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Section A: Preface




Overview

This doctoral portfolio is divided into three sections; firstly an investigation
into the most effective interventions used in the treatment of self harm;
secondly a research component exploring the meaning of food for
individuals with eating disorders; and finally a combined client study and
process report which explores the challenges of working therapeutically
with a client who has had a very emotionally deprived upbringing. The
separate components of the portfolio are linked primarily by an overriding
theme of lack of internal equipment. For they all explore whether explicitly
or implicitly the impact that internal deficits or impairments as a result of
misattuned caregiving can have on individuals and the regulation of

themselves.

What follows below is a summary of each of the three main sections within
this portfolio, this is then proceeded by a description of the evolution of this
portfolio and its underlying focus on internal deficits and then finally by

some comments on the evolution of this portfolio with reference to myself

as a practitioner.

Sections of the portfolio

Section B: What is the most effective intervention used by clinicians in the

treatment of self harm?

This section of the portfolio illustrates my ability to carry out original and
critical evaluations on clinical literature. This critical literature review
outlines and evaluates interventions both from the cognitive and
psychodynamic fields used in the treatment of self harm. Within these
evaluations the review also tries to identify what may be the effective

mechanisms of change within these varied approaches and what stand out

as being important characteristics of the therapist in the treatment of self

harm.
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Section C: The meaning of food for individuals with anorexia nervosa

This research study is the chief component comprising this portfolio. It
explores the meaning of food for inpatients in an eating disorders unit. 8
participants from one inpatient unit with a diagnosis of anorexia nervosa

were interviewed in the study. A semi-structured interview technique was
employed and participants were asked to explore with the interviewer what
they thought the meaning of food was for them. Following the interviews,
Interpretative Phenomenological Analysis was carried out on the interview

transcripts. Once analysis was complete prevalent themes emerging from

the participants’ narratives were explored.

Section D: How hard therapy can be for someone who has had “nothing”

This combined client study and process report demonstrates my abilities as
a counselling psychologist. This makes up the practitioner component of

this doctoral portfolio, and is intended to present to the reader with some of
the work I have done with clients suffering from a lack of internal

equipment or internal deficits. It is also intended to show the reader how
internal deficits can manifest themselves in other ways, not just through

anorexia. It also illustrates my work in my chosen specialism,

psychodynamic therapy and explores the value and also difficulties that one

can experience when working in this way.

How the portfolio evolved

Compiling this portfolio has been both a difficult and engaging experience.
In keeping in tune with the ethos of counselling psychology throughout this
portfolio I have tried to maintain a balance between the explorations of
research, theory and practice. Additionally at all times I have adhered to the

underlying humanistic principles of counselling psychology, which has
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helped to inform the positioning of the participants and clients spoken

about within this work.

The direction of this portfolio has very much evolved with my own interests.
What follows below is therefore an account of its evolution, and the

influencing factors within it. I hope that this will provide a clearer sense of
the links between each of the individual pieces of work and how and why |

consider them to sit well as both individual pieces of work in their own right

and as part of a synthesis of a greater piece of work.

Early on in my training due to an interest that emerged after working with
clients who self harmed I decided to explore the most effective interventions

for clinicians in this area (section one) and what may be the effective
mechanisms of change within these approaches. From exploring and
researching in particular some of the risk factors associated with self
harming behaviour I developed an awareness and growing interest on the
effects that misattuned caregiving or invalidating environments could have
on an individual’s ability to regulate affect. From this I started to wonder
whether there were any other illnesses which could be considered as “self
harming”, and whether affect regulation could be a component worth
exploring within these illnesses too. This led me on to the topic of eating
disorders, out of which developed my research (section 2). It is however
important to note that although originally I felt that eating disorders, in
particular anorexia was a form of self harm, that presently due to my
research findings this is no longer my view. However the concept of affect
regulation; the difficulties that individuals with anorexia have in regulating
themselves, still stands strong as a central concept within the research
which is expounded upon and explained further in relation to these
individuals’ perceptions of their experiences of their caregiving and the

meaning of food for them.

Whilst carrying out my research, I came across a client who in many ways
reminded me of an anorexic client. She often appeared “two dimensional”

or “flattened”, in a way that was synonymous with the “concrete attitude” of
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the anorexic (as explained within my research) and struggled deeply to form
an engaging and intimate relationship both with herself and with me. As I
grew to understand her better within the sessions it became apparent how
impaired her thinking and ability to regulate herself was and how this
seemed to have grown out of her experiences of inattentive and neglectful
caregiving when she was younger. For this reason I decided to write about
this client and include this piece within my portfolio (section 3), feeling that
it demonstrated from another angle again the importance of attuned
caregiving and the impact that internal deficits can have on individuals.
Furthermore I felt this piece of work illustrated well some of the issues that

arise within clinical practice when working with clients with such internal

deficits.

It is this evolving focus; the impact of internal deficits on individuals that is
explored in relation to missattuned caregiving that I believe underscores the
entire portfolio. Although clearly this emphasis is considerably lesser in the
first piece of work, I feel that its inclusion is justified through the way that it
acted as a springboard to my own developing interests in this area and in
addition, through the way an interest in self harm inspired me towards an

exploration of anorexia.

Counselling psychology

The evolving focus of this portfolio very much parallels my own journey into

becoming a counselling psychologist and how I see and understand my role
as a practitioner now. Within the portfolio there has been a clear and
growing emphasis on psychodynamic theory, this is synonymous with the
developing view and understanding of myself as a practitioner who works
most comfortably within a psychodynamic framework. In addition the
emphasis within this portfolio on the impact that misattuned caregiving can
have on individuals has helped me to conceptualize further my own

understanding and belief in the role of the counselling psychologist as an

“attuned caregiver”, someone who is responsive to the subjective needs and
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worlds of their clients and in addition is able to engage with them in the

individual and subjective manner that they require.
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Section B: Critical

Literature Review

“What is the most effective
intervention used by clinicians In

the treatment of self harm?”



This paper was originally written in 2008, however has recently been revised

and updated for the purpose of this portfolio.

Introduction

Much research has been carried out into the phenomenon of deliberate self
harm (DSH). Most of the literature tends to fall into one of two categories;

the functions of DSH or the risk factors for DSH, both of which bear
important implications for the treatment and prevention of self harm.

Previous research has shown that counsellors prefer a multifaceted

approach when treating self harm, (Suyemoto & MacDonald, 1995);
however recent literature has seen more of an emphasis being placed on
cognitive therapies as interventions. This review intends to identify the
most effective and desirable forms of treatment for DSH (inclusive of
treatments outside of the cognitive therapies), to give brief descriptions of
these interventions and to identify what may be the effective mechanisms of

change within these approaches.

Selff Harm

DSH can be defined as the deliberate and direct destruction or alteration of
one’s own body tissue without conscious suicidal intent (e.g. cutting,

burning), (Favazza & Conterio, 1988). DSH is listed as a symptom of
borderline personality disorder (BPD) by the Diagnostic and Statistical
Manual of Mental Disorders (DSM-IV) however it is not specific to this
disorder and roughly 4% of adults (Klonsky, Oltmanns & Turkheimer, 2003)
and 14-21% of adolescents (Ross & Health, 2002) in the nonclinical

population exhibit DSH.

Throughout the literature the terms deliberate self harm, non-suicidal self
injury, and self mutilation are used interchangeably to refer to the same
phenomenon. The term parasuicide is also used; however this term does not

distinguish between self harm and suicide attempts (Linehan, 1993). Follow
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up studies have shown that in the year following an episode of self-harm the
risk of successful suicide is increased 50-200 times (Owens, Horrocks, &
House, 2002). Despite the frequent comorbidity of these behaviours
research has shown, however, that many individuals with a history of self-
harm do not report a history of suicide attempts (Dulit et al.,, 1994), for this

reason it is important for the term to distinguish between the two types of

behaviours.

Patients who self harm describe feelings of isolation, alienation and of
chronic emptiness (Orbach et al., 2003) in combination with overwhelming

and intense negative emotions (Connors, 1996; Favazza & Conterio, 1988;
Leibenluft, Gardner, & Cowdry, 1987). Consequences of self harming
behaviour are believed to be negatively reinforcing, due to the reduction in
tension that follows (Haines, Williams, Briain, & Wilson, 1995). However
the guilt, shame and regret that often follow the act of DSH can intensify the
negative emotional arousal of the individual and increase the likelihood of

further isolation (Leibenluft, Gardern & Cowdry, 1987).

Risk factors for and functions of deliberate self harm

Most of the empirical research on the risk factors for self harm has focussed
on childhood experiences associated with risk for DSH in adulthood. A lot of
this research has focused in particular on sexual and physical abuse in
childhood: as a result there is considerable evidence that suggests that there

is a relationship between childhood sexual abuse and DSH (Boudewyn &
Liem, 1995; Gratz, Conrad, & Roemer, 2002). Research also suggests that
childhood physical abuse is related to DSH in adulthood, (Gratz, Conrad, &

Roemer, 2002) although the extent at which it does so is unclear. Aside
from the more extreme cases of sexual and physical abuse, childhood
trauma, neglect, loss, childhood separation and invalidating environments
(Linehan, 1993) have also been found to be good predictors of self harming

behaviour. Attachment theory best explains why such associations occur.

Bowlby (1973) believed that children develop internal working models of

the attachment relationship between themselves and their caregiver. A
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secure working model helps the child to develop a sense of trust, which
enables him to regulate affect, tolerate separations and mature in a healthy
way. If the attachment is insecure such development will be impaired. An
insecure attachment is believed to develop from insensitively attuned care
giving interactions. The insecure attachment exists on a continuum from
the traumatic attachment, which is associated with dissociation (Howell,
2005) and occurs from a trauma such as sexual abuse to avoidant and

resistant/ambivalent attachments. Only clinical rather than empirical
evidence, (Faber, 2007) is shown to associate ambivalent and avoidant
attachments with DSH, however many who develop traumatic attachments

are inclined to violent behaviour towards themselves and others (Farber

1995, 2000). This is because self harm is believed to develop when the child
who has formed an attachment to those who inflict pain and suffering on

them, maintain that attachment by causing pain to themselves.

Other environmental risk factors have been investigated by ecological
studies that have examined the relationship between area characteristics
and self harm. Higher self harm rates have been found to occur in areas of
socioeconomic deprivation, especially amongst younger age groups and

males (Hawton, Harriss, Hodder, Simkin, & Gunnell, 2001).

Less research has investigated the role of individual risk factors for DSH.

However emotion dysregulation characterised by high levels of negative
affect has been found to exist in individuals who self harm (Favazza, 1988)
and emotional inexpressivity or alexithymia has also been associated with

DSH (Zlotnick et al., 1996), this is consistent with the literature on the
functions of DSH, which believes that one function of self-harm may be to
express, release or communicate emotions that an individual feels unable to
verbalise (Favazza, 1998); this is supported by Linehan, (1993) who
primarily conceptualised self harm as a tool for emotion regulation. DSH is
also thought to be associated with distorted body images or feelings of
anger or disgust at one’s own body (Muehlenkamp, Swanson & Braush,

2005) and to be associated with poor problem solving ability (McAuliffe et
al., 2006).
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The standard treatment approach for deliberate self harm

According to the National Institute for Health and Clinical Excellence
guidelines (NICE), 2004, anyone who self harms should be offered a

comprehensive assessment of needs, which should include the evaluation of

the social, psychological and motivational factors specific to the act of self

harm. Following this assessment the assessor is to make a joint decision,
(where possible), with the service user whether to refer them for further
assessment and/or treatment or to discharge them where possible. For
those who self harm who also have a diagnosis of borderline personality

disorder, dialectical behaviour therapy is to be considered. For those who

have self-harmed and are deemed at risk of repetition an intensive
therapeutic intervention is to be offered along with outreach. The type of

intensive therapeutic intervention to be used is not however specified.

Also in accordance with the NICE guidelines, 2004, the service users’ GP
and/or psychiatrist should be involved in the writing of their treatment

plan. This may lead to the introduction of pharmacological interventions as
well. Tricyclic antidepressants and selective serotonin reuptake inhibitor

(SSRI) are commonly offered to those who DSH.

The Rationale for this review
In view of the lack of treatment guidelines available for DSH, Muehlenkamp,
(2006) wrote a paper which highlighted the studies of interventions that

showed some success in treating DSH. Her review however focussed on
cognitive behavioural interventions alone. Other reviews have considered
the efficacy of a wider range of psychosocial treatments (Hawton et al. 1998
& Comtois 2002), however since these papers were written significant
further studies have been carried out. This review intends to evaluate
interventions from the cognitive therapies and interventions from a
psychoanalytically orientated approach in order to bring the reader up to

date on the most recent trials published in an another attempt to identify
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the most successful interventions for treating those who DSH and the

mechanisms of change within them.

Since the original writing of this paper Kerr, Muehlenkamp and Turner
(2010) have written a paper which reviews and evaluates both
Interventions from the cognitive therapies and psychoanalytically
orientated approaches, although this paper provides an effective and

informative summary of the studies it includes what it does not do, is
incorporate the extent of psychodynamic studies that this paper does (for
instance Interpersonal Psychodynamic Therapy) and furthermore unlike
this paper it does not try to identify the mechanisms of change within the

interventions reviewed.

The Cognitive Therapies

Muehlenkamp (2006) supported Linehan’s view (1993) that self harm is
primarily conceptualized as a tool for emotion regulation maintained
through negative and positive reinforcements, as such she reviewed only
cognitive behavioural interventions. Such a conceptualization has meant

that Muehlenkamp’s (2006) review of empirically supported treatments is
limited for it overlooks and fails to include other types of interventions such

as brief psychodynamic interpersonal therapy (Guthrie et. al, 2001). In line
with this it must be assumed that the recommendations for treatment she

concludes to make must also be limited.

In reviewing the literature Muehlenkamp (2006) identified only two types
of treatments that fell within the cognitive behavioural domain which
focused on DSH; Problem Solving Therapy, (PST; D'Zurilla & Goldfried,
1971) and Dialectical Behaviour Therapy (DBT; Linehan, 1993). She
tentatively concluded that both PST and DBT are effective approaches to

treating DSH behaviours. Muehlenkamp reported that few well conducted

empirical studies specific for DSH existed and that these rarely included
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randomized controlled trials. Although her article appears comprehensive it
Is important to note that it is not made clear within the article what the
inclusion and exclusion criteria were for her reviewed studies within the
cognitive field. Another limitation of her review is that within the article she
does not specify what the treatment as usual (TAU) consisted of for each of

the individual trials, thus making it hard for the reader to critique the

studies and make any kind of original evaluation about the work.

Problem Solving Therapy

PST is based on the assumption that dysfunctional coping behaviours are
the consequences of behavioural or cognitive breakdowns in the problem-
solving process (D’Zurilla & Nezu, 2001). Research has shown that those
who engage in acts of DSH frequently exhibit poor problem-solving skills
(Speckens & Hawton, 2005). PST aims to help clients to identify and resolve
problems they encounter by teaching them general coping and problem-
solving skills. This is done by teaching the different steps involved in
problem solving such as problem identification, goal setting, assessing
solutions and selecting and implementing solutions. Muehlenkamp (2006)
states within her review that the efficacy of PST in reducing self harming
behaviours is inconclusive. The studies she evaluated are briefly reviewed

below.

Conflicting results were found in earlier studies which examined the
effectiveness of PST against treatment as usual (TAU); Gibbon, Butler, Urwin
& Gibbons, (1978) and Patsiokas & Clum, (1985) concluded PST was more

effective than TAU where as Hawton et al. (1987) and Liberman and Eckman
(1981) did not. Such results are unsurprising considering that these studies
were limited by the fact that they were not randomised controlled trials,

that different TAU were offered by the studies! and given the small sample

' Patssiokas & Clum (1985) assigned participants to either cognitive
restructuring, problem solving or nondirective control treatment consisting of 10
hour individual therapy sessions. Gibbon, Butler, Urwin & Gibbons (1978)
assigned patients between an experimental social work service and a routine

follow up service. Liberman and Eckman (1981) compared a brief 10 day
behavioural therapy programme including a problem-solving component against
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sizes used. In 1998 a meta-analysis of 20 randomized clinical trials was
carried out (Hawton et al.) assessing the efficacy of various treatments for
parasuicide. PST appeared to be most effective in reducing parasuicide
compared to standard care controls. These reductions, however, were not
found to be statistically significant and were not specific to self harming
behaviours as the results also included suicide attempts. In 2001, a further
meta-analysis was carried out which examined the efficacy of treatments for

DSH alone (Townsend et al.). This meta- analysis found that PST was
effective in reducing comorbid depressive symptoms; problem levels among

participants and hopelessness however with regards to reducing acts of DSH

the results for PST were inconclusive.

Within her review Muehlenkamp (2006) also focussed on PST which had

additional cognitive, behavioural or interpersonal elements within it known

as manual assisted cognitive behavioural therapy (MACT). MACT is a short
term intervention of 6 sessions which teaches clients to manage emotions
and negative thinking. The first big study to test the efficacy of MACT in
reducing self harming behaviours was carried out by Tyrer et al. (2003).
This study was a multi-site, randomized clinical trial which compared MACT
to TAU for 480 clients. Clients were assessed 6 months and 12 months post
intervention. Although MACT showed promise in reducing self harming
behaviours, (at the 12 month assessment point, 39% of clients from the
intervention group reported repeated self harm against 46% from the

control group) the results found were not statistically significant and Tyrer

et al. had to conclude that brief CBT was no more effective than TAU in

preventing repetition of self harm. It is most likely that the reason that this
study failed to find any differences between the two groups was due to a
limitation in its design for the TAU included individual problem solving
therapy, seeing a general practitioner and individual and group therapy,

thus confounding elements of MACT within the control group.

an 1nsight orientated therapy and Hawton et al. (1987) evaluated out patient
counselling against general practitioner care.
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Since Muehlenkamp’s review significant research has come to light which
suggests that PST could be an effective form of treatment for DSH. Slee,
Garnefski, van der Leeden, Arensman & Spinhoven (2008), conducted a
study which investigated the efficacy of a short cognitive-behavioural
therapy intervention with 90 participants aged between 15-35 years who

had recently engaged in self harm (patients were excluded if they reported a

sever psychiatric disorder or had cognitive impairments) and who had
visited their local health centre. Not dissimilar to Tyrer's (2003) MACT,
Slee, Garnefski, van der Leeden, Arensman & Spinhoven used a manualised

cognitive behavioural intervention for self harm which was modelled
around the assumption that vulnerability to self harm can be changed by

changing negative and suicidal thinking and problem solving deficits.

This study examined the short and long term efficacy of a 12 week
intervention against the repetition of self harm. The primary outcome
measure of the study was the number of episodes of self harm 3, 6 and 9
months after treatment and the secondary measure was the reduction in
emotional problems such as anxiety, depression, suicidal cognitions and
problem solving deficits. Slee, Garnefski, van der Leeden, Arensman &
Spinhoven hypothesised that the rate of self harm of participants who
received CBT as well as TAU, would be lower than those who only received
TAU and that participants in the intervention condition would also have
significantly lower scores for emotional problems and suicidal cognitions

and higher scores for behavioural skills like problem solving ability. Their

hypothesis was supported, and they attributed this to the effect of CBT.

This seems a fair assumption given the robust nature of their design which
used random assignment and was absent of between-group differences with
regards to demographic factors, history of self harm, psychopathology and
use of healthcare services. The results of the primary outcome measure
were also well founded. Repeat episodes of self harm were assessed using a
structured clinical interview. To investigate the reliability of the number of
episodes of self-harm reported in the assessment, results were compared

with hospital records as well as with information from the treatment
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sessions. The correlations between these measures were high ranging from
0.88 to 0.90.

One unexpected result was that effects on secondary measures were
stronger than on the target variable, DSH. Changes in emotional problems

and improved problem solving ability seemed to precede changes in DSH;
this suggests that increasing problem solving ability or challenging suicidal

thinking might be the mechanism of change for DSH.

One large limitation of this study was that due to ethical reasons
participants in both conditions were free to pursue any form of TAU they
wanted to. Three different forms of TAU were recorded within the study;
psychotropic medication, psychotherapy and psychiatric hospitalisations.
The study is unclear on which participants chose what type of TAU, it also
failed to record the specific types of psychotropic medication or
psychotherapy (whether it focussed on self harm or not) patients received
in either condition; it is therefore unclear whether the conditions were
equivalent in this respect. Furthermore as such differences are unclear it is
difficult to assess whether the effects of those in the treatment condition
were specific to CBT or due to the combination of CBT with the varying

types of TAU available to the participants.

Slee, Garnefski, van der Leeden, Arensman, E & Spinhoven'’s recent study

empirically validated CBT as an effective treatment for the reduction of self
harm. The contribution of PST within this study is validated by the results

of the secondary measures. However the specific impact of improved
problem solving abilities is still confounded with the concurrent reduction
in emotional problems; the efficacy of using PST exclusively in treating DSH
is therefore inconclusive, however when combined with other additional
aspects of cognitive therapy it has proved to be an effective way of reducing
self harming behaviours. It is also important to note here, that due to the
exclusion of people with cognitive impairments in this study, it is unclear

how helpful PST is or can be for individuals with cognitive deficits, and that
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furthermore it perhaps suggests that it can not be of help, thereby

highlighting a limitation of the cognitive model.

Overall the research regarding the effectiveness of PST is inconclusive,
although research indicates that PST has some therapeutic effect, it is not

clear whether the effective component is the problem solving training or

another factor within the treatment. For this reason it is not possible to

identify PST as mechanism of change for individuals who self harm.

Dialectical Behaviour Therapy

DBT was developed by Linehan (1993) as a treatment for individuals with
BPD of which DSH is a common symptom. Linehan (1993) proposed that if a
child experiences an invalidating environment when they are young, (i.e.
there are dissonances and discrepancies between the capacities and
characteristics of the child and environmental opportunities and demands),
then this was likely to result in maladaptive functions and distorted
development which could facilitate the development of BPD. DBT combines
general cognitive behavioural techniques with elements from Zen
Buddhism. Behind DBT is the core dialectical principle of encouraging the
client to accept him or herself and to change simultaneously. In line with
the principles of CBT, emotion regulation, distress tolerance, interpersonal

effectiveness, core mindfulness and self management skills are taught. In

accordance with Zen patients are encouraged to develop a non-judgemental

and alert attitude towards events, their own cognitions and emotions. It is
this mindful attitude that is considered paramount in order to prevent

impulsive, mood dependent behaviour which is associated with DSH. This
non-judgmental and mindful attitude is also considered vital for the
therapist as well as DBT focuses on validating the patient’s experiences. A
hierarchical stage model provides the structure for therapy. A number of
treatment modalities are included within this model; group skills training,

Individual therapy and phone coaching.

At the time Muehlenkamp reviewed DBT only four randomised clinical trials

had evaluated the efficacy of DBT; Koons et al.,, 2001; Linehan, Armstrong,
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Suarez, Allmon, & Heard, 1991; Linehan et al., 2002 and Verheul et al.,, 2003.
Each of these trials demonstrated significant reductions in DSH for
individuals in the DBT condition compared to those in the TAU condition for
up to 6 months post treatment. These differences however were not
sustained past 12 months. Although these studies have positive outcomes
they are limited by the way they group together instances of self harm and
suicidal behaviour, making it unclear which results pertain specifically to
self harming behaviour. Furthermore the participants of these trials were

predominantly female and they were all diagnosed with BPD. It is therefore

unclear how these results can be applied to those who self harm outside of
the BPD population. In addition to the four randomized trials, a number of

other studies have also reported that DBT is superior to TAU in reducing self
harming behaviours, (Elwood et al 2002; Shearin & Linehan, 1994 and Low,
Jones, Duggan, Power & MacLeod, 2001), these studies also suffered from

the same limitations of the randomized trials, in addition however there was

often no comparison group (Elwood et al. 2002).

Muehlenkamp concluded that collectively the reviewed studies suggested
that DBT is effective in reducing DSH amongst patients with BPD. Since her
review however a two year randomized controlled trial and follow up of
DBT has been carried out, (Linehan et al., 2006) which compared DBT
versus therapy by experts for suicidal behaviour and BPD. From a distance
its findings replicated those of previous research, with DBT being reported

as a successful intervention in reducing parasuicide, however on a closer
look, the study, in contrast to previous DBT randomized trials (Koons et al,,

2001; Linehan, Armstrong, Suarez, Allmon, & Heard, 1991; Linehan et al,
2002 and Verheul et al., 2003), reported no significant differences between
conditions in the incidence or the frequency of DSH. An explanation
provided by the authors of this study for this finding was that subjects in the
comparison group may have underreported habitual self harm to a greater
extent than those in DBT. Such an explanation however seems unlikely
given the computerized adaptive minimization randomization procedure,
(which looked at 5 primary prognostic variables), that the study employed

to minimize between-group differences. Although the efficacy of DBT as a
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treatment for parasuicide behaviour in particular for those with BPD is
generally well established (Gratz, 2007) given the results of Linehan et al.’s
study (2006), now more than ever, it appears necessary for research to
explore the specific effects of DBT on DSH alone. Without such research it is
still unclear how to reach anything more than a tentative conclusion, as

Muehlenkamp makes, for the effectiveness of DBT as a treatment for DSH.

An absence of research has also been identified in examining the
mechanisms of change in DBT (Gratz, 2007). Linehan et al.’s study (2006)
was designed with the objective of identifying the specific elements of
treatment which are sufficient and necessary for a successful outcome
among individuals with BPD. Although they managed to prove the success
of DBT as being grounded in elements of its approach rather than in other
more general factors associated with receiving expert psychotherapy (by
using a rigorously defined control condition), they did not manage to
provide information about the mechanisms of treatment within their multi-
component approach, their study is therefore of little help in developing
more effective treatments?.. However two studies have reported that
mindfulness and dialectical techniques are most effective in reducing DSH
(Shearin & Linehan, 1992; Miller & Wyman et al., 2000). Incidents of DSH
significantly decreased when the therapist was rated as being nurturing,
understanding, respectful, instructing, providing autonomy to the client and
validating of them within the relationship (Shearin & Linehan, 1992;
Perseius et al,, 2003). Again such findings are limited as they have been
based on participant samples of those with BPD. BPD is a disorder which
has a range of symptoms beyond DSH; it is therefore unclear whether these
mechanisms of change are appealing for those who deliberately self harm

without a diagnosis of BPD.

* Additional dismantling studies of DBT are currently underway by Linehan to
determine what the essential components of DBT are and how much flexibility

can be applied to treatment from the DBT manual whilst maintaining comparable
success.
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Muehlenkamp’s more recent paper, Kerr, Muehlenkamp and Turner (2010)
seems to address many of the limitations that this review has highlighted
within Muehelenkamps’s original paper (2006). For this paper provides
more detail or information on the individual studies included, e.g. providing
the reader with details of TAU and inclusion criteria of the studies, thereby

making it easier for the reader to make an original evaluation of the work

described. In addition this paper also raises important critical questions

around the studies such as the often inconsistent and confounded
definitions of self harming behaviours in outcome measures and what this
may mean for comparing studies and their outcomes, e.g. Lineham,
Armstrong, Suarez, Allmon & Heard, 1991 and Koons et al. 2001. Most
importantly however this review includes the evaluation of treatment
models outside of the cognitive field in particular psychodynamic
psychotherapies, meaning that this studies recommendations for treatment

are less limited due to the broader inclusion criteria of the review.

The Psychodynamic therapies

Although the majority of most recent research has focussed on cognitive
therapies for treatment against self harm, there is evidence that
psychodynamic orientated interventions are also an effective course of
treatment. In fact it would seem by Kerr, Muehlenkamp and Turner’s
inclusion of the psychodynamic traditions within their recent review (2010)
that the psychodynamic traditions are becoming increasingly more

recognised as an effective form of treatment within the field of self harm.

It is interesting however that on a number of reviews and meta-analysis
carried out on the efficacy of treatments preventing DSH (Hawton et al.
1998; Comtois, 2002; Crawford, 2007), psychoanalytically orientated
treatments which have been successful in reducing self destructive
symptoms in patients with BPD have been omitted. This stands in contrast

to their inclusion of the many studies which have looked at the effectiveness
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of DBT in reducing self destructive symptoms in borderline patients. Three
studies emerged from reviewing the literature of the effectiveness of
psychoanalytic treatment of personality disorders as providing evidence of
the effectiveness of psychoanalytic psychotherapy in reducing self harming
behaviours. Out of these three studies, two of them; Transference -focussed

psychotherapy and Mentalization based therapy were included in Kerr,
Muehlenkamp and Turner's review (2010), the third, Interpersonal

psychodynamic therapy was not.

Psychoanalytically orientated treatments

Stevenson and Meares (1992) reported on 48 patients diagnosed with BPD
treated with a twice weekly psychoanalytic psychotherapy for a period of
one year. The treatment model was based on a psychology of self and
carried out by trainee therapists; great effort was made to ensure therapists
adhered to the treatment model. One of the outcome measures was the
number of self harming episodes one year after the initial assessment and
one year after the cessation of therapy. Significant improvements on self
harm were found at the one year assessment and these improvements were
maintained the following year after the cessation of therapy. Although this
trial shows promise in the treatment of self harm by psychoanalytic
psychotherapy its design was not strong and as such its results might be

questionable. The trial was moderately sized and only 30 of the initial 48

patients completed therapy. There was also no control group included in

this study and participants were not randomly selected. At the end of the
year 30% of the patients no longer filled the criteria for DSM-III for

borderline personality disorder, this in itself may have had an effect on the

positive outcome for self harming episodes.

Bateman and Fonagy (1999; 2001) did, however, carry out a randomised
control trial to investigate the effectiveness of psychoanalytically orientated
treatment on patients with BPD. Their research into a mentalisation-based
treatment (1999; 2001; 2004) showed that by increasing the patient’s
capacity to mentalise, the necessity to self harm decreases. Key tasks for the

clinician giving this treatment include encouraging the patient to create a
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meaningful and emotional narrative; to ask significant -clarificatory
questions; to encourage the patient to understand what was going on for
them, at times when they have self harmed, (what pressures they were
under, what may have got them angry and upset), and to provide a
therapeutic framework by demonstrating an interest in the patient, within

which the patient can make meaningful links about themselves in an

attempt to manage and recognise their own feelings.

The treatment group in Bateman and Fonagy's trial (1999) consisted of
individual, group and expressive psychoanalytic psychotherapy for 18
months. Outcome measures were self harm, suicide attempts and emotional

problems (depression and anxiety). Assessments were made at 6 months

and at 18 months and compared to a control group who followed the

standard psychiatric care for patients with BPD which is exclusive of any

form of psychotherapy. Incidents of self harming behaviour were found to
decrease significantly over the course of treatment in the intervention group
but remained constant in the control group. The median number of self
mutilations at 6 months was reduced from 9-1 in the intervention group
compared to 8-6 in the control group. Positive features of this study were
the randomised control design, the use of semi structured interviews cross

checked with hospital records to record the number of self harming
episodes and the small number of patients who dropped out of the study. A
follow-up of this study was carried out 18 months later by the authors

(2001) who found that the decreasing incidents of self harming behaviour
had been maintained 18 months post treatment by the intervention group.

During the 18 month follow-up period the mean for mutilating acts for
patients in the control group was calculated at 10.9 compared to the
patients in the intervention group whose mean was 0.6, a difference that

was reported as being highly significant (Mann-Witney U=84, p<0.001).

This study like many of the DBT studies mentioned earlier (Koons et al,,
2001; Linehan, Armstrong, Suarez, Allmon, & Heard, 1991; Linehan et al,,
2002 and Verheul et al,, 2003) was also limited by the participant sample

who were all diagnosed with BPD, again it is therefore unclear whether such
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results can be generalised to a self harming population who do not have a
diagnosis of BPD. Unlike the other studies that this review has reported on,
this study involved the partial hospitalisation of patients. It is therefore
hard to identify whether the mechanism of change within this study was the
psychoanalytic therapy or the large amount of staff time received by

patients in the intervention group. This criticism is shared by Kerr,
Muehlenkamp and Turner (2010).

Recent research has come to light which believes DSH can best be
understood when concepts of psychoanalysis are integrated with
attachment theory (Farber, 2008) and it is within such research that the

mechanism of change within psychoanalysis is best explored. According to

psychoanalysis and attachment based treatments successful treatment of
self harm depends upon the development of a secure attachment to the
therapist, this is believed to help the patient explore and rework his/her
internal working models (Farber, 2008). Bateman & Fonagy (2004) suggest
that the capacity to develop reflective thinking can only take place within

the context of a close interpersonal relationship. An emphasis on the
attachment relationship being the mechanism of change within
psychoanalysis is consistent with Lambert and Barley’s finding (2001} from
a review of the outcome literature for psychotherapy that the therapeutic

relationship was the largest positive factor.

Despite the limitations described earlier surrounding Bateman & Fonagy's
study (1999), due to the strong understanding and emphasis placed on their

concept of what is the mechanism of change within the treatment the
researcher believes it makes a convincing and directive starting point for

the argument that psychoanalytic therapy is an effective treatment for DSH.

Transference-Focused Psychotherapy

Transference-Focused Psychotherapy (TFP) is an intensive treatment that
was developed for patients with BPD. TFP aims to assist patients change
their behavioural and affective responses to stress particularly in

Interpersonal contexts through dynamic reflections on the patient-therapist
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relationship during frequent therapy sessions twice per week for one year
(Kerr, Muehlenkamp and Turner, 2010). As of yet only one study exists that
explicitly investigates the effectiveness of TFP in the treatment of self harm,
Clarkin et al. (2001). This study found from a sample of 23 outpatients with
BPD that after 1 year of TFP the severity of self harm and degree of medical

care needed after self injury was reduced. However it also found that the
frequency of self injury was not reduced (p=45) bringing into question the
overall effectiveness of the intervention. Although further randomized

clinical studies have investigated the effectiveness of TFP as a treatment of

BPD against other treatment approaches such as DBT (Clarkin, Levy,
Lenzenweger, Kernberg, 2007) and against an active placebo Levy et al.
(2006) all of these studies failed to discuss the effect of TFP on self harm, as
a result no further evidence has been found to suggest that TFP is an
effective form of treatment for self harm. Interestingly however, Kerr,
Muehlenkamp and Turner, 2010 highlighted the fact that what these studies
did find, however was changes in for example attachment patterns,
reflective function and improvements in impulsivity depression and anxiety
all of which can be considered as related constructs within TFP. As a result
even though it is clear that further research is needed to determine the
effectiveness of TFP in the treatment of self harm, TFP clearly shows
promise and potential as an effective intervention. It is also important to
note here that further research which explored both these, related
constructs and self harm specifically, could help to identify the mechanisms

of change in the treatment of self harm such as increased reflective function.

Psychodynamic interpersonal therapy

Other forms of psychodynamic therapy have also been explored as effective
treatments for those who DSH. Guthrie et al. (2001) conducted a
randomised controlled trial to determine the effects of brief psychodynamic
interpersonal therapy (PIT) versus TAU for patients after deliberate self
poisoning. PIT is a derivative of psychodynamic therapy. Unlike the more
traditional psychodynamic therapies PIT is a brief intervention, which,
rather than focussing on the deep seated sources of symptoms emphasises

the way in which current relationships and social context can cause or
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maintain symptoms. The rationale behind using an interpersonal
intervention for the treatment of DSH is that 70% of all episodes of DSH are

precipitated by an interpersonal problem (Bancroft et al., 1977).

The goal of PIT is to resolve interpersonal difficulties on the understanding

that this will have the knock-on- effect of alleviating psychological distress

(Guthrie et al.,, 2001). The model used by Guthrie et al,, (2001) was adapted
from a model developed by Hobson (1985) which was proved to be effective
in the treatment of depression (Shapiro, Rees & Barkham, 1995) and has

also been shown to be cost effective (Guthrie et al. 1999).

Within this trial PIT was provided to the intervention group once a week for
the period of four weeks, sessions were delivered by nurse therapists in the
patient’s home. Suicidal ideation was considered the primary outcome
measure for this study, repetition of self harm and depressive symptoms
were considered secondary measures. Patients were assessed on entry to
the study, at the end of the four weeks of therapy and then 6 months later.

The study showed that patients who received PIT showed greater
improvement on the outcome measures at 6 months than patients in the
control group. A significant reduction was found in the intervention group
with regards to self harming behaviours; only five patients (9%) had

harmed themselves again compared to 17 patients (28%) in the TAU group
(P=0.009, Fisher’s exact test).

This study has many positive features; the trial was efficiently randomised

and there was a good participation rate of those randomised throughout the
7 months of study. However it was moderately sized and the only form of
assessment of recurrent self harm was collected through retrospective self

report. The study is also limited by its participant sample who were all from

an in patient setting and only included those who had deliberately self
poisoned. The article’s definition of self poisoning is unclear; it has been
Interpreted as an act in which an individual deliberately ingests a substance
In excess of the prescribed dosage. (Kerkhof, Schmidtke, Bille-Brahe; 1994).

DSH is commonly considered to include acts of self poisoning (Slee,
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Garnefski, van der Leeden, Arensman & Spinhoven, 2008) however self
poisoning is not inclusive of all acts of self harm. This study therefore
excludes those who engage in self harming behaviour of which cutting and

burning is preferable to self poisoning.

Despite such limitations within the study the overall results are impressive.

In the past decade focal psychotherapies have been proved effective
treatments for various other psychiatric and behavioural problems (Guthrie

et al.,, 2001) with this in mind, it is not surprising that it has been found to be

an effective intervention against acts of self harm. To my knowledge,

however, no previous or subsequent studies to this one have investigated

the efficacy of PIT in relation to self harming behaviours as a primary

outcome measure. Further research is therefore needed in this area in order

to verify and reiterate the results found.

Within the research surrounding PIT limited research has also been carried

out into the effective mechanisms of change within the approach. Guthrie et

al,, (2003), went on to explore which baseline factors predicted outcome
following treatment for their 2001 study. However these results were
limited to the patients’ personal history and psychopathology and neglected
to explore the successful elements within the therapy. Distinctive features
of PIT have however been explored (Blagys & Hilsenroth, 2000) in an
attempt to delineate techniques from cognitive behavioural treatment;

seven interventions were listed including focus on affect and the patient’s
expression of emotions; an exploration of the patient’s resistance to therapy

and identification of patterns in patient’s thoughts. It is possible that some
of these techniques may provide us with the effective mechanisms of change
within this theory, although further research would need to be carried out

order to determine which one.
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Conclusion

Problems with the research and ways forward

Results from the studies described show promise in providing ways forward
for the treatment of DSH; at present, however, given the reasons outlined
below it feels too premature to conclude with any certainty that any one of

these treatments is more effective than the other in the treatment of DSH.

DBT has showed increasing success as a treatment for BPD, however results
from Linehan et al.’s latest study (2006) question its ability to treat self
harming behaviours alone. As mentioned earlier these latest results did not
reflect the results from previous studies carried out; it is therefore
recommended that this study be replicated in the future in order to clarify
its effect on self harming behaviours. PST as an element included in a wider
cognitive approach has also showed success (Slee, Garnefski, van der
Leeden, Arensman, & Spinhoven, 2008) however results regarding it as a
treatment in its own right have been ambiguous (Hawton et al, 1987).
Psychoanalytically orientated treatments also showed success in treating
self harming behaviours, but the treatments offered (Bateman & Fonagy,
1999) were considerably more intensive than the treatments offered by the
cognitive approaches, furthermore there is a lack of research available in
this area; future research is therefore needed to build greater support for

its’ efficacy.

Other difficulties have also come to light in comparing the literature. The
difference in the volume of research carried out in the cognitive therapies
compared to the psychoanalytically orientated approaches is quite striking.
Such an imbalance of research between the two approaches could be

suggestive of the promise of one theory over the other; however it could
also be explained away by the increasing popularity of the cognitive
therapies over the past decade or the possibility that psychoanalytic

approaches apply less meaning to empiricist research. Either way the
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imbalance between the literatures make it hard for an unbiased evaluation

to be passed or a fair comparison to be made between the two.

Another difficulty that has emerged in comparing the studies has evolved
out of the inconsistencies between the control groups of the randomised

control studies. TAU within the studies has varied from psychotropic

medication, partial hospitalisations, psychotherapy to no psychotherapy at
all (Slee & Garnefski, van der Leeden, Arensman & Spinhoven, 2008;

Bateman & Fonagy, 1999). Such differences in the control group makes it
hard for any true comparison to be made between the studies for there is no
one baseline from which all studies can be assessed as they all compare

their treatment group to a different form of standardised treatment. A

difference in the country of which the studies were carried out in, i.e. the
USA (Linehan et al, 2006) Holland (Slee, Garnefski, van der Leeden,
Arensman & Spinhoven, 2008) and England (Bateman & Fonagy, 1999),
ethical reasons, and the fact that different TAU stand for a participant
population diagnosed with BPD (Linehan et al. 2002, Linehan et al,, 2006;
Bateman & Fonagy, 1999) than it does for a participation sample whose
selection criteria is only self harming behaviours (Slee, Garnefski, van der
Leeden, Arensman & Spinhoven, 2008) can explain why this problem occurs.
Similarly, there were also differences within the studies as to who carried
out the interventions. For instance, Stevenson & Meares (1992) used
trainee therapists, Guthrie et al,, (2001) used nurse therapists and other

studies used well trained experts in a specific field (Linehan et al,, 2002). It
is possible that the different qualifications of the practitioners could have

had positive or negative influences on each of the individual studies. This
again makes a fair comparison between studies difficult for there are
external factors outside of the treatment specific intervention that might

Impact on the results.

Studies also included different lengths of follow- up periods. Bateman &
Fonagy, (1999) had the longest follow-up period conducting another study
to assess the decrease in self harming behaviours 18 months after their

original study. Linehan et al. (2006) study included a one year post-
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treatment follow up. Whereas other studies only included a 9 month follow-
up (Slee, Garnefski, van der Leeden, Arensman & Spinhoven, 2008), or as
little as a 6 month follow-up period, (Guthrie et al., 2006). For the studies
which had a smaller follow up period (Slee, Garnefski, van der Leeden,
Arensman & Spinhoven, 2008; Guthrie et al., 2006; Linehan et al., 2002;
Verheul et al,, 2003) further studies which include a longer follow-up period
would need to be carried out in order to investigate whether these
treatments have longer standing benefits, such studies would be important

In investigating the cost effectiveness of treatments offered.

Individual limitations of the studies also create problems in evaluating the

literature; for studies which had participant samples of patients diagnosed
with BPD (Bateman & Fonagy, 1999; Linehan et al. 2006, Clarkin) there is no

guarantee that their findings could be extended out to the general

population and for studies which looked at parasuicide behaviour (Linehan

et al.,, 2002; Verheul et al., 2003; Linehan et al.,, 2006) their results do not
solely reflect the reduction in self harming behaviour. All the studies

mentioned have used a clinical population in their sampling in order to
verify whether the outcomes of these studies are extendable to the general

population further studies would need to take place.

Self harming behaviour is complex and patients who self harm often have a
variety of additional co-morbid psychological problems such as depression

and anxiety. Difficulties have arisen within the studies identifying which
part of therapy addressees which issue. For instance Slee, Garnefski, van

der Leeden, Arensman & Spinhoven (2008) found that their manualised
cognitive behavioural intervention led to a greater change in emotional
problems, suicidal cognitions and behavioural skills than it did to self harm.
This suggests the importance of looking at emotional problems and
behavioural skills individually to see if they could be considered as variables

which mediate the relationship between therapy outcome and self harming

behaviours.
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Identifying the mechanisms of change

Each intervention described has developed out of a belief in a particular risk
factor(s) which leads to self harm, (for instance PST has come from the
belief that poor problem solving and coping skills can lead to episodes of self
harm). The mechanism of change within each theory, to a certain extent, can

therefore be found in the way each intervention attempts to address the risk

factor. It is important to note, however, that there is limited research
available that discusses the elements of therapy within these individual

treatments which are believed to be critical in reducing self harming
behaviour. Nevertheless having reviewed the literature available there
seems to be a general consensus that the therapeutic alliance is at the
forefront of bringing about positive change; with both psychoanalysis and
the cognitive therapies emphasising the need for a collaborative
relationship and nurturing and secure attachment. Additional support can
be obtained for this consensus from literature which has reviewed working
with suicidal individuals; these highlight the importance of forming a
collaborative and supportive therapeutic alliance where the therapist and

client work as a team rather than expert and subject (Henriques, Beck, &

Brown, 2003; Jobes, 2000).

Within this review different studies have identified similar aspects of the
therapist which are paramount in creating a good therapeutic alliance.
Shearin & Linehan, (1992) and Miller & Wyman et al, (2000) identified
aspects of the therapist, such as validating the patient within the
relationship and being understanding, (within DBT) as reducing self
harming behaviours. The importance of these characteristics for the
therapist is reiterated in Bateman & Fonagy’'s mentalisation based treatment
(2004). This treatment moves away from the technical requirements
adhered to by classical psychoanalysts such as transference interpretation
and neutrality, and instead the clinician actively encourages the client and
demonstrates an interest in them in order to help them develop an
understanding of themselves. Nathan (2004), a psychoanalyst also moves
away from the classic psychoanalytic form by emphasising a more

productive therapeutic stance which requires that the clinician must, as an
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absolute starting point, accept the self harming behaviour of the patient.
This assertion is backed up by the presence of research which suggests that
specific strategies such as acceptance and validation interventions may

bring about positive behavioural change (Koerner & Linehan, 2000).

Counselling psychology
Although this review is informative for all types of clinicians trying to
manage self harming behaviour, the reviewer as a counselling psychologist

herself feels that it is important to note that an emphasis on a more
productive therapeutic stance is particularly congruent with the ethos of
counselling psychology which promotes the increasing awareness of the
“importance of the helping relationship as a significant variable in
facilitating the therapeutic endeavour” (Strawbrige and Woolfe, 2003; p.4).
Similarly the assertion of the importance of the clinician’s acceptance of the
self harming behaviour of the patient lies in parallel with the counselling
psychologist’'s “acceptance of the subjective world of the client as
meaningful and valid in its own terms” (Strawbridge and Woolfe, 2003; p.8).
As such the emphases on the core mechanisms of change in the treatment of

self harm may be considered to be consistent with some of the defining

concepts of counselling psychology.

Concluding Comments

The difficulty in establishing one standardised treatment for DSH is

reflective of the heterogeneous population that carry out these acts and the
belief in the many different risk factors that lead to DSH. In view of research

findings on risk factors which lead to DSH, treatments need to include
interventions which have been proved effective in treating particular
aspects of the disorder like problem solving skills or maladaptive
cognitions; yet at the same time be flexible enough to tailor the treatment to
the individual needs of the client. Psychoanalytically orientated approaches
stand out as being able to identify with and focus on the individual more in
therapy, whereas the cognitive therapies seem to take a more prescriptive
mode towards treatment focusing on restructuring previously defined

cognitive deficits. Both approaches have shown promise in the treatment of
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self harm, if future research could successfully identify and explore further
the effective elements within each of these different treatments then these

could be synthesized to provide another way forward for treatment.
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Abstract

This thesis explores the meaning of food for individuals with anorexia. 9
female inpatients aged over 18 with a diagnosis of anorexia nervosa were
interviewed. The participant interviews were analyzed qualitatively using
Interpretative Phenomenological Analysis and four master themes were
identified: Food as a container, food as a concrete representation of internal
states and relationships, food as a separator and food as a control
mechanism. Within this research these master themes were expounded
upon and explained in relation to current theories and also in relation to
two core concepts that also emerged from the research’s findings: Loss of
and broken sense of self and misattuned caregiving. In conclusion this study
offers its readers a potential conceptual and theoretical model based around
its findings of the meaning of food, for the explanation and development of
anorexia. It is hoped that these findings will be useful in informing and

developing clinical understandings of anorexia and new treatment

approaches.
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Chapter 1: Introduction

Overview

Much research has been carried out into the phenomenon of anorexia
nervosa (AN). However despite there being a great wealth of literature

within the area of eating disorders AN is still somewhat of an enigma and at

present there is no clear explanatory model, biological or psychological for

the development and maintenance of the disorder. The aim of this research
is to further the understanding of the specific psychopathology of AN by
using phenomenological methods to develop a theory about the possible
symbolic and metaphorical use of food for individuals who suffer from AN
and to investigate whether food for those who suffer from AN is or ever can

be a concretised metaphor for something else.

In order to provide the reader with the context to understand and interpret

where this research question has come from and the problem it wishes to
address, what follows below is an introduction describing the theoretical

perspective, framework and central concepts of the study followed by a

review of the most pertinent literature surrounding it.

Introduction

Therapeutic and theoretical approaches towards Anorexia Nervosa

At present there is no standardized or agreed approach towards the
psychological treatment of AN (NICE, Eating disorders, 2004). The Clinical
practice recommendations by the National Institute for Clinical Health and

Excellence (NICE GUIDELINES, 2004) states that therapies to be considered
in the psychological treatment of AN include Cognitive Behaviour Therapy
(CBT), Cognitive Analytic Therapy (CAT), Interpersonal psychotherapy
(IPT), focal psychodynamic therapy and family interventions, (p.89).

Irrespective of these varied recommendations for the psychological
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treatment of AN, today the field of eating disorders seems to be dominated
largely by the cognitive behavioural therapy traditions (Skarderud, 2009).
Despite the prevalence of this one approach, treatment is considered to lack
in effectiveness; in a recent article Skarderud (2009, p.83) stated that the
“state of art for anorexia and eating disorders, and that goes for both
theoretical understanding and therapeutic approaches is far from
satisfactory.” Similar conclusions have been drawn previously by Fairburn
(2005, p.S29) who in response to the question “Is evidence-based treatment
of anorexia nervosa possible?” replied “barely” due to the weaknesses of
scientific trials and treatment programmes and by Woodside (2005, p, S41)

who remarked on a series of overviews on therapy in this area that “there

are more weaknesses than strengths in our understanding of the treatment

of individuals with anorexia nervosa”.

The strength of the cognitive behavioural therapy traditions is its
practicability; the manualisation of treatment (Skarderud, 2009), however a
significant weakness is theory (Skarderud, 2009). A limited focus on
cognitions and self schemes means that the theory lacks a concept about the
development of the personality (Skarderud, 2009}, focuses too little on
emotional life (Vanderlinden, 2008) and may undervalue the severity of
eating disorders by reducing major psychopathology to cognitive
dysfunctions, (Skarderud, 2009). It is for these reasons that this review
intends to leave to one side the present day’s overemphasis on the
traditions of cognitive behavioural therapy. In a similar vein this study also
intends to exclude the more main stream clinical and experimental data
within the field of anorexia, believing it is not that helpful. Instead this
review will outline some of the ways in which the psychopathology of AN
has been explored by theory and conceptual models, and the influence these
models have had on ways forward for the therapeutic treatment of this

disorder.

Ways in which the psychopathology of AN has been explored is through the

symbolic role of the body (Skarderud: 2007a; 2007b), the meaning behind
the symptoms (Bruch, 1962, 1973, 1978 1988) and deficits in a sense of self
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and mental processing (Bruch;1962, Bateman & Fonagy; 2004, Skarderud;
2007 and Buhl, 2002). Such explorations move away from the more
traditional western thinking of philosophers such as Descartes whose
dualism viewed the mind/body, person/world and subject/object as distinct
entities towards the more modern and existential thinking of Philosophers
like Maurice Merleau-Ponty who emphasised the importance of man as
being in the world (1962) and introduced the concept of ‘corps proper’
(1962), the lived body. The lived body proposes that ones own body is more
than its physical aspects, for it unfolds for you a world which is particular to
you and different from the world which is disclosed through another’s body.
Similarly this research concerns itself with the unique subjective experience
of the individual as they attend to their being-in-the-world and asks
whether the external world can ever be more than its physical objects? Can

food ever be more than something to eat?

Definitions of central concepts

Central concepts in this research are ‘ Anorexia Nervosa' ‘symbolism,

‘metaphor’, ‘concretised metaphor’, ‘projections’ and ‘introjections’.

Anorexia Nervosa
According to The Diagnostic and Statistical Manual of Mental Disorders,
fourth edition (DSM 1V), the following criteria must be met in order to give

an individual the formal diagnosis of Anorexia Nervosa (AN):

“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).”(p263)

“B. Intense fear of gaining weight or becoming fat, 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 weight.
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D. In postmenarcheal females, amenorrhea, i.e., the absence of at least three

consecutive menstrual cycles.”(p.263)

The DSM 1V also differentiates between two specific types of AN:

“Restricting type: during the current episode of AN, the individual has not
frequently engaged in binge-eating or purging behaviour (self induced

vomiting or the misuse of diuretics, laxatives or enemas.

Binge-Eating/ Purging type: during the current episode of AN, the person
frequently engages in binge-eating or purging behaviour.” (p.264)

Symbols and metaphors

A symbol stands for or signifies something else. Symbols are often universal,
stand for something concrete and represent institutions such as culture,
family and religion; and tend to be represented and supported by
generations of use. The metaphor is a subgroup of symbols (Skarderud,
2007a) it is a far more intimate concept than a symbol for it is not universal
but often personal and unique. Aristotle (1984) in ‘poetics’ defines the
metaphor as ‘giving something a name that belongs to something else’
(p.1457). A metaphor enables one to experience and understand one
phenomenon through another phenomenon. Lakoff & Johnson (1999)
define the metaphor as being grounded in similarity, a resemblance
between the phenomenon in the ‘target area’ and ‘source area’. Two
explanatory models exist to explain the function of the metaphor; Black’s
model (1962, 1979) and the inter-actional model (Richards, 1936;
Beardsley, 1958, 1962; Ricoeur, 1978).

Recent years has seen the use of the metaphor evolve from being a creative
ornamental rhetoric to a model for the general function of mind Lakoff &
Johnson (1980, 1999). Particularly in the world of psychoanalysis the mind

Is seen as metaphorising in a general sense (Arlow, 1979; Ogden, 1997;
Melnick, 1997; Borbely, 1998 and Rizzuto, 2001). The use of the metaphor
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as a working concept in psychoanalysis has led Campbell & Enckell, (2005)
to suggest that “the psyche works through the medium of non-verbal
metaphor to establish links and organize mental contents” (p.803) with the

theories of dreams and transference being cited as examples.

Concretised metaphors
‘Concretised metaphors’ refer to instances when the metaphor is no longer
understood or experienced as representing and containing an indirect
expression of something else. Rather, concretised metaphors are perceived
as “presentations stating a merciless reality which instead of being
functioning symbols, concretised metaphors are experienced as immovable
facts with which one cannot negotiate.” (Campbell & Enckell, 2005; p.801).
That is no distinction can be made between the metaphor and the
phenomenon being metaphorised; the ‘as if of the metaphor becomes an
“is”. Campbell and Enckell, (2005) believe that concretised metaphors come
about as a reaction against inner fragmentation or a threatened sense of self

and are considered an impairment in reflective function. Other terms which
explain such impairment in reflective functioning in reference to AN are
‘concrete attitude’ (Miller, 1991), ‘concretism’ (Buhl, 2002) and ‘psychic
equivalence’ (Bateman & Fonagy, 2004). A vignette described by Kitayama
(1987) illustrates well this collapse of functioning metaphors. A psychotic
man complained about not being able to sleep due to a continuing light. The
man called his former girlfriend ‘my sunshine’. It was eventually apparent

that the thought of the girlfriend kept the patient awake.

Projection and introjection
The term projection is used to describe the way people externalize their
structures, contents or relations of their internal world. Introjection,
however refers to the way people internalise into their ego qualities of
objects from the outside world. Klein (1946) wrote that both projection and
Introjection are mechanisms of defence, which evolve against the
overwhelming anxiety of annihilation. Here the ego strives to introject the

good and project the bad; the function of such a split is to keep the ideal
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object as far away as possible from the persecutory one whilst maintaining

control over them both.

Overview of the Literature

Anorexia nervosa as conceptualized and understood by Hilda Bruch

“Expressions of the deficiency in overall development are
manifested by inaccuracy in perception and control of bodily
sensations, confusion of emotional states, inaccuracy in language
and concept development, and great fear of social disapproval. The

relentless pursuit of thinness can be conceived of as an effort to

camouflage these underlying problems.” (Bruch, 1988; p. 4)

Dr Hilda Bruch is one of the most seminal figures in eating disorders; she is
being used as a starting point for this review as despite some of her work
dating back almost 50 years, she has been singled out as an inspiration for a
stronger focus on conceptual and theory models (Skarderud, 2009);
additionally it is intended that in giving a description of her work it will lay

the foundations for the discussion to follow of more recent findings in the

area of this research.

Bruch was the first to assert the necessity of delineating differences in the

psychological manifestations and clinical courses of different forms of eating
disorders as essential to effective treatment and the understanding of the
disorder (Bruch, 1962). Bruch’s paper “Perceptual and Conceptual
Disturbances in Anorexia Nervosa” (1962) did just that and through the
examination of clinical symptoms and multiple psychodynamic data of 12

patients over 10 years identified three areas of “functionally disordered

psychological experience” for the individual with AN (Bruch, 1962).
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The first area she identified was a disturbance in body image “of delusional
proportions” (Bruch, 1962; p.188). Bruch characterised this by the extreme
absence of concern by the individual over their emaciation, their
stubbornness to defend their thinness and denial of their illness. The
second area she identified was a disturbance in “the accuracy of perception
or cognitive interpretation of stimuli arising in the body” (Bruch, 1962;
p.189); chiefly the anorexic patients inability to recognise their own hunger,
fatigue and weakness in correspondence with their malnourishment, a
falsified awareness of the bodily state through over activity, lack of sexual
feelings and a limited ability to identify, describe and verbalise their own
emotional states and faulty language and concept development. The third
area identified was an overwhelming sense of ineffectiveness, which
permeates all the thinking, and activities of the anorexic patient, to the
extent that the anorexic patient only ever perceives themselves as acting in
response to the demands placed upon them from other people and

situations and never as doing anything they might like to.

Much of her authorship which followed echoed these findings (1970, 1973,
1988) and over time Bruch consolidated her landmark contribution as a
theoretical and descriptive model that defined AN and severe eating

disorders as manifestations of underlying self disorders, in particular

developmental deficiencies in the organisation of the psychological self.

Of particular interest to this review is Bruch’s understanding of the origin of
these developmental deficiencies as early faulty transactional patterns

(1970). From detailed analysis Bruch concluded that even though on the
outside the picture of the anorexic patient and their families is that of
devoted parents who provide good care to their children, what in fact is
present underneath is an all pervasive “attitude of doing for the child and
superimposing the parents’ concepts of his needs, with disregard of the
child initiated signals” (1970; p.53). This attitude Bruch believed denies the
child of an essential learning experience that is “the regular sequence of
events, that of felt discomfort, signal appropriate response, and felt

satisfaction.”(1970; p.53). Without recognition or confirming responses to
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the child initiated signals, Bruch believed that the child in time will fail to
develop an awareness of their own needs and a sense of control over their
impulses (1970); instead they may find themselves feeling that they are not
In control of their functions and fail to recognise that they are living their
own life and develop a conviction of their own ineffectiveness (Bruch,
1970). Due to such a falsified awareness of their own body and needs, when
the anorexic patient reaches an age when they need to assert their own

independence they may therefore “resort to rigid control over their bodies”

as a way to establish “a domain of self hood.” (Bruch, 1970; p.53).

In summary, for Bruch behind each anorexic patient lies an individual with
an under developed sense of self. It is this personality deficiency that Bruch

felt should be the focus point for psychotherapy. Consequently she set about
formulating a psychotherapeutic approach which focussed on correcting
these early faulty transactional patterns through “the setting of a new
Intimate interpersonal relationship” (1985, p.14), and emphasised the
evocation of awareness of thoughts, feelings and impulses that find their
origin in the patients themselves rather than the therapist’ interpretations
(Bruch, 1970, 1985). Her success with regards to this new approach, was
documented by individual case studies (1970, 1975) and culminated in the
writing of her last book “Conversations with Anorexics” (1988) within

which she includes many case studies which unfold to present the reader

with an effective and remarkable way of treatment.

Bruch’s work was revolutionary, not only did she recognise the need to
delineate the clinical manifestations of AN from other eating disorders but
she acknowledged that the underlying disturbances of the condition were
much broader than the thinking of traditional psychoanlysis had assumed
(1988)3. The theoretical model she forged in response to these needs was
not only informative and enlightening, but was also very practical, for out of

It developed a new treatment approach which proved very successful and

3 : : : :
Previous psychoanalytic thinking understood AN as founded in conflicts over sexuality and
fears of oral impregnation, (Bruch, 1988)
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led to her being regarded as one of the most gifted healers for those with AN
(Skarderud, 2009).

Despite singing the praises of Bruch, almost 50 years on from some of her

earlier works it is important to recognise other theories which have
emerged since this time and to review her work in the context of these
developments. In general advances have been made in developmental

psychology, attachment, personality development and in psychoanalysis
(Skarderud, 2009), all of which have contributed to the emergence of an
original and distinct concept of self-regulation and more specifically affect
regulation (Skarderud, 2009). These concepts although superior to those of
Bruch’s are however consistent with her concept of interoceptive confusion

(1973) and self deficits as experienced as an overwhelming sense of

Ineffectiveness, lack of control and an inability to regulate and recognise

emotions. Many of the theories that explore and utilise this concept of affect

regulation, this review will go on to discuss and so at this point it is only

necessary to raise an awareness of aspects of Bruch’s theoretical and

conceptual model which now may be seen as out of date.

Changing focus and looking at Bruch’s work in light of the clinical data she
collected, it is perhaps necessary to put forward the idea that even though
the data she gathered was collected consistently over a number of years,
through detailed case studies, that these case studies were put together and
presented in papers that were often only written by her (1962, 1970, 1973,
1975, 1978) and hence there is some possibility that these case studies were
presented in bias towards the theoretical and conceptual model she had
developed. In a similar respect the cases, which she presented in support of

her new psychotherapy, were clients who had undergone therapy with her.

Without wanting to take away from her remarkable success with these
clients, the question arises as to whether this success was down to the
structure of the therapy she employed or whether there was something else

Innate in her quality of character that was also a contributing factor to her

SUcCcess.
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The self and anorexia nervosa - “The concrete attitude”

Following on from Bruch several other authors persuasively argued that a
patient who suffers from AN is suffering from a disorder of the self (Geist,
1985,1989; Chessick, 1984/1985 and Goodsitt, 1985). These ideas were
summed up in a coherent and persuasively written paper by Miller (1991)
in which he clarifies and illustrates with the use of a case study the meaning

of something called the “concrete attitude” and a new treatment approach
which focuses on the acceptance and understanding of this “concrete

attitude”.

Previously used by Josephs (1989) to refer to a presymbolic developmental
level where “things are no more than what they appear to be at face value”

(p.495) the “concrete attitude” as expanded upon by Miller (1991) denotes

the anorexic patients “tendency to focus concretely on their food and weight
related symptoms” (Miller, 1991, p. 85). It makes reference to the
observations made by Bruch (1973, 1978 & 1985), Geist, (1985) and
Goodsit (1985) that the anorexic patient is notably out of touch with their
emotional and bodily experiences, is “deficient in the ability to think
abstractly about psychological issues, and singularly devoid of psychological
insight” (Miller, 1991, p.85). In light of these observations Miller goes on to
advocate a treatment approach in line with Bruch and many others who
argue for the value of integrating a self-psychological perspective into the
treatment of patients with eating disorders (Kohut, 1971, 1977, 1984; Geist,
1985,1989; Chessick, 1984/1985 and Goodsitt, 1985). These authors
convincingly argue that a patient with anorexia nervosa is suffering from a
disorder of the self, and that their anorexic symptoms have the function of
maintaining the stability and cohesion of a greatly tenuous sense of self

(Geist, 1985,1989, Chessick, 1984/1985 and Goodsitt, 1985).

Outlining the argument from the self psychological perspective Miller
asserts the necessity of empathically attuned parents who are able to serve

as selfobjects to their children as key in providing the developing child with

a stable and cohesive sense of self and in permitting the effective integration
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of the body-self, affective experience, self organization and inter-subjective
relatedness (Stolorow, Brandchaft, & Atwood, 1987; Kohut, 1971, 1977).
Such ‘optimal integration’ according to Miller is a far cry from what has
happened in reality for individuals with eating disorders (Miller,1991; p.87).
This can therefore leave them vulnerable to structural decompensation of
the self- organisation (Stolorow and Lachmann,1980). During stressful
times e.g. adolescence this decompensation may threaten such individuals

with at the least severe level, a loss of self esteem and at a more severe level,
identity confusion and even fragmentation (Stolorow and Lachmann,1980).
As a consequence Miller (1991) asserts that individuals with a vulnerable
self-organisation, attempt to bolster their sense of self by trying to enhance
their experience of being grounded in their own body. These efforts have
been called “concretization” by Atwood and Stolorow (1984) and defined as
“the encapsulation of structures of experience by concrete, sensorimotor
symbols” (p.85). In the case of individuals with AN their symptoms serve to
concretize their self experience in the hope of minimizing their risk of a
greater loss of stability and cohesion of the self, for example “the anorexic’s
constant activity and exercise are her attempts to feel herself within her

body. They are attempts at feeling whole and cohesive” (Goodsitt, 1985,
p.59).

In addition to concretising self experience, the self psychological perspective
as laid out by Miller (1991) believes that the anorexic patient starts to see
herself as how she views her body: “In seeing herself as fat the anorexic
patient is concretizing her self-image of being “out of control” and
imperfect” (p.87), furthermore “her feelings (often dissociated) of emptiness
and of a self that is shrinking and dying are literally expressed concretely by
her body, which is indeed empty, shrinking and dying.”(p.87). Unfortunately
however, Miller asserts that the anorexic patient lacks the conscious
awareness to make symbolic connections between her underlying sense of
self and her concrete symptoms, it is this incapacity that Miller believes is
best explained by Josephs (1989) “concrete attitude” a presymbolic
developmental level of thinking. Using the developmental framework of

Piaget and Inhelder (1969), Josephs likened the transition from the concrete
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operations stage to the formal operations stage to the transition from
“Concrete attitude” to “abstract attitude”; with the “abstract attitude”
representing an ability for the “contemplation of the non-present and the
hypothetical: the past, the future the possible and the impossible” and “the
capacity for symbolic interpretation” (Josephs, 1989. p. 490).

Given the emotional and cognitive limitations behind this “concrete
attitude” Miller (1991) asserted that traditional analytic therapy which
requires individuals to work at an abstract level with symbolic
Interpretations would not be an inappropriate form of treatment; better
suited would be one which requires the therapist to enter the realm of the

concrete rather than the patient to enter the realm of the symbolic.

Within Miller’s article and the self psychological perspective anorexia is in a
sense conceptualised and understood from the “concrete attitude”.
Although this concrete attitude is adequately described (in its manifestation
and origin) and illustrated clearly within Miller’s case report, it is not
explored in relation to the theory of the metaphor. Therefore their lies little
if any scope for a more detailed and introspective understanding of
“concretization”. As with much of the literature in this area, arguments
seem to be built for theories from the author’s own observations in his
clinical work. Although this holds much merit, for it provides the most
natural insight into the minds and behaviours of these individuals, it is
however not the most robust way of demonstrating theoretical knowledge
in this area as it is prone to bias in interpretation, for this reason there is

some call for more controlled exploratory studies in this area.

Similar to Miller and the self psychological perspective, Buhl (2002)
drawing on Killingmo (1989) also explores anorexia as deficit pathology,
more specifically an expression of a “disturbed developmental process”
(p.138). Unlike previous papers Buhl moves beyond a focus on the
concretistic symptoms of anorexia and attends to more specifically their
concretistic use of words. Within her article she asserts the anorexic’s

Inability to use abstract concepts, words and verbal language in relation to
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mental states, impulses and needs (p.138) and explains this as a result of a
disturbed or dysfunctional psychological environment within the family.
She equates these deficits to alexithymic traits and asserts the importance of
understanding this in psychotherapy. In particular she asserts like Miller

’ it

(1991) the importance of the therapist meeting the patient’s “concretistic

language directly and concretely” (p.144).

Buhl's (2002) article is coherent and informative. It places a clear and
important focus on the concretistic use of language within the disorder and
discusses it in the light of more evolved concepts such as alexithymia. Apart
from this, however the articles’ end goal is the same to Millers (1991) and
others that have gone before, both in the sense of what this means for
therapy and the origins of the deficits. One therefore has to ask the question
aside from re-affirming what has been written before what new

contributions this makes towards our understanding of anorexia.

Concretised metaphors and anorexia nervosa

Bateman and Fonagy (2004) and Fonagy, Gergely, Jurist, and Target (2002)
in the development of their major theoretical concept of “mentalisation”
draw on the notion of “psychic equivalence”. Mentalisation is “defined as
the developed ability to read other people’s mind” (Skarderud, 2007b,
p.248). It includes both an interpersonal and self-reflective component the
combination of which provides a child with the ability to distinguish outer
from inner reality. It is this ability that Bateman and Fonagy (2004) argue
underlies the capacity for impulse control, self- monitoring, affect regulation
and the experience of self agency. Psychic equivalence is defined as the

equation of the internal with the external (Fonagy, Gergely, Jurist, and

Target 2002), e.g. “what exists in the mind must exist out there” (Skarderud,
2007b, p.248). It is both characteristic of an infant’s or young child’s early
awareness of mental states and both an older person’s compromised

mentalizing capacity.
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Originally the concept of psychic equivalence was developed in relation to
borderline personality disorders, however there is some reference of it in
relation to eating disorders by the authors (Fonagy, Gergely, Jurist, and
Target, 2002). Within these references they refer to how when psychic
reality is poorly integrated, the body can take on an “excessively central role
for the continuity of the sense of self.” (p.405). In addition they state how
psychic equivalence can lead to “specific physical states acquiring
exaggerated significance in relation to the self,” moreover “mental states
unable to achieve representation as ideas or feelings, come to be
represented in the bodily domain.”(p.405). In this sense psychic
equivalence can be seen as referring to a similar phenomenon such as

concretised metaphors (Skarderud, 2007b).

The concept psychic equivalence further develops and enriches the idea of
the “anorectic deficit” (Skarderud, 2007b, p.248). It also encourages a wider
understanding of anorexia in the context of other disorders of the self such
as borderline personality disorder. It is just a shame that this concept has

not been further explored by the authors in direct relation to AN.

Concretised metaphors have been more widely understood and explored in
relation to psychotic and borderline functioning. Campbell and Enkell
(2005) describe the collapse of the capacity to use functioning metaphors as
a “corollary of psychotic functioning” (p.805) and explore itin relation to the

metaphor as a working model for psychic functioning. They propose that

concretised metaphors “may be viewed as restitutional efforts” (p.805).

Returning to the field of eating disorders, Skarderud (2007a,b&c]) is the only
scholar to have explicitly explored the use of concretised metaphors within
anorexia nervosa. Skarderud (2007a) carried out qualitative research on ten

female participants with AN to investigate whether emotions are
symbolised and concretised through the use of the body. The basic

assumption of this paper was that aside from linguistic representations the

body also functions as the source area for metaphors.
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Skarderud was able to classify two main categories of concretised bodily
metaphors; ‘specific’ and ‘compound’; examples of specific metaphors
include emptiness/fullness, purity and spatiality; here the metaphor equates
emotion to one domain of the sensorimotor experience. An illustration of a
specific metaphor, is that anorexics often have a low self esteem or negative

self-evaluation, this can be linked to the sense of not being worthy of taking

up space and explain why they try to shrink in size. In compound
metaphors more and different domains of sensorimotor experience can
Interact with the experienced feelings; examples include
control/vulnerability/protection and self worth. Skarderud’s results
demonstrated that “there is no unambiguous or closed relationship between

food denial in anorexia nervosa and metaphorical content” (p172), however

the main focus of these findings was their emphasis of a deficiency in the
capacity for symbolic functioning which shows an impairment in reflective

functioning and mentalisation.

Reflective function is the capacity to make mental representations

(Skarderud, 2007b). It is a broader concept than mentalisation, which is

only a part of reflective functioning. Mentalisation is also described by
Skarderud (2007c) as being an important determinant of self organisation

and affect regulation. Skarderud'’s concept of impaired mentalisation can be
seen as an updated conceptualisation of what Bruch first described as

deficits in mental processing (Skarderud, 2009).

Skarderud’s research is heavily grounded in other theoretical and
conceptual literature written around AN, (Miller, 1991; Buhl, 2002; Bateman
and Fonagy, 2004) and his papers on the whole present a coherent
argument and framework within which to understand AN. Skarderud’s
(2007a,b & c) exploration of the concretised metaphor in anorexia nervosa
Is pioneering on two counts. Firstly in the way that unlike previous
literature it specifically considers the role of concretised metaphors within
the illness, and secondly in the way that it assumes that not only is the mind
a source area for metaphors but the body as well. For these reasons it

makes a valuable and original contribution to the field of literature. In
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addition to this an advantage of Skarderud’s work is that he used his
findings in a practical way to outline a new form of psychotherapy for

patients with anorexia based on a model of mentalisation.

Difficulties the researcher has with his findings are located in his dual role of

therapist and researcher. For despite his intention of aligning his
therapeutic aims alongside his research aims, the question is raised as to
whether the data gathered has been interpreted or influenced in light of pre-
existing knowledge or assumptions about participants and also whether
participants have construed their answers in the interviews to please their

therapist or to appear compliant, a common character description of

individuals with AN (Bruch, 1962).

Object-Relation Theory and anorexia nervosa

The last area of literature this review intends to discuss is object relation

theory. Within the object relation’s field eating disorders are understood as
being grounded in unresolved conflicts caused by early deprivation in the
child-parent bond (e.g. Castelnuovo-Tedesco & Risen, 1988; Lawrence,
2001, Williams, 1997; Winston, 2009). Similar to the self psychology
perspective and the work around mentalisation the relationship between
the child and mother is described as ineffective and unfulfilling (Williams,
1997; Winston, 2009) and the mother herself is described as unempathic
and unattuned to her child’s needs. Due to the breadth of work on AN in this
area, this review has decided to focus on the work of two particular authors
(Selvini, 1974 and Winston, 2009) within this field, the writings of which
both seem to be particularly pertinent to the theme of concretised

metaphors.

Having said that Skarderud (2007) was the first to explore the metaphorical
role of the body within anorexia this is actually not the case; Mara Selvini
Palazzoli’s within his book “Self-starvation” (1974) asserts that “the body of

the anorexic does not merely contain the bad object but that it is the bad
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object” (p.87). Although clearly coming from a different perspective to
Skarderud, that of object relations, and with the use of different terminology
it is undeniable that for Selvini, like Skarderud (2007a,b&c), the “as if” of the
body is no longer and instead it is concretised to the “is”. That is the body

acts as a concretised metaphor for something else, for Selvini the bad object.

Selvini (1974) describes the anorexic’s fight against her body as a desperate

fight against a bad object, which has been incorporated into the self due to
defective emotional relations with the object. This is similar to other object
relation theorists who have argued that self starvation is a way of
controlling a “bad” object unless it becomes too over powerful (Boris, 1984,
Newton, 2005). More specifically Selvini explains the body is experienced as
"having all the features of the primary object as it was perceived in a
situation of oral helplessness; all-powerful, indestructive, self-sufficient,
growing and threatening.” (p.87). For the anorexic the incorporated bad
object cannot be split up. In order to spare her own ego she therefore
projects the “unacceptable within the structures of her own personality, into
her own body”, thus her body becomes the persecutor, “but a persecutor on
whom it is relatively easy to spy and impose controls.” (p.93). This type of
projection Selvini states becomes a way of protecting the patient from

“interpersonal delusions and, in a way, preserves her ability to socialize and

relate to the world” (p.93).

Essentially for Selvini in AN “the power motive frustrated in interpersonal
relationships is shifted to the intrapersonal structure, that is to the rigid
control of the patient’s body” (p.94). Where other theories does not, this
theory therefore manages to account for not only the impact that negative
and misattuned caregiving relationships can have on an individual but also
more specifically on how these individuals attempt to manage and protect
themselves from these relational dynamics. In a sense where all other
theories emphasise the “anorectic deficit” this theory emphasises the
defensive and protective nature of AN, not only against a very tenuous sense
of self but from an identified persecutor, the bad object. In both these

respects Selvini’s interpretation of AN therefore feels more inclusive of the
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relational dynamics which all theories (Bruch; 1962, Miller 1991, Buhl,
2002, Bateman & Fonagy; 2004 and Skarderud; 2007) seem to agree

contribute towards the development of AN.

Like many other authors within the psychoanalytic tradition, Selvini based

his theories around AN on his own observations with his clients, therefore

raising some questions surrounding the validity of his work. It is also quite
apparent that since he wrote his book there have been significant

developments within the attachment field as mentioned earlier. However
having said this, Selvini's belief that the anorexic body becomes and is the
Incorporated object is implicit of a concretised metaphor, a concept that was
ahead of his time, and provides us with a new angle from which to explore

and consider the extent and functions of concretised metaphors.

Winston (2009) drawing on the works of the French psychoanalyst Andre
Green (1986), in his article “Anorexia Nervosa and the Psychotherapy of
Absence” looks to explore AN from the notion of absence and asks the
reader to consider the role of the therapist as filling these absences. Within
his paper he links the absence of feeling, fantasy and a secure sense of self”
within the anorexic client to “the absence of containment, potential space
and good internal objects” (p. 78). Of particular interest in his paper is his
exploration of the impoverished fantasy life of the anorexic. Drawing on the
works of Winnicott (2005) Winston asserts that the impoverished fantasy

life of the anorexic can often be traced to “a failure to develop a potential

space between mother and child” (p.81) where both symbolization and

empathy develop. From this Winston asserts that:

“If there is no potential space, however, the “as if" quality is lost
and only concrete reality remains. Metaphorical thought
becomes impossible and symbolic equation (Segal, 1957) is the
dominant mode of thought. In the content of anorexia, food is

not experienced as though it were dangerous, it is dangerous”
(p.82).
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Quite clearly here Winston is alluding to the collapse of functioning
metaphors within the anorexic client due to a lack of potential space. What
Is of note here is his reference to food as dangerous, implying that food in
itself comes to be a concretised metaphor for something else, something
that is perceived as dangerous. Earlier on his paper Winston suggests that
food for the anorexic becomes equated with feeling, feelings they wish to
retreat from due to uncontained early feeding experiences. However both
this comment and the one before about food are fleeting and the nature of
and the type of projections or meanings that food can or may contain are left
unexplored and inadequately described. What is important however is the
way this article provides a first glimpse or inference at food as being a

potential source area for metaphors as well.

Summary

The absence of the exploration of food and its meaning within anorexia is
present within all the models this literature review has explored. In failing
to leave space for such an idea these models become limited by their
epistemological framework for it only allows the body to become an
extension of the mind and its thinking, a representation of what has gone
wrong in the development of the self. The external world is only accounted
for in a systemic way through the impact of the child’s environment on their
growth when they were younger. The reverse is not allowed, for the models
cannot account for how the individual may think about and give meaning to

their external world through their disorder.

If anorexics do have a deficiency in the capacity for symbolic functioning as
the theoretical models this review has explored maintain then it is
Important to understand the extent to which the anorectic mind applies the
concrete metaphor. Does it for instance extend out to food and if it does

what does this mean for the therapies that this review has outlined which

talk about engaging the patient on a “concrete level”. For these reasons the
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study that follows below aims to address this gap within the research
literature by exploring the meaning of food for individuals with anorexia
nervosa, in doing so it hopes to make a valuable contribution to the field of

knowledge in this area.
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Chapter 2: Methodology

Introduction

This chapter discusses the issue of epistemology and introduces the study’s

methodological approach and specific methods through which the study’s

goals are met.

Epistemological Framework

Hermeneutic tensions and phenomenology

This study’s exploration of the subjective meaning and experience of food
for individuals with Anorexia Nervosa (AN) incorporates a number of
hermeneutic tensions. Critically it tries to account for the tension that arises
from the hermeneutic spectrum as described by Ashworth (2003, p.19)
which at the one end takes and understands accounts at face value, ‘the
hermeneutics of meaning collection’ and at the other end does not, ‘the
hermeneutics of suspicion’. More specifically this study attempts to stay true
to the conscious content and behaviour of individuals, which can be
understood through shared meanings and social contexts but additionally
Intends to dig deep and try to make sense of through interpretative actions

the not always fully conscious intra-psychic experiences of individuals.

The inclusive approach this study takes toward this hermeneutic tension is
In line with Heidegger's (1927) understanding of phenomenology.
Heidegger believes appearance has a dual quality (1927); that is things not
only have distinct visible meanings for us but they can also have concealed
meanings. Whilst these visible meanings are available to us through
perception, the hidden meanings are illuminated analytically, thus whilst
phenomenon appears a phenomenologist is needed to make sense of and

understand that appearance (Smith, Flowers & Larkin, 2009). Meaning thus
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becomes interweaved with the phenomenologist and their own fore-
conception, that is prior experiences, preconceptions and assumptions
(Smith, Flowers & Larkin, 2009). However just as Heidegger believed fore-
conceptions precede our encounters with new things this does not mean
that our understanding cannot be formed the other way. For example it may
only become clear after engaging with a text what my preconceptions are.
(Smith, Flowers & Larkin, 2009). In addition to this, this study also believes
in accounting for what Schleiermacher (1998) calls grammatical and
psychological interpretation. That is when studying phenomenon it is
necessary to have a more holistic understanding of interpretation; meaning
is not made in the isolation of the phenomenologist’s own interpretation for

it is contextual and is therefore also made by the expectations and

conventions of an author’s own linguistic community and the unique
Intentions and techniques of the author which will imprint a particular form

of meaning upon the author’s account.

Reflecting on my role as phenomenologist within this project and within this
epistemological framework it has become clear that a further more personal
hermeneutic tension is present. This is that within the interpretative
framework that I employ that on the one hand although I may want as far as
possible to remain true to my preferences towards the theoretical ideas and
concepts of psychodynamic theory, that on the other hand it is important for
me to stay flexible in my approach to the interpreting within the analytic
process and give voice to alternative formulations should they make more
sense. This tension is further couched in my own identity as both a researcher,
seeking to forge new, independent and objective understandings about the
world and as a counselling psychologist trying to make sense of individual’s
difficulties in line with the theories I have learnt and understood through my

psychodynamic training and interests.

The Interpretative Stance
When reflecting in more detail on the type of interpretative stance this

project takes, inline with Heidegger (1927) it believes this stance is

grounded in the lived world, a world of people, objects, relationships and
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language. This “worldly” perspective is of importance for as Smith, Flowers
and Larkin (2009, p. 17) states it “affords the embodied, intentional actor a
range of physically-grounded (what is possible) and intersubjectively-
grounded (what is meaningful) options”, that is, as individuals we use the

world and our worldly context to make meaning.

"Such entities are not thereby objects for knowing the world
theoretically, they are simply what gets used, what gets
produced, and so forth.” (Heidegger, 1927:95)

Along with recognizing the importance of our worldly context this study
also believes in Merleau Ponty’s (1962) concept of ‘corps proper’ (1962)
the lived body. The lived body proposes that ones own body is more than its
physical aspects, for it unfolds for you a world which is particular to you and
different from the world which is disclosed through another’s body. The
body for Merleau Ponty was no “longer conceived as an object in the world,
but as our means of communication with it.” (1962:106). As individuals

therefore our perception of other is always our own embodied perspective.

In summary the epistemological framework within which this study is best
contextualized is by a ‘constructivist -interpretative paradigm’ grounded in
“a relativist ontology (there are multiple realities), a subjectivist
epistemology (knower and subject create understanding), and a naturalistic

(in the natural world) set of methodological procedures” (Denzin & Lincoln,
19941 p-13'14)-

Qualitative Research

Qualitative research tends to be concerned about meaning, in particular
“how people make sense of the world and how they experience events”
(Willig, 2008, p.8). Unlike more quantitative methods which tend to focus

on finding out about causal relationships and variables, qualitative research
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endeavor to discover and learn about the quality and texture of experiences
people have and the meaning these individuals themselves are able to
prescribe to their experiences. Unlike quantitative research the role of the
qualitative researcher is never to predict, but only to possibly explain and
describe experiences and events (Willig, 2008). The qualitative researcher
does this by attending to people in their own natural settings recognising
that it is this setting and the interpretation of both the researcher and

participant that create the process of meaning.

Rationale for a qualitative study
Within the literature on eating disorders, nothing to the researcher’s

knowledge has been written on and about the meaning of food for

individuals with anorexia nervosa. Given the researcher’s desire to
investigate this phenomenon using an inductive method which allows the
exploration of complex emotions and meanings without restricting
participants to preconceived constructs (Smith, 1995b) and the researcher’s
own epistemological standpoint Interpretative Phenomenological Analysis

has been chosen as an appropriate method of inquiry.

Interpretative Phenomenological Analysis

This study will use interpretative phenomenological analysis (IPA)
methodology. IPA looks to give a detailed examination of the unique
intersubjective experiences of the individual, as a ‘being-in-the-world’
(Spinelli, 1989:108) and how individuals make sense of that experience

(Willig, 2008); although it seeks to explore the research participant’s

experience from their own perspective it understands that the exploration
cannot exclude the researcher’s own view of the world and the interaction
between researcher and participant, as a result the phenomenological
analysis is always an interpretation of the participant’s experience. This is a
seen to be an attractive feature of IPA as following the experience of
carrying out the pilot study the researcher became aware of the difficulty in

reviewing data without imposing her own understandings and

Interpretations of the world upon them.
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Given the researcher’s own epistemological framework, study objectives
and primary ways of thinking (psychodynamically), IPA’s grounding in
phenomenology and hermeneutics make it an appropriate method of

research for the following reasons:

1. At the heart of this research is the existential thinking of Merleau
Ponty, (1962) who introduced the concept of “corps proper” the lived
body. This fits well with IPA, as IPA’s starting point is the unique
intersubjective experience of individuals as they attend to the body

as it is lived and experienced.

2. This research asks whether for individuals the external world can
ever be more than its physical objects; can food ever be more than
something to eat? Aside from the emphasis IPA places on the
importance of the body, it also attends to the hermeneutics of factical
life. That is, IPA emphasises the inescapable, contingent yet worldly
aspect of human existence (Moran: 2000) and looks to understand
the objects and events we are directed towards through the way they
are experienced and given meaning by the individual. This study
looks to understand the meaning of food by the way it is experienced

and given meaning by the individual.

3. IPA and Psychodynamic literature both aim to explore an individual’s

personal perception of account of an event. For psychoanalytic
phenomenology “centres on the acquisition of reflective knowledge

of participants’ lived experience by making sense of their perceptual
world and the influence of that inner world on their organization. It
looks into the subjective perceptions of the world achieved by using
reflective analysis of their experience and meaning” Diamond (1990,

p.34).

4. Just as the researcher questions the limitations of the cognitive
revolution (as detailed in chapter 1) so too does IPA believing that

“emotion theorists have reduced the often messy and turbulent
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process of making sense of emotional experience to the internal
cognitive activity of hypothesized causal relationships.” (Eatough &
Smith, 2008, p.183). From the IPA perspective cognitions do not
stand in isolation as separate functions but rather are an aspect of
our being-in-the-world; “thinking is not detached reflection but part
of our basic attitude to the world” (Mingers, 2001:110). The IPA
method is therefore consistent with the researcher’s more holistic
understanding of cognitions as being only a component part of our

meaning making.

The Analysis

IPA works with texts generated by participants through semi-structured
Interviews (Smith, 1995b) or through asking a participant to produce their
own account of their experience through various forms of writing (Willig,
2008). IPA takes an idiographic approach, texts are analysed one by one
and insights produced as a result of intensive and detailed engagement with
individual cases. It is only during the later stages of the research that these
Individual insights are integrated into an inclusive list of master themes that

reflect the experiences of the group of participants as a whole (Willig, 2008).

For the purpose of this study the researcher has decided to employ IPA
analysis as advocated by Eatough & Smith (2008). Their method of analysis
consists of two levels; the first level is a descriptive level, this privileges the

participant’s own accounts of their experiences. Only after such attention
has been paid to the participant’s account does the analysis progress on to

the second level of analysis, which is interpretative and informed by theory;
the emergent analysis is examined in the light of the extent of the literature
and theoretical relationships are then established. The researcher has
selected this particular method of IPA as it is felt that its second stage of
analysis is able to account for and include the researcher’s primary ways of
thinking interpretatively (within a psychodynamic framework).
Furthermore the researcher believes that the emphasis placed on the first
level of analysis within this method will help the researcher maintain a

flexible approach towards her primary ways of thinking, encouraging
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alternative conceptualisations outside of the psychodynamic model to be

given a voice should they be a better fit towards the participant’s account.

A brief description of the methodological practice of IPA according to
Eatough & Smith (2008, p. 187) is as follows:

o “Research questions are directed towards aspects of lived

experience
o The idiographic commitment encourages the study of small

homogenous samples

o Semi-structured interviews are the exemplary data collection

method for IPA

o Other methods include diaries, unstructured life history
interviews

o Data collection is dialogical with the participant taking a
significant role in determining what is said

o Analysis is an iterative inductive process, beginning with
several close detailed readings to provide a holistic
perspective, noting points of interest and significance

o Step-by-step analysis then proceeds to the description of
analytic themes and their interconnections, taking care always
to preserve a link back to the original account

o Analysis continues into the writing-up stage and finishes with
a narrative of both participant’s and researcher’'s meaning

making of the topic under investigation

o Ideally the final narrative should move between levels of

interpretation: from rich description through to abstract and

more conceptual interpretations.”

Evaluation of Analysis and Maintaining Quality

Just as IPA recognises the impossibility of exploring the research

participants experience from his or her own perspective (Willig, 2008),

70



without implicating the researcher’'s own view of the world, it also
recognises that understanding cannot take place without us making some
preliminary assumptions about the meaning of what we are trying to
understand, this is referred to as the ‘hermeneutic circle’ (Schleiermacher,
1998). To a degree, the exploration carried out of recent findings in this
area of research has led the researcher to have her own preliminary
assumptions about the meaning of food, IPA recognises the importance of
these presuppositions about the world and recommends that the researcher

works with them and uses them to advance understanding, this is made

possible through the second level of analysis. IPA also however emphasises

the importance of testing these presuppositions in the light of the evolving
meaning of what we are attempting to understand (Willig, 2008) by moving

back and forth between presupposition and interpretation.

It is this back and forth motion of IPA that I believe has helped me to maintain
a flexible interpretative framework, and that has ensured that the conclusions
of my analysis are not rigidly bound by my own primary ways of thinking
psychodynamically, but have been free to reach conclusions that may be
conceptualised and understood better outside of my own interpretative

framework should they fit best.

In order to ensure this research is of a good quality the analytic procedure

has adhered to the generic qualitative ‘good practice’ guidelines laid down

by Elliot, Fischer and Rennie (1999) and Yardley (2008). These are
transparency of the results, triangulation, reflexivity in the interpretation

processes, sensitivity to context, commitment and rigour and impact and

Importance.

Reflexivity

Within this thesis the researcher has chosen to interweave her own
reflexive thoughts, written in the first person (and highlighted in italics),
throughout the main body of this project. In order to help the researcher
recognise, collect and understand her own thoughts throughout the process

of this research, a reflexive diary has been kept and a reflexive interview
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was carried out before meeting with participants in order that the

researcher became aware of her own preconceptions.

What follows below is a more detailed reflexive account of the context of the
research, the researcher’s background and the emphasis of importance the

researcher places on understanding and recognising the use and role of

“herself’ within this project.

Study Context

This research has been completed as part of my journey towards becoming a

chartered Counselling Psychologist.

Counselling Psychology
Counselling psychology is concerned with the integration of psychological
theory and research with therapeutic practice. The aim of counselling
psychology is to help individuals live in a more satisfying and resourceful
way (Dryden & Mytton, 1999). This is done by emphasising the client’'s own
capacity for self determination through a collaborative and exploratory
relationship which aims to help the client build an understanding of
themselves and reflect on and come to terms with difficult events that may

have happened to them in their life (Strawbridge & Woolfe, 2003).

The Researcher - who am I?
I am 28 years old and am working towards gaining my chartership as a
Counselling Psychologist at City University. Throughout the last few years of

my training I have had a variety of experiences working with different client
groups individually within and outside of the NHS. I have had the experience
of working both within the cognitive and psychodynamic fields, and have
found that I have a natural preference towards working psychodynamically,
perhaps in part I believe due to my initial undergraduate training in
philosophy. One thing that has particularly struck me from all my experiences
is how influential our early experiences and particularly early attachments
can be upon our lives. In particular I remember thinking towards the end of

my first year of training, when I was working with two adolescents who had

Q1



neglectful and abusive parents, how significant and important the role of the
mother is in the promotion of good mental health. These experiences
encouraged me to take an active interest in the field of attachment, where a
great wealth of literature has been written specifically within the tradition of

psychodynamic theory.

Alongside my clinical experiences I have also had the opportunity for personal
development through personal therapy. One of the things I found most

interesting to explore within these sessions was the very restrictive eating
pattern I adopted when I was small. In my search to think about why I might
have been this way, I started to develop a wider interest in eating disorders. In
particular thinking about the role of the mother in eating disorders, thereby
attending to my interest in the attachment field =~ Whilst surveying the
literature in this area it became apparent to me that no one seemed to have
explored the meaning of food for individuals with eating disorders, specifically
anorexia nervosa, for me this felt like a gap that needed to be filled, and so I set

about trying to make this the topic of my research.

The impact of myself on the research

When reflecting upon how my interests and background have influenced the
direction and undertakings of this research, I have come to realise that my
preference towards psychodynamic theory has led me towards putting aside
(for now), the more cognitive traditions. Instead I have chosen to focus on and
explore more theoretical and conceptual models to rationalise and understand
eating disorders. This has meant that some of my secondary research
questions may be best understood or grounded in the psychodynamic
tradition, and therefore my analysis has lent itself towards being interpreted
within the psychodynamic tradition. I myself do not view this leaning as a
limitation on my research, but at the same time I understand the possibility

that others may.

Transparency: paper trail
In line with good practice in qualitative research a paper trail of all the data
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