qualitative research, validity is known as credibility and reliability is known as dependability. 

Credibility denotes the extent to which data genuinely reflect what participants have said (Lincoln 

and Guba, 1985, Polit and Hungler, 1997). It is tested by member checking or returning results to 

participants to check they agree the findings. Dependability (Polit and Hungler, 1997) is 

established by supýlykg a detailed account of methods to enable the study to be replicated (Lincoln 

and Guba, 1985). The airn is to establish that similar findings would be obsaved, were the study 
transferred to a different setting. 

Qualitative techniques are therefore often based on existing quantitative methodology (Seale, 2000, 

Polit and Hungler, 1997, Lincoln and Guba, 1985). This suggests that qualitative and quantitative 
traditions may have something contribute to one to another. As a result, sociologists have argued 
that a combination of both methods should be used in a complementary fashion (Silverman, 2000). 

A discussion of the complementary application of qualitative and quantitative research will now be 

presented. 

The CoeWlemenupyApRfication o yalitafive and ChmudwrW Res tto 

Sociologists have argued that the divide between quantitative and qualitative approaches is 

declining (Seale, 2000, Silverman, 2000, Oakley, 1992,2000, Bryman, 1992, Hammersley, 1992, 
O'Connell Davidson and Layder, 1998). Hammersley (1992), for example, argued that research 

may be conducted using a diversity of methods and that such 'diversity cannot be encapsulated 

within two ... paradigms' (1992: 160). In view of this, researchers should avoid focussing on narrow 
philosophical considerations (Mason, 2003: 4). It is much more important to coosider the aims of 
the investigation and the practical constraints which may make the use of certain techniques 
feasible: - 

Research practice.. is fundamentally a craft skill.. pragmatic social researchers can use 
philosophical and political debates as resources for achieving a certain mental attitude, 

rather than as a set of underlying principles from which all must flow (Seale, 2000: 20-26) 
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"Philosophy" is therefore merely a starting point. The starting point of positivism assumes the 

existence of objective data, but "pure' positivism is rarely applied even by positivists themselves. 
Such scientists, rather than establishing laws, aim instead to produce sensible, defensible findings 
based on rigorous collection and analysis of data. In so doing, positivists have made a significant 
contribution to science. I acknowledge this contribution, but in the section that follows I describe 

some of the weaknesses of the positivist approach. In offering such a description, I explore the 

manner in which qualitative techniques may complement positivism. A critique of the "pure" 

positivist approach will now be presented. 

"Pure " Positivism 

Positivist research aims to establish 'connections, causal correlations, explanations or even laws' 
(Mason, 1996: 139) by testing hypotheses against empirical data. Quantitative researchers 'edit 

out' richness and complexity, 'in search of the ... average' (Mason, 2003: 1). Such an approach, 
however is a 'quick fix'( Silverman 2000: 71 as 'objective knowledge of the world is impossible 

since all observation is driven by pre-existing theories or values' (Seale, 2000: 23). 

O'Connell Davidson and Layder (1998) therefore argue that positivists rmy be just as 'subjective' 

as their qualitative counterparts. These authors stress the contiguity of comnion sense 
understandings 3, with more rarefied scientific assessments of reality. Social scientists, they explain 
'draw on their stock of everyday ... knowledge to conduct research, and the findings of social 
science research seep back into the pool of common sense' (1998: 2-3). Common sense "prejudices" 
(such as the belief in the , naturahiese, of male dominance), may therefore be present in scientific 
work. 

ea i ty The use of purely quantitative methodology can therefore Id to an air of scientifici which can 
be misleading (in that it creates the impression that findings are more conclusive than they actually 
are). While both quantitative and qualitative methods deal with empirical data, the key debate, as 
Hammersley 0 992) explains, ca*w on the degrees of precision which one approach (quantitative) 

claims to offer over the other (qualitative). This degree of exactitude, it may be argued, cannot be 

achieved without the structured quantification of data. In an effort to establish incontrovertible 

3 See d9D FrkxhpM 1970, Neftleton, 1995, CasscU, 1976 for a dbcussion of tM 'nVortam of CDUMM SCMCý lay WWasMndinp tD the 
scknM proom 
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scientific laws, positivists may therefore be prone to trying to construct meaning where none exists 
(Lee, 1991). Using such a positivist approach, individual variation is treated as error since the aim 
is to establish generalisations. An example from an individual research study may help to 

exemplify this point. In 1990 Pahner et al sought to uncover whether anorexic patients had 

experienced sexual abuse in childhood, and if so whether the perpetrator was significantly older 
than the subject. Differences in age between perpetrators and victims were described in terms of 

means and standard deviations. A disadvantage of this approach was that the average findings for 

the sample were not fidly representative of any one individual, and important findings (such as the 
fact that one sevenyear old was abused by a man 80 years older than herself) were obscured. 
Given the complex, multi-causal nature of anorexia, it is precisely this level of individual variation 

which needs to be addressed. 

Positivism implies that if the interviewer asks properly staixtardized questions the participant will 
'automatically convey the desired information' (Silvernum, 2004: 14 1). In this model, the 

respondent is a passive 'vessel of answers' (Silverman, 2004: 145) with information which the 

researcher may readily tap. In reality, however, the position is more complex. As Silverman (2004) 

explains, the interview is 'a social encounter in which knowledge is actively constructed' 
(S ilverman, 2004: 14 1). The process of interviewing therefore acts 'on and transforms the social 

world at the same time as studying it' (Oakley, 1992: 16). 

The interview situation thus shapes what is said and influences the respondent to answer in 

particular ways. In the 'process of offering' facts, the respondent 'transforms them' (Silverman, 
2004: 145). Answers are therefore constructed in interactions between the participant and the 
interviewer and interviews are thus 'collaborative accomplishments' (Silverman, 2004: 141). 

This model of the interview as a social process is sometimes referred to as 'active interviewing' 

(Silverman, 2000). It is appropriate to ask whether such interviewing is ftill of bias, and whether 
alternative methods would uncover "pure' information. In reality however, pure information does 

not exist as all information is biased. The problem therefore does not lie with the presence of bias, 
but in not acknowledging this. Such acknowledgement is known as reflexivity, and this concept will 
now be discussed. 
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Reflerivity 

The process known as reflexivity, has been vigorously expounded by feminists (Acker et al, 199 1, 
Swigonski, 1993, Webb, 1993, Fonow and Cook, 1991: 3). Reflexivity involves a recognition on 
the part of the researcher that because of their location in the social structure (for example by 

virtue of being a white, middle class male) their view of the world is only partial, and this partial 
perspective will be reflected in the version of reality they present (O'Connell-Davidson and Layder, 
1998). Researchers should therefore make their 'personal perspective' fully ' explicit to 

readers.. -so that reiders can make their own judgements about the extent to which [this] ... has 
influenced' the research (Scale, 2000: 26). ). Such an approach produces much more objective 
research than that which is uncritical. 

I will make such disclosures in the 'anorexic stereo"' study. I am a middle class, female 

sociologist, with left of centre political sympathies, and a feminist outlook. I support the belief that 

many types of illness, particularly mental disorders, are "socially constructed". through clinical 
and social discourse. Powerful groups, such as physicians, construct models of anorexic aetiology, 
and communicate these models to patients. By developing an awareness of my own pre-conceptions 
I hope, insofkr as possible, to set my personal biam aside. Inevitably however, some of these 
biases will remain. By clearly stating my prejudices and limitations, I can alert readers to the 

Potential effects of this bias and can allow them to judge my research in this light. 

hative and Ouantitative Methodoloin- a Summ 

In summary therefore, it would appear that the sharp distinction between quantitative and 

qualitative approaches characteristic of early social science is diminishing (Bryman, 1992). The 
kind of objectivity reflected in pure positivism is impossible to attain, and the validity of the 

research is enhanced when the researcher is honest and reflexive about their own position. This 

would imply that quantitative techniques should be accompanied by qualitative methods in order to 
gain a complete picture of the phenomenon under study. Qualitative techniques themselves 
however, are subject their own forms of bias, particularly in relation to researcher sub ectivity and j 
interpretation. For this reason it is important to ensure that data quality checks, such as member 
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checking 4 (Polit and Hungler, 1997) are always used in qualitative research. Results from the 
qualitative part of the study were therefore communicated to a random sample of study participants 
(n = 5), to ensure they were a faithful representation of their accounts. Copies of the study's 
findings were posted to patients, who were then contacted by phone. Five subjects were considered 
to be a sufficiently large number to test for credibility, while also being few enough to be 
approachable in the time available. All participants agreed that their narratives had been faithfully 

represented. 

Basing the Desýgn'on the Requirements of the Study 

The above has implications for the 'anorexic stereotypes' study. If we are to accept Hammersley's 

(1998) dictum, that the requirements of the study (and the nature of the knowledge the study seeks 
to uncover) shotdd determine the design of the investigation, and flat these should take precedence 

over commitments to narrow philosophical epistemologies, then the mufti-method design of the 

'anorexic stereotype' study is appropriate. The study seeks to examine the process by which the 

clinical community constructs a demographic and cognitive stereotype of anorexia. The 

investigation also focuses on the meaning of anorexia to individual patients and compares this 

meaning to the stereotype. 

In my design of the lanorexic stereaMm' study I have therefore placed the information 

requirements of the study, rather than adherence to epistemological dogma at the centre of my 
methodological design. The study has adopted a flexible approach based not on abstract 
methodological considerations, but on an assessment of what it is about anorexia that would be 
interesting to know. For this reason, the study has deployed a combination of qualitative and 

quantitative techniques. These techniques are reflected in the quantitative and qualitative data 

gathering instruments used in the study. These instruments will now be described. 

4 What ramrch findkW are rannumi to participau to enmm fty are an accurate reflection of the participant's tostunony. 
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The Dafa Gathering Instrunients 1: The Quarn*adw Quenlonnalres 

The DemW_aphic Questionna 

The first questionnaire to be administered was the demographic questionnaire. This investigated the 

patient's age, sex, class, educational attainment and place of residence. The demographic 

questionnaire was administered to all 104 anorexics in the study. Patients found this questionnaire 

easy to complete and only 9 patients omitted to supply information on one or more variables. 

1991 Census Data 

Since demographic data formed an important part of the study, it was important to compare this 

data against similar data for the general population (to assess whether or not anorexics were middle 

class, better educated and urban). The most rigorously collected data which could be used for this 

purpose was census data (OPCS, 1993,1997) and data from the Department of Education (1996, 

2000). Such data on class, education and place of residence were therefore used as a control for 

data from the sample of 104 anorexics. At the time of the study the 1991 census data were the 

latest data available and also provided a convenient mid-point comparison between the recruitment 

of the fn*st anorexic subject (1985) and the last (200 1). 5 

The EDI-A Questionnaire 

The second questionnaire to be administered was the "Eating Disorders Inventory-Adapted" (EDI- 

A, see appendix 3). This self-report questionnaire was adapted from an existing clinical instrument, 

the ED] (Garner el al, 1983b). The EDI is one of the most important and frequently cited screening 
instruments for anorexie. A detailed account of its adaptation for the current study is given in 

appendix 3. The EDI-A contained questions on cognitive symptoms, such as fat phobia and 

maturity fear (see table 3.2). In the current study I examined whether the EDI-A was able to 
discriminate on these item between healthy women and anorexics. For this reason, the 

questionnaire was administered to a sub-set of 24 anorexics and 100 healthy controls. Both groups 

5 See pages 67-69 (and table 3.1). 
6 Citations by other authors as at 21.4.05: n= 1282 (source: IS[ "World of Knowledge" database). 
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found the questionnaire easy to complete and response rates for all variables were excellent (see 

Chapter 6). 

Table 3.2: ExanWles of EDI-A questions 

Always Usually Often Sometimes Rarely Never 

I am terrified of 
gaining weight 

I wish I could return 
to the security 
ofchildhood 

The demands of 
adulthood are too 
great 

Potential Bias in the Quantitative Questionnaires 

Potential sources of bias inherent in quantitative questionnaires have frequently been identified 

(Bowling, 1997, Polit and Hungler, 1997). These include "acquiescence response" which describes 

the tendency of the subject to endorse rather than disagree with a statement, and "evaluation 

apprehension" which describes the anxiety generated in people by virtue of their being assessed. 

Both sources of bias tend to produce false positives, where, in order to please the researcher, 

participants present themselves as exhibiting specific attributes which they may not necessarily 

possess. In the current study, this bias was addressed via the use of pre-validated questionnaires 

(Garner el al, 1983b, Palmer et al, 1990), and through the use of a census data and a control 

group. Such bias however represents random error, and is impossible to completely eradicate. 
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Tke Data Gathering Instrunmnis 2. - Tke Qualkadve Interview 

A qualitative interview was administered to 24 of the anorexic; patients. The interview aimed to 

allow patients to discuss in their own words what they felt had caused their illness. Prior to this 
interview, patients were given the EDI-A (appendix 3). It was hoped that this would induce a 

process of mtrospection whereby patients would reflect on the causes of their disorder, and would 
be more ready to talk about these in a subsequent interview with the doctor. After completing this 

questionnaire, patients were presented with a very general question: - 

What would you say were the causes of your anorexia? 

The doctor was asked to allow patients as much time as they needed to answer this question. 
The conversation which followed, it was envisaged, would take the whole of the interview. If the 

patient "dried up" the doctor was asked to maintain the dialogue by referring to general 

sociological "causes". such as media influence and the influence of fiiends and family on attitudes 
to slimming. Some subjects also needed further prompting to maintain the flow of information. 

This led the interviewer to ask questions like "So you feel your anorexia stemmed from being large 

as a chi]dT' The interviewer was very careffil to keep such prompting to a minimum, but such 
"sumulus" questions were nevertheless asked. The interviews were tape recorded, and lasted on 

average for 25 minutes. 

Potential Bias in the Ouditative Interview 

The Doctor as Interviewer 

A specialist psychiatric registrar at a district general hospital conducted the interviews. This doctor 

was a practising psychiatrist who became involved in the study because she wanted to gain further 

experience with acutely anorexic patients. Such acute anorexics are somewhat of a rarity in 

psychiatry, and the study thus presented the doctor with the opportunity of increasing her 

knowledge. The doctor was highly expeiienced and friendly, with a particularly empathic manner 

towards patients. The EDU director referred her to the study, to allow her to gain the specialised 

experience she desired. 
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A doctor therefore conducted the interviews, which I later transcribed and analysed. It is important 

methodologically to address problems which may arise as a result of such "second hand" 

interviewing. One of the aims in the current study was to examine the extent to which doctors 

communicated a clinical model of anorexia to the patient in the clinical interaction. It was 

important, therefore, that a doctor (rather than myself) conducted the interview. The use of such a 

"second hand" interviewer however may have raised significant methodological issues. These fall 

under two areas. Firstly the doctor's non-sociological focus may have been inappropriate for this 

study. Secondly, as a result of the doctor's clinical authority, repondents might have supplied 

answers they felt & doctor wanted to bear (Lofland and Lofland, 1995). 1 will deal with each of 

these issues in turn. 

Firstly, the doctor's clinical focus might not have been consistent with the sociological approach. 

Clinical consultations often result in a short interview (Pope and Mays, 2000). The technique 

valued by sociologists, conversely, centres on listening, 'remembering what people have said', and 

achieving 'a good balance between talking and listening' (Mason, 2003: 75). Such a model may not 

be consistent with the speedy, target focused clinical consultation. It is entirely consistent however 

with the therapeutic technique used by some doctors, particularly psychiatrists. As Pope and Mays 

explain 'experienced doctors may feel that they already possess [interview] skills and indeed many 

are transferable' (2000: 15). In the current study, the doctor was highly supportive of participants 

and displayed all the skills characteristic of good interview technique (Mason, 2003, Silverman, 

2004). As a result, her non-sociological focus presented very few problems. 

The second issue, that of the patient "clinicalising! ' her answers (because she was talking to a 
doctor), is more significant. 'All qualitative interviewers need to consider how they are perceived 
by interviewees ... [especially] if the interviewee knows that the interviewer is also a doctor or nurse' 
(Pope and Mays, 2000: 15). At the time of the study, all participants were resident in a psychiatric 
hospital and were undergoing therapy. In such a situation, the patient is engaged in a therapeutic 
discourse where specific models of disease are communicated by the therapist. The respondent's 
knowledge of the doctor's professional standing may thus have influenced the type of answers 

given, which might have been expressed in a more "medicaliseir' manna. When patients fashion 

their answers in a particular way, the interview becomes a forum where facts are constructed, 

rather than excavated. 
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Such a process however occurs in any research interview. Regardless of the profession of the 
interviewer, responses are constructed in the context of the interaction (Dey, 1993, Silverman, 
2004, 'Pope and Mays, 2000). Interviews are social encounters where meanings are made anew in 
the interplay between participant and researcher. This is exacerbated when the interviewer is a 
doctor, but the distortion produced mcreases by degree rather than form. Also such "distortion" 

was of interest to the study. The rminner in which patients clinically constructed their answers was 
part of the study's focus. The term "distortion" may therefore be inappropriate, since the bias 

produced was central to the research. In this respect the use of a doctor added context, and by 

increasing the meaical content, may have helped to construct the experience I wished to explain. It 
is important not to see such constructions as on-or. It is more valid to accept such complexity and 
to try to analyse it. 

Even though this form of bias was of interest however, it was nevertheless important to ensure that 
Patients were interviewed in a standard fashion. Interviews are designed to be open and responsive 
but in order to uncover the phenomena of interest the interviewer must nevertheless stick to certain 
topics. In the current study, standardisation was maintained in the following way. Firstly, prior to 
the interview, I met the interviewing doctor. We agreed that every effort should be made to ensure 
that questions were as consistent as possible. It was decided that the interviewer would act as a 
facilitator to bring the patients' feelings to the fore. At the same time I was careful not to minimise 
the doctor's natural discourse and the very biases which were the focus of the study. The "biases" 
inherent in natural discourse therefore emerged (sw Chapter Eight), and could be observed all the 
more validly given my efforts to control them. 

Interviews are a social encounter in which meaning is constructed, As well as telling us about the 
interview itself, they also tell us something about the patient's "external" experience. Interviews are 
UxTefore not 'devoid of information about social worlds' (Silverman, 2004: 132). While they 

'fracture ... the stories being told' (Silverman, 2004: 126-127), they nevertheless give information 

about things outside of the into-view. In the current study, the interview produced knowledge on 
two levels. Firstly it uncovered the patients' (and doctor's) use of clinical terms and secondly it told 

me about the experience of anorexia. 
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Observing the Interviews 

I observed a proportion of the interviews (n = 4,17%), chiefly as a method of assessing non- 

verbal behaviour (eye contact, body language, etc). The doctor's empathic style seemed to put 

patients at case and encoumged them to say what was really on their minds. It was nevertheless 
likely that patients did feel obliged to focus on bio-madical issues because of the doctor's clinical 

status, and the results of this study should be read in this light. 

My observations oi the interviews also allowed me to appraise whether my impressions of the 

interview (at the analysis stage) were influenced by having observed the, interview face to face. 

Four interviews only were observed as it was felt that the presence of two "officials" (myself and 
the doctor) might have served to further inhibit the patient's responses. By reflecting on this issue, 

(while listening to tapes of "observed" and "non-observed" patients), I concluded that I had 

analysed all cases in a similar manner, whether I had observed them or not. At the end of the 

project the doctor was informed that her construction of anorexia would be evaluated, and that the 
doctor's questions (as well as the patients' answers) would be analysed. The doctor was sanguine 

about this prospect, and fi-eely gave permission to use her words in this way. 

The Anorexic Stereotype Study. Tke Sample 

The study recruited a sample of 104 anorexics from an eating disorders unit (EDU). These patients 

supplied demographic information, on education, social class and place of residence. Study 

methods also involved consulting 1991 census data (on class and place of residence), and 

Department of Education data (2000,1996), against which similar data from the anorexic sample 

were compared. In addition a sub-sample of 24 patients were administered a closed ended 

mterview, (die EDI-A) containing tick box questions on fiw of maturity and fear of fatness. In 

order to test the validity of such items, a control sample of 100 women was also administered the 

EDI-A. 

In additiOll, an open-ended interview was administered to anorexic patients (n = 24). This interview 

uncovered the detailed meanings attributed to anorexia which were then compared to stereotypical 
clinical interpretations. The rich, narrative data gathered by this interview formed a key focus of 
the current study. In order to uncover the rich and complex issues associated with anorexia the 
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study adopted a comprehensive and complex design. This design is reflected in the recruitment 

procedure which will now be discussed. 

Patient Recruitment 

One hundred and four anorexic patients were recruited to the study. All were in the acute stages of 

anorexia. nervosa (APA, 1980,1994). These were recruited to the study as described below: - 

1. Peffnissio; to conduct the study was gained from the Director of the Eating Disorders Unit 

(EDU) and the Resemh Etlucs Committee. 

The study analysed inforniation from 104 anorexic patients. Twenty-four were recruited 

between 1996 and 2001. Eighty were recruited between 1985 and 1990. 

For 24 of the anorexic patients (recruited between 1996 and 200 1), the Specialist Registrar 

working on the study approached the patient's key worker (a nurse) and asked for 

permission to recruit the patient. All anorexic in-patients were approached. 

4. The patient was approached and the nature of the study was explained. Patients were told 

that an inveWgation into the causes of eating disorder was being conducted by a post- 

graduate researcher in the Department of Sociology at the University of Leicester. 

4.1 Patients were then shown.: 

4.1.1 A patient inforniation fonn (see appendix 4) 

4.1.2 A patient consent form (see appendix 4) 

4.2. They were asked if they were willing to take part in the study. Of 26 

patients approached, 24 agreed to participate. Those who declined did so 

without supplying a reason. An interview appointment was made for those 

who agreed to take part. 
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The interview was conducted in the standard interview room, in a mental health uniL The 

room was pleasantly fimtished with easy chairs and homely decor. Patients were dressed in 

their ordinary day clothes (rather than in pyjamas or a dressing gown), and the doctor was 
also dressed in ordinary clothes. The doctor did not wear a white coat and no clinical 
paraphernalia (such as a stethoscope) were visible. 

6. The interviewer was experienced in appWg empathic techniques in therapeutic 

consultations. Patients were approached in a sensitive way, and any painfid issues that 

were raisea in the interview were immediately explored in a therapeutic nuanw. The 
interviewer was in no way involved with the clinical manageffwnt of the patient whose only 

contact with her was for the purposes of the "anorexic stereoVpe' study. 

7. Eigbty of the anorexic participants who were given the demographic questionnaire only, 

were approached by the researcher over a five year period, 1985-1990 (the remaining 24 
being approached between 1996-2001). On admission to the unit, these patients were 
administered the demographic questionnaire as part ofan earlier study, (Pahner et 
1990) (using the above procedure under 4.1 and 4.2). 1 was anployed as a researcher in 

the EDU and was a key mernber of the tem that conducted this investigation. 
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The Sbcteen Year Gap 

In all studies of anorexia, it takes considerable time to recruit a sample of anorexic subjects of any 
appreciable size. This is particularly so where participants are in such an acute phase of their 
illness that hospitalisation is required. The reasons for this are as follows. Most eating disorders 

units treat very small numbers of patients over a long period, and the number of patients thus 

available is small. In the current study, patients were recruited during a sixteen-year period. The 
first of the 104 anorexic patients was recruited in the mid 1980s, the last in 200 1. This time span 
was especially wide because in the early nineties I accepted employment away from my job at the 
EDU. 

In any demographic study of anorexia where large numbers of anorexic patients are recruited, there 

are issues related to the time gap between the recruitment of the first and last patient. In all studies 

of anorexia where comparatively large samples are used4 the difference between these dates 

normally spans a period of many yearS7. In the current study the time gap was also long. During 

this period the prevalence and treatment of anorexia (Hoek et al, 199 1, Kaplan et al, 1995) 

remained relatively consistent (but see pages 94-96). It is appropriate however, to ask what 
implications this time gap my have for the social variables under investigation. 

In the "anorexic stereotype' study age, class, education and place of residence were assessed. 
Census data (OPCS, 1993, OPCS, 1997, DoE, 2000,1996) from 1985 to 2001 suggest that few 

changes in social elm or residence distribution have occurred during this period, but that access to 
higher education has significantly improved. For example., in 1985,14 per cent of the employed 

workforce had gained a university degree, whereas this figure had risen to 20 per cent by 1995 

(DOE, 2000,1996). This improvement in general education can be expected to be reflected in 

higher levels of educational attainment aniong the later anorexic participants, and in lower levels of 
educational attainment among the early participants. This issue is discussed in Chapter Five. 

Level of education was one of the denwgraphic variables measured in the current study. Other 
demographic variables included social class and place of residence. These demographic data were 
collected from a sample of 104 anorexic patients. it is appropriate to ask whether a sample of 104 

was sufficiently large for confidence to be placed in the study's results. The statistical concept used 
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to describe the adequacy of sample size is the concept of statistical power. A discussion of 
statistical power in relation to the anorexic sample will now be presented. 

Ae Anorexic jqMple - The issue 
-Dfstatistical Power 

In the current study it is important to discuss the issue of statistical power (Polit and Hungler, 
1995). Power analysis aflows us to establish whether the reliability of our methods has been 

maximised. Several issues may effect statistical power, but one of the most important is the sample 
size (Polit and Huigler, 1995). Larger samples have more power, but often it is costly and 
inconvenient to sample more than a specified number. If our sample is too smafl however we may 
be drawing conclusions based on an inadequate number of observations. An optimal sample size 
should ensure sufficient power, while avoiding the inefficiency of over-sampling. 
In the current study, 2x2 contingency tables were produced, comparing the anorexic and census 
groups. Power may thus be calculated by assessing how many subjects should be allocated to the 
anorexic and census samples. Since the census comprised many millions of cases, I have made the 
assumption that it was sufficiently powerful. It was important to establish whether the same could 
be said for the group of anorexics. 

When power is calculated, both the size of the sample and the magnitude of the "effect" are taken 
into account. If 2x2 tables are calculated, the effect denotes the difference between the anorexic 
and census group, on a given dichotomous variable, (for example social class 8). Polit and Hungler 
(1995: 459) supply a table (see appendix 5) denoting the approximate sample size needed, when 
differences are of specific proportions. This table shows that for the expected proportions in the 
current study, (on social class), a sample size of 389 would be needed for the anorexic group. The 

actual size of the group was 104, which is clearly too small for complete confidence to be placed in 
the study's results. 

AfthOugh the Power of the sample was insufficient, it is important to note the following. Firstly, the 

sample was larger than the samples used in most other studies of anorada (seej e. g. Nakao et al, 
1999, Heron and Leheup, 1984, Rastam and Gillberg, 199 1, North et al, 1995). Also, the 

82mukler el al's 1996 studY ofanomxia, for cumple assessed 238 patients' mootds gadffW over a 17 year period. 
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population fivin which the sample was taken (anorexic in-patients) was itself small. Almost all 

anorexics; are now treated as outpatients, on a day programme, aft which the patient may go 
home (Kaplan et al, 1995). Such a programme allows the patient to maintain a normal lifestyle, 

and to stay in contact with friends and family. Only a small number of acute patients with the most 

extreme weight loss, or with high-risk medical complications, are admitted to hospital for 

prolonged overnight stay (Kaplan et at, 1995). 

Given the small size of this acute anorexic population it is highly likely that the results from the 

current study proviae a compelling indicator of the demographic profile among anorexics, and 

results should be read in this light. The sample size in the current study was nevertheless 
insufficient, and conclusions from the closed ended data should remain provisional until further 

research corroborates these findings. 

While most closed ended-data in the current study were collected from 104 patients, some of these 

data, namely, the EDI responses, were collected fi-om a subsection of 24. The problems in relation 

to statistical power apply even more pressingly to this sub-group of patients, and this issue is 

discussed further in Chapter Six. These 24 patients supplied EDI-A data on fear of fatness and 

fear of maturity. In order to compare these data to similar data from healthy women, the EDI-A 

was also administered to 100 healthy controls. The process by which these controls were recruited 

will now be dewribed. 

Recruitment o f the EDI-A Control Gro 

As well as recruiting a sample of anorexics, the study also recruited a convenience sample of 100 

healthy women. These women were recruited as a control group against which responses from 

anorexics on EDI-A items could be compared. I recruited these women in the Town Hall Gardens 

in a city centre in 1997. The Town Hall Gardens is a green area, where large numbers of people 

come to relax in fine weather. It was chosen as a recruiting site, since it was convenient area in 

which to approach seated people. I recruited the controls over a six-week period and asked them to 

complete the EDI-A (appendix 3). Anorexics are usually considered to be young women (Halmi et 

al, 1979, Morgan and Russel]ý 1975), and thus such women (age <-- 30) were approached. There 

a recoded into "mid&7 and "vvorkinr (as follows: (Social Class 1, Social Class 2, Social Class MorAianual) mooded into "Nikkile 
clW, (Social Class Manual, Social Class 4, Social Class 5, Odor) mcodad into "Working class"; Registrar Gamwal's Classification, 
(OPCS, 1 "0)). 
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was a danger that by approaching mainly young women, 1, like the clinicians I critique, was 
stereotyping anorexia as a young persons disorder. For the sake of balance, therefore, several older 
(> 40, n=9, > 30, n= 14) controls were also recruited. Twenty three such participants were 

selected as this allowed older women to be represented, while at the same time ensuring the 

majority (77%) were under 3 1. The ages of subjects were guessed by the researcher prior to 

approaching a subject, and were later recorded on the questionnaire. No male control subjects were 
recruited, but 3 of the sample of 104 anorexics were male. 

The nature of the project was explained to each control participant. I indicated that I was a post- 
graduate researcherý conducting an investigation into the causes of anorexia and that I needed 
information from healthy people to compare with information gathered from anorexics. Permission 

was then sought from the subject to include her in the study, and if consent was gained, subjects 

were asked if they had ever experienced an eating disorde?. They were then presented with the 
EDI-A (see appendix 3) which took roughly 15 minutes to complete. Participants found the 

questionnaire easy and nobody omitted any of the questions. One hundred and ten women were 
approached, eight of whom refused to participate because of lack of time. Two subjects refused 

without supplying a reason. 

The &! gý Nym Sle- Q! gLuarive Data 

For the 24 patients recruited between 1996-2001 (from whom qualitative data were collected), the 

study employed a purposive sampling design, where patients were selected according to their 

ability to supply information about anorexia. Acute patients were considered highly information 

rich (Polit and Hungler, 1997) and such patients were thus recruited. Each patient had previously 
been diagnosed by a doctor as suffering from anorexia nervosa, according to the definition 

identified in either the third or fourth edition of the Diapostic and Statistical Manual (APA, 1980, 
1994). The interviewer regularly checked the ward for new patients, who were informed about the 

study widlin a few days of admission. New patients are almost always at the most acute stage of 
their illness, hence their admission to hospital. All patients were thus interviewed shortly after their 

admission to the EDU. 

9 No subjeM answered yes to this enquiry. 
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It is often impractical to recruit a very large sample in studies where open-ended qualitative 
interviews are conducted (Bowling, 1997). In such investigations, theoretical (purposive) sampling 
is often adopted, where patients are selected according to the extent to which they can provide 
specific information from which a theory may be constructed (Seale, 2000). Tbeoretical sampling 
was therefore used in the current study, where acute anorexics were selected who could give 
current information on the illness in its extreme form. Such a sampling strategy usually results in 
the recruitment of a patient sample which is small in size. 

Analpis of the D4,; ta 

Data from the QyOgtattve Ouestionnaires 

Data from the quintitative questionnaires were entered onto SPSS version 9 (Foster, 2001). There 

were two quantitative questionnaires. The first collected demographic information, the second 
information from the EDI-A. From the demographic information, frequency tables were produced 
and chi-square tests were used to test for levels of agreement betwem anorexic and census data. 

The EDI-A measured cognitive symptoms such as fear of fktness and fear of maturity (see 

appendix 3). An EDI-A score was produced, fun both the wxmwdcs and the control subjects. This 

was achieved by adding the number of positive responses to each question. A cut off point of 20 

was applied, meaning that participants had to affirm two thirds of the questions to be deemed to 
have met EDI criteria. This was a slightly higher cut-off point than that normally used in the full 
EDI. It was felt that since the adapted schedule contained fewer questions than the original, it was 
important that particpants affirmed a higher proportion of these items to meet EDI rating criteria. 
In any case patient's scores on the global EDI score were a secondary focus of the study, which 
was more concerned with scores for individual EDI items "fear of maturity" and "fear of fatness" 
(see Chapter Six). 
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Data from the Qualitativeinterview 

The data from the qualitative interviews were interpreted using thematic analysis (Hewitt-Taylor, 
200 1 ). Taped interviews were fully transcribed and these transcripts were then coded into themes 
using the NUD. IST qualitative data analysis package (Gahan and Hannibal, 1998). Themes such 
as "unhappmess" and "contror were extracted famn patient narmtives, which were then coded into 
categories labelled with patients' exact words (such as "depression comes into it"). These 

categories were then used to build a theory (see Chapter Seven). For purposes of confidentiality, 
patients' munes wýre altered, and all identifying infortnation in the transcripts was renmoved. 

A second theory describing the medicalisation of patients' accounts was also developed. This was 
based on data which indicated that patients used medical terms to describe their condition (see 
Chapter Eight). Clinical "biases" formed a key focus of the theory and were one process around 
which this theory was built. The process by which the doctor "persuaded" the patient to view her 
illness in medical terms was also analysed by counting the number of times the doctor initiated a 
discussion of a certain topic, in this case the topic of "obsession"(see Chapter Eight). 

It is appropriate to ask why the construct of "obsession" was chosen for this purpose. Anorexics 

are fiNuently described by doctors as "obsessive" (Kaplan et al, 1995, Gelder el ai, 2004). By 

measuring the doctor's focus on obsession, the study tested the manner in which the doctor 

communicated a clinical construct to the patient. Obsession is also the clinical construct closely 
related to the concept of "control". Anorexics engage in obsessive control of eating (Selvini- 
Palzzoliý 1978, Strober, 1980) because they believe that loss of control is just around the comer. 
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I hypothesised that patients nury describe their disorder as a strategy of control, and that this 

element of the clinical model may genuinely reflect patients' experience. However at the same tinze, 

patients may also be steered into describing their illness in this way. By examining the doctor 

patient dialogue, I hoped to illuminate one of the mechanisms by which this "steering7' process may 
occur. 

COnCIUSIon 

This chapter has outlined the methodology involved in conducting a sociological appraisal of 
"anorexic" knowledge. It has discussed the general philosophical and methodological context in 

which such a study should be located, and has made reference to approaches which should be 

applied. Most importantly, however, it has aimed to give an account of the data collection methods 

employed in the study, by describing the data gathering instruments; the management of the open 

ended interview; the sampling procedure and the subsequent analysis of data. Such an account has 

made the operational basis of the study transparent. In so doing, it may allow the design of the 

study to be replicated in future research. 

The selection of such design and methods created opportunities for accessing sPecific infOrInatiOn 

about anorexia. The open ended interview for example, enabled me to compare the meanings 

attached to anorexia by patients to the narrower clinical stereotype of the illness projected in 

psychiatric literature and encapsulated in the EDI. This interview also allowed me to examine the 

extent to which patients had medicalised their accounts of anorexia. In addition, the gathering of 
demographic data allowed me to compare such data against stereotypical definitions of the 
demographic profile of the "typical" anorexic patient. Such methodology however also contained 
limitations. It would have been useful to administer the EDI-A to all 104 anorexics, but the 

retrospective nature of much of the study design prevented this. In general however the study 

methodology presented a highly useful opportunity to examine the applicability of "stereotypical" 

clinical knowledge to a sample of anorexic, patients. 
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In the subrAquent five chapters, the study results are preserited. The next chapter presents a 

summary of existing psychiatric research in order to describe the nature Of the clinical model Of 

anorexia. such psychiatric research comprises the vast majority of empirical studies investigating 

anorexia, and the insights developed in these studies deserve serious consideration. Such 

consideration is given in the next chapter. 
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Chapter 4 

The Psychiatric Model of Anorexia Nervosa 

Introducdon 

In this chapter, psychiatric knowledge surrounding anorexia is discussed. The chapter argues that 

such knowledge may reflect a "stereotypical" view of anorexia. Initially, the chapter offers an 
account of the "mainstrý' psychiatric approach, known as family theory. This approach, the 

chapter argues, týeorises anorexia at an individual rather than a social Level. The symptorn profile 
that psychiatrists associate with anorexia is then discussed, followed by an account of the 
limitations of psychiatry, particularly its failure to discuss societal contributors to anorexia. Some 

psychiatrists have investigated social-cultural factors, however, and the work of these "socio- 

cultural" scholars is appraised next. The typical deniographic profile assigned to the anorexic by 

these researchers is identified, and the chapter argues that this profile constitutes a demographic 

stereotype of the anorexic as a young, bright, middle class city dweller. The limitations of the 

socio-cultural approach are then summarised, and the chapter explains that some of these 
limitations have been addressed by feminist psychiatrists. Nevertheless, "psychiatric" feminism 

also contains limitations and these are discussed in the subsequent section. A description of 

psychiatric research that challenges the stereotype then follows, and finally the changing nature of 
the clinical model is discussed. Such changes are illustrated with reference to the content of 

medical texts. Most torts reviewed in this chapter were retrieved from databases, so it is important 

at the outset to describe the search strategy adopted. Such a description will now be presented. 

Tke Lk"ure Search 

To select appropriate books and articles for review in the current chapter, it was nwasM to 

search appropriate databases. The Ps)rhinfo database was selected as this contains the largest 

selection of any database of peer reviewed journaLs and textbooks in psychology and psychiatry- I 

limited my search to English language articles wW books published in the last 30 years, and entered 

the keywords below: - 
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Keywoyds Nwnber ofHits 

Anorexia and Weight phobia 22 hits 

Anorexia and Obsessionalism 0 hits 
Anorexia and Fear of maturity 3 hits 
Anarexia and Age 1191 hits 
Anorexia and Social class 41 hits 
Anorexia and Place of residence 3 hits 
Anoremia and Education 227 hits 
Anorexia and Faninism 63 hits 

As the search yielded hundreds of hits, I used the ISI "Web of Knowledge' database cited reference 

search (see appendix 6) to check which references had been most frequently cited by other authors, 
and included these in my review. In reading these books and articles, I obtained ftirther references, 
and I also used my existing knowledge to hand select afticles of key relevance. The articles thus 

Obtained covered the "mainsh=nf' psychiatric approach, the socio-cultural approach, and the 
fetninist-psychiatric approach. 

The Psyckiatrk Approack 

Anorexia nervosa is generally viewed as a psychiatric disorder (APA, 1994). The syndrome has 

been analysed more thoroughly from the standpoint of psychiatry than from any other perspective. 
The psychiatric approach, which began to emerge in the 1950s and 1960s, is often referred to as 
'Imnily dwory" (Minuchin et at, 1979, Minuchin, 1991) since family dysfiuiction and individual 

pathology are frequently identified as the causes of anorexia (Minuchin et A 1978; Pahner, 1989). 
According to the psychiatric approach, the families of anorexics are "enmeshed" (Minuchin et al, 
1978) and isolated fnxn the outside world. They are presented as uncommunicative and lacking in 

genuine love and spontaneity (Bruch, 1979). Frequently they are characterised as valuing material 
attainment over genuine displays of love and affection (Bruch, 1978). "Appearances" and social 
standing, psychiatrists explain, are what count in these families. 
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Mothers of anorexics are often characterised by the psychiatric approach as over controlling 
(Bruch, 1978). They have failed to instil a strong sense of self in their anorexic child, whose 

subsequent eating disorder is sometimes regarded as a long overdue reaction to a circumscribed 

environment (Lawrence, 1995). Because of this, psychiatric theories have largely viewed anorexia 

as a form of rebellion on the part of the sufferer (Crisp, 1995). The anorexic's parents convey high 

expectations to their adolescent daughters, often as a means of compensating fbr their own career 
disappointment (Bruch, 1978). Initially, their daughter becomes a high achiever, but pressures of 

approaching adulthood and the requirements of independence create an impasse which leads to 

anorexia. 

Psychiatric approaches therefore theorise anorexia in terms of a 'maturational crisis' (Crisp, 

1995: 63, Palmer, 1989, Bruch, 1978). This crisis is finther theorised as a flight from full genital 

sexuak -a failure to fully adjust to a female adult role. Self starvation is seen by the anorexic as 

a way of ridding herself of troublesome womanly curves. Ironically, however, in suppressing her 

sexuality the anorexic is simultaneously conforming to a male defined idea of slim attractiveness. 

According to the psychiatric approach, the anorexic experiences her M as being out of control, 
(lAwr=e, 1995). The demands made by her parents create an overwhelming sense of anxiety. 
Quite by chance the daughter may go on a diet and successfully lose a few pounds. The 

exhilaration she derives from this, and her sense of accomplishment and achievement help to 

assuage anxiety in other areas of her life (Lawrence, 1995). She keeps on dieting to maintain the 

"buze' and gets caught in a downward spiral of ever increasing weight loss and ever more 

elaborate methods of mait"hiing food control. 

These aspects of the anorexic's behaviour, particularly "fear of maturity" oW the use of food as a 

strategy of controL have been identified by psychiatrists as typical symptoms of anorexia. As befits 

a medical approach, psychiatry has expended considerable effort in developing and validating a 

clinical model of the symptom profile of the "typical" anorexic. A discussion of this model will 

now be offered. 
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EuKLiat s View o tom &ro le of the "Zkpical " Anoreric a' _Lthe 
Smw 

- --ft 

Psychiatrists are trained to apply very strict criteria to the appraisal of anorexia, (APA, 1994, APA, 

1980). These criteria are usually elicited via the use of closed-ended questionnaires (Garner and 
Garfinkel, 1979, Garner et al, 1983b) which contain items such as "fear of maturity". Often these 

questionnaires are read out verbatim by the doctor, to ensure that he or she covers the questions in 

exactly the form laid down in the schedule. A significant portion of the psychiatrist's time is spent 
learning how to administer psychiatric assessments and in familiarising him or herself with the 

criteria for a diagnosis. g[V(M 

Closed-ended diagnostic instruments are widely applied in the research setting (Wing, 1980). In the 

clinical setting, the doctor's "qualitative' clinical judgement is also applied, and so a degree of 
interpretation of the patient's symptoms is permitted. While this allows for a more fluid 

assessment, it may also result in the distortion of the patient's symptoms in accordance with the 

doctor's viewpoint (1, ee, 1996). For example, where the patient expresses herself as undervalued 

and unhappy, the doctor may direct the patient to focus on quantitative details, such as weight loss, 

in order to "tick off" diagnostic criteria. One symptom that the patient is always assumed to exhibit 
is "fat phobia". She is restricting her food because she is terrified of becoming fat. Almost all 
diagnostic manuals therefore construct the disorder as an intense fear of fatness, and subsequent 
dieting to produce weight loss (Garfinkel, 1992, Russell, 1970, APA, 1994, APA, 1980, appendix 
1). In 1970 for example, Russell identified three criteria for anorexia nervosa: - 

1. Behaviour that is designed to produce marked weight loss; 
2. The characteristic psychopathology of becoming fat [i. e. intense fear of fatness]; 

3. Evidence of an endocrine disorder- in feimles, anmmhea, and in males the loss of sexual 
potency and intaWL (Russell, 1970, cited in Garfinkel, 1992: 38) 

Other diagnostic criteria have also been specified but all feature aspects of Russell's original rubric 
(Garfinkel, 1992). What is interesting about these criteria is the extent to which they are rendered 
in highly physiological terms. For psychiatry, these criteria perform a special finiction. As well as 
aiming to uncover the important aspects of anorexic behaviour, they announce by their 
64 objectivity" that psychiatry is just as scientific as other medical specialisms. 
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In the critaia identified by Russell, psychiatry dernonstrates a sornatic focus on bodily concerns. 
Symptoms such as weight loss and the interruption of the menses (or the sex drive in males), both 

centre, on the physiological effects of appetite restraint. Psychiatry has also focused on 

psychological as well as somatic symptoms in analysing anorexia. Two of the most important of 
these symptoms- control and perfectionism/obsessionalism will now be discussed. 

Control, Perfectionalisnal0bessionalism 

In the past fifteeh years, psychiatrists have ernphasised the imporbince of anorexia as a strategy of 

control (Palmer, 1989, Lawrence, 1995). Though absent fim clinical classificatory schemes, this 

criteria has been cited in many textbooks as a contributor to the disorder (Palmer, 1989, Lawrence, 

1995). The "control" criterion argues that the sufferer controls food because she experiences a lack 

of control in other areas of her life. By embarking on a strict regime of food refusal, the anorexic 

seeks to re-establish some of the control wrested from her in other spheres. Such loss of control 

may have occurred as a result of an adverse life event such as sexual abuse (Palmer et al, 1990), 

or it may simply be the result of stifling parenting in an over-controlling family. 

Anorexia has also been analysed as the pursuit of perfmfionism (Bruch, 1978, Lawrence, 1995) 

and obsessionalism (Levenkron, 2000). Lawrence (1995), for example suggests that anorexics: have 

perfectionist personalities. When they succeed at a difficult task they feel better about themselves. 
This Perfectionism is often accompanied by "obessionalism" (Levenkron, 2000: 4 1), a trait whereby 
the patient must obsessively perform a certain action (e. g. resisting fbodý since to do otherwise 

would produce unbearable anxiety. This pofectionist /obsessionalist dimension has been identified 

by several researchers (Bruch, 1978, Lawrence, 1984, Strober, 1980) as important in the 
development of anorexia. Along with control, perfectionism forms a key dimension in the Eating 

Disorders Inventory (Garner et al, 1993bý one of the most important closed-ended psychiatric 

schedules applied to anorexia. Control and perfectionism must be considered as two of the central 
symptoms identified by psychiatrists as associated with anorexia. 

Limitations of the Psychiatric 

The psychiatric approach contains some significant limitations. In diagnosing anorexia, psychiatry 

rigidly adheres to specific sympt6matology. Fat phobia and dieting (and to a lesser extent control, 
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obsessionalism and perfwfionism), are privileged as explanations, while other pro-genitors may be 
invalidated- Psychiatric "filmilY dkx)ry" (Minuchin et al 1978) also contains limitations. It appears 
to suggest that anorexia derives from a dominant mother imposing control on her daughter. The 
daughter is raised to achieve success to compensate for her mother's career failure, and is thus 
caught in a double bind of compliance and competition. The anorexic adopts a strategy of weight 
control to achieve independence and individuation, but is caught in a moral spiral since it is 
impossible to constantly adhere to her strict regime. She must inevitably fail and feels her failure so 
deeply that her efforts to lose weight are re-doubled. 

T1w psychiatric approach therefore sfigmatises the "anorexogenic" mother, identifying her as the 
cause of the disorder. It is this "mother blaming7 approach which is, I feeL the most unhelpful 
element of the psychiatric paradigm. Such an approach reflects societal assumptions that mothers 
bear sole responsibility for their children's health and welfare. Lawrence (1995) explains that 

women are inundated with contradictory advice from experts concerning how this responsibility 
should be dischargedL One minute mothers are told to cuddle a crying baby and feed her on 
demand, the next minute they are told to feed by the clock and leave a crying baby alone. Such an 
approach pressurises women and generates anxiety over childcare methods. Psychiatry thus fails to 
identify the social context in which "anorexogenic" motim are located. But psychiatry also fails 

on another level. its unswerving emphasis on individual pathology as the cause of the disorder 
leads it to ignore the importance of society (and the social construction of gender) in creating 
conditions which lead to anorexia. Existing psychiatric approaches assume that anorexia can be 
treated at an individual level (using family or behaviour therapy). Such approaches identify 

maturational crises in anorexic patients, but fail to address the problematic fernale social identity 
from which the patient recoils. Instead, they identify the adolescent girl herself as deficient, and 
attempt to intervene (via therapy) at the level of her psyche. The desired outcome is presumably a 
"healthy" individual, fully adjusted to a subordinate social role. MacSween explains: - 

[PsYchiatrists] ... share in common an individualistic slant which sees 
anorexia as ... a problem of individual deviance... thus, the culture which 
Produces anoracia is normalised out of their analyses. (1993: 5 1) 
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Psychiatrists, therefore fail to account for the social and cultural context in which anorexia occurs. 

By emphasising individual symptomatology and a failure on the part of the anorexic to adjust 

psychiatry fails to place the individual's suffering within the context of the wider society. Some 

psychiatrists however have made an attempt to integrate an appraisal of social issues into their 

analysis of anorexia, nervosa, (Crisp el at, 1976, Morgan and Rumll, 1975, Azwna and Hemni, 

1982, Rathner and Messner, 1993, Hamburg and Herzog, 1985). These psychiatrists are referred 

to as socio-culturalists and it is to a discussion of their contribution that I now turn. 

Tke Socio-cukurat Psychktric Appmwk 

It may at first seem inappropriate to include a discussion of socio-cultural approaches in a chapter 

on the psychiatric perspective. It is evident however that ahnost all research into the link between 

"social factone' (such as media, class and education) and anorexia has been conducted by "socio- 

cuitumr, psychiatrists. These researchers have attempted to empirically investigate the influence of 

society on the development of anorexia. The key findings of socio-culturalists are thus of central 
interest to sociologists. 

The socio-culturalist approach (Boskind-White and White, 1986: 353, Garner et al, 1983a: 65, 

Garner and Garfinkel, 1980: 647, Toro et al, 1994: 147) sugMts that social pressures are a 

measurable component in the analysis of anorexia. Socio-culturalists identify the importance of 

social institutions (such as the media) in communicating a 'culture of slenderness' (Garner and 

Garfinkel, 1980: 647) to young middle class women (Garner et d, 1983a: 65, Garner and Garfinkel, 

1980: 647, Tom et al, 1994: 147). The agencies through which this culture is transmitted are 
identified (Garner and Garfinkel, 1980), and the importance of sex, class and educational 
background in the development of anorexia am stressed (see Bruch, 1978, Boskind-White and 
White, 1996, Crisp et al, 1976, Morgan and Russell, 1975, Hamburg and Herzog, 1985). 

In assessing why anorexia affects mainly women, the socio-cultural approach focuses almost 

entirely on the different social roles assigned to each gender. In particular socio-culturalism 
describes the concept of gender role adoption (Crisp, 1995, Weeda-Manack, 1"4). Anorexics, 

psychiatrists suggest, are striving to avoid female adulthood, and to halt their development into 

sexually mature women. While psychiatry acknowledges the differential roles assigned to each sex, 
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it fails to conduct an analysis of why women occupy subordinate status. It has been left to 

sociologists, such as MacSween (1993), to theorise the mechanisms by which unequal social roles 

are ascribed (see Chapter Two). 

Socio-culturalist Am&mgs in relation to Age, Ckm Education and Place oLRes 

Almost all research into anorexia and its association with aM social class, educatkxiý and place of 

residence has been conducted by socio-culturalists. Their findings suggest that anorexia is pro- 

dominantly a di" of the young, urban, educated, middle class (Lucas el al, 1988, Crisp et a/, 
1976, Hoek and Brook, 1985, Azuma and Henmi, 1982). This research, tog&w with a critique of 
its methods will now be presented. 

The Age of the Typical Anorexic 

According to socio-culturahsts, anorexics are almost entirely young women. In 1979, for example, 

Halmi et al discovered that the usual age of onset for anorexia was about 15. Consequently many 

authors refer to age as a distinguishing feature of anorexia, invariably chamcterising the anorexic 

as juvenille. (Bruch, 1978, Rastam et A 1989, Lucas et al, 1988). Where cam are observed 

among older women, these women are usually described as having initially developed anorexia in 

adolescence. Recent evidence suggests however that, in response to life events, anorexia may begin 

later in life, even during one's 60s or 70s (Wills and Olivieri, 1988). Nevertheless, the picture of 

the anorexic teenager rejecting fill] feminine adulthood is one of the most powerful images of the 

typical anorexic. 

The Anorexic's Socidl Class 

Socio-culturalists have traditionally viewed anorexia as a middle class disorder. The experience of 
being working class according to psychiatrists, seem to have a "sparing effect" (Crisp et al, 
1976). In middle class fwnilies, the children are under considerable pressure to maintain the 

family's standing, by achieving in boffi the educational and social sphere (Bruch, 1978). At the 

same time these children are required to be well behaved, obedient and to conform to the rigid 

control of strict middle class parents. Such an environment, with its limited scope for independence 
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and self-expression, might reasonably be expected to create the conditions in which anorexia may 
develop. 

A significant number of research studies have therefore claimed that anorexia is concentrated in the, 

middle class. This review will focus specifically on four of these studies. Firstly it will describe an 
investigation conducted by Morgan and Russell in 197510. Secondly, it will discuss the study 

conducted by Crisp et al in 1976". Thirdly, the study conducted in 1986 by Sz; mukler and 

colleagues17 will be evaluatedý and finally Gower and McMahon's study from 1989 will be 

appraised. 

One of the most widely cited research studies investigating the link between anorexia and social 

class was conducted by Morgan and Russell in 1975. These researchers recorded the social class 
background (according to father's occupation) of 41 anorexic patients, and found 'an excess of 

social class I and II families [66%] (Registrar General's Classification) with a deficiency of social 

classes 1H, IV and V' (1975: 36 1). In Morgan and Russell's study, however all subjects had long 

illness histories. The authors themselves therefore suggested that the presence of these patients in 

the series, might have reflected 'a willingness to seek psychiatric help' rather than a class bias in 

the anorexic population. in other words, middle class patients were more likely to seek psychiatric 

aid and were thus over-represented in the figures. Morgan and Russell's study is nevertheless 
frequently cited as evidence of anorexia as a middle class disorder. 

Crisp el al's (1976) study is also cited as seminal. The study presented the results of the incidence 

of anorexia. in a population of 12,391 students from 2 state and 7 private schools. The authors 

suggested that anorexia was reasonably common in the private schools (amounting to roughly I 

case in eveiy 100 sbaeen-plus aged students), while a fkr lower incidence (roughly I case in every 
550 students) was found in the state schools. This led the study to conclude that anorexia is more 

common among middle class youngsters. Crisp et al's report however has methodological 

shortcomings. Anomdc cases, for waunple, were selected thorough the authors' collaboration with 
teachers. The authors thereibre relied on the teachers' awareness of anorexia, in order to spot cum 

of the illness. In a well-funded middle class school it is reasonable to assume that the teachers 

'a Citations by odmir authors as at 21 A. 05: n- 467 (source: ISI 'World of KDO~ database) 
" Citations by other authors as at 21.4.05. n- 350 (sourm. ISI "World of Km~ database) 
12 Citations by other authors as at 21.4. OS: n= 80 (sourm: IS[ "World of KnOwW database ) 
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might strive to improve their awareness of anorexia. Staff in the state sector nay not have time for 

this activity. They migbt thus attribute pupils' diinness, to deprivation rather dm to a serious 
psychological illness. 

Other studies however have reproduced Crisp et ars findings. In 1986, Szmukler et al examined a 
total of 238 cases of anorexia nervosa on an Aberdeen psychiatric caw register, 1965-1982. The 

authors found an over-representation for classes I and H, who between them made up 46% of their 

sample. Szmukler et al therefore c; oncluded that patients from higher social classes were over- 
represented in atiendame statistics. They further suggested that this trend rennined stable over 
time., invalidating the notion that anorem is spreading more widely through society Szmukler et 
at's study however, has its flaws. Firstly the sample was recruited from patients who had been 

referred to a specialist clinic. Middle class women (Palmer, 1989) are more likely to be referred to 
these services are thus over-represented in caw registers. Secondly, Szmukler et aPs information 

was recorded from a secondary source of patient records. Some of these records were old and may 
have contained errors. Notwithstanding, Szmukler et at's study has been widely disseminated as 
definitive proof that anorexics are predominantly middle class. 

A study purporting to show a similar trend was conducted by Gower and McMahon in 1989. 
Gower and McMahon recorded the socio-economic status of 100 consecutive patients with 

anorexia nwvosa referred to the St Georges Hospital in London. This study observed a marked 

preponderance (50%) of patients from social classes I and 11. The study confirined, in Gower and 
McMahon's view, that anorexia remains a middle class disorder. In comparison to other studies of 

anorexia and class however, the authors conclude that the trend in fkvour of middle class groups is 
decreasing. Gower and MacMahon's methods however were deficient. The study provided no 
control group against which the results from the anorexic sample could be compared, and it was 
therefore impossible to assess the class distribution of the geographic area fiwn which referrals had 
been made. If this area was itself middle class, this would have skewed the study's results. 
Similarly, the issue of referral bias (where middle class women are likely to receive specialist 
treatrnent (Palmer, 1989, Gard and Freeman, 1996)), also applies to Gower and MaclAahon's 

study. 
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In the 1970s and 1980s, four key studies therefore purported to demonstrate that anorexics were 
largely middle class. Since the 1980s, however, seveml studies have appeared which identify that 

anorexia, affects women from all socio-economic groups (Whitaker et al, 1989, Lee; 199 1, Rogers 

et al, 1997). Whitaker et al's study, for example, found that dieting behaviour in a community 

sample of normal weight subjects bore no relationship to the class background of the dieter Lee 

observed a similar trend in 1991 where most subjects in his anorectic sample were from lower 

socio-economic groups. Finally, Rogers and colleague's community survey (1997) found equal 
levels of clinically significant eating disordered behaviour among working class subjects when 

compared to theW middle class counterparts. According to these studies, therefore the contention 
that anorexia, is a middle class disorder is inaccurate, But this has fitiled to lead to any general 

acceptance by clinicians that social classes are evenly distributed within the anorexic population. 
Doctors appear to persist in their belief that anorexia is pre-dominantly suffered by higher socio- 

economic groups (Russell, 2000, Gelder et al, 2004, Gard and Freeman, 1996). 

The Anorexic's Educational Level 

As well as describing the anomde as typically middle class, psychiatric researchers have also 

suggested that anorexics are usually high educational achievers (Hock and Brook, 1985). Middle 

class families, it is suggested, place high expectations on their adolescent daughters to achieve, 

(Bruch, 1978) and these expectations may be experienced as highly press uring. In 1985, therefore 

Hoek and Brook studied the level of educational achievement among 462 anorexics. They 

compared the anorexics, level of education with that of a control group. A difference in attainment 

was observed in relation to "vocational" and "general" (i. e. academic) education. While 18.9% of 

the anorexies had an academic education, the figure for the general population was only 3.9%. This 

would suggest that the anorexics were over four times more likely than their non-anorexic peers to 

have gained an academic education. 

At face value, it may thus appear that anorexics are high achievers. On closer examination 
however, it is apparent that Hoek and Brook's methodology may have distorted their figures. The 

authors used all-encompassing categories of vocational and general to describe a highly diverse 

range of educational qualifications. In deciding which qualification to classify under each label, the 

researchers used a high degree of interpretation. Also, Hoek and Brook used a retrospective design, 

85 



by evaluating secondary data in the form of clinical records. Such records are often incaMlete, as 
they were originally gathered to record clinical rather than educational data. Findings from these 

records should thus be viewed with caution. 

A further investigation into anorexia and educational pressure was conducted by Hamburg and 
Herzog in 1985. These researchers asked 212 medical students to fill out a questionnaire on eating 

attitudes. Subjects were asked to think back to a time when they may have experienced an eating 

problem, and to fill in the questionnaire based on the attitudes they held during this period. From 

212 subjects' reýponses, 19 participants were judged to meet the criteria for anorexia or bulimia 

nervosa. The questionnaires from these 19 wornen were thus analysed to establish the causes of 
their eating problems. The most frequently identified cause was educational pressure. Hamburg 

and Herzog's sample, however was taken from a population of medical students, all of whom 

might be expected to have experienced educational pressure at some point in their lives. Also the 

study was retrospective Subjects were recruited many years after their eating problems had 

ceased. Such self-report designs am often highly unreliable (Sullivan, 1954). 

A finther retrospective study into anorexia. and educational attainnient was conducted by Eagles et 

al in 1990. This investigation analysed the case notes for 73 anorexic patients gathered between 

1972 and 1979, and compared these notes to similar information gathered from 88 patients with 

other psychiatric diagnoses. The authors found that 79% of the anorexics had one '0' level or 
better, compared to only 56% of the non-anorexic patients. Again, Eagles et ars methodology 

should be closely evaluated before these findings are accepted. TIw cut off point of one or more '0' 
levels is quite arbitrary and may have helped to distort the overall impression of the educational 
difference between the two groups. Also the anorexic, sample appear to have been younger than the 

non-anorexics and may therefore have had access to educational opportunities denied to the latter 

group- 

The Anorexic's Place of Residence 

In addition to research investigating social class and education, socio-1-ultumlists have also 

undertaken some fin-dted research into the anorexic's place of residence. Although the research in 

this area is somewhat simirse, the conclusions appear to be that the anorexic will probably be a city 
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dweller (Nadoka et al, 1996, Azuma and Hemniý 1982) and will almost certainly cam firom an 
"industriar society (Carlos, 1972, Neki, 1973). In Japan in 1996, a total of 97 eating disordered 

referrals were studied by Nadoka et at. The majority were from "medium sized cities", leading the 

researchers to conclude that eating disorders 'are influenced by urbanisation' (Nadoka et al, 
1996: 305). As with the investigations examining class and educational background however, 

Nadoka el al's methodology may have been flawedL Their "urban" category, for example 

comprised cities with between 60,000 and 250,00 inhabitants. The fact that many anorexics lived 

in such places is hardly surprising given the all-encompassing nature of this category. 

AeAnorexic! S ýeo x- Truth orArLe act? ýL- 

It is important to assess whether the anorexic stereotype is truth or artefact. The issue of whether 
there is any substance to the claim that anorexics are young, middle class, urban, achievers must be 

addressed. The physician's impression of who develops the disorder may indeed have been 

influenced by flawed research. If this is the case then "working class" anorexia may always have 

been present but may have been missed by clinicians. An alternative explanation however is 

possible. Such research may initially have been accurate but may have become outdated due to the 

spread of anorexia more widely through society. It is noticeable that studies which support the 

stereotype (Morgan and Russell, 1975, Crisp et al. 1976, Szmukler et al, 1986) were conducted 

some years ago, while studies which have produce opposite results are more recent. Given the 

methodological deficiencies of many of the "pro-stereotype" studies however, it is difficult to judge 

whether any confidence can be placed in their results. Maybe older, rural, working class anorexics 

with few educational qualifications have always been present, but have been missed. Alternatively, 

the characteristics which pre-dispose women towards anorexia may have proliferated throughout 

society, and indeed throughout the globe. A discussion of the spread of anorexia, with particular 

reference to globalisation, is now offered. 

Glo 'ion of Factors leadinz to Anorexia Nervosa 

Several authors have argued that the social conditions which give rise to anorexia have begun to 
pameate smieties outside of the urbanised, affluent west (Dolan et al, 1990, Rathner and Messner, 

1993). This globalisation of factors which lead to anorexia has been especially noted by Lee (1995, 
1996,1997). In non-western societies, Lee explains, a similar evolution of the social conditions 
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which have historically given rise to anorexia in the west may now be t"g place. Lee therefore 

concludes that anorexia must be studied using an 'historicised' (1995: 3 1) approach. Anorexia will 
increase, Lee explains (1997: 501) as a result of an 'orchestration of bio-social factors associated 
with industrialised capitalism'. These include an increase in consumerism (including the 

commodification of food) and a rise in body centred adverts. Anorexia should therefore be viewed 
as being 'grounded in the ftwisnational nature of modemity' (19%: 2 1) with the better mass 
communications to which modernity gives rise. The power of the media to universalise public 
preoccupations may nowadays have rendered many societies susceptible to anorexia. 

Socio-culturalists have therefore identified important treiids in relation to the global spread of 
anorexia. They have also investigated key issues such as class and education, and have produced 
important findings that provide a basis for debate. However, the methodology used by some socio- 
culturalists; may be identified as problematic and this represents a limitation to the socio-cultuml 

approach. Sonic fiwdw limMtions to socio-cultumlism are discussed below. 

Limitations Socio-Cultwalist Approach 

Socio-culturalists have conducted a wealth of research into social dimensions of anorexia. They 

have attempted to identify factors which have influenced the illness but have failed to conduct a 

theoretical assessment of the process through which these factors have developed. Equally, the 

socio-culturalist approach is unable to theorise the manner in which social influences are exerted. It 

is not surprising them-fore that Bordo, a sociologist, asserts, 'until very recently .. the most that one 

could expect in the way of social or cultural analyses (of anorexial with very few exceptions was 
the unavoidable recognition that anorexia related to the increasing emphasis that fashion has placed 

on slenderness over the last fifteen years' (1988: 89). 

This encapsulates the limitations of the socio-cultural approach. Socio-culturalists offer a highly 

simplistic model of society's influence on anorexia. They restrict this model to the simple assertion 

that certain agencies, (such as media and peer group) have an effect on the development of 

anorexia. These agencies act in concert with the demographic positioning of the anorexic as a 

Young, urban, middle class achiever which in turn creates the conditions which can give rise to the 
iffiess. SOC-io-cufturalistsý as we have seen, identify the importance of cultural institutions, such as 

88 



the media, the fan* and the peer group (Toro el A 1994) in inculcating attitudes to slimming 

among Young women. The influence such agencies exert is seen as operating in one direction only, 

rendering the sufferer as a passive vehicle in this model. Thin images are presented as the ideal, 

and these are internalised by the viewer (Garner and Garfinkel, 1980, Toro et al, 1988). More 
'indirect' influences such as social class are Rewise viewed as uni-directional (Gard and Freeman, 

1996). The parent's status as middle class, fbr example, is theorised as a contributory factor to the 
disorder by creating high expectations from high achieving parents for thew children. This leads the 

child to seek re-assurance in their self selected anorexia. 

Clearly then, socio-culturalism contains serious limitations. In presenting its data, it flails, to 

theonse the social dynamics through which causative agencies have developed. Even where social 
institutions such as the family are identified as the "cause of the disorder, psychiatrists tend to 
focus on the individual characteristics of family members, and make little reference to wider 

gender, social or power issues. (Even in their brief but interesting discussions of globalization, 

Psychiatrists tend to fimit their accounts to a description of the spread of "western" values , but fail 

to theorise the mechanisms by which this spread occurs). Equally, the precise causal processes 

which operate in anorexogenic fainflies are never fully evaluated, and evidence to support their 

existence is largely anecdotal. 

In traditional psychiatric discourse an analysis of the importance of society and gender is therefore 

absent. By ignoring gender politics psychiatry has tended to reinforce mysogynistic myths about 
the innate pathology of the fanale body. It has been left to fitminist psychiatrists to develop a 
theory which fiwoiWrates an assessment of the importance of geolIer. In theorising anorexia as a 
disorder overwhelmingly manifested by women, feminist psychiatrists have offered invaluable 

insights into the causes of eating disorder. Their contribution to the anorexia debate will now be 

discussed. 

Psychiatric Feminism 

Some psychotherapists are also feminists (e. g. Orbach, 1993, Lawrence, 1995, Sesan, 1994, Fallon 

el al, 1994, Raymond et al, 1994, Katzman, 1993). These feminists have attempted to incorporate 

an analysis of patriarchy and the social role of gaWer, into their approach. Essentially feminism 
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tells us that the cultural role to which women are taught to aspire is itself problematic. Anorexic 

behaviour is understood as violent social protest against this problentatic social role. The 

dysfunction, however, does not reside in the psychology of the individual patient, but resides rather 
in the culture to which that patient belongs. 

Psychiatric feminism is the approach adopted by Orbach (1993ý Lawrence (1995), Sesan (1994), 

Katzman, (1993), Fallon et al (I 994ý and Raymond et al (1994)13. yheSe researchers theoriSe 

anorexia. by locating it in a wider analysis of patriarchy. Only by addressing the wider constraints 

of women's lives, they suggest, can we truly address the cause of the disorder. Orbach, for 

example, asserts that the anorexic should be viewed as a hunger striker, a political figure engaged 
in protest against the injustices of patriarchal society. The anorexic's refusal to cat, in Orbach and 
Lawrence's view, is due less to childish recalcitrance than to the imperative of lodging a serious 

protest against adult femininity. In a society that objectifies women, all females are pressurised to 

subordinate their nutritional needs to the requirement to be thin. Lawrence (1995) therefore 

suggests that anorexia, should be understood as an extension of the problematic relationship all 
women have with food. 

Limitations ofPsychiarric Feminism 

Psychiatric feminism has addressed some of the deficiencies of existing psychiatric theory. With 

the exception of adding a fminist dimension, however, such an approach is largely based on the 

psychiatric model. Both Orbach and Lawrence acknowledge the role of patriarchy in limiting the 

repertoire of emotions which women are allowed to express (Lawretice, 1995) and in 

commodifying women's bodies and creating body insecurity (Orbach, 1993). At the same time, 
however, they identify the family, and indeed the mother, as the one of the principle sources of the 

patient's pathology. Although Lawrence (I 995ý aswu that 'blaming families is probably the least 

13 In addition, researchers such as higaray (1985) and Kristeva (200 1) have developed a school of 
psychoanalytic feminism, based on a feminist re-working of Freudian and Lacanian psychoanalysis. Few 
of these authors however have concerned themselves specifically with the study of anorexia nervosa, and 
for this reason, I have chosen to omit than from this analysis. The chief concern of psychoanalytic 
feminists, (as befits a Freudian approach), appears to be the development of a detailed theory of identity 
construction in early infiLncy and the application of this theory in the therapeutic setting. The current 
study however, has a somewhat different focus, (that of theorising the construction of "anorexic 
knowledge" ). As a result, a discussion ofpsychoanalytic fixninism will not be offered in this thesis. 
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helpful stand that a therapist can take' (1995: 57), she nevertheless goes on to say that she has 

never met 'an anomdc who had a "stmightfonvaur relationship with her nwdw' (1995: 67). 

Even during their children's infitncy, Lawrence suggests, anorexogenic mothers dysfunctionally 

anticipate their children's feeding needs. They feed by the clock rather than on demand, and such 

Over-solicitous practices contribute to anorexia (Lawrenceý 1995: 63). Similarly Orbach (1993), has 
described the pathogenic "fkflure' of the mother to histil a strong sense of self in her infknt. Orbach 
(1993) suggests that anorexic mothers fail to cuddle their daughters sufficiently, subconsciously 
conveying that the daughter's role in life will be to meet the needs of others rather than her own. 
Lawrence (1995) finther suggests that anorexia may be caused by guilt in the mind of the daughter 
derived fi-om the mother's limited social role which the daughter is unwilling to take on. Such guilt 
is unlikely to manifest itself as anorexia in all women, as it only one of a number of contributing 
factors which combine to produce the disorder. This reproduction of the model of the anorexogenic 
mother is a key weakness in psychiatric feminism. 

Notwithstanding the insights of psychiatric feminism this approach contains limitations. Like the 
" sociological" feminism described in Chapter Two, it tends to rarefy the physical experience of 
anorexic women by theorising their illness in terms of an abstract political struggle. As such, 
anorexia is seen more as a metaphor for society than as a painful physical illness experienced by 
individual women. To its credit, however, psychiatric feminism also attends to some of the 

sufferer's individual experience (such as her relationship with her family, her struggle for control, 
etc. ). For this reason however, psychiatric feminists (Orbach, 1993, Lawrence, 1995) are prone to 

reproducing the deficiencies of the psychiatric model, particularly in relation to identif g mo . ýin thers 

as the "cause' of the disorder. Regardless of its shortcomings however, feminism both sociological 

and Psychiatric, remains one of the most clearly articulated and soundly theorised expositions of 
anorexic actiology. 

In Placing women's oppression at the centre of its analysis, feminism presents a challenge to 
existing Psychiatric orthodoxy. Feminists however, are not the only people to have critiqued 
" mainstream" Psychiatry Other critics of the "anorexic stereotype" have emerged from within 
Psychiatry itself. Lee (I 996ý in particular has developed a highly articulate and compassionate 
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critique of existing approaches, and a suminary of his contribution, and the contribution of other 

psychiabists in challenging the stemytyM will now be presented. 

Psyckkhy's ckaffegge to Me anoreric stereotype 

Fat phobia 

Notwithstanding the prominence of the anorexic, stereotype, several psychiatrists have questioned 

some of its key týnets. Lee (1996) in particular has questioned the functionality of "fat phobia" as 

a diagnostic criteria. Such "fat phobia" (APA, 1980,1994) locates the, causes of anorexia in bodily 

pro-occupations with appearance. So well established is this idea that "fear of fittrijess" is one of the 

most rigid and persistent bio-clinical criteria for diagnosing the illness. The symptom relates not 

only to a presumed terror of weight gain, but also to the cosmetic strategy of dieting to address this 

fear. The anorexic is thus presented as a vain, appearanoe obsessed, youngster whose dieting has 

simply "got out of controrl. Such a portrayal may mask die deeper, very troubling psychological 

causes that have led to the disorder. 

In Lee's (1996) view, cosnidic concerns surrounding weight pin may be only secondary to deeper 

underlying causes. Fear of fatness, Lee argues may be a highly "western" symptom. For non- 

western, oriental wonmi, (many of whom report other reasons for dieting, such as "fear of being 

too greedy"), fat phobia my be unimportant. Szeldey (1989) also discovered that fkt loathing, and 
the search for thinness, though highly specific activities, did not always derive from the same 

motivation. Different women had different reasons for wanting to be thin, and their life 

circumstances and the meaning dieting held for them were often very varied. 

By constructing anorexia as a disorder which is concerned with cosmetic appearance, existing 

models 'miss the broader contexts and varied meanings of food refiisal' (Katzman and Lee, 1997: 

385). Thus 'the concerns of the typical patient are sorted along bodily dimensions while other 

concerns are potentiaffy erased' (Katzman and Leeý 1997: 390). Lee is a psychiatrist, and it is 

important to emphasise that the first criticisms of fat phobia originated among psychiatrists 

themselves. In the mind of many clinicians, however, (APA, 1980,1994), fear of fatness remains 

one of the key causes of anorexia. 
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Class 

As well as fat phobia, other aspects of the "anorexic stereotype", especially in relation to class 
have also been challenged from within the clinical conununity, particularly by Gard and Freernan 
in 1996. It is finportant to be clear in this thesis that the contention that class and anorexia are 

unlinked, originated with these clkicians. 

Gard and Freeman performed a review ofjournal articles fim the 1970s to the 1990s. While early 

articles, Gard aný Freeman explain, proposed a relationship between anorexia and social class, 

papers fi-orn the mid 1980s showed no such correlation. Gard and Freeman thus concluded that the 

social class bias in earlier studies may simply have reflected a greater 'willingness' on the part of 

middle class families, to seek psychiatric help' (1996: 3). 'It is interesting' the authors suggest, 
'how a clinýl myth builds up evidence to support the myth' (1996: 6). Despite this, the authors 

concluded that the middle elm 'stereotype rernains flrmly entrenched', a conclusion supported by 

Rogers et al in 1997. In a study of 1757 adolescents, however, Rogers et al observed that while 
middle class girls dieted more often than working class girls, there was no class difference in 

reported incidence of eating disorders. 

The absence of any class bias in the area of anorexia was also noted by Whitaker et al in 1989. 

Whitaker et al conducted a study of 55% students who were given the Eating Symptoms Inventory 

and the Eating Attitudes Test (Garner and Garfinkel, 1979). Subjects were also asked whether they 
had dieted in the previous 12 months. While girls from social classes I and Il were more likely to 
have been on a diet, high EAT and ESI scores were unrelated to social class, leading the authors to 

conclude that class and anorexia were not linked. 

Clearly therefore the current study is riot the first to challenge the bio-medical stereotype of 

anorexia nervosa. What the current study does do however is to evaluate several different aspects 
of the stereotype - e. g. fkt phobia, class, and educational level, in the same sample. In so doing it 

presents a fhr mom rigorous challenge to studies which selectively examme limited aspects of the 
bio-medical model. Also, unUke previous studies, the current investigation examines the 

transmission, (as well as the existence), of the clinical stereotype, and as such represents an 

advance over previous research. Nevertheless, existing studies, (e. g. Lee, 199 1, Gard and Freeman, 
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1996, Whitaker et al, 1989) as this section has demonstrated, constitute an established challenge to 

the anomuc stereotype -a challenge that has originated fi-orn within psychiatry itself, The 

emergence of such dissent indicates that the discipline of psychiatry is dynamic rather than static. 
Ilie models described so far in this chapter have been presented largely in a static form, with only 
passing reference to the manner in which thew models have changed over time. To illustrate the 

process by which psychiatric thought can alter, I will now appraise the changing content of some 
selecW psychiatric torts. The torts I have chosen are the key books recotninended to niedical 
students studying psychiatry (Kaplan and Sadock, 1995, Gelder et al, 2004, Russell, 2000, APA, 
1994). An appraisal of these texts will now be offered. 

Texts mconumended to mwdical students over Me p&W 25 years 

The suggestion that medical knowledge is dynamic and subject to change, was made in Chapter 
One. Mizrachi (2002) was one of several authors cited in relation to this issue. Mizrachi described 

the way in which the nm4cal conceptualization of anorexia between 1939-1979 had aftered, with 
physical manffestations (such as weight loss) becoming privileged over time (see Chapter One). 
Mizrachi's analysis goes up to 1979, but post 1979 developments may be traced by examining 

material in psychiatric textbooks published since the early 1980s (APA, 1980, APA, 1994, Gelder 

et ai, 2004,1983, Gelder et al, 2000, Russell, 2000, Kaplan and Sadock, 1995,1985,1967). In 

conducting this analysis, I have particularly focussed on textbooks used in medical schools during 

this period. 

There are at present 34 medical schools in die UK (see appendix 7). 1 selected 17 schools from this 
list and accessed the websites of these schools. For 9 of these schools I was able to access on-We 
information for modules on the "B. Sc. Medical Studiee'" propwnmes. FAch programme 

contained either a level 2 or level 3 introductory psychiatry module. I obtained reading lists for 

these modules for each of the 9 institutions. For the remaining 8 schools, I emailed departmental 

secretaries, and explained I was conducting research into "how psychiatrists describe anorexia". 
Two secretaries sent me reading lists fbr their level 3 psychiatry modules. 

14 Medical students complete this three-year programme prior to completing their MD qualification. 
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To gather longitudinal date, I phoned 7 module, leaders, (using the on-line contact numbers for their 

schooLs). I asked these tutors how long they had bow in post and how long specific texts had been 

recommended. Two module leaders had taught psychiatry for 17 years and 24 years respectively. 

During this time, they explained, key reference texts had not altered significantly. I obtained fin-ther 

longitudinal data by phoning the libraries and bookshops of 10 schools. At three universities 
information was provided firom library staff of many years standing They explained that the tau 

they stocked had remained consistent during this period. 

This search indiýated that one manual had been consistently used at least since the early eighties. 
The manual was the Diagnostic and Statistical Manual (APA, 1969, APA, 1980, APA, 1994) first 

published in 1968. This has featured as a "permanent" fixture on reading lists, as it forms the 

schematic basis by which medical diagnoses are made. In an era of evidence based medicine 
(Sackett et al, 1997), students are encouraged more and more strenuously to consult such manuals 
as sources of best practice and, while this material has always being important, it may now be 

referred to even more widely than previously. 

The DSM is periodically updated and criteria for making its diagnoses are revised. It is currently in 

its fourth edition (DSM-IV), which contains a highly medicalised definition of anorexia, centring 

on fat phobia, weight loss, and physical symptoms such as the loss of the menses (see appendix I 

and page 78). Earlier editions of the DSM make reference to anorexia as a single diagnosis. In later 

versions, however, a sub-type of anorexia "bulimarexia". is specified. This describes the condition 

whereby weight loss is maintained through self-induced vomiting, rather than food restriction. Such 

a definition is consistent with the DSM's emphasis on somatic symptoms of anorexia. 

As well as the DSK three textbooks were consistently recommended fi'Om the wrlY 1980S 

onwards. Two of these textbooks were Oxford publications - The Shorter Oxford Textbook 

Psych (Gelder et al, 2004, first published in 1983) and The New Oxford Textbook of 
PALch (Gelder et al, 2000, (eds. ), chapter on "Eating Disorders" by Russell, 2000). An 
American textbook, (Kaplan and Sadock, 1995, first printed in 1967), also appeared. This 

explained that prevailing psychological approaches (e. g. psychoanalysis in 30s 40s and 50s) may 
influence the way anorexia is explained at a given social moment. This was supported by the 
Oxford Textbook, which suggested that the form and content of anorexia has changed over time. 
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Each book presented a bio-medical model of anorexia based on DSM criteria, (though later 

editions stressed multi-causal explanations). In such editions socio-cultural issues featured more 
fully alongside the medical model. Acknowledging societal influences, Russell stresses the 'cult of 
thinness' as central to inducing 'weight phobia' suggesting 'modern societal pressures have 
determined the patient's-food. avoidance' (2000: 837). In providing this explanation however, no 

reference is made to feminist thought, except in very recent editions of the American text. 

The model of the anorexic as young, female, western and middle class is also presented (though 

authors had little to say about the anorexic's level of education). The British textbooks clearly state 

that anorexia is a disorder of the middle class. 'The condition is more common', suggest Gelder et 

al, 'in the upper than the lower social classes' (2004: 447). Later editions of the American textbook 

disagree however. Class and anorexia, Kaplan el al suggest, are no longer linked, and anorexics 

may come from any social class. This difference in opinion reflects the changing nature of anorexic 

knowledge, and gives finther support to the challenge to the anorexic stereotype ftorn within 

psychiatry (see pages 92-94). It also indicates one of the few areas in which accounts differed in 

the American and British textbooks. Apart from this difference, the discussion of anorexia was 

very similar in all publications, where family systems theoty (see page 76) and obsessional 

peisonality disorder, were used to theorise the disorder. In the newer editions, however, the term 

"obsessional" was used much more frequently, while "fear of maturity" was "downplayed". 

This appraisal of clinical textbooks suggests that clinical interpretations of anorexia fluctuate over 
time. A relatively consistent feature of such explanations however is their focus on physiological 
issues. This was most apparent in the "Shorter Oxford" where physiological fkaors (low blood 

pressure, cold sensitivity and the loss of the menarche) were "flagged up" at the outset. In this 

shortened account, it would appear that key elements of the anorexic stereotype (fat phobia, youth 

and high social class) were more to the fore. While supporting a mufti-factorial explanation, all the 

medical textbooks presented chapters in which the clinical model clearly predominated. 
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Condusion 

This chapter has described psychiatric approaches to the study of anorexia nervosa. It has 
identified that psychiatrists have applied a "family systems" (Minuchin et a[, 1978) model to the 
analysis of the illness. This approach has analysW anomxia in terms of relational dynamics in the 
sufferer's family of origin. Such families are identified as enmeshed, inward looking and 
uncommunicative. Social status is prioritised in such families and is valued over genuine 
demonstrations of love and suppott. 

Psychiatry has also developed a highly distinct template for "typical! ' manifestations of anorexia 
ncrvosa. This template comprises symptoms such as fear of maturity, fht phobia, control and 
perfectionism. This thesis will argue that this template constitutes a stereotype of the anorexic's 
cognitive symptoms. "Socio-cultural" psychiatrists have also produced a stereotype. This consists 
of the "typical" social group from which the sufferer comes. This group is identified as young, 
urban, middle class, and high achieving (Morgan and Russell, 1975, Crisp et al 1976, Nadoka et 
al, 1996, Hamburg and Herzog, 1985). More recent studies however have suggested that anorexics 
come from a wide range of socio-economic; groups and places of residence, and have a variety of 
educational qualifications (Gard and Freeman, 1996, Rathner and Messner, 1993). Nevertheless, 

the stereotype of the bright, affluent, urban anorexic persists in spite of growing evidence of its 
inaccuracy. 

Existing psychiatric approaches therefore have significant limitations. Some of these limitations 

have been addressed by feminists (orbach, 1993, Lawrence, 1995). These feminist psychiatrists 
have integrated an analysis of patriarchy and gender into patient therapy. They have identified the 

importance of women's disempowerment in the development of anorexia, and have thus explained 
that the Pathology which gives rise to anorexia can be located in society rather than in the 

Psychology of the individual. Feminism is not the only source of opposition to the stereotype, 
however. A fin-ther challenge has been brought by psychiatrists donwIves. Such a challenge 

emPhasises that different women have different reasons for dieting, and that these women come 
from a Variety of social classes. An appraisal of psychiatric textbooks suggests that psychiatric 
knowledge changes over time and that more psychiatrists now acknowledge "working class" 
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anorexia. Social class, together with age, education and plam of residence, are important issues in 

any discussion of anomda. The results gathered in the current study for these itms we presented 
hi the next chapter. 
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Chapter 5 

The Demographic Profile of the Patient Sample 

lnbvdudion 

In the last chapter I discussed the key elements of the psychiatric model of anorexia. One of these 

elements concerned the demographic profile typically attributed to the anorexic patient. This 

chapter aims to dismantle some of the myths surrounding the demographic stereotype of anorexia. 
Previous research (Gard and Freeman, 1996, Lee., 1996) has addressed aspects of the stereotype, 
for example those that relate to social class. No study prior to this one, however, has addressed 
several dimensions of the stereotype in the same sample. By presenting data on age, class, 
education and place of residence from 104 anorexics, this chapter aims to demonstrate that 

anorexics are fi-om both the middle and working classes, are both high and low achievers, are of 
various ages, and have grown up in all kinds of geographical areas. 

Between 1985 and 1990, a study of eating disorder was conducted in a district general hospital 
(Palmer et al, 1990). 1 was part of the team that conducted this investigation. The study collected 
data on age, social class, education and place of residence from 80 anorexic and 78 bulimic 

Patients. All patients were consecutive referrals to the Eating Disorders Unit, and all had met 
DSM-III criteria (APA, 1980) for anorexia or bufimia nervosa. Data on age and class from the 

combined sample of bulimic and anorexic patients was published in 1990 (Palmer et al), but 

similar data for the sample of anorexic patients only have not previously been published. Also, no 
data have hitherto been published on education and place of residence for either the anorexic or 
the bulimic group. 

The results presented in this thesis are compiled from the anorexic group only. As discussed in 
Chapter Three, these have been combined with data from an additional sample of 24 (DSM-IV, 
APA, 1994) anorexics, recruited from the same unit between 1997 and 2001. Data from a total of 
104 anorexic patients are therefore presented in this chapter. These data are compared to Census 
data, (OPCS, 1997) on class and residence, and Department of Education data on educational 
attainment (1996,2000). 

In the following section results are presented describing the sex, age, class, education and place of 
residence of the anorexic sample. For some of these variables, small proportions of cases are 
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missirig. These represent those women who chose not to supply information for these items on the 

questionnaire. These items were coded as missing and were removed from the frequency and 
percentage columns (and from the total calculations) in the following tables. Statistical 

calculations are based on real values only. 

Anorejda and Sec 

All but three of the anorexic participants (97%) were female. What is interesting about this 
finding is that it demonstrates that one element of the anorexic stereotype is accurate. Anorexics 

are almost always women. it is therefore appropriate to ask what is it about being a woman that 
increases the risk of contracting the disorder. Feminists (Chernin, 1996, MacSween, 1993) have 

suggested that anorexia, results from the contradictory expectations conveyed to women in 

patriarchal society. As MacSween (1993), explains women are nominally encouraged to achieve 
in public life, but are in practice excluded from a masculine dominated culture. As a result of 
their subsequent disempowerment, women turn to food as an area over which they can exert 
control. 

Women are also conditioned to view their bodies in negative terms. Women's bodies are 

constructed as open, passive and complementiuy to the male (MacSween, 1993). The male body 
is constructed as the norm against which the fernale, body is constructed as other. The resulting 
objectification of women's bodies can lead to body insecurity (Orbach, 1993), which can create 
the conditions in which anorexia can thrive. 

While very few of the anorexic patients were male, the fact of there being any requires some 

comment. Without question, male sufferers of anorexia have been largely ignored in the literature 

(Cantrell and Ellis, 1991). This is beginning to change (Frasciello and Willard, 1995), but 

nevertheless, the overwhelming body of anorexic research has centred on female sufferers. This 

has lead some commentators to erroneously describe anorexia as uniquely feminine (Boskind- 

White and White, 1986). It is often suggested that socio cultural pressures put women more at 

risk from developing the disorder because of society's emphasis on thinness as a major element 

of feminine identity. Clinical evidence however (Frasciello and Wilhuxl, 1995, Robinson and 
Holden, 1986, Herzog et al, 1984) suggests that anorcxia does occur in men and that its course, 

prognosis and symptom profile is similar for males and females. 
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There is a tendency in the literature to ferninise the role identity of male sufferers. The sexual 

orientation (Robinson and Holden, 1986) of male sufferers is frequently discussed (unlike that of 
females), and patients are often described as homosexual or as having limited sexual experience 
(Robinson and Holden, 1986). Cantrell and Ellis however (1991), have discussed anorexia in 

relation to the social role evolution of males and females. As women become more emancipated, 

the current evolutionary point of the masculine gender role also changes, and men may become 

more objectified. As men see their bodies increasingly attached to adverts for Diel Coke and other 

consurnables, they too may fall prey to anorexia and bulimia nervosa. 

Anore-xia andAge 

Age is frequently identified as a distinguishing characteristic in relation to anorexia nervosa 
(Bruch, 1978, Rastam el al, 1989). Anorexia is almost universally identified as a young woman's 
disorder and most anorexics are believed to come from the 15-19 age group (Lucas el al, 1988). It 

is generally considered that even women who experience the disorder in adulthood will have first 

contracted anorexia when in their teens. The age of onset for anorexic symptoms, is therefore 

usually considered to be during puberty or early adulthood. One paper, however (Wills and 

Olivieri, 1988) suggests that women may experience the disorder throughout the course of their 

adult lives. They may become anorexic in their forties and fifties, and even occasionally into their 

"old age". In the current study, age distribution was as follows: - 

Table 5.1: Age Distribudon- The Anorexic Sample 
Frequency Percent 

15 to 19 30 29.7 

20 to 29 51 50.5 

30 to 39 13 12.8 

40 to 49 4 4.0 

Over 50 3 3.0 

Total 101 100 

Missing 

The average age of the anorexic sample was 24.9 (sd: 8.7, range 15 to 59). The largest age group 

was the 20-29 age group (50.5%). Many of the anorexic sample (29.7%) were under 20, 

supporting the findings of previous studies, (Bruch, 1978, Hindler el al, 1994) which suggest that 
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anorexia is predominantly a disease of young women. There were however, also a number of 
older (> 30 years) women (19. Wo of the anorexic sample) which demonstrates that anorexia is 

not purely confined to the young. This calls into question the clinical stereotype of anorexics as 
almost universally a young women's disorder. 

Anorcm and Sockd Clm 

Significant controversy continues to surround debates about anoraxia and social class. In the 
1970s and 1980sr a key feature of the stereotype anorexic was that she would be from one of the 
higher socio-economic groups (Crisp et al, 1976, S2mukler et al, 1986). Such an individual would 
be subject to all of the behavioural pressures characteristic of the middle class. These include the 

pressure to "keep up appearances". to achieve, and to comply with family expectations without 

complaint (Bruch, 1978). Such pressures, it is argued, create an enviromnent in which anorexia 

my possi ibly develop. 

In the current study, class was allocated using the Registrar General's (OPCS, 1980) 

classification of occupations. This system was used as the majority of study data were gathered 
in the 1980s and the early 1990s. According to the Registrar General's classification, class is 

organised in a descending scaK with the most privileged and well paid (for example doctors and 
lawyers) occupying social class 1, and the least privileged (road sweepers, cleaners) occupying 
social class 5. The registrar general's classification has been identified as problematic in recent 
Years, Particularly in relation to women (Townsend and Davidson, 1992: 312, Acheson, 1998: 3 1), 

who often continue to be classified in relation to their husbands. In addition, there are wider 
problems with this scheme as it is 'based on a male occupational structure' (Annandale, 
1998: 149). When transposing female employment onto the scheme, women tend to become 
clustered into a limited range of occupational classes (e. g. 'class 3 non-manual-and to a lesser 

extent as class 2', (Annandale, 1998: 149 )). In the current study, adult women were classified 
according to their own occupation, but the wider problems with the OPCS classifications remain 
and the following social class data should be read in this light. 

In addition to supplying information on their own occupation, participants were also asked to 

state the occupation of their pamts. Many of the anorexic subjects were young PeOple, and had 
developed their illness while still living at home. It was felt that in these cases parental 

occupation might be used as a guide to the subject's social class of origin. For younger subjects 
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(< 18 years) therefore, both mother's and father's occupation were recorded, and social class was 

derived from the higher of the two occupations. These social class data were then compared to 

census data for the geographical area from which referrals to the unit were made (OPCS, 1997). 

Using this scheme the social class distribution of the anorexic and census group was as follows: - 

Table 5.2: Sockd Class - The A norexic Sanwle and National Census Data 

The Anorexic Sample 

Frequency Percent 
Social Class 1 4 4.0 
Social Class 2 23 23.0 
Social Class 3 Non-manual 21 21.0 
Social Class 3 Manual 12 12.0 
Social Class 4 8 8.0 
Social Class 5 13 13.0 
Other 19 19.0 
Total 100 100 

Missing 

National Census Data (1991) 

(Recoded to Registrar General's I 9go categones- Classi I teduccording to occupation ot'head ot'houseliold) 
10% sample 

_ Frequency: Number of families* Percent 

Social Class 1 77200 6.0 

Social Class 2 302249 23.0 

Social Class 3 Non-nmual 121541 9.0 

Social Class 3 Manual 264227 20.0 

Social Class 4 35844 3.0 

Social Class 5 98354 8.0 

Other 397383 31.0 

Total 1296798 100 
Source: Office qfPopulation Censuses and Survetw (1993). / 991 Cermis rejx)rlLor orew Brawn. 1, )ndon. HMO. p. 333 

*A proportion of these families may have had a member with anorexia. Hock (1,, x) 1) estimates the incidence rate for 
anorexi a as 6.3 per 100,000. 
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Table S. 2 (cont): Social Class - The A nore-xic Sample and National Census Data 

Social Class*. -Anorexics by General Population (1991 Census Data) 

Anorexics General Population 
(1991 Census) (/o) 

Middle Class 48% 38% 

Working Class 52% 62) % 
rTO&I 

100% 100% 
(Social Class 1. Social ('lass 2. Social ('lass 3-Non Manual) recMcd into "Middle class" 
(Social Class 3-Manual, Social Class 4, Social Class 5. Other) remled into "Working class" 

X2 = 2.040 df (1) (Not significant) 

A clear trend is in evidence here. For social classes I and 2, there appears to be no difference 

between the anorexic sample and "normal" people (as measured by the census). Social classes I 

and 2 account for 27% of the anorexic sample, and 29% of the census data. The key contention 

advanced by many psychiatrists therefore, that anorexia, is predominantly a disorder experienced 
by women from the higher socio economic groups, would appear not to be supported by data in 

this study. 

For social classes 3 also the overall figures (33% of anorexics, 29% of census data) are similar for 

the anorexics and census data. However a much higher proportion of anorcxics (2 1 %) appear in 

social class 3 non-manual, compared to the census (9%). Conversely a higher proportion of social 

class 3 manual appear in the census data (20%) when compared to the anorexics (12%). 

This may be because census data is derived from the occupation of "heads of households", most 
of which are recorded as men. As Annandale, (1998), explains a much higher proportion of social 
class 3 non-manual are female, while social class 3 manual is predominantly male. 

Some sociologists have suggested that members of social class 3 non-nianual are middle, rather 
than working class. The clean, safe conditions of work, and the paid holidays which many clerks, 
tele-salespeople, shop workers and hotel receptionists, etc. enjoy, are sometimes cited as evidence 

of the higher socio-economic status of these groups. Nevertheless, these (predominantly female) 

sectors contain some of the most 'low level'jobs in society (Crompton, 1998: 150). Such sectors 

are therefore difficult to categorise, and may even be 'extended' working, rather than middle, 

class (Wright, 1997: 244). Also, female employment, when measured by the OPCS, tends to 
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become clustered in the 3 non-manual category (see page 102). Consequently, in terms of class, 
these women may have more in common with their working class "male counterparts" (in social 
class 3 manual), than with higher socio-economic groups. 

I support this latter argument and therefore contend that anorexic patients come from all socio- 
economic groups. The class distribution among my anorexic subjects was not significantly 
different to that observed among census data. These results suggest that both working class and 
middle class women may and do develop anorexia. 

Anonwk and Educadon 

Anorexic sub ects were asked to state their highest educational qualification. These data were j 

then compared to Department of Education data (DoE, 2000) on national educational attainment. 
Surprisingly, the anorexic sample appeared to have achieved at lower level than women generally 
(with 22% of women recorded by the DoE having a university degree compared to I 05/a of 
anorexics -see table 5.3). 

This may have been because be because many anorexics (n--80) were recruited to the study some 
years before the DoE data was recorded, during which time access to higher education has 
improved (see table 5.4). However, anorexics were largely young women (table 5.1) and 
Potentially had better access to higher education than the "average aged" women in the DoE 
figures. Nevertheless, the comparatively older women in the DoE survey were higher educational 
achievers. Access to higher education has significantly improved in the last 15 years (table 5.4), 
but regardless of year of comparison, the figures for degree standard education are higher in the 
general employed workforce (14 % in 1985, and 20% in 1995) than for the anorexics in the 
current study (10.2%). This indicates that anorexics are no more likely than the general 
population to excel in the educational sphere. 

At the time of their interview, however some anorexics were so young they might not have been 
old enough to have finished university, and this may also have distorted the figures. Even when 
this is accounted for however, the anorexic sample appeared to be achieving less well than their 
Peers. It is not surprising that when one experiences a serious psychiatric illness one's education 
should suffer. Lengthy stays in a psychiatric hospital, preceded by the traunia leading to 
admission might reasonably be expected to materially affect educational development. What is 
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surprising however is the relatively modest educational attainment observed in this study among a 

group of women who are often identified as high achievers (Eagles et al, 1990, Bruch, 1978). 

Table 5.3: Educational Attainment -The Anore-xicSanwie and Department of Education Data 

The AnorexieSample 

Frequency Percent 

Degree and above 10 10.2 
'A' Level 19 19.2 
GCSE/GCE'O' Level 28 28.3 

Other 27 27.2 

None 15 15.1 

Total 99 100 

Missing 5 
Department of Education Data 2000 

1, ýmales oj'Working Age* (000s) 

Frequency Percent 
Degree and above 3805 22.0 
'A' Level 2420 14.0 

GCS E/GCE'O' Level 3805 22.0 
Other 3977 23.0 
None 328 19.0 
Total 17,292 100 

*A proportion ol'thesewome, may have had anorexia. Hock (1991)cstimaies the incidence rate for anorexia as 6-1 
per I (X), (X)O. 
Source: Education and Training slatisticsfor the United Kingdom: 2000, Departmentfor Education antl Emplqvinent, 
London: HMSO p. 85 
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Table 5.4: Department of Education Data an Educational Aftainment 1985-1995* 

Degree or equivalent: 1985 1986 1987 1988 1989 1990 1991 IM 1"3 1"4 1995 
Percentage of employed workforce 

East Midlands 14 14 13 14 13 15 16 17 19 21 20 
England 16 16 16 16 16 17 17 20 22 23 23 

Two 'A' Levels or equivalent: 
Percentage ofemployed workforce 

East Midlands 25 24 23 25 25 27 29 29 34 37 37 
England 27 27 27 27 28 29 30 33 38 40 40 

Five GCSEs or equivalent: 
Percentage of 19-21 year olds 
East Midlands 39 40 43 45 47 53 50 57 59 62 70 
England 45 44 46 47 50 51 53 58 61 64 64 

Source: Edicaion stads-ficsfor the UnftedVngdom 199S, BýVwoaentfir BAwation and Emp*nwnt (1996), 
Londow HMSO. p. 86-8 7 

'A proportion of these families may have had a manber with anorexia. Hock (1991) estimates the incidence rate fbr 
anorexia as 6.3 per 100,000. 

Anorexia and pZwe ofResidw" 

In existing research, a stereotypical approach may also be evident with regard to the anorexic's 
place of residence. Although research into this issue is limited, there appears to be a stereotype of 
the anorexic as a city dweller (Nadoka et al, 1996, Azuma and Henmi, 1982) from an 
"industrialised" country (Carlos, 1972, NeK 1973, German, 1972). Such a suggestion is 

consistent with the sophisticated urban lifestyle with its emphasis on image and bodywork that 
some researchers believe gives rise to anorexia. Once again however, as with social class, 
Previous research has gathered inconclusive results in relation to this issue. Azuma and Henmi in 
1982 found that anorexia nervosa was four times more common in a big city (Kyotoý than in the 
surrounding rural area, while Nadoka et al (1996) also found that the majority of their sample of 
97 eating disordered subjects came from medium sized cities. In other studies however the 
opposite trend has been noted. In 1991 for example, Hoek found that anorexia occurred with 
almost equal frequency in rural areas when compared to cities, while Rathner and Messner (1993) 
found a "high" rate of eating disorder among 517 schoolgirls from a small Italian town. 
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In the current study, respondents were asked to describe the size of the town in which they grew 
up. The residence profile of the anorexics was then compared to residence data for the whole 
country from the 1991 census (table 5.5). When compared to these data, the figure for residents of 
large cities was much higher in the general population (32%) than in the anorexic sample 
0 5.69/6). The findings (table 5.5) also show that anorexics were more likely than census subjects 
to come from small towns and rural areas. These data support the findings of Hoek (199 1) and 
Rafter and Messner (1993) and cast doubt on the notion of the stereotype anorexic as an 
urbanised city dweller. 

A Discmsion ofMe Denwgraphk FindUgsfrom the Carrent Skä* 

According to the above findings, Only two elements of the anorexic stereotype are supported. 
Anorexics are almost universally women, and am usually, though not always, young. Other 

elements of the anorexic stereotype (concerning social class, education and residence) would 
appear to have little empirical support. The results of the cunuft study indicate that anorexics are 
not overwhelmingly middle class, highly educated achievers from big cities, and this requires 
some comment. 

Social Class 

This study clearly suggests that both working class and middle class women get anorexia. Yet in 

spite of growing evidence to the contrary (Whitaker et al, 1989, I=, 199 1, Rogers et al, 1997), 
the stereotype of the middle class anorexic continues to hold sway in academic and clinical 
environments (Gelder et al, 2004). As Gard and Freeman (1996: 1) explain, 'the prevailing 
wisdom concerning the relationship between eating disorders and socio-economic status in both 

the professional and the lay person's mind is that there is an increased prevalence of eating 
disorders in high socio-economic status groups'. This misconception may be due to the powerful 
influence of clinical impression (Gard and Freeman, 1996, Hoek, 1993). In the course of their 
clinical practice doctors normally encounter middle class anorexic patients (Hoek, 1993). Bias in 
the referral system (Zola, 1973, Hoek, 1993, Blaxter, 198 1, Freidson, 1970a) may mean that 
middle class girls are more likely to be referred to specialist services. The "soldiering on" and 
"what will be' fatalism (Zola, 1966, Taylor and Field, 1993, Graham, 1984, Stacey, 1998) among 
the working class may result in women from lower socio-economic groups deciding not to trouble 
their GPs, even though they might have a serious eating disorder. 
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Table 5.5. ý Place of Residence when Growino up - The Anorexic Sample and 
National Census Data 

The Anorejdc Sample 
Frequency Percent 

city 15 15.7 

Large town 15 15.7 

Middle sized town 30 31.6 
Small market town 13 13.7 
Village 20 21.0 
Farm 2 2.3 

Total 95 100 
Missing 9 

National Census Data (1991) * 

Total population size: Englan& 41,776,599 
Sim of Connurbation Population 

N % of total 
1,000,000 and over 13,268,952 32.00%) 
500,000-999,999 3,465,888 9.0% 
200,000-499,999 5.962,431 14.0% 
100,000-199,999 3,982,156 100YO. 
50,000-99,999 4,058,351 10. (YYO 
20,000-49,999 3.790,146 9. (r/O 
10,000- 19,999 2,652,687 6.0% 
5,000-9,999 2,027,109 5.00/. 
2,000-4,999 2.121,493 50% 
Under 2,000 447.386 1.00/0 

Source: OPCS(1997), 1991 Census: Kevs1afisfics for urban and rural areas, London: HAROp. 336 
*A proportion of these peopie may have had anorexia. lloek(1991) estimates the incidence rate for anorexia as 6.3 per 
100.000. 

Place of residence'5ý Anore-xics by General Population (1991 Census) 

Anorexics General Population 
(1991 CC 

Large own/ City 31.4% 64% 
Smaller than a large 
town/city 

68.6% 36% 

Total 100% 100% 

X2 = 21.835 df(l) (Significant in opposite direction to that expected) 

15 Questionnaire categories "Large Town/ City" were mapped onto the census categories of-con urbat ions of'over 
99,999 people". 
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A ftirther reason for the persistence of the middle class stereotype may be that roughly two 
decades ago, "poor" girls did not got anorexia. Working class girls may have begun to contract 
the disorder only in the past decade or so, and as a result, cases of working class anorexia would 
have seldom appeared in earlier studies. Szmukler and colleagues (1996: 49), for example suggest. 
that changes have occurred 'in subjects now presenting with the illness with an increase in older 
patients, in those who are nuirried or sexually experienced and with more patients coming from 

social backgrounds which were previously considered non conducive to the development of the 
illness, for example lower social class'. Szmukler et al (1986: 49) explain that this may be due to 
the socio-cultural factors which contribute to anorexia 'spreading more widely through society'. 
Such a perspective would argue that the conditions which contribute to anorexia, (such as 
deferred gratification and valuation of thinness) have seeped down from the middle class into 
lower socio-economic groups. As anorexia has become increasingly glamourised (see Chapter 
Nine), working class girls may have "caught up" with their middle class counterparts in 

assimilating risk factors for the disorder. 

This "trickle down" model may account for some recent cases of working class anorexia. The 

majority of these cases however can be differently explained. Working class women may have 

always been at risk fiom eating disorder but their distren may have been largely ignored. What is 
interesting about Szmukler et al's (1986) observation is that it may reflect not so much the 

manner in which pre-disposing factors for anorexia have spread throughout society, but rather the 
extent to which doctors are now more prepared to acknowledge this. It is interesting to ponder 
why this change in clinical focus has occurred at this point in time. This may be the result of a 
shift in medicine's 'organisational context' (Fisher, 2001: 134) towards a more "client-centred", 
C6 classless" practice. As Fisher explains, 'because this organisational context developed over time 
and in response to particular moments in history, it is amenable to change - time has passed and 
we are now facing a new historical moment' (Fisher, 2001: 134). If clinicians as a profession now 
accept the distress of lower class women and the extent to which these women are at risk from 

anorexia, research into "working class" anorexia may increase. This process, by which the 
medical profession begins to acknowledge the suffering of lower socio-economic groups, 16 is an 
interesting illustration of the manner in which at-risk groups are clinically constructed. 

16 See also Helman's (1987) work on heart disease. 
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In view of recent findings on working class anorexia, one might expect a shift in clinical focus 
towards a perspective which actively theorises what it is about being working class which may 
lead to the illness. No such interest however appears to have been generated. Researchers appear 
unconcerned about how the specific experiences of being working class may contribute to 
anoroda. Unlike psychiatry's interest in elucidating the charactwistics of middle class life which 
give rise to the disorder, such as rigidity and high cqxxtations, no such theoretical activity has 
been applied to analysing anorexia in the working class. Class-related causes of the illness among 
working class subjects therefore remain untheorised. But with a little analytical effort, theorising 
the causes of working class anorexia is a straightforward process. In response to my findings that 

working class women get the disorder, I want to examine in this thesis what it is about being 

working class that has led these women to develop this illness. It may be argued that the norms of 
working class life are as likely to contribute to anorexia as the norms of middle class life. 
Anorexia for example, is frquently theorised as an attempt to restore control in circumstances 
where the sufferer has experienced a lack of control in other areas. Clearly, "loss of 
control" is a feature of working class existence (Graham, 1994, Taylor and Field, 1993, Stacey, 
1988, Bla: xter, 198 1). Working class girls are comparatively more likely, for example, to 
experience the trauma of abuse, both sexual and physical (Finkelhor, 198 1, Marsh, 1 "4, Simoni 

and Ng, 2002). The loss in the victim's locus of control attendant on such experiences is well 
documented (Palmer et al, 1990, Fatout, 1993, O'Neil and Kerig, 2000). The response to such a 
trauma may well be to seek re-assurance in the rigidity of anorexia. 

Similarly, the sufferer of anorexia may have experienced abuse fi-orn age-mates (see Chapter 
Seven), and evidence suggests that anorexia is linked to being teased at school (Davis, 1995). The 

role of appearance in peer abuse (Crozier and Skliopidou, 2002, Olweus, 1995, Callaghan and 
Joseph, 1995) may render working class girls as susceptible to teasing as their middle class 
counterparts. The visible display of expensive, fashionable clothes (provided by middle class 
PaMts) can signal one's superiority and act as a powerful deterrent against would-be bullies. For 
less conspicuously "cool" youngsters, the opposite process applies, and such girls may be easy 
targets. 

While the study findings refute the, clinical stereotype of anorexics as mainly middle class, it is 
important to explain that the current study is not the first investigation to problematise the 

stereotype of the affluent anorexic. in 1996, Gard and Freeman presented a review of research in 

which the social class of anorexics was recorded. Gard and Freeman indicate that studies from the 
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mid 1980s show no relationship between anorexia and high socio-economic status. Similarly, 
Whitaker el al, (1989) in a large scale community survey, found that anorexia was unlinked to 
social class -a finding supported by Rogers el al (1997) (see Chapter Four). The suggestion that 
anorexics may not be predominately middle class therefore originated with these scholars and not 
in the current thesis. Unlike other studies however, the current diesis cKamines several 
dimensions of the cfinical stereotyM (as well as class) in the same sample. One such dimension 
is education and it is to a discussion of this issue that I now turn. 

LAKa-ft: on 

A similar critique to the argument made in relation to class may be made in relation to anorexia 
and educational attainment. The current study has found no relation between high educational 
achievement and being anorexic. Among clinicians however, there has been no attempt to 
theorise why some anorexics are comparatively low achievers, since this is not consistent with 
their stereotype. It has long been understood that education is linked to class (Miller, 1970, 
Biddle, 200 1) and that class is linked to health (Platt and Thomas, 1993, Acheson, 1998). Middle 
class youngsters fare better in the classroom than their working class counterparts (Miller, 1970, 
Biddk 200 1, McCallum and Den-de, 200 1, Chitty, 2002) and are also more healthy (Acheson, 
1999, Townsend and Davidson, 1992). Similarlyý research suggests (Wadsworth, 1986) that ill 
health may influence one's class of auainment (and corresponding educational achievement), as 
well as one's class of origin. The link between both class and health on the one hand and class 
and education on the other, my therefore lead one to hypothesise that that health and education 
are also related. It is understandable that when one contracts a serious psychiatric disorder this 
may have an effect on educational progression. Anorexia is a chronic disorder and can prevent the 
sufferer from engaging in normal activities for a person her age. These activities include 

educational endeavour. No attempt however has been made by clinicians to theorise the negative 
effects of anorexia on educational development. Findings which undermine the anorexic 
stereotype, usually result in the conclusion that anorexia and education are not linked. No further 
attempt is made to theorise what these findings may mean. 
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9b! Ske 

Findings from the current study suggest that anorexia is experienced by women from urban and 
rural areas. In previous research, similar results have been presented in terms of the spread of a 
global urban culture through information technology and the mass media into more remote areas 
(Radiner and Messner, 1993ý In other words, rural women may now got anorexia as a result of 

urbanised culture encroaching on specifically rural ways of life. The implication of this argument 
is that the closeness of natureý and its association with subsistence fanning and the value of food 

production, has offered some protection against the development of anorexm. As soon as an urban 
lifestyle is emulated by young women from rural areas their susceptibility to the disorder 
increases. A paternalistic assumption that "down home", "close to the soil" lifestyles are 
inconsistent with anorexia pervades this perspective (Azurna, and HenmL 1992). Just as there is a 

paternalistic suggestion that winning one's bread through daily labour, (i. e. being working class), 

protects against the disorder, so there may be an assumption that living off the land in a rural 

environment offers a similar safeguard (Azuma and Henmi, 1982). The results gathered in the 

current study appear to demonstrate that this may not be the case. Women from rural areas as well 
as those from cities are at equal risk of developing the disorder. This is in spite of the fact that 

such women, being geographically distant from specialist clinics, may be less likely to be refaTed 
to these services. Once again the stereotype constructed by the psychiatric research community 

would appear to have little basis in reality. 

Conclusiom - Tke PosidObt Approach to Anerrids Nervosa 

It is appropriate to ask why the anorexic stereotype persists in spite of mounting evidence of its 

inaccuracy. The twin explanations of referral bias and clinical impression, do not fully account 
for the power of the stereotype. I would argue that origins of the anorexic stereotype also lie in 

the epistemological approach applied to studying anorexia. Almost all studies, which have 

investigated eating disorder, have been conducted from a positivist perspective. At this point it is 

worth noting something about the current thesis. The current study itself uses positivist 

methodology in order to debunk clinical constructions developed out of a positivist tradition. But 

the approach to establishing certainty in clinical science represents a materially more rigid 
framework than that adopted in the current thesis. Several studies (for example Kutchins and 
Kirk, 1997) have critiqued the clinical construction of clinical diagnoses and the claims to 

certaIntY which such knowledge represents. Like the current study, these studies have also 
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referred to findings which refine such clinical certainties, and which demonstrate that such 
constructions may frequently be unsupported by data. This is the established methodology used 
by every study which problematim positivist clinical catainty (Young, 1992, Berg and Mol, 
1998, Seale el al, 200 1) and thus it is the approach used in the current study. My conclusions 
have not been used to establish "laws". or to rule out conflicting explanations. The conclusions of 
this study represent an "open verdict" on what "causes" anorexia and who typically suffers fi-om 
it. As such they differ from the narrower, exclusive findings typical of most positivist research. 

Positivist explarations are offered with a high degree of certainty. Clinicians deal in certainties 
because you often need them in order to take a specific action or do something about a problem 
(with uncertainty leading to inaction). But it is debatable whether such certitude genuinely 
increases our understanding of anorexia. Such exphumitions endeavour to unlock the secret of the 
disorder by discovering its key causes, but in so doing they tend to rule out alternative 
explanations. Even before any data have been gathered the term of reference are to find a single 
answer to the question of what causes anorexia. By stating an hypothesis, e. g. "anorexics come 
from middle class families", a tacit imperative to look for data to support the hypothesis tends to 
be incorporated into the study. 

The results of my thesis tell us a great deal about anorexics. But they also tell us just as much 

about the way in which the psychiatric research community has constructed a model of the 

woman who gets anorexia. In constructing this model, psychiatrists focus on a particular group 
who are thus more likely to be diagnosed. In like manner many feminists have also constructed a 
stereotype of the anorexic as a political prisoner protesting against the injustices of patriarchy 
(Orbach, 1993). Psychiatrists however have produced a much larger body of empirical research 
on anorexia than feminists. The psychiatric stereotype, has therefore become the most powerful 
and pervasive image of the type of person likely to develop anorexia. 

Psychiatry thus searches for "certaW. There is a great deal of evidence however (Hepworth, 
1999, Scull, 1982, Showalter, 1987, Fisher, 2001, Kutchins and Kirk, 1997, Usher, 1991) to 
suggest that far from being fixed and inunutable, psychiatric diagnoses are fluid and evolve in 
response to changes in wider society. This nmy be the case in relation to the anorexic stereotype. 
It may well be that the current constructions that psychiatry places on the typical anorexic will 
evolve and develop over time. Such an evolutionary process is evident in relation to the 
developinent of psychiatric diagnoses over recent decades (Kutchins and Kirk, 1997). In the 
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1950s for example, consistent with prevailing social prejudices, homosexuality was considered a 

psychiatric illness (Kutchins and Kirk, 1997, Bayer, 1987). Later, in response to the changes in 

the status of gay men and women, such a diagnosis was abandoned. 

Notwithstanding the changing nature of the diagnostic criteria applied to anorexia nervosa, 
psychiatrists continue to construct anorexia as a highly specific pathology with fixed diagnostic 

criteria. Part of this process of looking for certainty leads psychiatrists to direct their attention 
towards a specific demographic profile. It is not only in the demographic area, however, that a 
stereotype has been constructed. A stereotype of the anorexic's cognitive symptoms is also 
evident Anorexics, psychiatrists suggest, exhibit distitict emotional symptoms, such as fear of 
maturity, fat phobia, control and obsessionalism. This thesis seeks to demonstrate that the 

cognitive model of the stereotypical anorexic is itself a social construction, developed by the 

psychiatric research community. As the next three chapters will demonstrate, the reality of who 

gets anorexia and of what causes it, is a great deal more complex d= the cognitive model of the 

stereotype anorexic would suggest. 
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Chapter 6 
'I am terrified of gaining weight': 

Results from the Closed-ended Cognitive Questionnaire 

introducdon 

This chapter (and Chapters Seven and Eight) assess the validity of the cognitive stereotype of 
anorexia. In the ficst part of the chapter a brief review of this stereotype is presented. The chapter 
then describes the questionnaire which the current study used to appraise the symptoms in the 
cognitive stereotypeý and it finally presents data from anorexics and controls gathered by this 
closed-ended questionnaire. As explained earfier, the cognitive stereotype constructs the anorexic 
as afraid of maturity. According to this paradigm anorexia represents a fear of full female 

adulthood and a flight from full genital sexuality. A corollary of this symptom is the notion of the 
"anorexogenic" mother who has failed to prepare her child for the demands of adult life (Crisp, 
1995). Crisp, a psychiatrist, explains: - 

The mother ... because she lacks a wider competence as a mother, may feed excessive 
amounts to her child as a substitute for her love and affection ... The nervous over- 
protective mother who anxiously nurtures her child in this way so as to "prepare him [sic] 
for the futurer ... may feel great anxiety over anything her child does outside her direct 

supervision and, yet rarely attend to his differential cues .. It appears to me that the 
importance of childhood experience for both the anorexic and her family is that it often in 

no way equips them to cope with the thrust and demands of puberty. (1995: 4547) 

Crisp therefore clearly identifies anorexia as a crisis of maturity. He lays the blame for this crisis 
squarely with the anorexic's mother. A critique of this mother-blaming approach is offered later 
(sw Chapter Seven). In the current chapter, the symptom associated with mother blaming, "fear 
Of maturity" is appraised. Such a symptom centres on "maturational crises", while other 
SYMPtoms incorporate a different focus. Most psychiatrists, for vaimple stress the centrality of 
dieting to anorexia. In particular they emphasise "weight phobia" (Buckroyd, 1996, Palmer, 
1989). Palmer, for example, explains: - 
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Someone in a state of anorexia nervosa will not always be fiw* about her feelings, but 

when she is she will say that she is frightened of the thought of being heavier 
.. Professor 

Crisp of St George's Hospital Medical School, London, has coined the term "weight 

phobia" to describe this attitude ... the anorexic has a phobia of her normal body weight. 
(1989: 5) 

What is interesting about Palmer's observation is the manner in which the anorexic's sute of 
mind is labelled. Highly technical and psychiatric terms are used, with her symptoms being 
describedas 'phobia. Buckroyd also describes anorexia as 'phobia' (1996: 8,71) and stresses fear 
of fatness as central to the condition. At the beginning of her book, she quotes from one of her 
anorexic patients: - 

Everyone in my class was going on a diet, so I did too, except that they all stopped and I 
didn't. To start with I was pleased. I felt proud that I had nwm willpower than they did, 
but in the end it was awful because I couldn't stop dieting. They had all lost a few pounds 
so that they could get into a size stnaller dress, but I just went on and on. In the end I got 
so I was frightened to cat anything. In one part of my head I knew that I had to cat and 
that I needed to eat, but in another I thought I was fitt and that if I ate anything it would 
make me fatter. (1996: 3) 

The focus on the anorexic's concern with 'anything' that would 'make me fatter' suggests that 
dieting and fat phobia, in Buckroyd's view, are two of the most important manifestations of 
anorexia. Other commentators have emphasised additional traits such as perfectionism (Russell, 
1970, Garner el af 1983b, Lawrence, 1995). Marilyn Lawrence (1995) explains that perfectionism 
manifests itself in self-denial, achieved through overcoming the physical demands of the flesh. 
'We are all encouraged to regard self-denial as a good thing' because 'the ability to limit food and 
to lose weight bring with them a far-reaching moral kudos' (1995: 33). 

Clinical understanding of anorexia therefore presents the disorder as fat phobia and maturity fear, 
experienced by perfectionist personalities. A fitrther and equally important am of the "copitive 
stereotYW is the symptom of control. Lawrence explains that 'the obsessional aspect of anorexia 
is without a doubt a desperate need to be in control' (1995: 23 ý while Strober (1990) suggests that 
a need for control is the key feature of anorexia. The importance of control is emphasised by 
almost every commentator on the disorder (Palmer, 1989, Orbach, 1993, Bruch, 1979, Crisp, 
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1995, Buckroyd, 1996, Levenkron, 2000) and this construct, I feel, genuinely applies to many 
anorexic patients (see Chapter Seven). 

In this chapter, I will appraise the "cognitive stereotype". The symptoms surrounding this 
stereotype form a key element in closed-ended rating instruments applied to anorexia (Garner ef 
al, 1983b). One such instrument is the Eating Disorders Inventory (EDI, Garner et al, 1983b). In 

the current study, an adapted version of the EDI, (the EDI-A, appendix 3) was administered to a 
sub-sample of 24 anorexic patients and all I (W controls. 

The EDI-A sanrle - 7he bsue of stalstleW power 

The complete anorexic sample contained 104 patients, of which 24 were given the ED[-A- As 
indicated in Chapter Three, sample size is a key consideration in any investigation which presents 
statistical findings. The sample should be sufficiently larp (or powerful) to be representative of 
the population fi-om which it was selected (Polit and Hungler, 1995). With such a sample, reliable 
results can be obtained and confidence can be placed in the study's results. In the current study, 
the sub sample of 24 anorexics was clearly too small to contain the required level of statistical 
power (see pages 68-69). However this sample gives a broad illustration of likely levels among 
acute anorexicsý for EDI-A items. Nevertheless, finiher research is required before full 

confidence may be placed in results from the current study. 

Since a sub-sample was used, it was important to examine the demographic profile of this group, 
to ensure this did not differ significantly from the wider sample (or from the control group shown 
in table 6.2. ). Table 6.1 indicates that this profile was similar to the larger group, with participants 
coming from a range of different ages, classes, educational backgrounds, and places of residence. 
Each participant completed the EDI-A, the content of which will now be described. 

The Adapted EDI (EDI-A) 

The Eating Disorders Inventory is an important clinical questionnaire used in anorexia research 
(Garner et al, 1983b). It closely reflects the "clinical" model of anorexia, and thus contains 

several "attitude statemenC questions on "fat phobia" and "fear of maturity". Examples of these 

questions are: - 

am tenified of gaining weight 
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I am pre-occupied with the desire to be thinner 
I wish I could return to the security of childhood 
I would rather be an adult than a child 

As well as containing questions on fat phobia and maturity fear, the schedule also contains 
questions on perfectionism. The following statements cover this kem: - 

Only outstanding performance is good enough in my fiLmily 
I hate being less than best at things 

In addition, the schedule measures control, by asking about feelings of "ineffectiveness". These 

are measured by the questions below: - 

I have a low opinion about myself 
I feel ineffective as a person 

In response to these questions patients are invited to tick one of the following- 

Always Usually Often Sometimes Rarely Never 

I have a low opinion 
about myself 

The EDI specifies several key dimensions in the development of anorexia. For the "anorexic 

stereotype" study, the dimensions which are of specific interest are 'Drive for Thinness', 

ectioniSmi 17. 'Maturity fears', 'Ineffectiveness' and 'Perf In relation to 'Drive for thinness' Garner 

et al state: - 

Drivefor thinness .. 
indicates excessive concern with dieting, [and) pro-occupation with 

weight ... Bruch (1973,1978) and others have described this as a cardinal feature of 

anorexia, nervosa. Item [in the 'Drive for thinness' dimension] reflect both an ardent 

wish to lose weight as well as a fear of weight gain. (I 983b: 17) 

17 Item kom other dimensions (see appendix 3) were however also retained in order to ailtninister the EDI in as close a fonnat as 
possible to the original instrunicut 
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Table 6.1: The Age, Social Clays. Education and Place of Residence of the Sub-samwle of 24 
Anorexics 

Age 
Frequency Percent 

15 to 19 3 12.5 

20 to 29 12 50 

30 to 39 4 16.7 

40 to 49 4 16.7 

Over 50 1 4.1 

Total 24 100 
KA;, -;, - (1 

sodd CIM 
Frequency Percent 

Social Class 1 0.0 

Social Class 2 3 13.0 

Social Class 3 Non-manual 2 8.7 

Social Class 3 Manual 0 0.0 

Social Class 4 2 8.7 

Social Class 5 0 0.0 

Other 16 69.6 

Total 23 100 
kA--, I 

Educadopral Attainmmt 
Frequency 

Degree and above 4 18.2 
'A' Level 6 27.3 
GCSE/GCE '0' Level 8 36.5 
BTEC 1 4.5 
GNVQ 0 0.0 
Other 2 9.0 
None 1 4.5 
Total 22 100 
NA 

ofReWmee i4en GroWnx uj i 
Frequency PLreent. 

Farm 0.0 

Village 4 16.7 

Small markettown 7 29.1 

Middle sized town 5 20.9 

Large town 7 29.2 

OIN 1 . 1. 

Total 24 100 

M iss j ng 
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Table 6.2: The Are, Social Class, Education and Place of Residenceof the Control Sample 

Age of the ControlSam e 
Frequency Percent 

15 to 19 11 11.5 

20to29 62 64.6 

30 to 39 14 14.6 

40 to 49 8 8.3 

Over 50 1 1.0 
Total 96 100 

Missing 

of Residence of the oo Sa 
Frcquencý PL'ICCIIt 

Farm 3 3.0 

Village 30 30.0 
Small market town 22 22.0 
Middle sized town 9 9.0 
Large town 32 32.0 
Citv 4 j. () 
Toia-I 100 
Missing 
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Thus as Garner el al demonArate, 'Drive for TUnness' in the "clawical" clinical view, is one of 
the most important dimensions for assessing anorexia nervosa. The EDI schedule therefore begins 

with questions on terror of weight gain, and it is this dimension which is discussed at the outset in 

accounts of the construction of the EDI (Garner ei al, 1983b). Like 'Drive for thinness', 
'Maturity fear' is similarly considered as central to the disorder: - 

Malwityfears.. indicate .. [a) wish to retreat to the security of [childhood and a fear ofl 
the overwhelming demands of adulthood. (Garner el al, 1983b: 17-19) 

This symptom features centrally in the EDI and is dws considered one of the key manifestations 

of anorexia nervosa. Similarly the dimension 'Ineffectiveness' is also felt to encapsulate a key 

causative factor in the genesis of the illness. As stated above, the 'Ineffectiveness' dimension 

illustrates the importance of loss of control in the development of anorexia. As Garner el al 
(1993b) explain: - 

Ineffectiveness ... assesses feelings of general inadequacy ... and the feeling of not being in 

control of one's life. This feature has been described by some as the fundamntal 

disturbance in anorexia nervosa. (Gamer et al, 1983b 18) 

Loss of control is therefore considered pivotal to anorexic actiology. A further symptom also 
viewed as central to the disorder is the symptom of perfectionism: - 

PerfecdonisnL.. indicates excessive personal expectations for superior achievement. 
Bruch (1978) has suggested that the struggle to live up to perfectionistic achievement 

standards is a characteristic theme in anorexia nervosa. She interprets the patient's typical 

superior academic performance as an 'over-compliant adaptation' which breaks down in 

the face of increasing pressures to succeed. (Garner et at 1983b: 19) 

Clearly, since the EDI is an important clinical instrument applied to anorexia, (see e. g. Cantrell 

and Ellis, 199 1, Heebink et al, 1995, Taylor et al, 1996, Sands ef at, 1997), and since its questions 
encapsulate the clinical model of the disorderý it was important to establish whether the EDI-A 

was able to discriminate between anorexics and controls on the above four dimensions. Results 

enes erf en ns from the 'Drive for thinness, 'Maturity fears', 'Imffectiv s', and'P ectionism'dim sio 
together with results from the global EDI-A score will now be presented. 
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Resultsfrom the EDI-A 

For EDI-A items, a global score was calculated from results from all of the questions asked. For 

each question, where participants answered 'always', 'usually' or 'often', a score of I was given. 
Where participants answered 'sometimes', 'rarely' or 'never', the item was scored as 0. A cut-off 

score of 20 (out of 30) was assigned (see page 71). This ensured that participants would need to 

affirm at least two thirds of the questions to exhibit symptoms clinicians identify as indicative of 

anorexia. A chi-square was also calculated to examine whether significant differences were 

observed between the answers supplied by the anorexics and the answers supplied by the 

controls. Using this scheme, the following results were obtained (table 6.3): - 

X2 = 2.487 df (1) (not significant) 

These results indicate that, in the current study, the adapted EDI questionnaire failed to 

discriminate between a sample of anorexics and a sample of healthy controls. In other words 
healthy people were almost as likely as anorexics to affirm or deny a selection of questions ftorn 

the EDI inventory. 

This thesis aims to appraise the "stereotypical" clinical construction of anorexia, which 

emphasises fear of fatness , fear of maturity, loss of control, and perfectionism. It was therefore 
important to examine the EDI's ability to discriminate (between anorexics and controls) on items 

from EDI dimensions that corresponded to these symptoms. The following items were selected 
from each dimension, and results on these items were compared for the anorexic and control 
group: - 

Drive for thinness - items: 'I am terrified of gaining weight' 
'I am pre-occupied with the desire to be thinner' 
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Fear of maturity - item: 'I would rather be an adult than a child' 

Perfectionism - item: 'Only outstanding performance is good enough in my family' 

Ineffectiveness - items: 'I feel ineffective as a person' 
'I have a low opinion about myself 

On two of these dimensions, "maturity fears" and "perfectionism", no significant 18 differences 

were observed between the anorexic and control group for any of the items measured. For 

example, the item 'I would rather be an adult than a child', (table 6.4), was affirmed by 10 out of 
24 anorexics, and 58 out of 100 controls. The chi-square statistic of 2.685 which was calculated 
for this item, was well below significance at the 5% level. Similarly, for the item 'only 

outstanding performance is good enough in my family' (from the perfectionism dimension), no 

significant differences between anorexics and controls were observed (table 6.5). 

Table 6.4., Results from A norexics and Controls on tke EDI item: 'I would rather be 
an adult than a child'from the 'Maturi 'dimension 

Anorexics Controls 

Yes 10 58 

No 14 42 
Total 24 100 

X2 = 2.685 df (1) (not significant) 

18 
A larger, more powerful sample however may well have uncovered significant differences (see page% 
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Table 6.7., Resultsfrom Anorexics and Controls on the EDI item: 'I am pre-occupied 
with the desire to be thinner' from the 'Drive thinness' ifinvension 

Anorcxics Controls 
Yes 20 24 
No 4 76 

Total 24 100 

X2 = 29.764 dt'(1) (significant) 

The remaining dimensions that were of interest in the current study were the dimensions of 
"Drive for Thinness" and "Ineffectiveness". On these dimensions significant differences were 

observed in the responses of anorexics when compared to controls (see tables 6.6,6.7,6.8, and 
6.9). Significant differences, for example, were observed for the item 'I am terrified of gaining 

weight'. This item however pertained to a highly corporeal aspect of the patient's condition. It is 

logical that when comparing anorexics with healthy women, fewer of the latter would report 
"terror of gaining weight". Such statistical significance however does not imply this item is the 

central feature of anorexia nervosa (though the DSM (APA, 1980,1994) does imply this). Also, 

this question may have uncovered the outward manifestations ofthe disorder (which were bound 

to have been more fully evinced in anorexics when compared to controls) but it did not capture 

the complex underlying pre-cursors which may lead to these fat phobic symptoms. The one 
dimension which did attempt to uncover more complex "causes" was the dimension 

'Ineffectiveness'. This dimension measured feelings of loss of control on the part of the patient. 
Highly significant differences were observed between the anorexic and the control group for this 
dimension. For the two items 'I feel ineffective as a person' and 'I have a low opinion about 

myself the responses supplied by anorexic and control subjects were as follows: - 
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Table 6.9. - Resultsfrom Anore-xics and Controlvfor the EDI item: 'I have a low 
opinion about myse4r from the 'Ineffecti ess'dimension 

E 

Anorexics Controls 
yes Yes 23 17 

No 1 83 
Total 24 100 

y, 2 = 55.044 df (1) (significant) 

The overall trend in results from the EDI-A showed fairly modest ability to discriminate between 

the anorexics and controls in the study. While some of the items in the EDI-A showed good 

ability to discriminate, particularly on the 'ineffectiveness' dimension, the ability of the 

instrument to "uncover" anorexia in the current sample was limited. Differences in the global 
EDI-A scores between the groups were not significant'9 and differences between the scores for 

the two groups on several individual items also failed to reach significance levels. 

The results from the adapted EDI are especially illuminating when we consider that the 
instrument clearly encapsulates the clinical stereotype of what "causes" anorexia. From the 

outset, by asking a series of questions on terror of weight gain, the EDI underlines the clinical 
importance attached to this particular symptom, and identifies fat phobia as one of the key 

manifestations of the illness, rather than (as the current study argues) as an outcome of much 

more deep seated social and psychological pre-cursors. Fat phobia therefore remains privileged 
as the key criterion for anorexia nervosa. Also, by incorporating questions on maturity fears and 
perfectionism, the EDI fijrther underlines the clinical tendency to construct the anorexic as a 

perfectionist, high achiever, retreating from the pressures of independent adulthood. For these 

19 In relation to non-significance, the issues raised on pages 68-69, regarding the power ol'the study sample. need to be borne in mind. 
A larger and more powerful sample may have shown significant differences in the variables measured. 
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items also however the difference in the answers provided by anorexics and controls in the 
current study were not significant. 

In appraising the EDI's potential to show only limited ability to discriminate between anorexic 
and control participants, Garner et al assert that: - 

like all self-report instruments, the EDI is vulnerable to distortion due to response style 
bias and inaccurate reporting by the subject. Moreover the defensive structure of the 

patient may invalidate or distort self-evaluation data. (1983b: 32) 

According to Garner et al, where the EDI fails to clearly specify cases of anomxia (as in the 

current studyý this has resulted from the withholding of information by the patient, for defensive 

reasons. Similarities in ED[ responses between anorexics and controls, Garner el al imply, are 

artefactual rather than real. I disagree with this suggestion and feel there is a more fundamental 

explanation. The patient's illness, I feel, may have resulted from experiences outside of those 

covered in the EDI. Some of these experiences may be social in nature. It is notableý for example 
that almost all anorexics are women. Notwithstanding the gains of feminism however, present 
day culture remains essentially masculinist. This is evidenced in the continued exclusion of 

women from high paid jobs, (Callender, 1996), high profile government positions, and in the 

continuing failure to prioritise women centred social policy in the area of childcare and domestic 

violence (Hallet, 1996). The disempowerment which women may consequently feel might have 

contributed to the growth of anorexia. By demarcating a limited psycho-social profile as the 

territory of anorexia, the EDI tends to ignore these (possibly equally valid) explanations. It also 
fails to acknowledge the problematic relationship all women arguably have with food (Lawrenm 

1995, Orbach, 1993). Most women, at some point in their lives, may well have felt "terrified of 

gaining weight" or "preoccupied with the desire to be thinner". 

Despite its limitations, the EDI remains one of the most important clinical and research 
instruments for assessing anorexia (see e. g. Cantrell and Ellis, 1991, Heebink el at, 1995, Taylor 

el 4 1996, Sands et al, 1997). Indeed two patients in the current sample reported that they had 
been administered the EDI in the past". When asked to state their feelings about the 

20 This may arguably have led to a practice efred (where Paticts Pre-empt the answers 'Oxped,, (r having completed the EDI 
bcfbre). However such an effect might have been expected to persuade patients to affirm the EDI's questions thus increasing their 
scores when compared to the scom of controls. in the current study bowem, ressomble similarity was observed in scores between 
controls and anore)dcL 
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questionnaire, it was interesting that patients' answers were varied. While some patients appeared 
to feel that the questionnaire was almost uncannily prescient, and descH)ed their experiences 
exactly, others expressed frustration that the questionnaire appeared to focus on cosmetic dieting 
behaviour. Some participants even felt that the questionnaire was irrelevant, inaccurate and 
irritating. 

Ann2l for example, felt the questionnaire was interesting. Her main response was surprise at how 

the researchers appeared to know so much about her own experience and the factors that had led 

up to her illness. Rachel and Gail also felt the questionnaire was relevant, and Christine, Lucy and 
Paula found the questionnaire similarly straightforward and stimulating. Some patients however, 

(such as John, Samantha, Tracy, Barbara and Genevive) had mixed or even negative feelings. 

John felt the questionnaire was not at all related to his illness, while Samantha felt it was 'totally 

wide of the mark'. Another patient, Tracey, was even conscious of the questionnaire's tendency 

to "over-categorise' patients. 'in a way', she suggested, 'I think some of [the questions] are sort 

of set to put you in a sort of box-as a ... typical anorexic or bulimic'. On the whole, participants 

gave a mixture of responses when asked to state their opinions about the questionnaire they had 
just been administered. 

Patients' feelings about the EDI were thus inconclusive, as were the results from many of the EDI 
items. The key conclusions which we may draw from the data presented in this chapter are that a 
highly circumscribed clinical instrument may fail to fully discriminate between anorexics and 
"healthy" women. There my thus be other reasons for anorexia than those laid down in this 
instrument. It may also be the case that, while some anorexics experience certain symptoms, 
others do not. By identifying a rigid template, clinicians are potentially doing a disservice to 
patients. They may fail to engage with the specific causes of the patient's illness which may be 

outside the criteria laid down in this template. By privileging a limited number of symptoms as 
central to anorexia, clinicians may be in danger of over-valuing these symptoms. They may thus 
be prone to interpret patient's experiences to fit this symptom template, selecting those aspects of 
Patients' accounts which conform to the clinical model, while relegating those which do not to a 
position of lesser importance. 

21 To maintain confidentiality, pseudonyms have been given to patients. 
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The EDI-A illustrated the current state of clinical thinking about anorexia. As such it provided an 
excellent template by which the nature of clinical "knowledge" surrounding anorexis may be 

gauged. If such knowledge is incontestable and unproblematic then the results gathered by such 
an instrument should clearly discriminate between a group of anorexics and a group of controls. 
The fact that in this study they did not raises important questions about the nature of clinical 
thought surrounding the illness. As sociologists it is important to present these results with a view 
to arguing that such inconsistencies underscore the sociological contention that knowledge 

categories are arrived at through a process of negotiation between powerful groups (Burke, 2000, 
Berger and Luckman, 19661 and may not always reflect the ciqmience of every patienL This has 

important implications for the general argument in the current study and an account of the 
importance of these findings for the overall thesis will now be offered. 

Conduslow InrodaNce of the EDI-A fladimpfor the overall thesis 

The study aims to investigate clinical knowledge surrounding anorexia. It aims to assess whether 
the "stereotype" of the anorexic as an appearance obsessed youngster who is afraid to grow up is 

supported by data. In the current chapter, I appraise the cognitive stereovype of the anorexic. 
According to the results in this chapter, this cognitive stereotype nay have limited data to support 
it. Notwithstanding the small size of the sample, (and the subsequent limitations in the validiiy of 
the study's results), the current chapter appears to give an initial indication that elements of the 
cognitive stereotype am not always supported by data. 

A key element of the cognitive stereotype is "maturity fear". The anorexic, it is argued, (Crisp, 
1995), is recoiling from adult femininity, and from the responsibilities that this role brings. Many 
patients in the current study, however, denied that they were afraid of maturity. Nevertheless, the 

archetype of the anorexic as an adolescent girl retreating from feminine adulthood and full genital 
sexuality remains one of the clearest and most persistent images of anorexia (Bruch, 1978, Crisp, 
1995). It is thus important to examine why fear of maturity continues to form a key part of the 
clinical imodel. Clinical understanding reflects sexist constructions of 'female' illnesses (Ussher, 
1991). By emphasising -fear of maturity" clinicians constitute anorexics as recalcitrant 
adolescents fleeing from adulthood. That their anoroda may be an understandable response to the 
injustices of their lives is not considered. Instead their unhappiness is constructed as a deficiency 

on the part of the sufferer. 
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Clinical knowledge thus reflects a patriarchal definition of the "causesr of anorexia. Such a 
definition oppresses women on two fiuft. Firstly it trivialises women's pain and categorises it 

under stereotypical labels such as "maturity fear". Secondly such a model fkils to recognise that 
where anorexics do experience "fear of maturity" they am fleeing from a debased, second-class 
identity. It is the role of adult femininity that is unhealthy and the behaviour of the anorexic is 

simply an understandable refitsal to accept a sub-ordinate social position. 

Anorexia is also identified as a strategy of control (Lawrence, 1995). This symptom was clearly 
supported by the data in this chapter, with patients suggesting that they felt "ineffective. Clinical 

explanations however tend to ignore the wider social causes of women's disempowerment which 
lead to "ineffectiveness-. if anorexia is about loss of control than the social forces which underpin 
women's disempowerment should be a central focus in the study of the illness. These social 
forces may be located in the discrimination women experience at work, their experience of 
unequal power at home (which my culminate in domestic violence) and in their location as 
"second-class" citizens in wider society. 

Rather than addressing these social forces, current clinical knowledge tends to cite individual 
family dynamics (Bruch, 1978, Minuchin, 1991) or trauma in the life of the individual patient 
(Palmer el al, 1990) as "causing7the disorder. While these individual experiences are 
undoubtedly important, little attempt is made to theorise the unequal power relations that give rise 
to these traumas, and scant attention is given to the wider social structures, such as 
institutionalised patriarchy, through which this power imbalance is maintained. 

Control (and "fear of mattuity") are therefore central to the clinical model. Such a model 
incorporates a finiher symptom - the symptom of fat phobia. Fat phobia underscores the clinical 
focus on bodily concerns. The current study however argues that anorexia is about more than just 
bodily concerns, and that fat phobia and dieting for reasons of appearance are secondary to 
psychological issues in the development of the illness. Feminists have explained that constructs 
such as fear of fatness may represent "normal" emotions and describe experiences which all 
women have with food (Lawrence, 1995, Orbach, 1993). By re-packaging such symptoms as 
clinical phenomena, physicians render these "normar emotions in technical terms, and the 
common sense everyday attitudes of ordinary life are subordinated to the technical constructions 
of clinical knowledge. 
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The current chapter provides a clear illustration of clinical knowledge surrounding anorexia. It 

describes the manner in which the patient is prompted by a questionnaire to consider her illness in 

"clinicalised" terms. However, many patients in the current study did not affirm these clinical 

symptoms. In rejecting these constructs, patients were indirectly questioning the legitimacy of 

medical definitions of their illness. It is evident from the results described in this chapter that 

patients' experiences my be wider than the clinical model would suggest. By attending to these 

wider experiences clinicians may effect a more understanding appraisal of the patienfs condition. 
As a result, patients may be more likely to experience a feeling of being understood. Such an 

experience has been identified as an important indicator of the success (or otherwise) of treatment 

(Hsu el al, 1992). 

On a wider level also, such a "patient-centrod" approach may better aCCOmnIOdate an 
ans oc understanding of the general social issues, which may lead to anorexia. Where clinici f us On 

dieting and appearance, the real disadvantages and biases which women experience (in the home, 
in the workplace and in society) may be disregarded, along with the experience of 
disernpowerment such disadvantages brin& By focussing largely on cosmetic issues, clinicians 
may be failing to evaluate patients' real concerns- concerns that arise fiom the real and complex 
lived experience of being ill in the social world. 

In the next two chapters, patients' testimonies gathered in the open-ended interviews (conducted 

after the questionnaire was administered) are analysed. As we shall see, these testimonies broadly 

corroborate the responses which patients supplied to the closed-ended questionnaire. In the open- 
ended interview patients expressed dissatisfaction with the representation of anorexia as a 
disorder that chiefly centred on cosmetic concerns. In the patients' view, as evidenced in their 

narratives, much more complex fitctors, had led to their disorder. It is to a discussion of these 
issues that I now turn. 
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Chapter 7 

"Why I won't eat": Detailed Testimony from Anorexic Patients 
concerning the Causes of their Disorder 

IR&Wuc&n 

In Chapter Six, I argued that women may have all kinds of reasons for developing anorexia and 
that these reasons may not always be reflected in-stereotypicar, definitions of the disorder. As 

well as analysing closed-ended data, the study also collected open-ended narratives from a sub 
sample of 24 anorexics (three mate), to assess the importance of fitt phobia, fear of maturity, 
control and perfectionism in "causing" the illness. Patients were asked a simple question "What 

would you say were the causes of your anorexia? " In response, patients were invited to talk for as 
long as they wished on subjects that they felt were relevant. This chapter describes the data 

collected in this open-ended interview. Initially, it outlines the manner in which the data were 
analysed (using thematic analysis, Hewitt-Taylor, 200 1 ). It then presents a summary of the themes 

which emerged from the open ended-data, and finally it presents examples of the transcripts from 

which the themes were generated. 

Patient testimony suggested that the causes ascribed to anorexia were varied. The data gathered in 

these open-ended accounts were therefore as diverse as the data on education, place of residence 
and social class (see Chapter Five). The patients had been referred from several geographical 

areas, and significant variation was observed in terms of their appearance, emotionality, and 

speech patterns. Some patients for example were talkative and voluble, while others were 

extremely quiet and difficult to draw out. A number of patients had a "working class" (Bernstein, 

197 1) vernacular, (with words and sentences punctuated with phrases such as, "you know, like', 

and "you know what I mean! '), while the speech patterns of others were umnistakably middle class. 
Several patients appeared anxious to please the interviewer and to acquiesce to anything they felt 

she might say, white others appeared more ready for a confrontation, wherein they would put the 

record straight on the "genuine causee' of anorexia nervosa. In general, patients appeared to be a 
visibly diverse group from a range of diffemt social stmta. 
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Coding the Interview Data using Thematk Analysis 

Participants were asked the following open-ended question- "What would you say were the causes 

of your anorexia? " The data gathered in response to this, question were analysed using thematic 

analysis (Hewitt-Taylor, 2001). This approach describes a process whereby I conducted a 
thorough examination of the patient transcripts and selected the key themes which encapsulated 

patient's experience. Such a process was facilitated by the use of the NUDIST data analysis 

package (Gahan and HannibaL 1998). 

This was a time of reflection where I read and re-read patients' testimonies and sifted and 

appraised the content of patient accounts. This process resulted in the production of a key 

category, "becoming anorexic". "Becoming Anorexic" involved two phases. These phases were 
"not being anorexic" and "being anorexic". The variations in patients' progression towards 

anorexia were explained by describing experiences that determined movement from one phase into 

another. The category "Becoming Anorexic" identified the nexus of the research and represented an 
inclusive category under which all sub-categories could be classified. This category could not be 

subsumed under any other category, but all sub-categories could be integrated into it. 

In addition to the core category, two sub-categories "trigger" and "sustain" were also produced 
(see figure 7.1). The sub-category "trigger" described the process through which participants 

moved from a state of not being an anorexic into being an anorexic. The maintenance of the state 

of anorexia such that the patient may be said to have truly become an anorexic is encapsulated by 

the sub-category "sustain". Under bodi "trigger" and "sustain" most patients in the sample 

reported significant issues in relation to aftnost all of the categories identified. 

Coding the Data 

The categories under "trigger" and "sustain" were identified via a process of coding (Hewitt- 
Taylor 200 1, Bowling, 1997, Strauss and Corbin, 1990). Coding involved a thorough appraisal of 
transcripts to identify the issues of concern to patients. Words and lines were closely scrutinised, 
and categories were thus allocated using the cKact wording of the patients themselves. The 

meanings of these concepts to the sample of patients were therefore fully encapsulated in the 

category labels. Using this tectmique the following categories were identified. - 
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Dive= experiences have caused my anorexia. 

Anorexia is complex 

Unhappiness 

Family 

Life Evem 

School - 

Control 

The Buzz 

The Spiral 

Obsessionalism/ perfectionism 

Anorexia is not just slimming 

The first theme to be identified was the theme "diverse experiences have caused my anorexia". This 

thane, together with the text from which it was generated, will now be discussed. 
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Fig. 71 Becoming Anorexic 

Bcooming Anorexic 

Trigger Sustain 

Diverse Anorexia Unhapliness Control BUZZ Spiral Obsession Perfectionism Not 
experiences is just 
have caused complex slimming 
my anorexia 

Famýy/ Lif School 
Events 

All ofthe categories in the sustain sub-group were closely linked, as were the categories in the sub-group "trigger ". In relation to "sustain " the 
sub-categories were linked in thefigilowing way. The illness was "not-just-slimming " gone mad, but was a serious psychological disorder. The 
anorexic had to rigidly "control " the amount qfjood she ate to maintain the "buzz " she tMis derived. This lead the anorexic into a -. 1piral " of 
food -Uriction, fbIlowed by buzz, followed byfurther restriction offood. An "obsessive " pre-occupation withfood and weight thus developed. 
The categories in the "trigger " group were also inter-related. but less clearly than those under "sustain ". "Diverse ". "complex " and disrresstný 
"life events ", for example, (such as sexual abuse) almost always occurred either in the context ofthe 'family " or "school ", and caused 

profound "unhappiness". 

Table 7 1: The Triggers and "Causes" of Anoret3da 
(frO I ný 24 respondents) Number of respondents citing trigger 

Diverse exPeriences have caused my anorexia 12 

An =ia is complev II 

Unhappiness 16 

Family 15 

Life Event 14 

Sch ol 8 

20 
The Buzz 15 

The piral 7 

Ob ; sionalism1perfectionism 1 11 
Anorexia is noijust slimming 1 15 

NB: Respondents could identify nwre than one triggerlcause 
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'"Dimse cgwrkma kaw caused my wwrct*" 

Several patients identified a specific life event which was important in the development of their 
illness. What was interesting about these events however was not their smiflarity, but rather the 
diverse nature of the events each patient described'. The first participant to tell her story was 
Rachel. Rachel explained that the roots of her anorexia could be traced to the events surrounding 
her mother and natural-father's separation when she was a toddler. A series of highly painful 
episodes associated with this occurrence had shaped Rachel's early M. In spite of the good care 
she received " her mother, she continued to be affected by this. Wben she was a child, her 

father's fitmily had sought custody of her. By involving child care agencies, her father had 

attempted to brand her mother as unfit: - 

there was an awfiil lot of that that I absorbed. I wasn't you know reftwned to my 
father ... but er I've noticed now whenever I got depressed I naturally don't want to cat. 

As part of her testimony, Rachel described an event which occuffed shortly after her mother's 
divorce. Rachel's mother re-marricd4 and Rachel discovered that her stepfather was not her natural 
father. Though her stepfather was an excellent parent, this news about her background troubled 

Rachel. She was gripped by an intense longing to know who her natural father really was. The 

news about her parentage: - 

set up burning questions you imow... "who is my real fatheff and why mother didn't want 

me to find out nothing about him- she felt it was water under the bridge best forgotten 

about, but to meý that was that dreadful ... I didn't want to hurt my stepfather ... but still all 

the while them's that nag&& you know. 

These experiences in Rachel's view, had a material eff-ect on the development of her illness. She 

was intensely concerned about the damage which had been inflicted on her mother, and shouldered 
the responsibility of wanting to put things right. Rachel described herself as extremely influenced 

by the hard life her mother had endured. I wanted to be doing all the right things (for my mother], 
to be .. as perfect as ... I possibly could- I think ... I set myself too high a standard ... I had to strive,. 

22 Forthe pwposesofconfidentillity I have disguised sormoftheddails in these: big* individualised 
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This perfectionism later manifested itself in an obsessional adherence to diets, eventually leading to 

anorexia nervosa. 

Other participants also supplied detailed accounts of why they had become anorexic. UnIfice 

Rachel, Angola had a very close relationship with her natural father. When he sadly died Angela 

could no lonW face fbod: - 

WeR ... me dad was so HI and ... I couldn't ... handle him dying cos like we had to look after 
him at h; rne cos he was dying of cancer ... it just affected me that I felt like ... cos I was 
underweight I felt like it should be me that's ... dying and not hirn- because, like I'd ... done it 

to myself whereas he obviously didn't ... have a choice ... it just sort of affected me where I 

just didn't want to cat. It just sort of affected me that ... I didn't deserve really to .. live. 

As a result of this trauma, Angela's intake of food almost cAmpletely ceased. She rapidly lost 

weight, eventually plummeting to five and a half stones. Once she startecl to lose the weight, she 
"felt very good about it so y'know I sort of continued it and I loved it". The experience of 
bereavement had propelled Angela into involuntary weight loss from which she derived 

unanticipated pleasure. 

Other patients described different circumstances. John for example had been very lonely as a boy. 

The sense of inadequacy he thus experienced was aggravated by persistent teasing and bullying 

from age mates. This caused John to engage in a constant search for admiration and approval. The 

congratulatory remarks he received after successfully dieting immediately precipitated a period of 

anorexia. Like John, Genevive also identified complex life events which "caused" her disorder. 

Genevive felt that her vqmience of being sent to boarding school during her adolescence was a 

major trigger in the onset of her illness. This trigger, however had combined with others to produce 

a complex picture. As child, for example, Genevive had been moved from town to town because of 
her father's work and the disruption she thus experienced had contributed to her anorexia. Like 

many patients, Genewe clearly believed that anorexia was a very complicated disorder. This point 

was ro-iterated by patient after patient, and it is to a discussion of the complex nature of anorexia 

nervosa that we now turn. 
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-Anorej* is conrkx" 

Patients supplied a rich variety of reasons for their illness. As we have seen, many were aware that 
the disorder had complex origins and could not be accounted for by reference to a single pro- 
cursor. As one patient explained, "it's complicated", a sentiment which was echoed by many other 
patients. Participant after participant clearly identified the puzzling nature of anorexta nervosa. 
Lucy suggested I think a lot of things probably had an effect ... its something that is ... very much 
misunderstood". Similarly, Samantha reported that it was "very, very difficuIC to explain her self- 
starvation: - 

it doesn't seem logical at all, it seems very warped even though I do it to myself-and its 

very difficult to explain why you do it, but I just feel good when I'm doing it to myself so 
that's how I cope. 

Rachel also believed that anorexia was a baffling and complex disorder. Rachel explained that the 
different episodes of anorexia she had experienced over the years had ditterent causes. "I'm really 
struggling now". she suggested "because this time has been difterent from any other time'. When 

asked what influenced the onset of her illness in the first place, she replied that that was a difficult 

question to answer. Whether one became anorexic, Rachel believed, depended on the type of person 
one was and one's ability to cope with life. 

Anorexia was thus described as "complicated! '. Some patients suggested that society over- 

simplified the disoý, and this made them angry. Emma expressed frustration at society's 
tendency to view the disorder in simplistic terms. She felt that the illness was so complex 'Vmt it 

makes me angry when people try and put it in boxes and ... try and generalise and stuff. This 

frustration was echoed by other patients including John, Richard, Samantha and Lucy. Lucy 

believed that anorexia, was a response to many different sorts of unhappiness. The fitctors which 
could "cause' the illness were complex and intertwined, which could generate internal confiision. 
Ann, for ommle, explained: - 
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lots of things were happening around me, people kept going at me and picking on me 

and... I just feft out of omtrot dm I d-dnk- I just dkin't kftow what was happaft to 

me... 1 was just changüig everjd9M was changing, my p«sonafity was changing. 

Genevive also suggested that she did not know what "any one thing7 had singly caused her 

anorexia, and Julie also believed that the effects of the trauma she experienced had combined with 

other stresses to produce the illness. Julie had survived serious abuse in chikDu)A but even in the 
face of such adversity, she felt that other factors (albeit to a lesser dogree) had also helped cause 
her condition. Aýorexia, in Julie's view, could therefore be caused by any number of stresses, an 

opinion echoed by Angola. In Angela's intoniew the following insight was offered into why 

anorexia develops: 

Angela: ... I think its just anything really like you know if you've been abused or anything 
in your childhood or ... didn't have a really good upbringing I ddnk it just affects you"... 

Interviewer Why9 

Angela: I don't know. I don't know about that. I think its just ... anything really. 

Interviewer: So you're saying anything traumatic can make you 

Angela: Oh yeak yeah. depression can Put You off food and then you just get into a routine 

of not eating and then you know you probably like yourself as you lose weight, so it just 
keeps, you know, it just goes out of control. 

Other patients' testimonies re-inforced this causative complexity. Lucy, for example was asked 
whether anorexin was a "controf"or a "cosmetic" strategy. Her reply, "I'd say it was probably a 
bit of boW, once more illustrated the multi-layered nature of the disorder. This complexity was 
reflected in the very sophisticated explanations which some patients pve for the cause of their 
illness. One such explanation was supplied by Barbara who reported that she liked to get attention 
and admiration. At a particular stage in her adolescence Barbara no longer felt her achievements 
were sufficient fbr her to obtain the admiration she so badly craved. She could no longer: - 
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get the attention by being good in my own right and I ... started to focus on food .. my eating 
disorder ... was something that I could do when I couldn't face up to life ... [It allowed me] to 

really engage with something because I feel I'm alone in the world completely. I mean I 

often feel scared of doing anything because I'm scared I'll fkil ... I'm scared of doing 

anything like reading or .. engaging with anything external -I know it sounds quite mad 

really but ... when I binge ... that's simple ... its one thing that I can really absorb myself into 

and sometimes I feel dead inside - you know I used to be passionate about things but 

nowa&ys I feel just dead. When I feel like that- I feel like the food is one thing that gets 

me sort 4 passionate again because I can sort of absorb myself and be angry - its like 

screamnig and crying you know just an cKtreme emotion when you're bingeing and then an 

extreme emotion when you're purging ... you know I want my life to be perfect straight 

away. Life takes too long to sort out ... but eating -I mean it makes you feel instantly 

better... what you really want to do is ... sortfout] ... your life but its impossible to do that ... so 

you ... put ... [your aspirations] on top of the food. -its a way of realising aspirations and 
dreams that are impossible. 

Barbara's lucid testimony movingly conveys inany patients' motivations for becoming anorexic. 

These patients were very clear about the profoundly cornplex nature of their illness. They 

understood that its causes and the strategy they might adopt for recovery, were diverse. John, for 

example, adopted a highly personal strategy for recoveryý involving a resolution to address the 

underlying source of his pathology. This would incorporate a determined focus on building his self- 

esteem and finding new ways of Ifidng himself. While John showed self-awareness in adopting this 

approach, he was uncertain how successful this strategy would be: - 

once I get out ... 
[unless] I sort my head out ... and get myself with more self esteem and 

respect for myself there's nothing to say that ... all the weight I've put on [won't] 
... all 

come off again. Unless I ... actually feel as though ... I'm good at something ... and I can go 

and achieve something and .. feel positive and ... do things that L. want to do in my 

life 
... 

then I feel as though I will always turn to food to ... get the good feelings. 
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"U"wilms" 

One of the key themes to emerge from the open-ended data was the theme of unhappiness. 
Something had gone wrong in the lives of these anorexic patients. This unhappiness may have been 

the resuft of a traumatic event such as bereavemen4 an experience of being bullied at school, or a 
history of sexual or physical abuse. Equally however, the dysfunction in patients, lives frequently 

resulted from more diffuse and long term negative experiences. One patient, Lucy, for example, 
explained the generalised sense of loss she experienced because she felt she had never really been 
important in the life of her parents. While her parents conveyed high expectations, they were less 

exact about precisely what it was they did expect. If she performed well in school, her parents' 
reaction was "that's what we expect of you". She consequently felt she had never developed a 
proper relationship with them, either as a child or an adult. Another patient, John, explained that 

while his parents were loving, because of work they fkiled to spend much time with him. "Mum 

and Dad... put a lot of time into the business... they did their very best for me cwainly, but ... I 

wanted more time with than which I didn! t get". 

This sense of unhappiness had often become distilled into a profound sense of dissatisfaction, on 
the part of the patient with the way she or he looked. Many patients expressed unhappiness with 
their appearance, and a smaller number described this dissatisfaction as centring on their weight. In 

spite of several prompts to discuss weight issues, however, several patients were very clear that 
their dissatisfaction with their appearance was part of a generalised sense of unhappiness, and was 
not centred purely on feeling fitt. 

Other Patients experienced a sense of dissatisfaction and loss as a result of their experiences at 
school. Several described a failure to fit in, particularly at secondary school. One woman explained 
that she had always felt out of place. She felt inadequate and was constantly comparing herself to 

other girls in her class. For others, this sense of being an outsider was frequently accompanied by 
being teased, bullied and passed over. Gail explained that as a result of an argument with an age- 
mate she was harassed and excluded by the whole of her class, while John explained I got a lot 

of .. bullying and ... at school rd get called fatty. " Yet another patient. Paula, was bullied jointly by 

siblings and school mates: - 

When I was younger I used to get bullied a lot for being fat ... they used to call me names 
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and everything ... ft was em when I was in secondary school... it just went on through most 

ofschool ... even me own sisters used to pick on m for being fat ... my friends would join in 

and make fun out of me as well ... they made fun of fun of me cos they could always get a 
boyfriend when they went out and I couldn't. 

What is interating in these accounts is that victims were not abused by the archetypal "school 

buV. None wen "picked on" in the schoolyard or divested of their money with menaces on their 

way home. These youngsters were bullied instead by large groups of "popular" schoolgirls. From 

these tritnscripts ýw was left with the impression that the perpetrators of this abuse were well 
integrated into the school system. The abuse was based not around physical violence, but rather on 
"pointedly" nasty remarks and "backbitW'. It was nevertheless equally aggressive and damaging 

to the victim's self esteem. Already often rendeiW powerless by familial abuse, victims were 

singled out for further harassment. In cases like this, the bullies wwe in the majority and the victim 
in a minority of one. 

Regardless of whether bullying was involved, negative experiences of some form in the lives of 
these anorexic patients had given rise to a great sense of pain and loss. All were unhappy. Phrases 

like "low in confidence'. "shy" "unhappy" and lacking in "self esteem" were frequently uttered 
during the course of the interviews. As Ann explained "I'm quite sort of depressed and I keep 

crying all the time and I'm low in myself', while Rachel described how her anorexia always 
seemed to return during periods of depression. 

Perhaps unsurprisingly this generalised sense of unhappiness was echoed in the unhappiness 
patients aKperienced over the way they looked. "I just didn't like the way I looked". Ann remarked, 
441 was unhappy really". This sense of body dissatisfaction however did not seem to diminish as the 

patient became slimmer. No matter how thin she became, the patient still appeared to want to lose 

more weight. Angela surnmarised this succinctly, "I know five and a half stone is low but I'm not 
happy now with the way I am. I want to be a lot Ims. " 

Because of their sense of unhappiness, several respondents explained that them was a pp in their 
lives. Lucy described this as an "unhappiness gap": - 
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perhaps the person like myself who kind of gets hooked into [anorexial... had a gap 
that needed filling .. because .. that gave me something to fill the gap ... whereas 
probably .. other people don't necessarily have one ... Mnhappiness ... perhaps its as simple 

as that ... perhaps its something to plug an unhappiness gap ... to prevent you ... I dodt 
know ... but it just seems to me like something that plugs a gap-with control. 

The notion of control is key to this extract. Participants adopted a strategy of rigid control over 
food to address the unhappiness in their fives. Since the concept of control was so central to the 

testimony of alrýost every patient, it will now be discussed in some detail. 

"Coittmi" 

Patients sought to fill their "unhappiness gap" by the close and minute control of food. Almost all 

participants showed great self-awareness of this process. They explained that they were redressing 
a shortfkll in areas of their lives where their needs remained unmet, by exercising control over food. 

Somehow this single activity enabled them to keep at bay the torrent of pain which threatened to 

overwhehn them and which they would otherwise have experienced over the negative events of their 
lives. Their self-starvation assuaged the sense of chaos to which. awfier traumas had given rise. It 

was around this issue of control ftt some of the most illuminating ftfimony was gathered. John 
for example explained: - 

control is the major part ... of anorexia, really its em control ... if you put control and food 

together then that that brings you an eating disorder because they're the two big 

things ... the two words that associate me to anorexia, is food and control. 

John later suggested: - 

the control sort of thing [is most important in anorexial rather than my appearance. 
Its the buzz that I get ... the controlling .. the feeling tMt I'm 900(l at somedling Cm and 
that I'm being tight, I'm being organised, I'm being precise, I know what's going to 
happen, I know that I'm having say this for dinner, this for tea ... Everything, its ... like my 
life-its a book. 
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Other participants made a point of explaining that anorexia, became a way of controlling things in 

their own lives when they felt they did not have control over anything else. When asked why it 

should be in the area of food that the patient should choose to exercise control, Christine explained, 
"It's its the the one part-of your life that you can control what you eat ... it's commonly the one thing 
in life that you can control and .. it's just sort of, welL a means of that control ... you know. " 

Other respondents echoed Christine's opinion. Julie suggested that even if she couldn't control 

anything else, at least she could control food. She thus felt the major part of her illness was 

wanting to be in ; ontrol much more than it was about wanting to lose weight. As she explained: - 

co tro ee in I think em its a way of gaining nI over your life. If You don't fI control over 

sort of like your feelings ... you have control over your food and its something that... 

n-nobody can take away froin you. 

The overriding sensation experienced by patients was a sense of terror at the prospect of 

relinquishing this control. Were her stomach to distend after a meal, Gail explained "I just think 

that... I'd be losing control, that I hadn't sort of kept something tight ... its sort of that I've let 

something go ... I don't feel as skinny as I did and I don't like that feeling... It feels dangmus to me. 
It makes me feel out of control. " 

By exercising control over food, respondents felt they were somehow offsetting potential disaster in 

other areas of their lives. Angharad explained that as she carried on losing weight it made her feel 

good. It gave her a focus, eventually becoming the overwhelming influence in her life "as long as I 

could hang on to that, everything else was going to be all right- and that's why it's so difficult here 

[in the hospital] ... that aspect [is) taken away fian ya'. 

This may explain why participants experienced anxiety over the treatment regime at the Eating 

Disorders Unit As part of this regime, patients were required to eat three meals a day. Several 

participants believed that this would remove the only locus of control they had. They spoke of the 

anxiety they experienced at the prospect of eating so "much". Ann for example explained: - 
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you have the control- you've done something with your body nobody else could do- 

you've done iL That's... really really hard- handing that control over... watching your 
body grow and grow and you're dfinking don't let it 90 too far, don't lot it go too far. 

Participants were therefore engaged in self-starvation as a strategy of control to offset the lack of 

control they ey4perienced in other areas of their lives. Patients were proud of their ability to control 

their food. The degree of control they were able to exert (along with their resulting weight loss) was 

a source of considerable enjoyment Patients explained that their ability to control their weight gave 

them a "buze'. detting this buzz was very important, and the process by which it was obtained 

will now be discussed. 

Tke "Bm=" 

Every patient in this study enjoyed losing weight. It gave them a "buzz! '. Weight loss is something 

which most people find difficult- but these women (and men) were good at it. As Angela remarked, 
64once I started to lose weight I felt good about it so y'know I sort of continued it and I loved it. " 

This point was re-iterated by patient after patient. Like the subject of control, the "buzz" issue was 
initiated by the respondent and the information surrounding it was volunteered in an unsolicited 
fashion. John discussed at length the enjoymmt derived from being good at losing weight. "Its the 
buzz that I get ... the controlling .. the feeling that I'm good at something7l. Emm concurred "Yeah 
it gives me, it gave me a buzz ... I've got a flat stomach that gives me the buzz... it gives me a buzz 

the whole time'. Like Emma, Angharad explained that when she lost weight it really pleased her. 

She then began to deliberately want to lose more and it felt really good to be in control. All of a 

sudden she, thought, -Hey, I'm onto a good thing heW'I a feeling echoed by Samantha. "I used to 

90 some perverse buzz out of not eating", Samantha explained, "because it felt ... like it was 

challenging". As Julie remarked, "getting on the scales and seeing that you've lost weight give[s] 

you abuzz ... you feel better about yourself'. 

This sense of enjoyment and control prompted patients into further food restriction. They were 
caught in a cycle of food refiisal, enjoyment, and fiuther food refiml. This anorexic "spirar' was 
described by many patients, and thus warrants detailed discussion. The key aspects of this 

Phenomenon wfll now be de=ibed. 
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"Spilw" 

The excitement or "buze' many patients experienced led than into a dangerous cycle of restriction, 
buzz, and ftirther restriction. Lucy explained that an unanticipated consequence of losing weight 

was the satisfaction she derived fi-om this. From then on the reduction in the amount of food she 
allowed herself became stricter and stricter, and she derived a sense of achievement from going that 
little bit fiirther: - 

losing thit bit of extra weight that's kind of got the same effect from doing another 
day without that piece of food - yesterday and the day before I needed that, but today I 

don't need it-and... that was the new level going on from there. 

Many participants explained that the more they lost the more they wanted to lose. As Angola 

reported, the anorexia cycle just takes over, and regardless of how much weight one losw one 

wants to be less and less and less. In Emma's words, "it kind of escalated a bit and I didn't realise 
how far it had goW. Samantha concurred: - 

the trouble was the goalposts kept shifting bemuse ern ... when I started restricting I 

started off with saying 600 or 700 calories a day but thm that wasn't good enough that 
had to go down and it just kept going down and down and down until I wasn't eating 

much at all and trying to live when you're not eating - you just sort of, well You lose a 

grip of things -I didn't see that at the tirne -I thought I was coping. 

"Obsession" 

This ever increasing concern with stricter and stricter food refusal led many participants to equate 
their illness with an obsession. Obsessional behaviour describes a state of mind where a specific 

course of action, such as food refusal, must be followed (Beech, 1978). Failing to carry out this 

action is unthinkable since the anxiety thus produced is impossible to bear. Emma described the 

way she became obsessed purely with the amount of food she was putting into her stomach. She 

was terrified by how full she might gat. "I never wanted to be fiill ... I had to be absolutely starving 
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hungry ... for when I went home so that I could cat... something at home, ... but whatever I ate ... it 
had to be the smallest amount I could possibly eat. " 

The obsessional avoidance of food and mealtimes led patients to develop various ruses to put off 
the fateful moment when they might have to consume a meal. Ann, for example, explained that she 
had reached the stage where she simply could not be at home during meals. She would prepare cold 
food for her fitmily, but would be unable to eat any of this food herself. To avoid mealtimes, she 
would study late in the library or stay behind at work. 

The elaborate strategies through which patients managed to avoid food were discussed by several 
respondents. Lucy described the rituals she engaged in around food as "fine tuning7' of the control. 
She had to eat her tea off a certain plate, or use a certain knife to eat a certain food. Selecting this 

plate and knifi:, she would careftifly arrange the cutlery on the table, elaborately tinkering with the 
food on the plate, just so she could put off the moment where she was going to have to sit down 

and eat. She recalled standing around waking for the minutes on the clock to tick by because she 

allowed herself to eat only at certain times. It was important to her that a certain amount of time 

elapsed between meals because that gave her the best chance of passing the next few hours 

"without flaking out". She explained that she would move her day around so that things would 
happen in the way she wanted. Even at work she would always have a plan to suit emerging 

circumstances: - 

I was quite good at it you know, er, like moving my day around ... I could [even] sort [work] 

out so that things would happen in the way I wanted them to rather than like be affected by 

other things and certainly if dW were going to be affected by other things I would always 
have plan B ready to er like suit whatever circumstances I thought were coming up. 

Gail also explained how she had "a lot of rules in her head" concerning how much food and drink 

she was allowed. She would plan in her head weeks in advance to account for every eventuality. 
This obsessionalism extended into other areas of her life as well as food. She engaged in cleaning 
rituals, rituals of organising household objects, and was even obsessive about couin TV 

programs, becoming highly anxious if she mL"W her fkvourite, soap. The prunary focus of her 

obsession however was with what she ate. As another participaK Sanandia, explained: - 
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The, bad part is that every waking hour of the day and sometimes even the night you think 

about fo(xk You ... constantly crave fi)od em and you think of ways em where you can get 
out of eating it 

Odiers described tlwmselves as obsessed with calories. Emma disclosed an obsession with fitt, and 
could recotmt waictly how many grammes of fat were present in any food. Samantha described her 

tendency to draw up fists of forbidden foods and allowed foods. As her strategy of food refusal 
became stricter and stricter, her list of forbidden foods kept getting bigger and her list of allowed 
foods smaller ana smaller. "It was just a way of me punishing myself for things that I didn't feel 

adequate in. " As she numaged to relinquish some of her obsessions, she "grabbed hold of others", 
and her weight continued to drop off. 

Several subjects described how this obsessionalism would also manifest itself in their responses to 

other women, either friends, passers by, or women on billboards or on television. Emma explained 
that she would constantly compare herself with women she saw on TV, particularly in relation to 
the flatness of their stomachs. Ann would similarly compare herself to passers; by in the sh-ed. This 

obsessional state was described as trance like by several participants. Christine, for exionple, 
described herself as being in "robot mode". where nothing anyone said had any effect on her- her 

only concern was her relentless pursuit of thimms. 

"Perfecdonism" 

Many linked their obsessional ability to exercise control over food with perfectionist traits in their 
own personalities. Several explained that they set very high standards for themselves in all areas of 
their lives. Rachel remarked that she had always tried to be as perfect as she possibly could. She 
felt that she always had to do the very best. "It became hard then if you didn't do something quite 
as well- it became a major catastrophe. not just 'oh dear, try again'. " 

Emma also described herself as a perfbctionistý suggesting that she "had all thew obsessions and 
things"ý that she had to do. This was re-iterated by Gail who believed that "the obsessional stuff 
has come in because the anomda wasn't enough to sort of make me fwl betten" John too 
explained that, "I have a very high em standard that I've set myself and you know whatever I do I 
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think I'm not good enough ... I think I ought to perfect a-certain thing all the time and it... really 
affects me ... (if] I thought-I weren't being hard enough on myself. - I've got to be stricter. 

Samantha similarly explained that she enjoyed not eating because it was chaUenging, proving that 
she could set herself goals and attain them She described how if she lapsed and failed to Med her 

target, she would punish herself in some way. She would swim or exercise or would go and walk 
several miles to burn off the extra calories. 

It is hardly surprilsing then that some (though not all) participants described themselves as 
perfectionists. This perfectionism was brought into play in steeling themselves to refitse food. 
Equally these patients were sometimes the children of similarly perfectionist parents. This was 
often a source of deep pain in their lives. Lucy for cample, feft that her parents had very high 

standards, but were less practised at congratulating her when she had done well. 

Others however described their parents as loving and supportive. Gail expressed considerable 
anxiety Over the thought that anything should happen to her parents "I don't know what I'd do 

really. " Paula also described herself as close to her Mum, and for Angela the trigger to her 

anorexta, had been the grief she experienced after the death of a beloved father. 

"Anorexia Is notjmt slimnft" 

Patients gave a clear and intelligent account of the complex factors leading to their illness. As well 
as identifying what had caused their illness many patients were equaW clear what had not 
Almost all patients expressed anger and frustration at the implication that anorexia was simply a 
desire to be thin and look fike the women they had seen on the television. In Lucy's view, a 

significantly more serious dysfimetion lay behind anorexia than simply an obsession with fatness 

and dieting. Lucy was also irritated by the suggestion that anorexia was no more than "slimming 

gone mad. " By emphasising the link between slimming and anorexia, doctors missed the point 
about what was actually causing the disorder. Such a one dimensional analysis was, Lucy felt, 

quite dangerous since it belittled the illness. To people with no understanding of the disorder such 
an analysis rendered the sufferer as little more than a silly girl who wanted to look fike a model in a 

magazine-- 
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to think that people would actually really think that you would starve yourself to the point 

where you can barely stand up because you wanted to be a bit thhum and look like 

somebody who was on the television is quite insulting in a lot of ways-I suppose... 
by .. improving peopWs self esteem, you know, by placing more importance on that, 

making them realise that they dodt have to look like somebody on the telly ... that would 
break the connection between the two anyway. 

Christine also felt that reducing anorexia to a desire to be thinner was absurd. Christine believed 

that, sadly, in miny peoples minds anorexia was simply a disorder exhibited by adolescent girls 
who want to be thin. This was a markedly inaccurate view of the disorder, in Christine's opinion, 
and one which made her angry. in Christine's view, and in the view of several odwr patients, 

anorexia was much more than a cosmetic strategy. The disorder was so complex that Christine 
herself could not really say she fully understood it even though she was going through it. What may 
start as a desire to lose weight soon metamorphosed into a focus for all kinds of unhappiness. If it 

was simply a diet that had got out of land, anorexia would be an easy disorder to dismiss and still 
easier to treat. Anorexia, for Christine, was a disorder where all kinds of feelings and emotions and 
insecurities were involved, and where dieting was merely a conduit for an underlying welter of 

confusum, unhappiness and pam. 

A Sodologled Explanationfor Sts* Findhigs on 'Fat Phobia" 

Patients were clear therefore that anorexia was not merely about dieting and weight loss. In the 

current study many patients emphasised unhappiness and lack of meaning in thew lives as being 

central to the development of their illness. They appeared to be more concerned with these issues 

than they were with weight loss per se. The rich narratives volunteered by these patients were 
difficult to incorporate using the mechanistic, bio-technical models applied to anorexia (APA, 
1980,1994, appendix 1). The closed ended criteria currently applied to the disorder, with their 
emphasis on fat phobia, show a poor fit with the real experience of what has caused anorexia as 
identified by patients in this study The imposMon of pre-existing medical categories may serve to 
marginalise patients' real of experience of anmexia nervosa. It is thus important to define the 
illness using deductions which are negotiated and shared betwm the patient and the doctor 
(Kleinman, 1988). 
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Anorexia 'exhibits a rapid illness evolution as the cultural symbols communicated by food and 
body shape change' (Lee, 1995, p. 34). 'Diffirent explanatory schemes "leap and gleer upon its 

baffling features at various times' (Lee, 1995: 34). Perhaps more than any other illness then the 
form which anorexia nervosa takes is culturally and historically specific. The assumption that there 
is a single underlying problem which manifests in anorexia, nervosa is highly questionable. Rather 

there is an on-going process of cultural change and re-interpretation in the rendering of anorexia in 

the form (or forms) which it takes today. This analysis of this 'multi-forme' anorexia (Lee, 
1995: 34) requires a patient centred approach, which incorpouttes the highly complex reasons for 

self-starvation dýscribed by patients in the current study. 

Patients explained that anorexia was not principally about fat phobia. If patients rejected this key 

elemmt of the clinical explanation, a further l4cal. question was whether other elements of the 

clinical model were also rejected. Another symptom which clinicians identify as central to anorexia 
is "fear of maturity". Not one patient in the current study, however, reported this symptom. While 

some patients may have expressed trepidation about making decisions and taking responsibilities, 
no patient described this as a fear of maturity, and no one wanted to return to their childhood days. 

In fact some patients described a disruptive and dysfunctional childhood, which they would be 

unlikely to want to re-visit. This suggests that the "fear of maturity" construct may not always be 

supported by dataP. Nevertheless, this construct remains pivotal to the clinical model. It is 

therefore important to theorise why Ibar of maturity" remains so central. Using a feminist 

approach, I will now explain why this symptom continues to be offered as an explanation for 

A Fendnist E; planadon for Study Findbogs on "Fear of maturby" 

If so few patients experienced "fear of maturity", it is appropriate to ask why this symptom has 
been identified as a cause of the disorder. I would explain this by referring to the different 

constructions of "masculinity" and "femininity" under patriarchy. Femininity under patriarchy is 

rendered in negative term (malson, 1992). The male is constructed as "normal", against which 
femaleness is constructed as "other" (Malson, 1992). Negative definitions of femininity have 
important implications for the construction of "fernale" ithmses. The knowledge definition 

23 In this respect findings from the ii*rncw dats were, consism with findings fim do questionsmaire dots reported on pw 124. 

151 



surrounding such illnesses has a profoundly sexist dimension and anorexics are thus depicted as 

appearance obsessed teenagers, fleeing from adulthood. 

No patient in the current study described her illness as fear of maturity, but even if patients were 

retreating from adulthoodý who could blame them? I agree with Orbach (1993) that those patients 

who do experience this symptom are engaging in a legitimate protest against the adult female role. 
For women, under patriarchy, a full realisation of sellhood is impossible since the socially 

constructed self to which people are taught to aspire, (while nominally sex-neutral), is in fact 

masculine. Usin this analysis, the rejection by women of their "inevitable' destiny as downgraded Ing 
female adults seems entirely understandable. 

A corollory of the fear of maturity symptom is the notion of the "anorexogenic" mother. However, 

no patient specifically described failing& on the part of her or his mother as germane to their illness. 

While three patients described cmelty and neglect on the part of their fathers, and a ffirther one 

patient described general neglect by both parents, no-one cited thew mother's behaviour in 

particular as a key contributor to their illness. That patients in the current sample made almost no 

mention of their mothers in this regard is very interesting indeed. Such a finding runs counter to 

prevailing psychiatric knowledge which identifies materiial neglect as central to anorexia. Whether 

such neglect centres on feeding practices in early infancy (Crisp, 1995) or on a failure to instill 

self-sufficiency and independence in her anorexic child (Bruch, 1978), it is nevertheless repeatedly 
invoked as a cause of the illness. Even the most canipassionate commentators on the disorder, 

(Lawrence, 1995) have suggested that the relationship between an anorexic and her mother is never 
'straightforward' (Lawrence, 1995: 67). 

It is therefore interesting that patients in the current study did not report an especially poor 

maternal relationship. Them may be two reasons for this. Firstly, the current sample may simply 
have been unrepresentative in this regard, and among other anorexics, the mother's "contribution" 

may be mom fidly discussed. However, there may be a second explanation. Mothers may be much 
less "anorexogenic" than is sometimes suggested (Ruskay-Rabinor, 1994). If we accept this latter 

point, we need to explain why psychiatric knowledge continues to cite mothers as "causing7'the 
illness. 
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Sexism in Psychiatry is well documented (Mackler, 1976, Ussher, 1991). Ussher (1991) and 
Hepworth 0 999) have traced the processes by which psychiatry objectifies women. This is 

reflected in psychiatric aetilogy, where a group of women, mothers, are cited as the "cause' of 
mental disorder (Caplan, 1990, Mackler, 1976, Grolnick and Gurland, 2002, Wedenoja, 199 1, 
Ruskay-Rabinor, 1994, Usgher, 199 1). Thus Ruskay-Rabinor (1994: 273) states that 'since Freud, 
psychoanalysts, developmental psychologistsý and family therapists have concluded that when a 
child has problems, the mother is at fitult [and the] eating disorders literature has carried on this 
unfortunate tradition'. In a society which expects mothers to shoulder the full weight of child care, 
disruptions in a Aild's development are therefore viewed as failings on the part of the mother 
(Ruskay-Rabhw, 1994). The findings from the current study, however, question the usefulness of 
placing such a construct in a central position when accounting for anorexia. 

According to the results of this study therefore, mothers are not to blame for ffiling to prepare their 
daughters for adulthood. In psychiatry, however, fear of adulthood is viewed not just as a flight 
from maturity, but also as a flight fi-orn sexuality (Crisp, 199S). This symptom is also highly value 
laden. It contains the assumption that the sex role constructed for women is unproblematic, and 
that females should accept this role without question. When we examine this role however, it is 

evident that it is far fiom problematic for wornen. Women are expected to be constantly sexually 
available to men, regardless of their own inclination or preference. It is males, according to this 
model who should set the sexual agenda, an agenda to which women should conform. Sex should 
therefore occur when men require it and women should be permanently responsive to this. Women 
who assert their own preferences continue to be characterised as unwholesome, predatory and 
comic. The caricature of the sexually voracious fornale has long been a staple of British comee, 
and the stereotyln that this represents powaftilly illustrates acceptable behaviour for women. 

In recent decades however, some progress has arguably been made in women's sexual liberation 

and women may now be more prepared to assert their own sexual needs. Articles On the femle 
orgasm and the importance of foreplay and clitoral stimulation feature regularly in popular 
magazines and the sale of products to enhance women's sexual fulfilment has risen sharply 
(Chalker, 2000). One hopes that women thus feel a more total ownership of their bodies, and are 

24 
See f or cx'Pll, the'gRWng fOr if' sPinster in the 1970s "Dick EmM Show", and Linda in the 1990s BBC 

comedy "Gimee, Gimec, GimW. 
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ready to set their own sexual agenda. If anorexia is a flight ftom sexuality then one might expect its 
incidence to decline in an era where women's liberation has secured more sexual choice and 
freedom. However the opposite has been observed, namely that anorexia is "on the increase'. This 
begs the question of whether the illness has more complex ongms than the "flight from sexuality" 
symptom might suggest. 

Also it is noteworthy that diree of the current sample were men, and it is intemsting to ponder how 

this symptom applies to than. Anorada is never described as a "ffight from full masculine 
sexuality", since, (unlike its female equivalent), male sexuality is constructed as a highly positive 
identtity, which men would be unlikely to rebmt fixxn. Instead therefore, the motivation ascribed by 

psychiatrists to male anorexia is constructed in feminised terms. Male anorexics are theorised as 
havmg "ambiguoue' or homosexual gender orientation (RobuLson and HoIdM 1986, Gregur* 
1994), and it is suggested that this "problematic" orientation has contributed to their anorexia. 
That male homosexuality might be a positive identity appears not to be considered. For both men 
and women anorexics, therefore, the "fear of sexuality" dimension appears to be applied in equally 
value laden terms. However, no patients in the current study discussed their anorexia as fear of 
sexuality, but instead used far more focussed language, describing unhappiness, longing, and a 
need for control. 

In presenting my findings I afin to have explicated some important principles in the construction of 
Psychiatric "knowledge'. Some anorexics may well fear maturity, but others, as the current thesis 
illustrates, do not. Tlis begs the question of why selective interpretations, of the experiences of 
some anorexics am used to construct knowledge in a specific way. Could it be that the form of 
knowledge construction thus allowed reflects the mores and prejudices of patriarchal society? 
A feminist interpretation of my results would suggest that "anorexic knowleW may be 
"gendmed". This has implications not only for "knowledge" but also fbr the way doctors view 
anorexics in the doctor-patient interaction. Research suggests (Ehremich and English, 1989) that 
such interactions may be influenced by the sex of the participants, particularly for anorexia, where 
Patients are female and psychiatrists are often male. The doctor-patient interaction has been most 
fully analysed by researchers fi-orn the field of chronic illness (Meinnum, 1988). An account of the 
application of chronic illness theory to study data will now therefore be offerecL 
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IWerpredng Study Data usmg Chroak Mness Theory 

Anormda as a Chronic filness 

Anorexia, is a chronic illness. It is a long-term condition (Lawrence, 1995) which can persist for 
decades. in the current study, many patients had lived with anorexia for years. On first being 
diagnosed, several experienced a sense of shock (MacDonald, 1988). Ann, for example, rejected 
her diagnosis while Paula remained "in (kmiar throughout the course of her hosPitaliZation. The 

"life courW' of tfiese patients was thus disrupted as a result of their illness (Bury, 2001: 263). 
Several patients eq)erienced such biographical disruption' (Bury, 2001: 263). Emma, for example, 
reported that her education, financial situation and friendship circle had deteriorated, while John 

and Gail had lost all their "non-anorexid" friends. These experiences of disruption, shock, isolation 

and poverty are, sociologists argue, characteristic of the M burden of chronic illness (Bury, 1982, 

1988, Locker, 2003, Williams, 1984, Strauss el al, 1984, see Chapter Two). 

Chronic illnesses may also cury a certain stigma (Goffinan, 1963, Kleinman, 1988, Scambler, 

2003b, see pap 41). Anorexia my be labelled as macabre and puzzling, which my force the 

anorexic, like the AMs or the herpes patient, to hide her condition fiun others. In the current 

study, Ann, Gail, Ilsa and Barbara concealed their anorexia by wearing baggy clodmr-, and by 

fasting at work so that they could eat something at home. They were clearly afraid of being 

unninked and, in Goffinan's tems, 'discredited' (1963: 3). In labelling people as chronically ill, 

doctors therefore wield considerable power. 

As well as labelling people, doctors also label diseases. As indicated in Chapter One, disease 

classifications are negotiated by the clinical conununity over a period of decades or even 

centuries. I have argued that doctors classify diseases according to the biomedical model, but such 

a model may not always be suitable for a chronic disorder such as anorexia. The limitations 

inherent in adopting a purely biomedical approach to the assessment of anorexia will now be 

discussed. 
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Limitadons oLa Eleel -medical Apim-owh to Anorexia y Bio 

Sociologists working in the field of chronic illness have explained that a purely bio-medical 

approach Ls inadequate for dealing with long term disorders (Bury, 1982, Locker, 2003, Williams, 
1984). Such an approach is better suited to acute illnesses requiring 'magic bullet' cures 
(Kleinman, 1988). Anorexia however is a long term illness and may be better managed by listening 

to the sufferer's own interpretation of her disorder, and providing her with support in the daily 

management of the disease. By listening to patients and supporting them, clinicians will 
Gcenfýanchiseg paiients, givmg them confidence to apply their own understanding to the 
interpretation of their illness. Rather than conveying to the patient that her knowledge dues not 
count, the clinician thus honours the patient's perspective and places her at the centre of her own 
recovery. 

When cluncians deal with chronic patients they may find the patients' personal stories messy and 
difficult to manage (Kleinman, 1988). it is easier to stick to organis4 pre-specified inWrpretations 

than it is to really engage with the patient and work with her as an equal partner in her care. By 

allowing patients to fmd explanatim that "work" however, clinicians can enable patients to place 
their illness in the context of their lives, thus making sense of their disorders. Such an approach 

acknowledges that patients as well as doctors have irnportant insights to contribute. By combfifing 
their knowledge, doctors and patients can work togoffier to provide care. 

As indicated in the current chapter, patients may have explanations for the origins of their illness, 

which do not fit neatly with existing medical models. Sociologists writing in the field of chronic 
illness have explained that doctors and lay people often have different explanations for disease 
03ury, 1982, Locker, 2003, Kleinman, 1988). It is common for a doctor, for example, to focus on 

the physiological deterioration of a specific organ, while lay people often have a more generalised 

view of illness, which incorporates its context and effiects (such as having to take time off work). 
Patients may also describe different reasons than doctors for their disorder. They may for acample 

attribute their illness to a serious fife event (such as bereavement), rather than to classic 

psychological constructs (such as "fear of matuW). 
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There is therefore a potential opposition between "lay" and "bio-medical" explanatory models of 
illness. As a result of this opposition, psychiatric diagnoses are not necessarily fixed but are 

arrived at in a process of negotiation (Williams, 1984, Lupton, 1996b) between doctor and patient. 
Helman (2000) and Fabrega (1974), identified two distinct paradigms in the process of illness 

negotiation. The first may be described as the "scientific" or bio-medical model of illness. This 

model is held by the doctor and is based on "objective pre-validated assessments and the 

application of established diagnostic rules. The second explanatory model is the "fbV or lay 

model. This model is held by the patient and encapsulates the common sense, everyday beliefs that 

patients hold a"t their illnesses prior to coming to therapy. The distinction between medical and 
lay models and the way in which these models combine in the process of illness negotiation, is 

central to the study of anorexia. 

Bio-medical models are based on the results of clinical research. The task of medical research is to 

seek agreement among clinicians concerning what causes an illness. Once a consensus has been 

reached, it is possible to develop a scientific explanatory model for the syndrome. Such a model by 

reference to its basis in external scientific "fact". may become very powerfully established, and 

may function to exclude other models outside its terms of reference. As a result, clinical knowledge 

about anorexia, tends to take a highly specific form. Consistent with positivist science doctors tend 

to construct illnesses in terms of certainties. With each new study, new "certainties" are uncovered, 

which then become established as incontrovertible scientific "truth". The study of the contingent 

nature of these "certainties" and the social process by which they are constructed appears to 

feature little in psychiatric research. 

The I-nte--r "Ii " oLLa and Bio-nwdical Models 

In the patient/doctor consultation Jay models and bio-medical models interact. While some power 

may reside with patients (in that they may challenge the doctor, or ask for second opinion), most 

Power rests with the clinician. Also, for illness such as anorexia, the patient is almost always 
female and the doctor is fi-equently male. There is therefbre often a gender dimension to the manner 
in which the illness is appraised. Several authors have noted the gendered nature of doctor patient 
interactions (Ebrenreich and En&h, 1989, Ussher, 199 1) and have described the disenfranchising 
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effects of the paternalism that may characterise such armunters. The authority of the (usually 

male) doctor may dierefore enable him to suggest a particular (often gendered) nx)del of anorexia. 

The power invested in the doctor thus allows him to communicate a specific model to the patient. It 

is precisely the admt to which such models are communicated (and at risk groups pre-defined), 
that is a central issue in this thesis. The data presented in this study has attempted to identify that 

patients have their own very distinct understandings of what has led to their anorexia, but these 

understandings are often subsumed under bio-medicine's requirement that the patient should view 
her (or his) disorc6r in specific ways. 

Doctors presume that their professional belief systems are 'objective'. Often ignorant of social 
theory which suggests that social actors actively negotiate and construct their own reality, doctors 

may trivialise lay beliefs and relegate the patients' own accounts to a subordinate position in the 

search for explanatory models. If eating disorders are to be located'in their wider social context 
then the role of the professional in negotiating and determining illness behaviour must be examined. 
The symbols and manifestations of illness am influenced and constructed by a range of phenomena, 
including the 'cmstraints of a given nxxlical theory' (Swartz, 1987: 617). 

Frequently, this theory is encapsulated in the application of closed-ended rating instruments to the 
investigation of anorexia nervosa. The Eating Disorders Inventory, (Garner et al, 1983b), the 
Eating Attitudes Test, (Garner and GarfinkeL 1979), and the Eating Symptoms Inventory 
(VA"er el al, 1989) have all been applied to the assessment of anorexic symptoms. Such rating 
tools may often serve to disenfianchise, the patient's account by privileging certain areas of aquiry 
while excluding others. There is therefore an argument for the introduction of a much more flexible 

exchange in making an assessment of the causes of anorexia nervosa. In this way the "lay 

understanding" of each sufferer will be respected. 

Condasion 

At the end of the chapter what do the findings from the opoi-ended data tell us about the central 

research quesdon tested by this thesis, namly that clinical "knowledge" about anorem may not 
always reflect patient's experience? clinical llknowledge! ' largely tends to construct anorexia as 
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comprising intem fear of fittness. The open-ended data gathered in the current study suggest that 

anorexia is not chiefly about fear of fatness, and for this dimension the clinical model did not 

appear to apply to the current sample. Similarly, patients did not report "fear of maturity" and in 

this regard patient's testimonies raise problerns with the validity of the narrow clinical model. Such 

a model may not fully encompass the diversity of patient's experience as described by patients in 
Us study. 

However, this scientific model informs clinical constructions of anorexia. Such a model may ignore 
lay accounts in fývor of medical ones. The difference between lay and medical interpretations has 
been widely discussed in the current chapter, particularly with reference to research from the field 

of chronic illness. I argued that clinicians may find chronic ilhxsses (such as anorexia) "untidy", 

and may thus seek to find ways to 11compartmentalise, them. This may lead doctors to "sidestep" 

patient accounts in favour of their own medical constructs. Such a process may be further 

exacerbated when (as in the case of anorexia) the patient is usually female and the doctor is often 
male This gender difference may fiwdier aggravate the differetice in power between the patient and 
the doctor. By adopting a model which honours patients' accounts, however, both male and female 

doctors can empower patients and enable sufferers to contribute to their own recovery. 

In the current study, patients, own accounts, though rich and varied did incorporate some aspects 

of the clinical model. For some clinical dimensions such as "control", "obsessionalism" and 
"perfectionism" , patient transcripts concurred with, rather than diverged from, the clinical model. 
This may suggest that such dmxmions, rather than being misleading stereotypes, are in fact 
helpful and accurate in theorising anorexia. According to the results gathered by the current study, 
it appears that patients do use anorexia, as a strategy of control to offset a sense of a lack of control 
in other areas of their lives. Many patients also describe themselves as obsessional and 
perfectionist. 

A key finding from the current investigation was tha-efore that patients do use anorexia as a 
strategy of control. However, even in relation to this dimension we should sound a note of caution 
in presenting the study's results. Patients were actors in a clinical environment. Some participants, 
as a result of their experience in hospital may have begun to construct their illness using the 

medical discoum of psychodmrapy. Concepts deployed by psychotherapists in describing anorexia 
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may have been acquired by patients and used by them to accA)unt for their dismder. The next 

chapter assesses the exterit to which respondents appear to adopt the vocabulary of the 

psychotherapist when describing their anomia. 
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Chapter 8 
"I've spent a lot of time in hospitals": The "Medicalisation" of Anorexia 

Introduedon 

In this chapter clinical knowledge surrounding anorexia is finther appraised. In sifting the patients' 
transcripts, I explored the process by which anorexia was clinically descrilmd. The objective was to 

assess whether aspects of the patients' testimonies reflected a "cfinicalisin@ý' process. In dw 

Process of examming transcripts it became clear that the ww in which patients described their 
experiences was just as interesting as the experiences they described. Patients deployed technical 
terms, such as "target weight" and "obsessive compulsive disorder", which one would normally 
expect to see in psychiatric textbooks. Such terminology was invariably rooted in the psychiatric 
paradigm, (as described in Chapter Four). 

This chapter therefore considers whether descriptions of anorexia have become medicalised 
(Martin, 1987). Medicalisation describes a process whereby "normar' phenomena are constructed 
as diseases (Higgs, 2003). "Unhappiness".. for example, becomes "clinical depression", while 
"worrying! ' is re-cast as "pathological anxiety" (Kutchins and Kirk, 1997). Studies of 
medicalisation abound (Stanworth, 1987, Kutchins and Kirk, 1997, Oakley, 1992, Szasz, 1976, 
Young, 1992, Martin, 1987), but few have investigated anorexia. This thesis incorporates such an 
investigation by examining whether "medicalisation" occurs in the open-ended interviews. 

This chapter consists of two distinct sections. In the first section, the wrd; which patients use to 
describe their illness are presented, and the extent to which these words consist of medical 
terminology is considered. The second section vaunines the dialogue between the doctor and the 

Patient, (and assesses whether this dialogue is also "clinicalised"). The two sections timefore focus 

on different aspects of the interviews to describe the medicalisation of anorexia. The first of these 
ser-tions, r-Katnining the words patients use, will now be presented. 
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"MedkaUsdon" In Ae words padaus am 

In this part of the chapter patient testimony is examined to establish whether patients describe their 
disorder using chnical-jargon. 7be section will examine the extent to which patient accounts are 
informed by the psychiatric approach. In presenting this analysis, it is important to note that 
patients were actors in a clinical enviromnent They were being interviewed by a doctor, and it is 
feasible that, because a doctor was asking them questions, they my have made a special effort to 

answer using clinical terms. Their descriptions of their disorder might thus have been different had 
they not been taWmg to a clinician. 

Some Participants showed great awareness of these processes and suggested they may have 
described their disorder differently in a non-clinical environment. Anorexia is a chronic disorder 

and there are periods when it is in remission. Some patients explained that during thew periods, 
they viewed anorexia, in a less medicalised way. The flow of their conversation, however and the 

spontaneity and fluency with which they used clinical vocabulary, suggested that they used this 

vocabulary automatically, and that it had become for them a natural and "common sense, way of 
describing their disorder. The manner in which patients talked about their anorexia was captured 
by coding the transcripts into specific themes. This coding process will now be described. 

Coding the Data 

Through the use of thematic analysis (Hewitt-Taylor, 200 1) a core category "Anorexia is medical" 
was produced. This category enwnpassed the proms by which patients viewed their anorexia in 

medical terms. The category "anorexia is medical" could be considered as a universal category as 
it encompassed all other categories. Five sub-categories were also identified: - 

"Deeper psychological issues lie behind the disorder" 
"I've spent a lot of time in hospitaW, 
"Control" 

"it gives you attention when you're thin" 
"Depression comes into it" 
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These categories are iffustrated in the fbilowing diagmm: - 

"Anorexia is medical" 

'TkhW. psychological "I' VO spent "dOntror $-it gives you 'TkWession 
issues lie behind a lot Of attention cmes into ie, 
the disorder" time in when you're 

hospitaW' ill" 

Theme I Theme 2 Theme 3 Theme 4 Theme 5 

F%ore &1: Construedug Anorexis wa Medkal Pbesommon 

The coding process therefore identified five themes, numbered I to 5, which captured a significant 

and powerful ftnension in relation to the manner in which patients medicalised their anorexia. 

"Deeper issues lie behind the disorder "- PsWhologisft A 

Psychiatric discourse surrounding anorexia has permeated popular culture to such an odent that 

even relatively "uninformed" people now discuss the disorder in "psychiatric"terms. Articles in 

Popular magazines like Bella and Best describe anorexia as a quest for "self esteem". and 
television documentaries fiequently identify the link between eating disorders and depression. 

AnOrexics who wish to educate themselves about their illness now find a wealth of accessible 

resources at their disposal. 

As patients in a clinical conununity, anorexics are stakeholders in the therapy they receive. Most 

are in hospital because they want to get well, and have a vested interest in the nuumer in which 
their carers mo&l their disorder. It would be surprising if the constructions placed on the disorder 

bY their dmpists did not influence the patients' accounts of their health. Indeed, one of the key 
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ahns of therapy is to persuade the patient to structure her (or his) disorder in the same way as the 

therapist, as this construction is deerned to be a helpful, positive and therapeutic way of looking at 

things (Lawrence, 1998: 97, Orbach, 1993: 10 1). One n-dght therefore expect that patients would be 

very likely to describe their disorder using the vocabulary of psychotherapy, and in the, present 

study this is precisely what was observed. 

Patients frequently used the term low "self-esteenf' to describe their feelings of unworthiness and 

pain. The phrase is widely used in psychiatry, for example Palmer (1989: 41) states "appearance 

and body size ana shape are issues which may be of considerable migportance, particularly to young 

women, in determining the individual's degree of self esteear. The phrase "low self-esteenf' was 

uttered by several participants (n = 12) in the current study and was used far more frequently than 

similar terms such as "sadness" (uttered by no patientsý or "worthlessness"(uttered by I patient). 

In fElde Bruch's The Golden Cm anorexics' testimonies are presented (Bruch, 1979: 18-19,74- 

75,86,135-139). The phrase "low self-esteem" does not appear in any of these excerpts, nor is it 

used in Bruch's commentary on the transcripts she presents. It may be considered therefore to be a 

term that has been coined comparatively recently (Palmer, 1989, Lawrence., 1998, Orbach, 1993). 

Clearly patients have adopted this phrase because they have found it usefiil in constructing their 

account of their own experience of anorexia. 

Patients also used the term -, coping mechanism" to describe the function which their disorder 

fulfilled in their daily lives. Emma, for example, explained that she used anorexia, as "a way of 

coping7l, while Angharad suggested her disorder was "a coping mechanism fbr OW'. Samantha also 

suggested "it was more of a coping mechanism". Although the term was fiequently used by 

patients in the current sampK (and also by the interviewing doctor) it is absent from earlier 

analysm of transcripts of anorexic interviews (Bruch, 1979). The tem "coping mechanism" 

Pined currency round about 1990, and has since been fi-equently used in psychiatric texts (Weston 

et al, 1998). It is not unreasonable to assume that patients in the Eating Disorders Unit have 

acquired this tam and adapted it in their own account of their disorder. 

Several patients (n = 5) used the phrase "obsessive' to describe their ilhiess. Emma explained that 

she had had "various obsessions and compulsions about food fbr years", while Samantha suggested 

that the difference between herself and the average, dieter was that her diet seemed to have "become 
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more (ofl an obsession". One patient Gail, even used the abbreviation "OCD" (Obsessive 

Compulsive Disorder) to describe the problems sbe was experiewing. Tbe term OCD was "slipped 

into" the conversation in a knowing way and one which indicated a shared understanding between 
herself and the interviewing psychiatrist. 

Four patients (Richard, Lucy, Rachel and John) indicated that they had read around the disorder 

and had come to a conclusion about its origins based on their reading. Wben asked OY the 
interviewer whedw she understood the term obsessive compulsive disorder, Lucy replied that she 
had "read something about it" and had consequently considered it as a potential cause of her 

anorexia. 

"Entanglement " 

Another concept applied by patients to the analysis of their disoMer was the idea of 
"entanglement". His illness, Richard suggested, had developed as a result of emotional difficulties 
becoming layered "one on top of the odkei"- 

Over the .. last 19 yem a lot of dffcmt fkctors ... have gotten interwoven and 
laid one on top of the other ... an awfW lot of things that have got layered one 
on top of the other make, it a very coinplicated picture. 

Similarly Gail reported that "it all gets ... sort of intermingled7', while Samantha suggested "fbelings 

somehow got all mixed up with fbo&'. Three ffirdier patients actually used the word "entangle&'. 
Moira explained that weight and einotion "got so entangled", while Richard suggested that "image 
does ... 90 entanglecr. Another patient, Emma, described how concerns over self esteem in other 

areas of her life had become "entangleC with issues surrounding weight control: - 

if things start to go wrong in your life ... you begin to somehow think .... if I lose 

a couple more pounds then I'll be better at this, and weight somehow became entat4led 
with all those feelings, and I thought that if I lose a few more pounds I'd become a 
better person. 
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Clearly "entanglement" is an elegant and useful concept for understanding anorexia. It places a 
construction on the illness whicb helps to delimit the disorder. It brings the ccxnplex entity of 
"anorexia" under some control by allowing us to compartmentalise our understanding of it. At the 

same time it illuminates the Rims and says somedung very perceptive about its origms. It would 
be remarkable if such a handy concept had originated in the minds of the patients alone, and indeed 

it did not. 

In 1989, Pahner published a book called Anomda Nervosa: A ggide for sufferers and their 

. The thijý chapter of this book contains a section entitled "Entanglenient", fi-om which the 
following passage is takew, 

It may be usefid to consider that anorexia nervosa, involves the gross WW inappropriate 

entanglement of two issues: on the one hand, weight and eating control, and on the other, 

what might be described as personal and emotional control. (1999-41) 

It may be co-incidental that patients in the EDU describe the sam pre-cursor to anorexia as that 
identified by Dr. Palmm. It is highly unlikely however that the label "entanglement" would be used 

except in a "receive, context. Patients were therefore actively involved in researching and 

reflecting on their disorder and in analysing it as part of their thempy. They consciously 

constructed their illness in part by using the analytical vocabulary of psychotherapy. 

"The A norexic Cycle " 

Anorexic textbooks fi-equently refer to the concept of the anorexic cycle. This describes a cycle in 

which patients iniflaw weight loss, experience satisfiiction, and subsequently become locked in a 
pattern of increased weight loss, fiwther enjoyment, and firther restriction of food (LawrencA 
1998, Orbach, 1993). Bruch for example suggests"the first loss of weight may be accidental... 
[The anorexic] may receive praise and admiration for this, take excessive pride in looking slimmer, 
enjoy it, and then decide to lose more weight to cam even more respect" (Bruch, 1979: 6 1). Seven 

Patients in the current study described themselves as subject to this cycle. As Angela explained 
"the anorexia cycle takes over", while Angharad reported being "caught in the cycle of anorexW'. 
It is interesting that patients should display a detafled knowledge of "buzz words" for describing 
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their experiences. It is not unreasonable to suggest that in order to acquire this knowledge they may 
have conducted research into their own illness. It is equally reasonable to suggest that where such 
research has taken place, the ideas thus acquired might influence the way the disorder is described. 
More importantly, such activity may influence not only the patients' descriptions of the disorder, 
but to some extent their experience of it also. By internally rendering her experiences using the 

constructs of psychiatry the patient is helping to "create' her own illness according to the dominant 

paradigm applied to its analysis. 

ft appears therefýre that patients were actively engaged in analysing their own disorder. They thus 
May have viewed themselves as partners with their carers m conducting their own therapy, and this 

may have given them considerable motivation to assimilate and apply a psychiatric model to thew 
illness. Some patients acknowledged that the process of assimilating psychiatric constructs was 
influenced by spending time in therapy, and it is to a discussion of this issue that I now turn. 

"I've spent a olftime in h-O-WAW-s "- Definitions of Anorexia are Lnfl-menced by 

Patients were aware of their tendency to see their disorder in a specific way as a result of being 

admitted to hospital. Ann, for example explained that she called herseff an anorexic because she 
had asked the doctor what her disorder was. When asked why she had an eating disorder she could 
not give an answer: - 

it was very hard to say ... that I'm an anorexic ... I had to ask the doctor really. But you 
know as to why I don't know and I don't think you can give an answer why. I 
don't think there is an answer. Em - you are because you're here. 

On being asked what the connection was between having traumatic experiences and deciding not to 

eat, Lorna, replied "I can't connect it at all really but that's what the doctors say. you know". 
Christine had also been unaware that she was suffering fiom a clinically recognised iffiess, until 
she had consulted a doctor. "I didn't realise she rwwk4 "that I was getting into an eating 
disorder but obviously I was". 

Some patients were aware ffiat eating disorder had been defined as an illness as a result of 
relatively recent publicity it had received. As Samntha ronarked: - 
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Em -I think its been around for many years. Its probably like other illnesses- I mean so 
many years ago we hadn't heard of cancer so much- I think that people are just boooming 

more socially aware. 

Other patients suggested that their thought processes were affected by the current cluucal state of 
their anorexia. In response to an enquiry concerning bw disorder Enuna replied: - 

now I'm in here things are diffemt so it's diftult to .. W* you know, what I would 
have told you about if I was living a normal fife outside here. 

Similarly Lucy explained that she would have given more negative answers to the interviewer's 

questions "like before I had an eating disorder, if you know what I mean. " The way she felt about 
things now she suggested, was more extreme when compared to the way she had felt before she had 
had anorexia. This revelation implied that the phenomenon of interest (anorexia) was being 

manifest in an intense fimni, and this was being captured by the study. The nuum in which the 

current study was able to capture this aqxrience, was further illustrated in Julies testimony. 
Though still in the acute phase of her illness, Julie was beginning to enter the recovery phase. She 

thus explained that she would have aftmed many of the interviewer's questions "two years ago 
but-A don't feel that strongly now". When she initially received therapy however Julie would have 
been more likely to discuss anorexia in clinical terms. 

"Control" 

Patients were very aware of their propensity to construct anorexia in specific ways, as a result of 

receiving therapy. As me saw in Chapter Seven, one of the key dimensions which patients applied 

to their accounts was the dimension of control. Therapists (e. g. Lawrence, 1998) frequently 

describe anorexia in such terms. Awxvxics apply rigid control over food to compensate for a lack 

of control in other areas of their life. Most patients in the sample described this syTnptom. Richard 
however had initially rejected this analysis, and suggested "contror was unimportant in the 
develoPment of his anorexia. During therapy however he had changed his mind and had reached the 
conclusion that control was a key factor. W'hen asked if he had always been conscious of the 
inlPortance of control he replied: - 
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Never. No. It's-I've really come to ... recognise nx)re in recent yews, looking back at the 

last couple of yem I've spent a lot of tim in hospitRIs, ". I've spent a lot of time 

looking at my problems and whom the mots of it might be. 

Christine also suggested that anorexia was about control. When asked whether she had come to 

this conclusion because "other people had said [this] to you", she replied: - 

Well I didn't believe it at first but as I've been going to therapy and talking to people it's 

become týore apparent that it was a nwans of control. 

Patients also believed that in presenting themselves for therapy, they were empowering 

professionals to control their illness. Ann, for example, described the sense of pride she derived 

from having sculptured her body into a super thin structure. She felt she had done something with 
her body that nobody else could do. Handing control to a professional to manage her meals was 
therefore terrifAg. She described herself as vain, appalled at her decision to allow her body to 

grow. Permanently anxious, her overriding concern was to not "Iet it go too far, don't let it go too 
fhr, but you've got to have fbith in those around you". Angharad also described her ten-or at 

allowing the nurses to control her intake of food "that's what the staff are managing and it ... leaves 

you feeling really scared and vulnerable .. I use my eating disorder to cope and all of a sudden that 

coping mechanism's gone". 

gbv vou attention when vou're fil" 

The above discussion therefore suggests that doctors am invested with significant professional 

control. This empowers them to gnint exemption from normal responsibilities to those defined as 
64sicle'. In this way, the infirm "enter the sick role'. The manner in which patients "enter the sick 

role' has formed a central focus in sociology. (Parsons, 195 1). The sick role describes a process by 

which the patient acquires a distinct social identity by virtue of being labelled as "ill". They usually 
take themwives to bed, wW fbr the duration of dxqr ilhms are excused norrimal social tasks. As 

Holton and Turner explain, 'the difrerence between feeling sick and being sick points to the 

existence of a definite set of social expectations for the incumbent of the sick role. There is the 

notion that a sick person is exempted fian responsibility for their condition ... [and] has an 
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obligation to get well [and co-operate] with the doctor's regimen' (Holton and Turner, 1986: 120). 
Parsons' model of the sick role was the first to recognise that 'the social and emotional relationship 
between the doctor and the patient was an important aspect of the therapeutic process' (Holton and 

Tumer, 1986: 120). 

Several patients in the present study were highly conscious of their psychological need to adopt the 

sick rok Rachel fbr cKample explained: - 

When yoý're really, really thin you look ill and People don't put too much pressure on 
you- my mother and my mother-in-law and my family have always looked to me to be to 
be the strong one of the family am and as I got bigger and look fitter mid better they all 

relax and they think "Oh great, she's really looking better- now we can put the pressure 
back on" and inside I'm still, if you like, the anorexic struggling to come to tam with the 
body and the the thought of the pressure can ffighten me to want to be anorexic again so 
that it's a ... continuous sort of battle that's going on. 

When asked why people felt better about themselves when they were thin, Rachel suggested: - 

Because we're vulnembK because people can't put too much pressure on us. There's a 

safety, them's a ... security. 

For Rachel, adopting the sick role was a way of coping. When she couldn't cope with everyday 
pressures, the illness would warn people that "she can't take itý she's too thin ... you're hiding 
behind it until it goes too fte'. This, Rachel implied, was a conscious process, a method of 
signalling to others that she was unable to meet die responsibilities of everyday life, 

Gail also was, frightened of the responsibilities which "normality" might bring. If she attained a 
normal weight she ft people would expect more fiom her. They would expect her to be doing a 
Proper job, and they would think that everything was all right, when things were far fiun all right 
in her head. 
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I suppose it's partly to do with k)oking ill. You know, if you're underweight then 

everybody knows there's something wrong whereas if you're normal weight then people 

assume that things are OK, when you Can be feeling, still feeling far fi-om OK. 

Loma enjoyed people commenting on her anorexia and telling her she did not look well, "sort of 
being the atftwfion, you know er people taking notice of me I think". John also enjoyed the 

attention which the sick role afforded: - 

It gives ... 
ýou attention you know obviously everybody... when you're thin everybody 

thinks you're ill. I'm really sort of fi*tened now I'm starting to get woot on apin wW 

Yeah I still look thin but.. in a half a stone's time or whatever if I went totally good, 
people'd say "Oh you look a lot better JoW ... when you are ... really thin people look at 
you, and you get, you know, "Are you all right? " sort of thing. 

Patients were also aware of the extent to which being in hospital and mixing with other anorexics 
had helped to inform the way in which they viewed their disorder. Gail explained: 

the people I have met have all been people who've got problem themselves which again I 

feel more comfortable with (laughs) ... I &W it much easier talking to people about how I'm 

feeling than I do having a proper, you know having a conversation with somebody because 

I'm more practised at talldng about how I'm feeling than just having a general 

conversation. 

At least one patient appeared to be developing the first stages of institutionalisation typically 

experienced by patients in total institutions' (Goffinan, 1968). Gail for example explained that she 
bad stafted losing weight at about the age of 13 and had "been in and out of hospitals ever since". 
Her entire adult experience had been in the context of being labelled as a patient. As a result she 
felt she had not had a normal adult life or normal relationships. She described how the first hospital 

she went to had an Adolescent Unit which housed a lot of people her own age. She ended up getting 
on really well with other patients, since every one of them had experienced the same kind of 
problem she hacL Eventually she did not want to leave the hospital, since this would mean returning 
to school where she had been tormented wW which she dreaded. She would be sent home for a 
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weekend, where she wouldn't eat She would thus lose weight and would have to stay in hospital 
for a bit longer, and "it just carried on like that". 

"De . V_re_ssion comes huo it "- Linking Anorexia to other Clinical 

Some patients therefore recognised that the way in which they experienced their condition had been 
influenced by institutionalisation. Other patients identified a link between their eating disorder and 
other forms of mental and physical illness. Ann, for extimple, when asked about her anorexia, 
explained that "dc; wession conies into it", while Angela suggested that she had initially lost her 

appetite as a result of allergies and stomach pains. Having lost weight Angela *It good about it, 

and continued restricting her intake of food. 

Angela's physiological illness contributed to her anorexia, but for other patients their anorexia had 
led to physiological illness. John, for example, explained that his weight loss had resulted in 

"Pancreatic failure'. while Angharad suggested that her "electrolytes got really out of balance". It 
is noticeable that these remarks am couched in technical terms (such as "electrolyte" and 
64 Pancreatic"). An interest in such terms however was most clearly illustrated by Richard. Richard 

referred to "zinc deficiency" and its relation to loss of appetite. He also discussed die link between 

fat and cardio-vascular disease, and believed that anorexia was a cAxTuption of good ideas about 

healthy behaviour- such as minimising fkt and taking a certain amount of exercise. Clearly, 

therefore, several patients described their anorexia in a physiological and bio-medical manner. Key 
findings with regard to this process will now be summarised. 

Patients' use of medical terms to describe their anorexia. - As 

Patients therefore appeared to have acquired a bio-medical model for describing their illness and 
referred to this model in the course of their interview. This model incorporated constructs such as 
obsessionalism, entanglement, depression and control. Patients found these caicepts useful in 
describing their disorder but such concepts were developed in the first place by clinicians. Medicine 

places a specific construction on the activity of self-starvation, and this construction may thus be 

acquired by patients. It is important in this thesis to consider how patients may have come to 

acquire such a detafled clinical understanding of their illness. Doctors, largely for caring and 
therapeutic reasons, may educate patients to view their disorder in a "madicalised" way. In the next 
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section, the process by which the interviewing doctor "steae' the patients into "niedicalising" 

their disorder is examined. 

"Medkaflsadon" In the dodorlpadent Aftme 

In the previous sections, "chun&' of patient testimony were cKamined to establish whether patients 
described their anorexia using medicai tmns. In the next pan of the chapter, the Adogue between 

the doctor and the patient is examined. It was very important to focus on this dialogue. By 

appraising this interaction (as well as the patient's words) I was able to analyse the communication 
between the doctor and the patient, and to establish whether this contributed to the medicalisation 
of anorexia. 

The interviewer in the "anorexic stereotypeP study was a practising physician. Even though she 
had agreed to take a social approach to the interaction (see page 61 ý she was nevertheless a doctor 

talking about an illness. it was anticipated therefore that she would "construct" anorexia as 

primarily a medical, as opposed to a social phenomenon. This is exactly what was observed. Using 

extracts from patient transcripts, I explore the manner in which a clinical model of anorexia was 

communicated by the doctor to the patient. initially, I examine the doctor's focus on physiological 
issues, such as weight, height and diagnosis. I then describe how the patient is steered towards 

viewing her (or his) disorder as a clinical illness with specific origins. Finally, I explore the 

application by the doctor of the construct of "obsessionalism". often described by clinicians 
(Kaplan and Sadock, 1995) as central to extre= weight loss. Weight loss was frequently 

emphasised by the doctor, and a discussion of this physical issue is now presented. 

"How much do Wu weigh? " 

The patient was initially asked by the doctor about the causes of her illness. Some patients, 
however, tended to "dry uW' after talking on this subject for a few minutes. In these cases, the 
doctor filled the hiatus with physiological questions on weight and height. The doctor appeared to 
"fidl back on" such questiom because she felt comfortable in discussing these topics. They also 
appeared to keep the patient talking until she could be "steered back" to discussing the "causes" of 
her illness. In the session with Julie, for agunple, the following topics were raised: - 
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DOCTOR: ... How much did you weigh when when you were at your most unwell? 

JULEE: 

About 5 stone 

DOCTOR: And ... how tafl are you? 

JULIE: 

5 foot 3. 

A similar dialogue occurred in Paula's session: - 

DOCTOR: Right- can I just ask how tall you are? 

PAULA: 
5ft4 

DOCTOR: Mm- and what do you weigh at the moment? 

PAULA: 

Five stone ten poun& I ddnk. 

During Samantha's session die following interchange took Place-- 

DOCTOR: ... How old are you now? 

SAMANTHA: 

Just gow 27 

DOCTOR: Right- and how old wem you when it all started? 
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SAMANTHA: 

Probably early teens 

DOCTOR: Mmm so what [weight] are you now? 

SAMANTHA: 

Em hovering around 8 stone 

DOCTOA: And how taH are you? 

SAMANTHA: 

Five nineý five ten 

This dialogue occurred in the very early part of the interview, and questions on height and weight2-1 
tended to be asked immediately after the initial question "what would you say were the causes of 
Your anorexia? " From the outsct, therefore, most patients were encouraged to focus on the physical 
aspects of their disorder, Seventeen of the twenty-four patients in the sample were asked questions 
of this kind. Topics included heiglit, "target weight", age and disease onset. Matters such as the use 
of laxatives and gastric nasal tubes (for "force feeding") were also discussed. 

"Do"-u_think you've "o an illness? ": Persuading Patients that they have a Disease 

Some patients, however, did not consider themselves to be ill. In these cases the doctor's clinical 
focus was even more apparent, as she encouraged patients to fitce the seriousness of their clinical 
condition. During the course of the open-ended interview, the doctor taxied to "steer" the patient 
towards conceptualising their disorder in clinical terms and accepting that they had an illness. The 
following cKtracts exemplify this process: - 

DOCTOR: D'you know what your diagnosis is? 

25 As O#aiDW in Chapter Tluv, I cocouraged do doctor to &A such questions as die ft Vvem necOmary to maintain the IROW Oftht 
if"View 
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PAULA: 

Em well i ... don't - and ... actually I don't diink it is down to me. Sonietimes I just wonder 

why I'm actually hem 

DOCTOR: Right- you're in the Eating Msorders Unit at the moment aren't you? 

PAULA: 

Yeah- Em ... on Sun(ky I went in 

DOCTOR: Nfin- and what do you vveigh at the moment? 

PAULA: 

Five .. stone ton pounds I think 

DOCTOR: So .. most people woulcl say you were utuierweight. D'you think you are? 

PAULA: 

No 

DOCTOR: Right - so you ... wouWn, t actually say that you'd got an illmss? 

PAULA: 

Hard to say. Sometimes I just wonder what people-are nuking a fuss about 

DOCTOR: b4r=- but do you Ifinit what you cat? 

The dialogue between the patient and the doctor continued, wherein the doctor guided the patient to 

consider her condition as an illness, and to reflect on its possible causes. A similar process was 

Observed in the interviow widi Ilsa: - 

DOCTOR: WouW you wxTt that you've got an ilkiess? 
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IILSA: Yes 

DOCTOR: Yes. I meanjust looking at you ... you look underweight to me. How... heavy 

are you? 

ELSA: Er .. I'd gone up to 43.6 kilograms, [six and a half stone] when I was weighed on 
Sunday 

DOCTOM And how tall are you? 

ILSA: About 5 foot 4,5 foot 5 

DOCTOR: So ... you would accmt that you've had a problan? 

ILSA: Yes, yes 

In this dialogue Ilsa, was twice prompted to accept that she had an illness C'would you accept". the 
doctor asked, "that you've got an illness? ", and haw, "you would acMt that you've had a 

problemT'). In addition, the doctor remarked, "I mean just looking at you ... you look underweight to 

me'. In this way 11sa, was persuaded to consider her experiences as clinically significant. Andrew 

also was persuaded to construct his disorder in clinical tem. Andrew conceded that he had an 
illness, but was reluctant to acknowledge that he was underweight. The fbilowing extract is taken 
from his interview: - 

DOCTOR: [Andrew] can I just ask you how tall you are? 

ANDREW: I'm just under 5 foot II 

DOCTOR: And how much do you weigh? 

ANDREW: 7 stone 
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DOCTOR: Right, so do you think you're underweight? 

ANDREW: A little, but not a great deal 

DOCTOR: So if you look at yourself in the miffor, what d'you think? D'you think you 
look thin? 

ANDREW: Sometimes I do 

Andrew clearly believed ftt he was not emciated. His reply "no a great clear, to ft question "do 

You think you're underweighf suggests he considered his behaviour to be normal. The doctor 
however challenged his reply C'so if you look at yourself in the mirror, what do you think? ") which 
Persuaded Andrew to concede that sometimes he did look thin. 

The doctor sought the patients' agreement with a clinical interpretation of the dis%order. This 

agreement was often fortimming, but in some cases, (such as Paula's above), it was not. Paula 

thus received additional prompts to guide her towards a clinical construction of her illness. In 

Paula's case these prompts consisted of reminding die patient the she was "in the Eating Disorders 

Unit", and that "most people would say" she "was underweight". 

Geuke the Patient to "Understand" how herlhis P-r-oblem has crismen 

The doctor appeared to suggest that anorexia was caused by specific pro-cursors. These included 

the use of anorexia as a stimtegy of control. This therne emerged in several transcripts. It was 
particularly important in the testimmy given by Loma. Loma described how she felt very out of 

control when her weight increased. On being asW how she felt when she pined weight, Lorna 

replied: - 

LORNA: 

Oh ... its dreadful I've .. been on the [weighing] nuchine .. quite a few thnes and putting on 
weight's awful (laughs). 
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DOCTOR: Why does it feel awful? 

LORNA: 

Em I'm so fitt and flabby and hombk wxl ugly - its homble... I still want to lose more 

DOCTOR: Do you Al feel you're fat now? 

LORNA: 

Yes I am k the mommt- I've been less than this and that's what I want to be (pause) 

DOCTOR: Why... d'you think that would make you better? 

LORNA: 

Because I'd look better and my clothes would fit 

DOCTOR: What size clodies do you wear? 

LORNA: 

to 

DOCTOR: So size 10 is too big? 

LORNA: 

Yes I want to be size 8 

DOCTOR: Right- why d'you diink you want to be size 8? 

LORNA: 

Cos I know then that ... I am quite slim if I can get into size 8 

DOCTOR: What do you dfink makes you want to look so thin? 
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LORNA: 

Em cos I want to look nice... 

DOCTOR: Do you actuafly see yourself as being fat guid plump than 

LORNA: 

Yes 

DOCTOi: Cos when I look at you I don't sm souxam who's fat 

LORNA: 

Don't you? 

DOCTOR: No 

Loma was therefore persuaded by the doctor to reflect on why gaining weight should upset her and 

why staying thin would make her happy The patient's commitnient to ranaining a size 8 was thus 

problematised by the doctor ("why d'you think you want to be size 8? "ý and the dialogue was 

tertninated by the doctor assuring the patient that she was M fitt. Patient ideation was also 

problanatised in other interviews. In the interview with Ilse, the following interchange took place: - 

DOCTOR: So ... you would accept that you've had a problern? 

ELSA: Yes, yes 

DOCTOR: So what would you put that down to? 

IILSA: Its hard to say but when I son of think back to basic problem that I have I 

feel guilty and greedy 

DOCTOR: Where d'you think the fear of being greedy comes from - what's that about? 
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ELSA: I've always always since early teens had that- when I've thought back over 

tinw- trying to sort myself out I can remember incidents very, very clearly of my 

early teens of feeling big and overweight and feeling just very, very guilty and 

greedy for eating in front of other people- very self-concious 

DOCTOR: Do you have any idea yourself where that self-conciousness came 
from? 

ILSA: No - just that I was an awful lot bigger in my early teens and feeling big 

and fat and having umble gating clodies at that time that were fashionahle to fit 

larger teenagers - It's probably a little easier now.. 

DOCTOR: Mmn- but it seems to have pm on to be more than just a diet 

ELSA: What do you nuan? 

DOCTOR: Em to have got to the stage where You acknowledged Yourself that You 

were severely underweight- what do you diink? 

U, SA: I honestly don't know .... it was more just wanting to do as much as I could 

at the lowest possible weight - the ... sense of achievement.... 

DOCTOR: ... It sounds like you wanted to be able to prove to yourself that you 

could ... control ... [things]... has there been a stage-when you felt your health was 

suffering because of it? 

ILSA: Yeah I suppose more in recent years- things got really out of hand about 

SeVen Years ago ... and I wasn't able- to do the .. [hiking) I'd done in the past... 

DOCTOR: Why ... d'you think that happened - what d'you think made it spiral out 

of control do you think? 
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ILSA-- Tbat's what I said to you ... I don't know, I don't know, I don't know 

DOCTOR: D'you get a feeUng of anxiety if you cat? 

ILSA: Yes ... I'm always conq)ensating .. everything ... when I'm working... is geared 

around having the one... meal in the evening with Chris [my paruml to be able to 

show him that I'm eating in fiont of him 

DibCTOR: So its abnost a compulsion really? 

In this extract, the doctor initially focuses on eliciting Ilsa's reasons for her disorder. ("Where 

d'you think the fear of being greedy comes fionir). Subsequently, however, the doctor steers the 

patient towards considering more pathological nature of her condition ("but it seems to have gone 

on to be more than just a dieC). When Ilsa requests clarification, she is reminded that she herself 
had begun to view her behaviour as serious (it "got to the stage where you acknowledged yourself 
that you were severely underweight - what do you thinkr'), In the next question the doctor prompts 
the patient to consider anorexia as strategy of control ("It sounds like you wanted to be able to 

Prove to yourself that you could ... control ... [things]"). This need fbr control however was actually 
damaging Ilsa's health, by causing anorexia. In a further question the doctor asks "what d'you 

think made it spiral out of control? ", and subsequently persuades the patient that this resulted 6om 
46 anxiety if you eat". The doctor's f=1 question "So its almost a compulsion really? " underscores 
this process of constructing the patient's experience as a compulsive disorder. 

"Compulsions" or "obsessions" are frequently invoked by clinicians as explanations for anorexia 
(Kaplan and Sadock, 1995, Russell, 2000). The patient seeks to obsessively control eating in order 
to Offset the anxiety she would otherwise experience. Since obsession is so central to anorexia, I 
identified the frequency with which the doctor discussed this symptom (table 9.1), and an example 
of some of the dialogue in which this discussion took place is now presented. 
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Table 8.1 
Frequency with which Weightl Height, and Obse-.., ýsionalism were discussed in the 

doctorlpatient interview 

Number ofpatients Number of cases Number of cases 
who discussed the where the topic was where the topic was 

topic initiated by the doctor initiated by the patient 

Weightl Height 17 15 2 

Obsessionalism 11 6 5 

" Whal aboul the obsessive stur ": The Construclion ofAnorexia av an Obsessive-Compulsive 
Disorder 

The interviewer frequently made reference to "obsessive compulsive" behaviour. An obsession 
denotes a state of mind where a specific course of action (such as self-starvation) must be 

followed. To fail to perform this action would result in a paralysing state of anxiety. Many 

patients described their behaviour as obsessional. John for example explained, "I'm not having me 

breakfast, I'll have this for tea. Everything ... 
its like my life 

... 
its a book. Also if I'm going out its 

got to be arranged weeks in advance". Gail, Emma, Lucy and Rachel also described themselves as 

obsessive. 

While such a description was often volunteered in an unsolicited Cashion, tile intmiewer's response 

was uniform. Invariably she replied by deploying established therapeutic techniques Cor 

treating obsessive compulsive behaviour. These techniques involved encouraging the patient to 

consider their obsessive action, and the reasons for it (Beech, 1978). Many patients were thus 

guided into reflecting on why they were obsessively concerned with losing weight. Several reasons 
were supplied. This transcript, from Gail's interview, encapsulates some of the reasons volunteered 
for obsessive behaviour: - 

DOCTOR: What about the obsessive stuff? What kind of' slull'does that 

involve? 
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GAEL: 

Em some of its wrapped up with the food but not in the way that... 

nonnally anorexics are- Its more to do with I have a lot of rules 
in my head of how often, I can have things and how nany drinks I 

can have and you know I sort of go planning in my head weeks ahead to 

try and account for every eventuality of what's gonna happen and 

... - I've got cleaning rituals and sort of having to organise, everything and having to 

watch certain TV programmes and feeling really guilty if I don't... 

DOCTOR: What sort of TV progmmmes? 

GAIL: 

Its normally the soaps and things but if I stut watching 

something then I've got to keep on ... watching it- I find it reaHy 
hard to miss then an episode.. 

DOCTOR: What would happen if you did miss it? 

GALL: 

I don't know I just think.. that I'd be losing 

control, that I hadn't sort of kept something tight- an its sort of 
that I've let something go and 

DOCTOR: And is it the same with the other things, feeling that things will be out of 

control if you weren't to 

GAIL: 

Yeah, yeah 

DOCTOR: So if you ... weren't in control what would happen? 
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GAEL: 

Em that's what I don't know really, what I think wouW happen... 

I suppose I'd just feel that I wouldn't be able to cope with all the 

things flying around in my head... 1 was quite scared of death as 

well and I think sometimes I'm perhaps trying to hold off sort of 

people dying or me dying or although in some ways I'd prefer to 
just die now and have it over and done with- I don't like the 
thought of living and then dying at the end of it.. 

DOCTOR: What-people are you ffightmed of dyine 

GAIL: 

Mainly my family really ... especially Mum and Dad cos I'm 

although I don't live with than now cos they live in S ... and 
I've stayed in N since I've been on the wards but I talk to 
them on the phone every evening and an I'd find it very hard if they 

were to die. I don't know what I'd do really 

DOCTOR: So you somehow feel as though the rituals help to stop that 
happening? 

GAIL: 

DOCTOR: Do you think that's sensible? 

GAIL: 

No (laughs) no 

DOCTOR: So you know at some level that it isn't- you just can't help 

yourselfr 
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Having encouraged the patient to consider their reasons fbr limiting fbod, the interviewer followed 

through with a sub question which again reflected established, psychodiempeutic technique. she 

asked the Patient to consider what was driving her obsession and what calamity would occur if she 
failed to perform the obsessive task: - 

DOCTOR: What did you feel was happening if you did eat, that's what I'm 

getting at really you see. What would have been wrong if you did eat? 

If, for example, th7e patient's greatest fear was that her parents would die, and her ritualistic 
behaviour was an attempt to keep at bay the possibility of this happening, the interviewer would 

ask the patient to consider how likely it was that by restricting her food she would achieve this end. 
Was there any possibility at all that by failing to eat at specific times, or with specific cutlery, 
disaster would be more likely to strike? Having persuaded the patients to consider their behaviour 

in these terms, most concurred that their actms were illogical, but at the same tune few expressed 

any desire or ability to alter their behaviour. A similar approach was observed in the doctor's 

interview with Emma. On being told that Emma was obsessed with certain thmp, the doctor 

replied: - 

DOCTOR: (sympathefically) What sort of dlings? 

EMMA: 

Em well ... OK, it started when I was obsessed with fkt and that's how I lost all the 

weight ... to begin with and I was absolutely obsessed with with fkt... 

DOCTOR: Wem you cutting fat out of your diet? 

EMMA: 

Yeah ... I'd studied mactly how nmy grams of fat was in absolutely everything and ern I 

mean I could still now if you had er a dinner in fi-ont of you I could work it out- tot up to 
like within 10 per cent what, how many grams of fkt you were eating .. butthen... 
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I got obsessed with the just purely the amount of food... 1 was putting into my stomach. 
I ... started gefting obsessed with how full I was and I never wanted to be full... I had to be 

absolutely starving hungry 

DOCTOR: So what was driving your obsession. What would have happened if you hadn't 
done that?... 

ENDAA: 

I just 
... cot; ldn't be confident 

DOCTOR: What did you feel was happening if you did cat, that's what I'm getting at 
really you see. What would have been wrong if you did eat? 

EMMA: 

I would have just just absolutely hated myself. I couldn't do it. I'd have an felt like I had a 
big stomach and er I just couldn't handle it. 

DOCTOR: So if your stomach had got bigger what wouW that have meant? ... What was 
the significance of having a big tummy? Was it just that you had to control the size of your 
tummy and it showed how good you were at controlling things 

ENRAA: 

DOCTOR: Or was it about wanting to look a certain way? Might it just be that you don't 

even know yourseff? 

EMMA: 
I don't know, I don't kaow. I don't lax)w, I mean... I'm still absolutely obsessed with 

having a flat stornach 

DOCTOR: So if you don't have a flat stomach ... what would it mean ? 
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ENQVIA: 

If I personafly don't? 

DOCTOR: Yes, for you, yes 

EMMA: 

Em that just can't happen (laughs a little) 

In this dialogue týe interviewer appeared to subconsciously construct her assessment of the 

patient's behaviour in psychiatric and clinical terms. The doctor in this Study was very enTathic 

and compassionate and aftenipted to coniinunicate to patients an interpretation of their behaviour 

that was therapeutic and positive way of looking at things. At the Sam tinle however, such a 

construction showed little understanding of die anormic's "folk" perspective of self-starvation. 
This "folk" perspective views self starvittion as fiuwtional in that it staves off anxiety, and gives 

the anorexic an area of her life (her intake of food) over which she can exercise positive control 

(Lawrence, 1998). Little acceptance of this viewpoint was apparent in the interviewer's 

construction of the disorder, as such an approach forms no part of psychodierapeutic assessments 

of obsessive empulsive, pathology. 

The 484--thentlDoctor Dialowg: A 

The interviews with the patients were characterised by the doctor's emphasis on physiological 
issues such as height and weight, and by her taxlency to persuade the patient that she or he had a 

clinical distase. This disorder, the doctor intimated, had arisen fiom a need for control, and was 
identified as "obsessive-cwnpulsiver in nature. This process was especially interesting in view of 
the patient's tendency also to describe her disorder in "clinicar' term. It is appropriate to ask 

where patients may have acquired this clinical understanding. 

The following cKtract is taken fi-om the doctor's interview with Moira. Prior to this interview, 

Moira, like all patients in the study, had been asked to fill out a questiomaim- 
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DOCTOR:... What do you dih* of the questionmirc? 6 you've been admin6tered? 

MOIRA: ... Obviously firom reading magazine articles and ddnp on the subject I do know 

that its ... sometimes you know very high achievers, pa fac ionists"... so-some of the 

questions don't really surprise me. 

DOCTOR: Right, OK- did you find it easy to fifl in? 

MOIRA: Fairly - some of the ones about the anotions were bit more diffieult... 1 think I 

would have found it more ddficult say six mondis ago- but we've been doing modules on 
the Day Programme about emotion regulation- so I've been able to pinpoint the fact that I 
do find it hard to know ocactly what I'm feeling .. cos sometimes I just feel complet* 

numb, so I didn't find some of the questions taxing but I was able to answer than... 

DOCTOR: Do you think that aM of people that get an eating disorder have had different 

eircunistowes? 

MOIRA: Probably ... fitmily problems, maybe self-esteem problems. I mean I know from 

doing some of the modules on the Day Progmmine its a lot to do With emotions- its a lot to 
do with self esteem- ... with comfidmm with self worth 

It appeared ftom Moira's testimony, that patients had acquired psychiatric understandings while on 
the Day Programme, a course offixed to anorexics, wherein thq are taught dwrapeutic skills, such 
as emotion management. on the Day Programme, patients complete exercises which enable them to 

view their disorder in specific terms, since by re-thinking their illness in this way, they are able to 

adopt a more therapeutic approach to it. 

As Moira also indicates, we also loam about the disorder "fiun reading magazine articles". It 

seems that as a society we t&Ek (and write) more about anorexia dm we used to and we use 
Psychiatric terms such as "obsessiveness" and "control" to descHU it. TIwe is compelling 
evidence in both popular and academic media, that the use of such terms is increasing (see appendbx 

26 See appendix 3. 
27 

acboWm in The sdgpkd c@tbq di,,, 1, inventory (we appendix 3). The patient was rcf&Tb* to a shWe question on Perf 
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8). For example, newspaper databases indicate that anorexia is being more fivquently discussed in 

newspapers and that terms such as "contror, "obsessiveness". "self-esteem" and "copirW' are 
increasingly used to describe the illness (see appendix 8). Similarly, acadernic databases suggest an 

increase in the use of such terms in academic media (see appendix 8). From the patient's 

perspective, one of the most important sources of such discourse may be found in self- help books 

(Buckroyd, 1996, Palmer, 1989, Lindsay, 2000, Levenkrari, 2000, Costin, 1997). These books 

convey in lay terms helpful information about the signs and origins of anorexia and how the 
disorder should be managedL They describe anorexia as an obsessive stmteV of control (Lindsay, 

2000: 43,72-75,168,169, Levenkron, 20(W: 41-49,21,25,28,51,79,80, Costin, 1997: 5,6,7-8.122) 

used by sufferers as a coping mechanism (Buckroyd, 1996: 35-50). Clearly such texts use a 

specific kind of discourse to describe anorexia nervosa. Patients are educated in the use of this 
discourse (e. g. on the Day Programme) and may be persuaded to apply this discourse to describing 

their disorder. 

The Rhressl Disease Dichotomy 

The doctor therefore largely conceptualised anorexia in terms of what Helman (2000) calls 
'disease'. Disease denotes the state of being ill, as "objectively" diagnosed by the clinician (see 

Chapter Two). Doctors claim to make these diagnoses scientifically (Kutchins and Kirk, 1997), but 

the diagnostic process is nevatheless socially caLqUUCW (Kk*mvm 1988, MacDonald, 1988, 

Strauss et al, 1984, Berg and Mot, 1998). Clear variations in medical judgement are evident 
(Kleinman, 1989, Strauss et at, 1994, Lupton, 1996b, Heiman, 2000, Berg and Mot 19981 and 
'the biomedical model ... is open to differing interpretations, even among healthcare professionals' 
(Lupton, 1996b: 93). As Comaroff (1982: 63) wqplains, the, 'medical model of disease in our 

society... [thus] implies a cogent ideobff'. 

This 'ideology' may be communicated to patients. Physicians may 'mould the patient's [model] to 

make it fit the medical model of disease' (Heiman, 2000: 86). In addition, patients themselves may 

want to acquire a clinical understanding of their disorder. Patients' lay models have thus bwane 
increasingly sophisticated (Lupton, 1996b: 93) in recent years. A complex mixture of components 

may now be used by patients to interpret their illness (Lupton, 1996b). 'Mass media, home doctor 

books, novels, medical advice columns in newspapers and magazines, health education material, 
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personal experience of symptoms-discussion with others experiencing similar symptoms and 

contact with physicians' (Lupton, 1996b: 93) may all contribute to the patient's common sense 

model. 

Patients thus have a wealth of available resources fiom which they may acquire clinical knowledge. 

At the same tune as patients have acquired more technical understwWM it is evident that doctors 

incorporate their own lay belich into medical theory. "Scientific" knowledge is thus produced 
from: - 

Relationships ... between the researcher, the scientific community of which he is a member, 
the knowledge, which the community shares, and the broader religm% social and political 

currents within which the community exists. The upshot of this has been that the once-vast 

chasm between science and other symbolic systems has appeared ... ahnost to disappear. 

(Wright and Treacher, 1982: 7-8) 

Medicine thus incorporates knowledge from the wider community, and at the same time 

the wider community is acquiring more medical knowledge. However 'while members of the lay 

population of contemporary Western societies may be exposed to more sources of information 

about health and medical matters than previously, due largely to increased coverage by the mass 

media and the publication of popular books about health and illness, the treatment of illness still 

relies upon the interpretation as well as the possession of the appropriate knowledge' (Lupton, 

1996b, p. 109). It is only clinicians who through training have the expertise to successfully interpret 

and apply this knowledge. 

Clinicians claim to apply their knowledge objectively, for example in the self-help books that 

Patients access. In reality, however, their practice is often influenced by subjective, political and 

non-scientific factors. Political decisions, for example, am made in respect of access to services. 
Griffiths (2001), explains that access to care is rationed, where political choices are made 
concerning who receives treatment. In this way 'a small group of elite actors ration services for 

others ... people are turned away ... made to pay at least part of the bill and told that desired 

treatments are not covered' (Light and Hughes, 2001: 561-562). The status and deservabilty of 

such cases however is decided politically. In a period of increasing caseloads and straitened 
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resources 'professionals ... draw the boundaries of patient eligibility in ways that suit their interests' 

(Griffiths, 2001: 679). The 'amosmt of care [is thus] ... mfloned ... while ... access to care' is shnilarly 

restricted (Bourgeault et at, 2001: 633). 

The rationing process demonstrates that the practice of medicine is a highly politicised activity. 
Doctors nevertheless often present their practice as objective and scientific. The scientific 

perspective tends to exclude any discussion of the cultural context of ill health, and the meaning of 
illness in the life of the patiat, by focusing more on the syndrome than on the patient herself. The 

scientific model is 6produced (in diluted fbrm) in magazine articles and self help books 

(Levenkron, 2000), the overwhelming majority of which am written by clinicians. Patients access 

such texts and the models contained therein form part of their account of their disorder. The 

acquisition by the patient of complex medical discourse therefore is an extension of medical power. 
Patients are not only compliant in the consultation, they also extend this compliance by "boning 

up" on medical wisdom in their spare time. 

The Importance of Professiond Con&ol 

By communicating its view of knowledge to the rest of society, medicine has the power to influence 

what people will think about specific illnesses. Foucault (1979) explains that with the growth of 

professions such as medicine, the control such professions exhibit has permeated through into the 

microelanents of ordinary life. Few elements of daily existence remains untouched by such control. 
The taken for granted folk understandings which patients have of their illnesses are therefore 

suffused by this controlling professional discourse. As a result patients and doctors unconsciously 
6 collude to solve a problem' (Lupton, 1996b: I 11). 

This collusion may be understood, in Annandale's words as a 'mode .. of living ... tied to the sub- 

Politics of medicine' (1999: 19). When 'medicine [is] defined in this way [it] employs a market 

strategy which profits from risk' (1998: 18). Quoting Beck (1992), Annandale explains 'not only is 

the spiral of medical formation and decision-making twisted deqw and deeper into the ... reality of 
the risk society, but an insatiable appetite for medicine is produced' (Annandale, 1998: 18). In other 

words, in a society which identifies risk, (by for example, highlighting economic and environmental 
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hazards to health), patients are increasingly becoming consumers of clinical services. They are 
hence more likely to form a partnership with the doctor in the clinical consultation. 

Silverman, (1987: 225) explains 'the greater involvement of the patient in the consultation is both 

emancipatory and constraining. The mistake is to treat surveillance purely as a function of 
professionals treating patients as objects of the clinical gaze. Surveillance works no less efficiently 
when we are constituted as free subjects whose fivedoin includes the obligation to survey 
ourselves'. In acquiring technical understanding from doctors, self-help books and television 
documentaries, pAtents are engaged in self-surveillance. Self help groups and magazine articles 
therefore facilitate the extent to which professional control may be exhibited. As Lupton explains 
'-empirically based investigations have demonstrated the ways in which bodies become inscribed by 
dominant discourses ... how relations of power are ... reproduced in everyday activities as well as 
by ... medical practicArs, and how medical and public health ideologies are incorporated into lay 
knowledge of health and illness' 0 996b: 104). 

Patients at the Eating Disorders Unit were suffering from a serious and debilitating mental illness 
brought on by the pain and suffering in their lives. Psychiatry has frequently succeeded in 

producing models for understanding illness which are illuminating and therapeutic. Hence the 

constructions which psychiatrists place on mental disorder are usually developed with the best of 
intentions in mind. They often save to liberate and enlighten the patient as well as informing the 
world at large about puzzling and complex phenomena. Nevertheless, these constructions are often 
presented as unassailable truths by people who support them. They are rarely seen as consciously 
constructed models which can often serve to obscure and diseýnchise alternative explanations. 
Whift is interesting about such paradigms is that they become powerfully established in the general 
consciousness. They become "second nature'to the degree that people no longer realise they are 
using them. In the lives of patients this may not only influence their construction of their disorder, 
but by enabling them to form a specific view of their disease, it will influence their experience of it 
also. There is a danger then that we may be thus influenced to such a degree by psychiatry, that the 
Psychiatric model and this model alone, wiU limit our understanding of a highly complex 
Psychological and social disorder. 
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Conclusion 

In Chapter Seven I explained that two dimensions of the cognitive stereotype, namely, control and 
perfectionism/obessionalism may appear to genuinely reflect patients' experience. In the current 
chapter, I argue however that patients may also describe their disorder in these terms, because 

clinical models, which patients have "acquked", powerfully influence their accounts of anorexia. 
These models I suggested were derived from clinicians, self-help books and the media. I drew these 

conclusions fim patient testimony, and from my knowledge of the existence of the EDU Day 
Programme. Due t6 practical constraints, however, I was unable to ask patients directly about their 

use of self help books. Nor was I able to directly observe their interactions in the EDU. In a future 

project, such a direct approach may help validate the results of the current study, and would allow 
more confidence to be placed in the interpretation of the data this chapter. Until such time, the 

conclusions of this chapter must remain provisional and more conclusive findings must await 
future research. 

Patients are encouraged to view their disorder from a psychiatric perspective by the therapists who 
treat than. This chapter has attempted to show that clinicians place certain constructions on 
anorexia nervosa and communicate these to the patient. In the "anorexic stereotype" study, this 

process has been observed in the doctor patient interview, and in the way in which patients describe 

their illness. in the next chapter, I summarise the study's conclusions and identify further directions 
for future work. 
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Chapter 9 

Conclusion 

ln&aucdon 

In this thesis, I have discussed the manner in which patients become "schooled" in describing their 

disorder using a certain model. This model was based on "obsessionalisd' and "control", since 

patients felt these constructs were important in causing their anorexia. I have also discussed 

constructs which patients did not consider important in causing their illness but which are 

nevertheless privileged in the clinical model. These constructs were "fear of maturity" and "fear of 
fatness". This concluding chapter will summarise the study's fWdings particularly in relation to 

these constructs. The chapter will argue that fear of maturity and fear of fatness, while central to 

the clinical model, were unsubstantiated by data in this study. It will also explain that other 

elements of the clinical stereotype, particularly in relation to class and education, were also 

unsubstantiated by study data. 

Synopsis of Me substandwflndkogs of the dusk 

The findings of the thesis can be summarised by presenting a brief review of each chapter. In 

Chapter One, a study outline was presented. The chapter argued that knowledge about self- 

starvation has taken different forms in different periods in history. Present day opinion on anorexia 
has evolved over a period of decades and is dmfbre a social product, as well as a reflection of 

external phenomenon. Anorexia was finther discussed in Chapter Two, where a literature review of 

eating and anorexia, was presented. The chapter described sociological research, particularly 

research from the sociology of chronic illness. This was followed by Chapter Three, which 
described the study methodology and emphasised the differmt rAm of data (open and close anded) 

which the study collected. 

In Chapter Four the nature of the psychiatric model of anorexia was described. Such a model 

reflected a stereotype of anorexia. The family (and its individual members) were identified as the 
46cause" of the disorder (Bruch, 1978, Minuchin, 199 1, Minuchin el al, 1978, Crisp, 1995). 

Aowrding to this view, the anorexic's mother has failed to prepare her daughter fbr adulthood, and 
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has engendered in her a horror of growing up (Crisp, 1995). The anorexic is therefore unsuccessful 
in fully adjusting to adult temininhy (Crisp, 1995). 

Such a perspective, the thesis argues, views anorexia entirely at the level of the individual and fkils 
to theonse socially constructed femininity as a potentially problematic identity. Little account has 
therefore been taken by psychiatrists of the social context in which anorwaa occurs. Some 

Psychiatrists have however acknowledged the Wqmtum of society in the deyelopment of 

anorexia. These physicians, (known as socio-culturalists), have studied data on the aM class, 

education and residence of the typical anorcdc. They have identified the "stemotypicair anorexic 

as a young, bright, affluent city dweller (Bruch, 1978, Crisp et at, 1976, Azuma and Henmiý 1992, 

Hamburg and Herzog, 1985). 

While acknowledging the importance of society, socio-cultural psychiatrists have failed to conduct 
a rigourous appraisal of the manner in which social identities (particularly fivnininiý) are 
constructed. As a result, psychiatric theories have largely omitted any discussion of gender, and it 
has been left to faninist psychotherapists to address this omission in the psychiatric model. These 
feminists have placed the position of women and women's inequality at the centre of their analysis. 
Such a focus is essential when one considers the female "demographic" of the illness. 

Further demographic data were presented in Chapter Five. Information on age, class, education and 
place of residence was appraised to test the accuracy of demographic elements of the clinical 
stereotype. A key objective of Chapter Five was to ocamine the accuracy of the stereotype of the 
bright, affluent, urban anorexic. By analysing data collected from anorexic patients (and 

comparing this with Census and Department of Education data), the value of the stereotype was 
appraised and prevailing myths surrounding anorexia were deconstructed. Statistics were presented 
to demonstrate that a similar proportion of working class to middle class women, high and low 

achievers, town and country dwellers, appeared in my anorexic group when compared to Census 
data. I thus concluded that women Rom all social groups my and do eqxrience anorexia. 

When working class women are recorded as anorexic, however, the experiences which may give 
rise to the disorder (such as deprivation or domestic violence) are rarely analysW. VAm an illness 

affects the working class, little theoretical ~ appears to be spent in explaining why. (When the 
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"middle class" are ill however, the causes of their illnesses appear to receive significant theoretical 

attention). As well being economicatty disadvantaged, therefore, working class people are also 
starved of "intellectual capital" to explain why they become ill. In Chapter Five, I argue that all 
anorexics should be listened to, as women from every social class experime anomia. 

I therefore suggested that the "demographic sterecitype" is a social construction, generated by 

psychiatric researchers. Though some opposition to this model extsts among "Minstream" 

psychiatrists, this stereo" has remained in place for over 30 years. It persists because of its 

widespread accqýiance by the cWcat community. It is not only in relation to the demographic 

characteristics of the anorexic; that a sterecitype is evident, however. In relation to the anorexic's 
cognitive symptoms a stereotype may also be observed. In Chapters Six to Eight, the value of the 

cognitive stereotype was appraised. Chapter Six presented information from a closed-ended 

questionnaire covering cognitive symptoms stereotypically associated with anorexia. The results 
indicated that the importance of "stereotypical" symptoms (particularly "weight phobia" and "fear 

of maturity") in "causing' anorexia was modee. However sonic symptoms identified by 

clinicians, especially the use of anorexia. as strategy of control, did appear to be validated by the 

results from the closed- ended questionnaire. 

The importance of control was fiu-ther appraised in Chapter Seven, where narrative data from the 

OPM-CndeCl interviews was presented. Patient after patient explained that anorexia was about more 
than just dieting for cosmetic reasons to do with size. In view of this testimony, the thesis suggests 
that "fear of fatness", so central to the clinical model of anorexia, may at best be a secondary 
explanation for the illness, which has its origins in much more deep-rooted experiences. In addition 
no Patient described herself as afraid to grow up or as wishing to return to the security of 
childhood. This key element of the anorexic stereotype was therefore unsubstantiated by the 
quafitative data gathered in this thesis. There were however, a number of other symptoms, which 
did appear to be important in the development of the patient's anorexia. These included the 
ýRtS a control and perfectionism suggesting that then eleamts of the cognitive sterco" 
were refleeftl in patient cKparience. 

28 However, dwe rcWts were bmed on inhnmtxm firom a smidl sm*e (n-24) which nay have hicked smfitical power (we pp, 68-69). 

197 



Chapter Eight describes the "medicahsation" of anorexia. The chapter explains that patients 
describe their illness using highly bio-medical termis, (such as 'obsessionalism'). Such concepts are 

sophisticated psychological constructs, developed in the first place by clinicians. Almost all 

patients however appeared to be highly versed in such psychological vocabulary, One forum 

through which this vocabulary may have been acquired is the doctor/patient interview. Detailed 

extracts of the dialogue between the doctor and the patient were therefore presented, to assess the 

process by which the doctor "steere' the patient towards adopting a bio-medical view of her 

disorder. 

SuNmwy of Me studyfbsdkp 

This study has therefore suggested that there are several areas of clinical knowledge surrounding 

anorexia that may be viewed as problematic. These areas are- 

Age 

Social class 
Education Demographic dimensions 

Place of residence 

Fear of fktness 

Fear of maturity Cognitive dimensions 

The first theoretical perspective used in the thesis to interpret these findings was the feminist 

perspective, and a summary of feminist interpretation ofkvd in the thesis will now be presented. 

Swnmwy of the Femkdst Anatysis Offered In die Thesh 

Feminism places the location of women in society at the centre of its analysis of anorexia. By 

analysing the patriarchal nature of psychiatric knowleclM teminism can explain why the model of 
the diet obsessed youngster, afraid to grow up, persists. Such a model reflects the assumption that 

female adulthood is an unproblematic identity which women should simply accept. The unequal 
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status, (both social and sexual) of adult women in patriarchal society is sidestepped in such a 
model. Fear of maturity also contains the assumption that the anomic's mother has failed to 

properly prepare her daughter for adulthood. Such "mother-blaming! ' in psychiatry is well 
documented (Caplan, 1990, Mackler, 1976, Grolnick and Gurland, 2002, Wcdcwja, 199 1, 
Ruskay-Rabinor, 1994, Ussher, 199 1) and carries with it the sexist assumption that when 
something goes wrong in the life of the chiK the mother is somehow at fault. Such a form of 
knowledge construction reflects the prevailing prejudices of patriarchal society. 

No patient in the current sample described themselves as affaid of adulthood, and it is appropriate 
to ask why. "Fear of maturity" is a highly value laden symptom which fits the model of the 

appearance-obsessed adolescent perfectly. It trivialises women's pain and detracts fim the 

complex causes of an illness that is a deep-rooted expression of women's distress. In a field where 
aetiology is characterized by interpretation, it provides a "plausible" model, but one which contains 
patriarchal assumptions and oftm fails to reflect patients, vqvrimm. Little attempt is made in 

this model to appraise the problematic rote of adult femininity. 

As well as theorising "fear of maturity", feminism may also be used to explicate the construct "fear 

of fatnese'. As St*a (1993) explains the overwhelining Prqxmdm= of WORM in statistics for 

anorexia, may not just be about the crude media inculcation of thinness as beauty. It may rather be 

the result of an institutionalised difference between men and women in obtaining opportunities for 

self-definition and self-empowerment. This difterence between males and females is therefore less 

to do with media ideals and much more to do with the actualisation of selfhood. Instead of looking 

at the cosmetic issues, it might be appropriate to study the disorder as an exercise in addressing 

Powerlessness. When we approach anorexta from this standpoint we may fmd that the illness can 
be effectively treated through the promotion of social and economic. well being as well as the 

PsYchological health of women, Equal pay and employment status, adequate child care and 

maternity leave and protection fi-orn abuse, might all be saw as approaches to treatment from this 

Perspective. In other words we will be unable to treat the effects of anorexia until we address the 

ineqUalities in the social world in which the anorexic resides. 

In presenting my findings I hope to have explicated sorne important principles in the construction 
of PsYchiatric "knowleW'. Some anorexics may well fear fittoess, but othem as the current thesis 
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illustrates, do not. This begs the question of why selective interpretations of the experiences of 

some anorexics are used to construct knowledge in a specific way. I have argued that this form of 
knowledge production reflects the mores and prejudices of patriarchal society. Because of this, I 
have conducted a feminist analysis of the results from the current study, and have used this 

perspective to analyse the clinical model of anorexia. This clinical model informs the manner in 

which the doctor discusses the patient's illness in the doctor/patient interaction. Such interaction 

may frequently be described as gendered, as anorexics are almost always female and the doctor is 

often male. This may exacerbate an already existing power unbalance deriving fiun the doctor's 

clincal authority. Yhe body of research most widely applied to theorising differences in power 
between doctors and patients has been compiled by sociologists from the field of chronic illness, 

and a summary of the study's conclusions in relation to chronic illness research will now be 

offered. 

Summmy of the Analysis Offered based on Chronk Mhos Researck 

Sociologists in the field of chronic illness have explained that doctors and patients often apply 
different 'explanatory models' (KIcininan, 1988, Bury, 1988, MacDonald, 1988, Anderson and 
Bury, 1988, Helman 2000: 85, Freidson, 1970b, Fabrega, 1974, Fisher, 2001) to illness and 
discase. The doctor may have an elaborate explanatory system, negotiated by the clinical 

community over a period of decades, which s/he applies to the patient's illness. The patient 
however may view the illness much more in terms of the individual causes she ascribes to it, such 

as work stress or bereavement. She may also evaluate her disorder in relation to its impact on her 

life, such as its effects on her employment or educational opportunities. 

Several commentators (Kleinman, 1988, Bury, 1988, MacDonald, 1988, Anderson and Bury, 
1988, Freidson, 1970b, Nettleton, 1995, Helman, 2000, Fisher, 2001, Weitz, 2001) have described 
how the power vested in the doctor has secured for physicians the ultimate authority for defining 

clinical knowledge. These scholars have suggested that doctors have the power to define what 
constitutes illness. It is in the area of psychiatric illness that many of the clearest examples of the 
social construction of disease are to be found. Psychiatrists use their authority to select what they 
are interested in. They assume illness is an objective entity and use technical procedures to uncover 
it Weinman, 1988, Strauss el al, 1984, MacDonald, 1988, Nettleton, 1995, Kutchins; and Kirk, 
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1997, Weitz, 2001). Thus, as many sociologists explain, psychiatrists bring a technical perspective 
to the illness consultation. This perspective is aimed at 'problem solving' through the use of 
'technical control' (Mishler, 1984: 124). The patient's problems are therefore 'dissolved', 
(Mishler, 1984: 126) into this system of tochnical-rational languaý. This technical perspective has 
been referred to as the 'voice of medicine' (Mishler, 1984: 95), or 'rational purposive action' 
(Habermas, 1970: 105). This is contrasted with the lay perspective adopted by the patient, re&rred 
to as the 'voice of the lifeworld' (Mishler, 1984: 95). 
The doctor's technical-rationat system (as reflected in the "knowlaW discussed in this thesis) 

comprises what Arift calls "empirical knowledge'. This involves "accepted procedures, accepted 
standards and assumes the correctness of existing knowl@W', (1994: 377). Empirical knowledge, 
Thrift explains, offers a "rational explanation" and organises "knowledge in a systematic fashion" 
(1994: 375). It is acquired by an actor's membership of a specific social group and is "built up as 

a result of a general process of the rationalisation of knowledge' (1994: 375). 

It may also be argued that such knowledge and authority is embedded in and reflects patriarchal 
culture, where 'mate dominance is interwoven with professional dominance' (Fisher, 2001: 150). A 

sexist stereotype of anorexia is thus produced which constructs the sufferer as a recalcitrant female 

adolescent, with "female' and "adolescere problem. Then include fear of full sexual maturity 

and by implication fear of sex, contravening the nude directive, that women should display constant 
sexual receptiveness and availability. 

This technical rational knowledge exerts a powerful influence regardless of the tenor of the doctor- 

Patient consultation. In the current study the doctor was empathic and caring and dealt with the 
difficult issues raised by the patients in a therapeutic way. Doctors may not always be so 
supportive (KIchunan, 1988). Klefinnan (1988) explains that the doctor patient relationship varies 
much more than one might unagine. Some doctors are patient-centred and empathic while others 
Provide little emotional support (Klehurdn 1988, Strauss et at, 1984, Bury, 1988, MacDonald, 
1988, Anderson and Bury, 1988, Berg and Mol, 1998). Clinical judgements may also differ hugely 
from Otte consultation to another (Kleinman, 1988, Strauss et al, 1984). Doctors may therefore 
view medicine and the clinical judgement it involves as an art as well as a science, but they 
nevertheless ultimately apply technical criteria backed up by medical authority. 
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Lee surnmarises this problem in apposite twm: - 

medical diagnosis is a social participatory process, a creation of physician and patient 
together-bio-medicalty trained practitioners are obliged to filter [patients's] narratives 
through their fiLmiliar academic explanatoTy models and may be eager to see that thew 

theories are consistently confirmed. In this proms of selective perception, dW may often 

unknowingly exaggerate what is posited to be universal in [anorexia nervosa], at the 

aq)ewe of do-emphasising the culturally particular. (Lee, 1"5: 32) 

This process of 'diagnostic stereotyping' (Lee, 1995: 32) and 'theory derived professional 
interpretations' (Lee, 1995: 32ý amounts to shoehorning complex accounts into the "straightjacket" 

of prevailing psychiatric theory. Unlike in the case of organic disorders, it is difficult to validate 
diagnoses of mental Wness using bio-chernical tests and procedures. There may therefore be 

considerable interpretation and subjectivity on the part of the therapist when making a diagnosis of 

anorexia nervosa. A temptation may exist to interpret patients' narratives so that they fit the 

established diagnostic criteria (APA, 1994,1980), and patients may be recorded as confortning to 
thew criteria in circumstances whom they amy not actuaBy do so. 

A flexible approach should therefore be applied to the anorexic consultation. No longer should 
standardised rating tools limit the choice of questions asked and responses obtained. Equally the 

reswcher's approach to assessing which socio-econmic groups may be likely to contract the 
disorder should be open-n-dnded, and the old stereotype of the anorexic as a middle class, urban. 
high achiever should be reconsidered. In this way the individuality of each sufferer will be 

respected and the mtportance of the socio-cultural context of dbKx*md eating will be recognised. 
This type of approach would place as much value on the patient's accounts, as is currently placed 

on the functionality of existing symptom Ming instruments. By setting the suflerer's illness in the 

Context of her (or his) own account of its causes, the patient becomes an expert in her own disorder 

'rather than having to colonize 9w problems] into biochemically established norms' (Katzman and 
Lee, 1997: 391), 

Such a dynarnic model would also help to incorporate the diversity in class distribution, education 
level and residential location observed in Chapter Five. The changes which may have occurred in 
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the class and education of the anorexic population over the past few decades might therefbre be 

accommodated. This model would also absorb the complexity of the pawalised narratives (see 
Chapter Eight) as well as the cultural contexts in which the events in these narratives occurred. As 
Banks (1992) explains 'The answer to the question about which aspects of culture are involved in 

anorexia depends therefore, on whether one takes the point of view of the bio-medical system or the 
varying points of view of the anorectics themselves' (1992: 88 1). By &-veloping a model of eating 
disorder etiology based on a complete picture of the disorder which views its manifestations and 
causes fiom. both the patient's (emic) and the doctor's (efic) perspective, we can develop a picture 
of the illness, wtw; c no aspect of the patient's experience is overlooked. 

Treatment 

It is not within the remit of this thesis to discuss the treatment given to anorexic patients in any 
detail. Since the social contact of anorexia and the socially defined nature of the illness will have 
implications for therapy, however, it is important to briefly discuss the therapeutic implications of 
viewing anorexia fiom a sociological perspectivc By "learning" the doctor's bio-tachnical model 
and reproducing this in her account of her illness (Chaptw Eight), the patient may arguably secure 
the doctor's approvat. This may have significant implications fbr the level of rapport established 
arid the resulting success of her therapy. The ethics of requiring a patient to absorb the clinical 
model in order to get well are however questionable. A wMingness on the pan of the clinician to 
listen to and accept thepatient's perspective may have more positive implications for the treaunent 

of anorexia. In Hsu el al's study (1992ý patients reported that Wing understood was one of the 
key contributors to successful treatment. 

Treatment which fails to accommodate the patient's perspective may be experienced as humiliating 

and ineffective. Behaviour modification, manifted, in a contractual agreements whereby the 

Patient agrees to be "fattened up" is often experietwed as a form of humiliating coercion. Some 

Patients in the current study clearly indicated their unhapphm with such a regime (see Chapter 
Seven), and several indicated that it failed to address the more deep-seated psychological issues 
that had led to their initial food reffisal. 
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Psychiatric treatment often emphasises an adjustment model of health (Broverman et al 1972). The 

objective is to reconcile the anorexic with the reality of entering femle adulthood, regiirdless of the 

problematic nature of such a role. In challenging the anorexic's fiw of sexual maturity, therapy 

contains within it the assumption that the attainment of sexual availability is a key goal of 
psychiatric treatment At the same time many psychotherapists attenipt to persuade the anorexic to 

reconcile herself with often quite abusive &milies. Thus the treatment of anomia is often a 
conservative and culture bound process. A less reactionary approach might be exhibited if the 

anorexic's own subjective assessment of her disorder was taken into account. It is evident that 
treatment will be more successful wherever the subject's own context specific understandings of 
her symptoms are shared with and accepted by the doctor. Sometimes, as Chapter Seven indicates, 
these understandings may be quite different fiorn the explanatory models held by doctors, 

researchers and even other anorexics. ft is nevertheless essential for successful therapy, that the 

patient's perspective is taken on board. 

The Cognidw Dimmlons SmpporW by the DWa In this Thais 

V and Obsessionalism 

I have concentrated so far on summarising; findings on clinical dimensions "disproved" by the data 
in this thesis. Other clinical dimensions however vmre supported by the testimony provided by 

Patients in this sample. In relation to the dimensions of control and perfectionism/ obsessionalism, 
it seemed that patients did use anorexia as a strategy of obsessive control. It thus appeared that 

Patients' experiences were reflected in these dimensions of clinical knowledge. Given this finding, it 
is important to ask why patients exhibited these two clinical symptoms while hiling to manifest 
others. It is not surprising that these dimensions were reported by my sample. Firstly they describe 
fundamental chamamstics reflecft deep-rooted causes and are consequently mom subtle and 
sophisticated constructs than "fat phobia" or "fear of maturity". Secondly, when compared to fat 

phobia and maturity fear, control and obsessionalism have much mom explamitory power. It is 
theoretically satisbýring to suggest that patients develop anorexia because they am dismempowered 

and wish to regain control. By comparism the suggestion that suffau become anorexic "because 
they don't want to get fat" is a simplistic evaluation. 
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Concepts such as control and obsessionalism effectively describe the causes of anorexia, rather 
than simply its manifestations. They thus contain a level of generality which make them a vehicle 
for many more causes than constructs like fat phobia and fbar of maturity. However, we should 
sound a note of caution before uncritically accepting these constructs as entirely accurate 
reflections of every patient's experience. Patients did describe their anorexia as a stmtqw of 

control, but some indicated that they had reached this conclusion as a result of coming to therapy. 

The thesis thus concluded that patients may have acquired a clinical vocabulary fi-om clinicians 

and may use this vocabulary in describing their illness. In the following section, the manner in 

which the thests iheorised this process is sumniarised. 

The Sharing of Explaiaory Models 

Due to improvements in education and mass communication, bio-medical definitions of illness have 
become disseminated into the general population The medicalisation of lay phenonwo has been 

widely reported by sociologists (Seale et al, 2001, Young, 1992, Martin, 1987, Oakley, 1987, 
Stanworth, 1987). Nowadays lay people as well as doctors tend to classify behaviour such as 
drinking and womanizing, as medical disorders such as alcoholism and sex addiction. The 
dissemination of medical knowledge has occurred especially in relation to psychiatric disorders 

such as anorexia. These days, folk explanatory models for such a disorder often contain a mixture 
of elements, including both lay and medical definitions. The latter are fivquently derived from 

magazines, self-help books and counselors (see Chapter Eight). Nevertheless, in the clinical 
consultation the doctor's role is one of steering the patient towards a "correct" view of the illness 
(i. e. a view which is consistent with bio-medical criteria). 

It has frequently been argued that the folk theories have considerable constructive power 
(Bourdieu, 1989). Scientific theoriM however, am also 'pan of social reality' (Bourdiet4 1989: 18) 

and may combine with folk theories to produce a socially constructed theory of anorexia. In 
Chapter Eight patients presented just such an admixture of folk and bio-medical theory in their 
illness narratives. Significant evidence was presented to demonstrate that narratives were replete 
with bb-medical referalm fi-om cfiWciOM, self-help booiM, &W the media. Patients lmd developed 

a model of the causes of their disorder based in part on their acquired understanding of the medical 
model. The anorexic patients in this study thus chose 'to present a medical account which affwms 
clinician's academic explanatory models' (Lee, 1996: 25). 
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Just as patients' understandings of their illness are based largely on bio-medical constructs, so too 

are clinicians' understandings determined by the society in which they live. As nombers of the 

social community, doctors absorb lay wxlerstandings of illnesses such as anorexia. 'Seen from this 

perspective, the professional theory is also a form of lay theory, so that a stringent conceptual 
dichotomy may be arbitrary' (Lee, 1997: 500). In a future study it my be appropriate to evaluate 
lay and professional views to reveal the common knowledge that surrounds each. This knowledge 

is an intrinsic element of the social world, and as such is socially determined. As identified in 

Chapter Ckne, such knowledge takes different forms during different periods in history (Mannheun. 

1952, Elias, 1991). Regardless of its socially constructed and transient nature however, medical 
knowledge is applied as if it were incontrovertible "scientific" fact, therefore powerfully eclipsing 
the less privileged knowledge of the patient. 

A more full understanding of the patient's own explanations for the cause of her illness could 
illuminate the process through which bio-medical t1mries am assimilated by lay populations. Just 

as the process by which women have been taught to regard other conditions, such as menopause, as 

clinical illnesses, and have assimilated bio-madical understandings of the menopausal state 
(Martin, 1987) so too have women absorbed clinical definitions of anorexia. An approach which 

attends to patients' lay, as well as their clinical. perspective would provide a more holistic 

understanding of the condition. 

The Gkwrlsadon of Anereda Nervosa 

Much of the bio-medical knowledge which patients acquire about anorexia is therefore "received". 

As Chapter Eight (and appendix 8) of this thesis suggests, coverage of the disorder in newspapers 

and self-help books has increased dramatically in recent years. The remarkable rise in the publicity 

given to anorexia (see appendix 8) may well have helped create die conditions in which the disorder 

can thrive. Anorexia has therefore been transformed into a 11popular" illness. The attention given to 
the syndrome by academics has also tended to ghmmrLse the disorder. Feminist approaches 
(Orbach, 1993, MacSween, 1993), for example, often identify the anorexic as a political figure 

engaged in a struggle for empowerment agitinst the form of patriarchy. As Swartz (1987) 

explains, far from being something to avoid 'having an eating disorder [thus] takes on desirable 
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qualities' (1987: 616). There is a complex fusion of revulsion and fascination that permeates the 

public perception of anorexia nervosa. This glamourisation of the disorder is often awoded in 

popular media coverage where celebrities such as Jemima Khan and Calista Flockhart are 
described as anorextcý Whi1c such discourse is coudW in cautionary ta=% the educative message 
is expressed in a manner that nonedieless serves to make the condkion attractive. 

As Swartz explains, 'public education material throtigh television or the print nuxtia is.. ahnost 
inevitably followed by an increase in symptoms in patients in troatment.. if we take the concept of 
illness negotiation' seriously then we must allow that an environment receptive to the understanding 
of eating disorders nay be one in which dm will flourish' (Swartz, 1987: 617). It is not surprising 
then that Murray el ars (1990) community sample declared that they had gained their 

understanding of anorexia. entirely fi-Om the mass madia. A similar study by Chiodo and Latimer, 

(1983), suggests that many bulimics are initiated into the activity thimgh reading a magazine. 
Some butimics even suggested that they had acquired eating pathology ftom consultatiow with 
their doctors who questioned them on activities (such as self induced vomiting) they had hitherto 

not considered. 

Other researchers have also expressed concern about the publicising of anorexia. Shorter (1987) 
for exianple explains that the increase in specialist anorexia clinics influenced the spread Of the 
illness. Shorter clearly lays the blame for the proliferation of anorexia at the door of the biomedical 

establishment, who by encoding the disorder as a "UvW disease, have clearly contributed to its 
increase. The medical establishment by promulgating measures ostensibly designed to combat the 
disorder (such as publicity about its dangers) ironically contributes to its increase. Medicine has 

therefore effectively created anorexia as a major psychiatric disorder for women (and some men) in 

the early twenty-first century. Psycliiatry has been a key player in maintaining the illness of 
anorexia in its currently constructed form 

The bio-medical establishment (together with the num media) have therefore helped to enhance the 
Profile of anoracia as a fashionable disorft. At the same time however, doctors have remained 
silent concerning their contribution to this process. In particular they exhibit a reluctance to 
address the socio-cultural prism in which such a proliferation of the disorder has occurred, and 
their own role in this context. It therefbre behoves social ramuchers to decode the manw in which 
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the psychiatric community, as part of the social world, has plotted the trajectory of the illness. This 

illness, as constructed by psychiatrists, encompasses both individual distress and social concerns. 
The beliefs which social actors hold about anorexia and the culturally constituted manner in which 
they experience and reftect on these beM (as observed in the current study) will inevitably 

influence the causes patients attribute to their symptoms, One of the reasons why anorexia remains 

rare outside the Western world may be attributed to the absence of "anorexic" publicity in these 

countries. Where such publicity is rife, increasing numbers of women articulate their pain through 

anorexia nervosa. The social construction of anorexia is thus pivotal in detanining how wW why 

women experience this disease. The placing of anorexia in its social context is one of the key 

strengths of the thesis. An account of further strengths and weaknesses will now be offered. 

Strengdis and Weakames of die CurmW Ilmb 

Feminism and insights from the field of chronic illness have been applied to the data gathered in 

this thesis. The direct application of sociological theory to anpirical data represents one of the key 

strengths of this study. Such an approach links theory with a rigorously gathered set of data, and 
thus avoids some of the abstraction apparent in earlier studies. A further strength of the study is 

that it has gathered data fi-om acute patients and has thus provided information about anorexia in 

Its most intense form, enabling more confident conclusions to be drawn from the study's findings. 

The study also deployed extensive data quality checks, such as triangulation (Denzin, 1989). 

While the above represents sorne of the key shengths of the study there were areas which would 
have benefftd fiom further work. Firstly, like all research. the current study was influenced by the 
"prejudices" of the researcher. My own "limitations" (described on page 57) included my left of 

centre political sympathies and my pro-women approach. TION "personal biases" will have 

inevitably affected the study's focus and its conclusions should be read in this light. It is impossible 

to fulLy suspend such biases, but one can explain them to the rwAw. The reader is the ultimate 
judge of the quality of this project, and by being reflexive, I can becer enable her (or him) to reach 

an informed conclusion. 

My own prejudices therefi)m represent one of the limitations of this reswrch. In other, more 
substantive areas, further limitations may be identified. A closer scrutiny, fbr example of exactly 
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how patients acquired their understanding of anorexia was needed. It would have bow useful, for 

exampl% to ask patients directly about their use of anomic self-help books, nagaziries and 

websites. The content of the Day Programme could also have been mom closely eKambxxk and its 

curriculum compared to similar programmes offered elsewhem In additior6 observing the 
interviews of other doctors would have enabled diffawt physicians' approaches to be compared, 
allowing me to judge whether them doctors were more (or less) "directive"than the doctor in the 

current study. Each of these issues constitutes possible ideas for future work and some finther 
directions in this area will now be offered. 

Dbecdomfor FWure Work 

In the concluding chapters of the thesis, it is inqxxtant to reflect on the experience of conducting 
this research. In the process of conducting the study it became evident that several areas for future 

work had been uncovered. One such area is the study of obesity. While many studies of obesity 
exist (Fabricatore and Wadden, 20K Annis er al, 2003, Brownwell and Fairburn, 1995ý few 
investigate "clinical stereotypinfir of the disorder. Like in anorexia, stereotypical constructions of 

obesity are apparent. Psychiatrists generally suggest that obesity occurs mainly among working 

class people (Nelson, 1996). This corresponds to the stereotype of the lower class as slothful, 
indulgent and out of controP. As a syndrome, obesity, with its association with instant 
gratification, corresponds well with prevailing prejudices about working class life. Anorexia, 

conversely, with its emphasis on self denial and deferred gratification corresponds to stereotypical 

views of the middle class. In a future project it would be interesting to cKamine the class profile of 
a sample of obese people to assess Whether such a group really do ooinx predominantly from lower 

socio-economic strata. 

A sociological study of obesity therefore constitutes one area of future research. A ffirther area of 
future study might centre on am sociology of the body. This thesis has also chosen to focus 

minimally on the sociology of the body, instead concentmfing on the accuracy and impact of 
Psychiatric "knowleW surrounding anorexia. This knowla* has focussed Particularly on 
Psychological issues such as obsessionalism, control and fear of maturity. The study sought to 
distance itself from a bodily focus, as it criticises psychiatry for placing a disproportionate 

21, 'NUn, eMUS exanvies of owrweigVA pwictarim can be *wd hk the modis, fim H&M En"'s "W" and Waytoom SW to the "Fat 
Sla9C C=k StriP ill ViX 
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emphasis on bodily issues (such as pre-occupation with weight). Anomda however is 

quintessentially a bodily (as well as a psychological) disorder. Weed the knowWV which 

surrounds anorexia is partly constructed widi reference to corporeal issues such as fear of fatness. 

For this reason, it would be advisable in futum studies of the dissoWer to amlyse data frorn 

anorexia patients with reference to sociological work in the area of the body (see Lupton, 1996a, 

Shilft 1993). 

condusion 

The concluding chapter has summarised the flndings of the thesis and has interpreted these rMings 

using feminism and chronic illness research. Feminism allows us to appraise the sexist dimension 

of the construction of "anorexic" knowledM by providing us wkh the diaoratical tools by which 
constructs such as fear of maturity and fear of fituiess may be evaluated. Research from the 

sociology of chronic illness provides the theoretical tools to enable the rnedicalisation of the doctor- 

patient interaction to be analysed. Such research allm us to focus on die imbalance of power in 

the doctor-patient relationship, which results in the doctor communicating a technical-rational 

model to the patient. 

At the end of this thesis what has been learned about anorexia nervosa? The key finding of this 

study is that patients' explanations for their own anorexia must always fom the basis of the 

clinical appraisal, and that the emotions and events which these exphumtions comprise should be 

analysed by being set in the social context in which they have occurred. Such an approach has 

imPlicatiOns for our understanding of the patient, her (or his) illness, and of the society in which 
that illness occurs. It also has implications for treatment and for approaches to social policy. A 

women-centred approach to anorexia would involve developing measures which would address 

women's disempowerment in modem society and the resulting loss of control which women 

experience (Wingate and Christie, 1978). These measures would incorporate strategies to facilitate 

equal pay and status, adequate childcare facilities and fivedom fivin sexual and physical abuse. 

The practice of bio-medicine is arguably a conservative enterprise. The assessment of anorexia is 

largely based on communicating the "right" way of understanding the disorder. Patients acquire a 
template for assessing their disease (fim doctors and the nwdi4 and struggle hard to view their 
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illness in the terms laid down in this template. Wanting to get better, they work at understanding 

anorexia from this perspective. Part of this perspective constructs anorexia as an attempt to avoid 
fatness. Some patients were angry at bio-medicine's view that their illness was simply a diet that 
had got out of hand. Most patients were very clear that thek disorder was a gmat deal more 

complicated than this. In disenfiunchising patients' explanations, clinicians am stereotyping 
sufferers, ft is interesting to ponder whether such a belittling stereotype would be applied to 

anorexia if its sufferers were older men instead of young women. These young women sew out a 

clear message. Anorexia is complicated. If we fitil to take this on board, then we am failing 

anorexic patients: Taking the patient's own perspective into account and placing her at the centre 

of an appraisal of anorexia, in some measure addresses this complexity. It allows us to better 

understand the disorder, the patient and the society from which the patient comes. 
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Appendix 1- DSM-IV and DSM-Hl criteria for Anorexis Nervoss 

DSM-TV Criteria 

A. Refiml to maintain body weight at or above a minimally nonnal weight for age and height 
(e. g. weight loss leading to maintenance of body weight less than 85% of that expected, or 
failure to make expected weight gam during period of growth leading to body weight less 
than 85% of that expected). 

B hftm fear of gaining weight or becoming fat, even though underweight. 

C. Disturbaqce in the way in which one's body weight or shape is experienc4 undue 
influence of body weight or shape on self-evaluation, or denial of the seriousness of the 
current low body weight. 

D. In postinenarcheal finnales, amenorrhea, i. e. the absence of at least fluve consecutive 
menstrual cycles (a woman is considered to have amenorrha if her periods only following 
hormone, e. g. estrogen, administration). 

Specify type: 
Restrieft type: during the, current episo& of Anorexia Nervosa, the person has not regularly 
engaged in binge eating or purging behaviour (i. e. self-induced vomiting or the misuse of laxatives, 
diuretics or enemas). 

Binge enting/ Purging Type: during the current episode of Anorexia Nervosa, the person has 
regularly engaged in binge-eating or purging behaviour (i. e. self-induced vomiting or the misuse of 
laxatives, diuretics or enemas). 
Source American Psychiatric Association (APA) (1994) Diagnostic and Statistical Manual of Mentat Dis 
(4' ed) (DSM-IP), Washington, DC APA 

DSM-M Criteria 
A. Refusal to maintain body weight at or above a minimally normal weight for age and height 

e. g. weight loss leading to maintenance of body weight 15% below that expected; or failure 
to make expected weight gain during period of growth, leading to body weight less than 
15% below that expected. 

B Intem fear of pining weight or becoming fat, even though undaveight 

C. Disturbance in the way in which one's body weight, size or shape is experienced, e. g., the 
person claims to "feet fitt" even when emaciattki, believes that one area of the body is "too 
fitt" even when obviously underweight. 

D. In females the absence of at least three consecutive menstrual cycles (primary or secondary 
amenorrhea). (A woman is considered to have amenonitea, if her periods only following 
hormone, e. g. eshvga% administration). 

Smirce. American Ps of . whia(ric Association (1980) DfAmnostic and Statistical mamial Disonkrs Ord e4D 
(DSM- 

. Washington, DC APA 
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Appendix 1 (cont. ) - DSM-IV and DSM-111 criteria for Anorexia 
Nervosa 

Diagnostic svnwtoim, cognitive mwonu and cornifive causes of anorema: 
A Defintion of Terim 

A definition of diagnostic symptoms, cognitive symptoms and cognitive causes of anorexin is 

offered below. 

Diagnosdc symptona 

These comprise thý , criteria listed under DSM-lV and DSM-111 above. Such criteria cover "factual" 
phenomena which must be present for a diagnosis to be made. These phenomena include: - 

Refiml to maintain body weight at or above a minimally normal weight for ap, : the act of food restriction 

Intense fear of gaining weight or becoming fat. even though underweigh : fat phobia 

Cognifive synWtoms 

In addition to diagnostic symptoms cognitive symptoms are also attributed to anorexia (Garner el al, 
1983). Being less amenable to measurement, these symptoms are not always "ticked off' when a diagnosis 
is made. Nevertheless they are identified as important manifestations of the disorder. They include 
(Garner el al, 1983): - 

Fear of maturi :a wish to retreat to the security of childhood 

Control: the rigid control of food to offset the experience of not being in control in other areas of the 
sufferer's life; the feeling of not being in control of one's life 

Perfectionism: excessive personal expectations for superior achievement.. 

There is an overlap between such cognitive symptoms and identified causes of the disorder. Such 
symptoms are often viewed as causes. For example "control" is viewed both as a symptom and as a cause. 
Anorexia involves control of food (symptom), because the sufferer experiences a lack of control inter areas 
of her life (cause). Some cognitive causes are listed below. 

Cognifive Causes (adaptedfrom Garner el al, 1983) 

Fear of maturi :a fear of the demands of adulthood. The sufferer fasts in order to rid herself of the 
appurtenances of female maturity (e. g. curves, breasts, fat (Crisp, 1995, Garner et al, 1983)) 

Control: the feeling of not being in control of one's life. "nis feature has been described by some as the 
fundamental disturbance in anorexia nervosa" (Garner et at, 1983: 18) 

Perfectionism: the struggle to live up to perfectionist achievement standards (Bruch, 1978) 
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Appendix 2- The Demographic Questionnaire 

The following questionnaire will ask you about attitudes, feelings and behaviours relating to 
food and eating. It will also ask you about your feelings about yourselE There are no right or 
wrong answers so try very hard to be completely honest. Thank you very much for your co- 
operation. 

Before starting, would you please supply the foRowing details (all 
information is kept in the strictest confidence): 

Office Use 
only 

I I I 
Name: Address: 5-10 

F I 11 Date of Birth: Marital status: Occupation: 
- 11 12 

What is your highest educational qualification?: F-I 13 

What is (was) your Mother's occupation?: 
F114 

What is (was) your Father's occupation?: 
F-115 

What is (was) your Mother's highest educational qualification? 
E]16 

What is (was) your Father's highest educational qualification? 
R17 

Where did you live when you were growing up? (please circle the appropriate 018 answer) 
1. A farm 2. A village 3. A small town 
4. A large town 5. A city 6. Other 

Did you live with your mother when you were growing up? Yes /No 019 
from age: to age: 

- 

Did you live with your father when you were growing up? Ye&INo 20-23 
24 

from age: to age: 

Did you live with another guardian, not your father or mother? Yes /No 25-28 

from age: to age: 

What was your guardian's occupation?: LI 35 

What was your guardian's highest educational qualification?: El 36 

How many children did your parents have? 17ý 37-38 

Were you the first, second, third child, etc.? (please supply a number) E-0 39-40 
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Appendix 3- The Eating Disorders Inventory - Adapted (EDI-A) 

These questions measure a variety of attitudes, feelings and behaviours. Some of the items 

relate to food and eating. Others ask you about your feelings about yourself There are no 
right or wrong answers so try very hard to be completely honest in your answers. Read 
each question carefuUy and tick the answer that best applies to you. Thank you for your 
co-operation. 

Office Use 
only 

Always Usually Often Sometimes Rarely Never I 

I feel extremely' 
guilty after 
over-eating 

I am terrified of 
gaining weight 

I am pre- occupied 
with the 
desire to be thinner 

If I gain a pound I 
worry that 
I will keep gaining 

I get confused about 
what emotions 
I am feeling 

I can clearly identify 
what emotions 
I am feeling 

I worry that my 
feelings will get out 
of control 

When I am upset, I 
don't know if I am 
sad, frightened or angry 

I have feelings I 
can't quite identify 

() () () () () 

() () () () () 

() () () () () 

() () () () () 

() () () () () 

() () () () () 

() () () () () 

F-I 
6 

F-I 

7 

1-1 

9 

1-1 

10 

F-I 
11 
F1 

12 
1-1 

13 
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Appendix 3 (cont. ) - The Eating Disorders Inventory - Adapted (EDI-A) 

Always Usually Often Sometimes Rarely Never Office Use 
only 

When I am upset, 
I worry that 
I will start eating 14 

1 eat when I am upset 1-1 

15 

1 feel satisfied w1ith F1 the shape ofrny 
body 16 

1 feel ineffective 
as a person 

17 

1 feel alone in the 
world F] 

18 I feel generally in 
control of F1 things in my life 

19 

1 wish I were 
someone else 20 

1 have a low opinion 
about myself 

21 

1 feel that I am a 
worthwhile person () 

22 

1 feel empty 
inside (emotionally) () 

23 

1 wish I could return 
to the security 
ofchildhood 24 

1 would rather be an 
adult than a child F1 
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Appendix 3 (cont. ) - The Eating Disorders Inventory - Adapted (EDI-A) 

Always Usually Often Sometimes Rarely Never 
Office Use 
only 

The demands of 
adulthood are too 
great 

26 

The best years of 
your fife are when 
you become an adult 27 

Only outstanding 
performance F] is good enough 
in my family 28 

1 hate being less 
than best at things 

29 

1 
am open about 

my feelings F1 
30 

1 trust others 

I have close 
relationships 

32 

1 have trouble 
expressing my 
emotions to others 33 

1 
need to keep 

people at a certain 
distance (feel 
uncomfortable if 

34 

someone tries to 
get too close) 

That is the end of the questionnaire. Thank you very much for your co-operation. 
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Appendix 3 (cont. ) - The Eating Disorders Inventory - Adapted (EDI-A) 

Adapting the EDIfor use in the Anoremic Stereotype Study 

The EDI-A as used in the current study was adapted from an existing clinical instrument. In its 
original form, the EDI was 'a 64 item self report, multi dimensional measure for the assessment of 
behavioural traits associated with anorexia nervosa and bulimia' (Garner el al, 1983: 18). This 
consisted of 8 sub-sections measuring the following attributes (Garner et al, 1983: 17-19): - 

Drive for thinness- [an].. excessive concern with dieting, [and] a pre-occupation with 
weight control.. 

Bulimia- .. the tendency towards episodes of uncontrollable over eating.. [possibly] 
followed by.. self induced vomiting.. 

Body Dissatisfaction-.. the belief that "fatty" parts of the body.. are too large.. (e. g. hips, 
thighs, buttocks).. 

Ineffectiveness- Jeelings of general inadequacy, insecurity, worthlessness.. [lack 
of] control.. 

Perfectionism-_ excessive personal expectations for superior achievement.. 

Interpersonal distrust, a sense of alienation and a.. reluctance to form close 
relationships.. 

Interoceptive awareness-.. [a] lack of confidence in recognising.. sensations of hunger or 
satiety.. 

Only half the items covering 'maturity fears' and 'drive for thinness' were included and similarly 
only three items from the 'perfectionism' dimension, (and one item from 'body dissatisfaction') 
were retained. Since it was not within the remit of this study to assess physiological issues in 
anorexia, all items relating to 'interoceptive awareness', (physical disruptions in recognising 
sensations of hunger or satiety), were deleted. For similar reasons, most items from the 'bulimia' 
subscale were dropped. Two bulimic items were however retained ('when I am upset I worry that I 
will start eating', and 'I eat when I am upset') which in the view of the researcher might also 
describe the experience of some anorexics. 

Internal consistency describes the propensity of all items on a sub-scale to elicit the same 
phenomenon (Polit and Hungler, 1997), e. g. drive for thinness. Since all dimensions covered by the 
EDI had been tested for internal consistency (Garner el al 1983), it was felt that several items from 
each dimension might be omitted in the adapted EDL Thirty questions relating to food, eating, and 
the subject's feelings about herself were therefore selected from the original 64 item scale. 

To assess if the respondent could be classified as "eating disordered", a cut-off point of 20 (out of 
30) was assigned in the EDI-A. This was a higher cut-off point than that used in the original EDL 
Since the adapted instrument contained fewer items, it was felt that a greater proportion ofthese 
should be affirmed. 
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Appendix 4- Patient Information and Consent Form 

The Sociological Study of A nore-xia 

Patient Information and Consent form 

A study of anorexia is being conducted by the Sociology department at Leicester University. The 

project seeks to investigate the causes patients give for their eating disorder. We are studying a 

group of people who have anorexia and a group of people who do not. Talking part in the project 

will involve filling in a questionnaire and then having a half-hour interview with a female research 

worker. The information derived from the study will be kept secure and confidential. It will be put 

together with other results in an anonymous form. 

We would like to ask you if you would be willing to participate. You are under absolutely no 

obligation to take part, and if you agree to participate you may withdraw at any time. 

I do/do not agree to participate* 

*Delete as appropriate 
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Appendix 5- Approximate Sample Sizes* Necessary to Achieve a Power 
of . 80 for ct = 0.5 for Estimated Population Difference Between Two 

Proportions 

Group I Prxqmrtions 

Group 11 
. 10 . 15 . 20 . 25 . 30 . 35 . 40 . 45 . 50 . 55 . 60 . 70 . 80 . 90 1.00 

proportions 

. 05 421 133 69 44 31 24 19 15 13 11 9 7 5 4 2 

. 10 689 196 97 59 41 30 23 18 15 12 9 6 5 3 

. 15 901 247 118 71 48 34 26 21 16 11 8 5 3 

. 20 1090 292 137 80 53 38 28 22 14 10 6 3 

. 25 1252 327 151 87 57 40 30 18 12 8 4 

. 30 1371 356 161 93 60 42 23 14 9 4 

. 35 1480 374 169 96 61 31 18 10 5 

. 40 1510 385 172 97 42 22 12 5 

. 45 1570 393 173 60 28 15 6 

. 50 1570 389 93 38 18 6 

. 55 1539 162 53 23 7 

. 60 356 80 30 8 

. 70 292 59 12 

. 
80 195 18 

. 90 38 

* The values are the number of subjects per group 

Source Polit, D, Hungler B. (1997: 459) Essentials of Nursing Research Philadelphia: Lippincott. 
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Appendix 6- Database Citation Index of a Sample of Articles 
Reviewed in ChaDter 4 

Number of Cilatioxv in othe Reference peer-res4euedpublicadonv 
(Source: ISI " Web of 

Knowledge " CI(ed Referena 

Crisp, A. H., Palmer, R. L., Kalucy, R. S. (1976), How Common is Anorcxia 350 
Nervosa? A Prevalence Study, British Journal of Psychia , 128,549-554.1 

Gard, M. C., Freeman, C. P. (1996), The Dismantling of a Myth: A Review of Eating 47 
Disorders and Socio-economic Status, International Journal of Eatin Disorder 
1-12.1 

Garner, D. M., Garfinkel, P. E. (1979), The rating Attitudes Test: An Index of the 1066 
Symptoms of Anorexia Nervosa, Psychological Medicine, 9,273-279. 

Garner, D. M., Garfinkel, P. E. (1980), Socio-Cultural Factors in the DLvelopment of 365 
Anorexia. Psychological Medicine, 10,647-656. 

Garner, D. M., Olmstead, M. P., Polivy, J. (1983b), Development and Validation of' 1282 
a Multi-dimensional Eating Disorder Inventory for Anorexia Nervosa and Bulimia. 
International Journal of Eating Disorders, 2,15-34. 

Halmi, K. A., Casper, R. C., Eckhert. E. D., Goldberg, S. C., Davis, J. M. (1979), 64 
Unique Features Associated with Age of Onset of Anorexia Nervosa, Psychiat 
Research, 1,209-215. 

Lee, S. (199 1), Anorexia Nervosa in Hong Kong: a Chinese Perspective, 51 
Psychological Medicine, 1991,21,703-711. 

Lee, S. (1996), Reconsidering the Status ofAnorexia Ncrvosa as a Culture-Bound 20 
Syndrome, Social Science and Medicine, 42,21-34. 

Morgan H. G.. Russell, G. F. M. (1975), Value ofFamily Background and Clinical 467 
Features as Predictors of Iong-term Outcome in Anorexia Nervosa: Four Year 
Follow-up Study of4 I Patients, Psychological Medicine. 5,355-37 1. 

Neki, J. S. ( 1973), Psychiatry in South East Asia. British Journal ofPsychiat , 123, 46 
257-269. 

Rastam, M., Gillberg, C., Garton, M. (1989), Anorexia Nervosa in a Swedish 90 
Urban Region: a Population Based Study, British Journal OfPsychiat . 155.642- 
646. 

Rathner, G., Messner, K. (1993), Detection oftlating Disorders in a Small Rural 1 49 
Town: an Epidemiological Study, Psychological Medicin , 23,175-184. 

Szmuk I er. G., McCance, C., McCrone. L, II tinter, 1). ( 1986), Anorex in N ervosa: a1 80 
Psychiatric Case Register Study korn Aberdeen, Psychological Medicine, 16,49-58. 

Whitaker, A., Davies, M., Shaffier, D., Johnson, J., Abrams, S., Walsh, B. T., 114 
Kalikow, K. (1989), The Struggle to bL'I'hin: A Survey ol'Anorexic and Bulimic 
Symptoms in a Non-referred Adolescent Population, Psychological Medicine, 19, 
143-163.1 

222 



Appendix 7- UK Medical Schools 
Source: Council of Heads of Medical Schools Website: (http: //www. chnks. ac. uk) 

(Last updated I February 2005) 

University of Aberdeen, Faculty of Medicine and Medical Sciences 
Barts and the London School of Medicine and Dentistry 
University of Birmingham, School of Medicine 
University of Bristol, Faculty of Medicine 
Brighton and Sussex Medical School 
University of Cambridge School of Clinical Medicine 
Cardiff University School of Medicine 
University of Dundee, Faculty of Medicine, Dentistry and Nursing 
University of Durham, Queens Campus, Stockton, Phase I Medicine 
University of East Anglia 
The University of Edinburgh, The Faculty of Medicine 
University of Glasgow, Faculty of Medicine 
The Guys, King's College and St Thomas' Hospitals' Medical and Dental School of King's College 
London 
Hull York Medical School 
Imperial College School of Medicine, London 
University of Keele, School of Medicine 
University of Leeds, School of Medicine 
Leicester Warwick Medical Schools 
University of Leicester, Leicester Medical School 
University of Warwick, Warwick Medical School 
University of Liverpool, Faculty of Medicine 
London School of Hygiene and Tropical Medicine 
University of Manchester, Faculty of Medicine, Dentistry, Pharmacy and Nursing 
University of Newcastle, The Medical School 
The University of Nottingham, Faculty of Medicine and Health Sciences 
University of Oxford 
Peninsula Medical School 
The Queen's University Belfast, Faculty of Medicine and Health Sciences 
The University of Sheffield4 School of Medicine 
University of Southampton, School of Medicine 
The University of St Andrews, Faculty of Medical Sciences 
University of Swansea, Swansea Clinical School 
St Georges Hospital Medical School, London 
University College Medical School of University College London 

N= 34 
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Appendix 8- The increasing use of medical terms in 
popular and academic media 

As a society we appear to talk (and write) more about anorexia than we used to and we use psychiatric 
terms such as "obsessiveness" and "control" to describe it. It is important to assess whether the use of such 
terms is increasing. In this appendix I examine the increasing use of such terms in academic texts (where 
such terms originate) and in popular media. 

I performed a search using the "Psychinfo" database. Psychinfo stores refereed scholarly articles from the 
field of psychiatry, psychology and nursing. The database was chosen as it contains the largest selection of 
psychology and psychiatry articles of any database available. Publications from 1967 to the present day are 
contained in the system. Searches were conducted for journal articles where the word "anorexia" featured 
in the title, sub-heading, abstract or keyword list. Two such searches were undertaken. The first covered 
the five-year period between 1970 and 1975, and the second covered the five-year period between 1990 
and 1995. It was important to select these time points (1970-5 and 1990-5) as a long time interval had 
elapsed between them, enabling long term contrasts to be assessed. Also database records were more 
complete from 1970s onwards than for previous years. The period between 1990 to 1995 was the most 
recent (regularly calibrated) five year period on the database, since the years 1995-2000 contained 
incomplete records at the time of the search (in 2000). 

For 1970 to 1975, a total of 165 such articles were published. For 1990 to 1995 this figure had risen to 
1143. The above searches were further refined by retrieving those papers which contained the following 
words in the title, sub-head4 abstract or keyword: - 

Control; 
Obsessive; 
Self-esteem; 
Coping. 

These terms were chosen, since they frequently featured in patients' transcripts described in Chapters 
Seven and Eight. From one hundred and sixty five articles published on anorexia in 1970-1975,20 (12%) 
contained the word "control" (in the title, etc., see table app: 8.1). By 1990-1995 this figure had risen to 
169 (15%). The term "obsessive" appeared in 2 articles (1.2%) published in 1970-1975, while in 1990- 
1995 it appeared in 50 (4.4%). The term "self esteem" did not appear in any of the articles published 
between 1970-1975, but was present in 27 papers (2.4%) published between 1990-1995. Similarly the 
term "coping" was absent from all publications from the earlier period, but appeared in 14 (1.2%) papers 
in 1990-1995. In total well over double the percentage of articles published between 1990-1995 contained 
the words "control", "obsessive", "self-esteem", and "coping", when compared to 1970-1975. Since far 
more articles on anorexia were produced in the later period, these figures represent an overwhelming 
increase in absolute terms. 

To what extent has this increase been reflected in "lay" descriptions of anorexia? To address this issue a 
search of articles from the Independent on CD-Rom was undertaken. The Independent was chosen as it is 
considered to be a broadsheet popular with female readers (independent Newspapers, 2002). Two searches 
were performed. The first retrieved all articles on anorexia appearing in the whole of 1989 (the earliest 
period stored on the database). The second retrieved articles appearing in the first six months of 2000 (the 
latest period for which records were available at the time of the search). A further search was conducted 
investigating how many of these articles contained the words "control", "obsessiveness", "self-esteem" 
and "coping". The trends identified were the same as those observed in scholarly articles. Not only were 
more anorexia stories published in 2000 (6 when compared to I in 1989), these also contained more 
references to "control", "obsessiveness", "self-esteem" and "coping". 
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Appendix 8 (cont. ) - The increasing use of medical terms in 
popular and academic media 

TabkApp: & 1: Numbers of Scholarly artick-s on Anorexia featuring the "rib "Control". "Obsessive". 
"SeýýIeem " and "Coping" 

Vear Nwnber of Number of articles I Number of articles I Number of articles Number ofarticles I 

articles 

I 
featuring featuring the word I featuring the word 

I 
featuring the word 

1970-1975 1 165 1 20(12%) 12 (1.2%) 1 0«)0/0) 1 0(0%) 

1,143 27(2.4%) 1 14(l. 2%) 

*In Tille, Abstract, Sub-head or Keyword 
source: Psychinfo database 

The terms, "control", "obsessiveness", "self-esteem" and "coping" therefore form a key element in 
scholarly and popular articles on anorexia. Do the same terms feature equally in the discussion of anorexia 
in academic textbooks? The term 'self-esteem' is used throughout most psychiatric texts on anorexia 
nervosa (e. g. Palmer, 1989: 4145, Orbach, 1993: 86-88) as are the terms 'coping' 'obsessiveness' and 
I control' (Palmer, 1989: 73-74,29-30, Orbach, 1993,115-120). Palmer, for example suggests 'anorexia 
nervosa can be viewed as away of coping' (1989: 3 1), and also asserts, 'anorexic subjects may display 
true obsessional tendencies' (1989: 29). Almost all psychiatric texts written on anorexia (e. g. Palmer, 
1989, Lawrence, 1998) emphasise the importance of the need for control in the development of the illness. 

The purpose of this search has been to identify that certain ways of discussing anorexia have become more 
widespread. It is not within the remit of this study to describe the mechanisms by which such information 
filters into popular health culture, except to say that when a national newspaper increases its coverage of 
the disorder sixfold, it would be surprising if this had gone unnoticed by anorexics themselves. Clearly, 
therefore, as a society we have started to talk about anorexia much more often and in a highly specific 
way. 
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