Review of the Eating Disorders workshop presented by Sam Clark-Stone, head of the Eating Disorder Unit in Stroud, Gloucester, on 22.1.05. Submitted by Nadine Holmes

Sam opened this workshop by telling us that whilst we may all have a love/hate relationship with food and our bodies, at the extreme end of this range lie many with the attitude: “It doesn’t matter because I don’t feel part of my body”. He warned us “These people may take extreme risks – they want to be damaged. Lying at the root of this are the stories people tell themselves, together with stories and beliefs that arise from within the family”(Private logic & lifestyle). He then moved on to describe Anorexia and Bulimia.

Anorexia Nervosa:  At the core of anorexia is always a desperate need for control, coupled with low self-esteem. We are unable to control the weather, for example, or what goes on in the outside world – even our feelings happen spontaneously.  What matters is our reaction to these.  The feeling “I shouldn’t” comes to provide a focus for control internally.  Thinking about food and weight becomes the overriding project in life and watching scales makes life so much simpler. Before long the world splits into black and white opposites; “I’ve won” (not eaten) or “I’ve failed” (eaten) becomes self-reinforcing. The negative influence of the disorder becomes progressively worse. At the beginning, sufferers are often praised for losing weight, and sometimes this can make them feel successful for the first time ever. Later, if anyone protests about extreme weight loss, they cry: “There’s nothing wrong, I’m feeling fine – leave me alone”.  

Although extremely thin, when looking in a mirror the anorexic sees fat - if you look for fat you’ll find it – the more you look for it, the more you find it. The avoidance technique: ‘Feeling fat’ – what is it?  Usually physical emotional feelings – everything gets called fat.  (I’m lonely, I’m fat. I’m bored, I’m fat) – it’s the main thing on their mind, so they spend all their free time thinking about it. The anorexic will focus on specific areas, particularly the stomach. Much as a spider ‘phobe’ sees one quite small spider and for them it becomes massive, so the focus of awareness becomes huge to the point of blotting everything else out. For the anorexic, there are no good relationships – too busy having relationship with themselves: a mother can’t relate to her child or the messy house; the wife can’t relate to her husband etc.

Bulimia Nervosa: (to eat like an ox). Sam invited us to think of large dogs faced with a huge meal eaten in compulsive manner, who want to stop but can’t. To start with it is quite exciting, treating the self to all things one is normally deprived of. Then it spreads to frozen food still frozen, food out of bins –there’s frenzy involved, low self-esteem, no savouring or enjoyment. There is ritualising. Excitement turns to disappointment, dismay, self loathing.

DSM 4 provides information on this condition but Sam regards it as being somewhat out of touch; people move over time from one condition to another so 1 definition can be insufficient. Bulimics tend to do their bingeing in secret and the longer the period of deprivation the greater the eating frenzy. For example, they may fast for 3 days, then binge, then vomit.

What is not realised is that vomiting and the use of laxatives only returns half the food consumed – which usually constitutes high fat, high sugar foods. As a result, bulimics might well be obese. They prepare for vomiting by drinking lots and will use ‘marker’ such as tomatoes: “I’ll stop bringing up when the tomatoes come up”. Shame, guilt and secrecy are inextricably linked; again and again it has been found that if the sufferer opens up, the condition immediately lessens. Guilt is the tax we pay in order to do the same thing again. They both want and don’t want to be found out.

Incidentally, some bulimics binge drink as well (not anorexics, who are “good girls”)

Why do people develop eating disorders? Peer pressure, perfectionism, striving, competition, low self-esteem, media pressure, over control by others (may have been forced to eat everything), family issues with food, bullying, overweight – fear of attracting  men (may have been abused). . . the bottom line is – we don’t know what causes eating disorders! However, it is recognised that it comes back to knowing who you are and always goes back to what happened in early life; time and time again, Early Recollections refer to traumatic experiences that show no real personal control. It is also very important to note that what starts it 

doesn’t necessarily relate to what keeps it going; we must tackle psychological and physical conditions at the same time (it is useful to note, according to Sam, that depression usually goes if disorder treated).

Personality traits appear quite important. Those more at risk are very often very helpful and conscientious, lacking the sense of self usually acquired at toddler stage. They also lack assertiveness (always helpful, cooperative etc rather than needing to be beaten over the head). Perfectionism linked with low self-esteem.

Women comprise some 90-95% of sufferers (encouraged into mothering roles, as little girls they are trained to be looked at, also their physical characteristics – meant to be 25% fat – in a society focused on fatness, inevitably women more vulnerable. To a certain degree there is some change, in the sense that there is now more emphasis on male bodies but this is more in terms of muscularity. Almost universally, adolescent males become anorexic through exercise, whereas adolescent girls are affected through diet. It should be noted that men are far less likely to come forward for help through a lack of assertiveness (though occasionally can be assertive at work or on behalf of others.  

The unit works with both children and adults but the emphasis is predominantly on working with the whole family, using interpersonal therapy. The approach used has moved from Personal related and Psychodynamic to Cognitive behavioural Therapy following extremely good results from extensive studies/tests with adults 

Aims of Treatment: It doesn’t matter what day you decide to get better, but going to be scared out of your wits so need to trust: a ‘leap of faith’. ‘always going to be with you.’ The doing keeps it going.  Body checking: if you are doing things others never do, stop it. If  doing things other people do occasionally, reduce it, then eventually stop. Peoples’ ideas can shift quite radically, quite rapidly – changing relation-ships, changing their lives. Can change by acting ‘as if’ but need insight on private logic. Paradoxical intent – very thing they want to do. There are nearly always mental matters involved. Sam quoted a not-unusual scenario: a woman nearly dies,  goes into hospital, starts eating and gets physical clearance, goes home. 3 weeks later, all her symptoms are back

Treatment of choice is cognitive behaviour therapy. Total recovery rate (squeaky clean) about 40-50%. There have been improvements in techniques, with 4 themes identified as getting in way of recovery:

1. Mood intolerance, responding by self harm etc

2. clinical perfectionism – setting exacting standards.

3. Core low self-esteem - self hatred for years (?clinical depression?)

4. Interpersonal functioning (such as the extreme case of a woman being raped daily)

You can eat anything you choose to eat – healthily.  No food is good or bad – depends how much you eat.  All down to balance of foods eaten. Eat freely with no avoided food and never told what to eat. Participation in the team exercise of preference (rather than solitary exercise such as swimming/treadmill.)

How people are doing 4 weeks into treatment is the biggest indicator. There is no evidence that adding modules make any difference: 70-75% of ‘initial completers’ have fully recovered. It is the quality of relationship that determines the effectiveness of psycho-therapy 

Eating three meals + three planned snacks reduces binge eating. Never more than 3-4 hours between food. (doesn’t matter what, could be a grape!) Establish a regular eating pattern. Concentrate on the structure, then focus on putting on weight. Maintenance diet: get weight up then it will tail off – then carry on eating at that level. Find alternative behaviours instead of  bingeing. Review Progress

Cognitive restructuring now changed – used to think changing cognitions was enough but now realise mindsets are like DVD – must learn when finished playing DVD to take it off  and put in pile.

Once Recovered: Be aware of feeling fat and take steps (Helped to take a step back so can observe what’s going on rather than being stuck in it). Exposure methods – encouraging the ‘doing’ of things and situations always previously avoided. (find someone regarded as perfect then look for imperfections). Learn early warning signs.

Does the unit follow up? Not necessarily because of time availability.  If the person is really well then no follow-up is set up.  If getting a bit stuck towards end, a review is set up and possibly follow-up treatments.  May finish early if there is a delay and put remaining sessions in the ‘bank’, to be redeemed at a more suitable time.
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