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Foreword


Why cognitive behavior therapy?


Over the past two or three decades, there has been something of a revolution in the field of psychological treatment. Freud and his followers had a major impact on the way in which psychological therapy was conceptualized, and psychoanalysis and psychodynamic psychotherapy dominated the field for the first half of this century. So, long-term treatments were offered which were designed to uncover the childhood roots of personal problems – offered, that is, to those who could afford it. There was some attempt by a few health service practitioners with a public conscience to modify this form of treatment (by, for example, offering short-term treatment or group therapy) but the demand for help was so great that it had little impact. Also, whilst numerous case histories can be found of people who are convinced that psychotherapy did help them, practitioners of this form of therapy showed remarkably little interest in demonstrating that what they were offering their patients was, in fact, helpful.


As a reaction to the exclusivity of the psychodynamic therapies and the slender evidence of their usefulness, in the 1950s and 1960s a set of therapeutic techniques was developed, collectively termed ‘behavior therapy’. These techniques shared two basic features. First, they aimed to remove symptoms (such as anxiety) by dealing with those symptoms themselves, rather than their deep-seated underlying historical causes (traditionally the focus of psychoanalysis, the approach developed by Sigmund Freud and his associates). Second, they were scientifically based, in the sense that they used techniques derived from what laboratory psychologists were finding out about the mechanisms of learning, and they put these techniques to scientific test. The area where behavior therapy initially proved to be of most value was in the treatment of anxiety disorders, especially specific phobias (such as extreme fear of animals or heights) and agoraphobia, both notoriously difficult to treat using conventional psychotherapies.


After an initial flush of enthusiasm, discontent with behavior therapy grew. There were a number of reasons for this, an important one of which was the fact that behavior therapy did not deal with the internal thoughts which were so obviously central to the distress that many patients were experiencing. In particular, behavior therapy proved inadequate when it came to the treatment of depression. In the late 1960s and early 1970s a treatment for depression was developed called ‘cognitive therapy’. The pioneer in this enterprise was an American psychiatrist, Professor Aaron T. Beck. He developed a theory of depression which emphasized the importance of people’s depressed styles of thinking, and, on the basis of this theory, he specified a new form of therapy. It would not be an exaggeration to say that Beck’s work has changed the nature of psychotherapy, not just for depression but for a range of psychological problems.


In recent years the techniques introduced by Beck have been merged with the techniques developed earlier by the behavior therapists to produce a therapeutic approach which has come to be known as ‘cognitive behavioral therapy’ (or CBT). There are two reasons why this form of treatment has come to be so important within the field of psychotherapy. First, cognitive therapy, as originally described by Beck and developed by his successors, has been subjected to the strictest scientific testing; and it has been found to be a highly successful treatment for a significant proportion of cases of depression. Not only has it proved to be as effective as the best alternative treatments (except in the most severe cases, where medication is required), but some studies suggest that people treated successfully with cognitive behavior therapy are less likely to experience a later recurrence of their depression than people treated successfully with other forms of therapy (such as anti-depressant medication). Second, it has become clear that specific patterns of thinking are associated with a range of psychological problems and that treatments which deal with these styles of thinking are highly effective. So, specific cognitive behavioral treatments have been developed for a range of anxiety disorders, such as panic disorder, generalized anxiety disorder, specific phobias, social phobia, obsessive compulsive disorders, and health anxiety, as well as for other conditions such as drug addictions, and eating disorders like anorexia nervosa and bulimia nervosa. Indeed, cognitive behavioral techniques have been found to have an application beyond the narrow categories of psychological disorders. They have been applied effectively, for example, to helping people with weight problems, couples with marital difficulties, as well as those who wish to give up smoking or deal with drinking problems. They have also been effectively applied to dealing with low self-esteem.


At any one time almost 10 per cent of the general population is suffering from depression, and more than 10 per cent has one or other of the anxiety disorders. Many others have a range of psychological problems and personal difficulties. It is of the greatest importance that treatments of proven effectiveness are developed. However, even the armory of therapies is, as it were, full, there remains a very great problem – namely that the delivery of treatment is expensive and the resources are not going to be available evermore. Whilst this shortfall could be met by lots of people helping themselves, commonly the natural inclination to make oneself feel better in the present is to do precisely those things which perpetuate or even exacerbate one’s problems. For example, the person with agoraphobia will stay at home to prevent the possibility of an anxiety attack; and the person with bulimia nervosa will avoid eating all potentially fattening foods. Whilst such strategies might resolve some immediate crisis, they leave the underlying problem intact and provide no real help in dealing with future difficulties.


So, there is a twin problem here: although effective treatments have been developed, they are not widely available; and when people try to help themselves they often make matters worse. In recent years the community of cognitive behavior therapists has responded to this situation. What they have done is to take the principles and techniques of specific cognitive behavior therapies for particular problems and represent them in self-help manuals. These manuals specify a systematic program of treatment which the individual sufferer is advised to work through to overcome their difficulties. In this way, the cognitive behavioral therapeutic techniques of proven value are being made available on the widest possible basis.


Self-help manuals are never going to replace the need for therapists. Many people with emotional and behavioral problems will need the help of a qualified therapist. It is also the case that, despite the widespread success of cognitive behavioral therapy, some people will not respond to it and will need one of the other treatments available. Nevertheless, although research on the use of these self-help manuals is at an early stage, the work done to date indicates that for a great many people such a manual is sufficient for them to overcome their problems without professional help.


Many people suffer silently and secretly for years. Sometimes appropriate help is not forthcoming despite their efforts to find it. Sometimes they feel too ashamed or guilty to reveal their problems to anyone. For many of these people the cognitive behavioral self-help manual will provide a lifeline to a better future.


Professor Peter J Cooper
The University of Reading





Introduction


How to use this book


Thirty years ago, anorexia nervosa (AN) was a condition that few people even knew existed. In the 1970s it was called the ‘Slimmer’s Disease’ and was often mistakenly dismissed as an over-zealous bid to lose weight in order to be attractive. Since then, awareness has greatly increased, and more and more people are aware that this is a very real, and very distressing condition, and one that should be treated, not dismissed.


This book is intended as a self-help guide for those who suffer from AN, or who fear that they may be developing a disturbing obsession with body weight and food. Part One sets out what is currently known about the disorder. In particular, it details the physical and psychological effects of the illness in the long term, from the effects of starvation on your well-being and future health, to the emotional factors that come into play when the disease takes a grip. This is not intended to alarm or distress, but simply to make you aware of the seriousness of the condition, to persuade you of the benefits of healing yourself and to offer some reassurance that you are not alone in your fears about weight gain and food intake. Part Two sets out a sequence of steps through which you can begin to tackle the problem. This is above all a practical plan, and is offered as a flexible framework, not a rigid set of rules. No two people with AN are entirely alike, so you may well find that some of the psychological techniques do not suit you, and you may wish to adapt some elements of the treatment plan. The important point to remember is that the approach described here has proved a useful one for many.


In many cases of AN – particularly those where the illness is quite advanced – professional help may be necessary. How to go about finding the help you need, and what kind of treatments are available, are questions dealt with in Chapter 6 of Part One. However, self-help techniques can be useful even to those simultaneously undergoing professional treatment, and in such circumstances this book may serve as a back-up.


The book may also serve as a useful tool when trying to explain to those around you just what is happening to you, and what you are trying to achieve. AN is a complex disorder. It is both very public and very private. Much of the behavior is secret, and causes the person with AN a great deal of guilt and distress. It is also a very public statement of distress: the starvation state is obvious to all those around, even if apparently denied by the sufferer. AN has been described as an addictive disorder – the addiction being not to food but to food deprivation, to starvation. In many ways it is similar to addiction to drugs or alcohol in terms of the cravings, the preoccupation with the addictive substance and the withdrawal symptoms when it is removed. However, there is one major difference: the alcoholic or drug addict can conquer the problem by avoiding drink or drugs completely; the person with AN cannot avoid food, but has to learn to live with it and develop a healthy, relaxed relationship with it. This is not easy: very few drug addicts or alcoholics can reach such a state of controlled, relaxed use after a prolonged period of addiction.


This, then, is the task that faces you, your friends and your family. I hope that this book will help you through that journey. As you read on, please bear in mind the following points:




• I have used the female pronoun throughout, referring to the person with anorexia as ‘she’ and ‘her’, because AN is much more common in women than in men. I hope male sufferers will understand and not be put off. I am aware that men with the disorder can feel particularly isolated and alone.


• I have deliberately not used the term ‘anorexic’ to describe those with the disorder. The alternative ‘person with anorexia’ may seem unwieldy, but it is important to realize that you are not defined by the disorder; AN is a problem that can be overcome, not your whole identity. Try to think of yourself not as ‘an anorexic’, but as ‘a person with anorexia’. There is at least a part of you that is not anorexic.


• Recovering from AN is not simple: there is no quick fix, no single solution. It will take time and hard work. Spend plenty of time preparing yourself for change. There is no need to rush things. Building up your motivation and strength to begin to change may be the most important step you take.








Prologue


A day in the life


My day began at 7 a.m. I never slept late, because I knew that I would burn more calories out of bed than in it. As soon as I was up, had washed my face, brushed my teeth and put in my contact lenses, I weighed myself. The bathroom scales had to be at an exact angle to the wall, on a certain floorboard, as I had worked out that this was the flattest part of the floor and therefore the place where I would get the most accurate reading. What I weighed at this point of the day was very important to my mood for the rest of it. You see, first thing, I couldn’t attribute any weight gain to the weight of food inside my stomach or to water retention. It could only be fat. If my weight was up, I experienced a sense of dread. It was a terrible feeling, like being sent to prison. The rest of the world seemed to be blotted out, and all I could think about was this awful fact. These were the only moments that I really thought about the idea of getting help, because these moments were so terrible.


If my weight was normal, I could cope, and so didn’t consider trying to get help. If it was down, I felt a mild euphoria, which spurred me on to eat even less during the day. On days when my weight was down I almost loved my anorexia, because I felt like it was mine.


Breakfast was my largest meal and it consisted of a plain, low-fat yoghurt and a sliced apple. From peeling off the yoghurt carton lid, and carefully licking off the yoghurt, to finishing the last slice of apple, I would say it took about 40 minutes. By then, my parents were up, and I was ready to make them tea and toast while I washed up my teaspoon and plate. I took the teaspoon and the plate from the table to the sink in two separate journeys, as this burned off more energy. I would do likewise with the tea and the toast, the milk jug and the butter.


When I was finished, I would sit down and join them. With my mug of black tea in my hand, I used to congratulate myself on getting so far without being challenged. At ten to eight I began the walk to school, which took approximately 40 minutes, because I took a very circuitous route. Because I was in my sixth year, I had quite a lot of freedom to come and go as I pleased; I had a lot of free periods, having passed the exams I needed the previous year. This enabled me to escape from people at lunchtime – I simply couldn’t cope with the remarks of my friends, who had become increasingly impatient with me. I would spend lunchtime walking the streets near the school and be back just as the afternoon bell was ringing.


On my way home I would buy a small chocolate wafer bar and eat one half of it with a cup of black coffee. This had a laxative effect. My bowels didn’t move otherwise. Afterwards, I did exercises. This was a routine of running on the spot, followed by sit-ups and upside-down cycling. I would work at it for an hour, with my bedroom door locked and the radio playing. I read in a magazine that you should vary your exercise routine as your body became more efficient at conserving energy when you did the same routine over and over again. This meant that I had to devise new exercises, including running up and down the stairs.


The evening meal was usually WeightWatchers soup. My mother was always dieting, so I could actually eat with her, though I always said that I would get something else to eat later, otherwise she would nag me. After that, I would say that I was going out to visit friends, but I just went walking.


I weighed myself last thing at night, to check that I was on target. I couldn’t sleep otherwise. In bed, I would lie on my back and trace my fingers over my ribs and hip-bones to check that they were as prominent as they had been the night before. Since my periods had stopped I didn’t experience any pre-menstrual bloating, which I was pleased about.





PART ONE


A Guide to Anorexia Nervosa






1


What is Anorexia Nervosa?


Anorexia nervosa is an eating disorder, especially common in – but by no means confined solely to – women. The disorder usually begins in adolescence or early adulthood, the mean age of onset being 15 years, but can start at any point between 6 and 72 years. If it does occur later in life it is more likely to be associated with severe psychological or physical disease (see Chapter 4). The central physical feature of AN is an abnormally low body weight, 15 per cent below that recommended for the age, height and sex of the person, accompanied by amenorrhea (the cessation of menstrual periods) in girls.


There are many physical and psychological symptoms secondary to starvation, but AN is principally a psychological disorder. Its characteristic feature is a fear of fatness, indeed fear even of existing at a normal body weight. This is accompanied by an intense pursuit of thinness. There is also nearly always a distortion of body image in which individuals perceive themselves as fat or overweight even when everyone else thinks they are grossly underweight. Other methods apart from starvation may be employed to maintain low weight, such as exercising, vomiting or purging.


Although clinical studies have shown AN to be more prevalent in higher social classes, population studies show equal distribution in all social groups, which suggests that there is a degree of under-diagnosis and under-treatment of socially disadvantaged people with eating disorders.


In some cases, what begins as a harmless diet escalates. Success brings with it feelings of achievement and control. Often, individuals vulnerable to AN are in circumstances where they feel trapped and under pressure to succeed; or they feel out of control in their lives. The reward they get from exerting control over their food intake and consequent weight becomes of exaggerated importance and may begin to dominate their existence. Chapter 5 sets out some of the factors which make particular individuals vulnerable to developing AN.


AN is one of a group of eating disorders particularly prevalent in adolescent girls. Also in this group are bulimia nervosa (BN) and binge-eating disorder. BN is characterized by constant dieting punctuated by episodes of loss of control. These binges may be very large, involving many thousands of calories, and are followed by purging, either with self-induced vomiting or laxative abuse, or a combination of the two. People with BN are usually within the normal weight range. Individuals with binge-eating disorder have episodes similar to those with BN but they do not purge. They may have periods of marked starvation between their binges. People with this disorder are generally in the normal or obese weight range. These eating disorders may exist independently and exclusively, but a person may have different variants at different times.


Approximately 0.5 per cent of the female population suffers from AN, 2 per cent from BN and a further 2 per cent from binge-eating disorder. If we include partial syndromes, which may represent those in the early stages of the disorder or those who are partially recovered, these figures can be doubled; that is, some version of these disorders affects approximately 10 per cent of girls and women. The sex ratio for AN is 10:1 female:male (no corresponding figure for BN has yet been established). AN also carries a substantial risk of fatal outcome: follow-up studies of severe hospitalized cases of AN show that between 0.5 and 1 per cent of these individuals will die of causes related to the disorder, two-thirds from the physical effects of starvation and a third from suicide.


These figures may be disturbing, even frightening; but it is important to remember that:




• Eating disorders are common: you are not alone or unique. On the contrary, many others share your problem.


• In order to prepare yourself for treatment, it is good to learn as much as you can about the disorder of AN and how it can be treated.





Some common myths about AN


Misguided, distorted and just plain wrong ideas about AN abound. Some of the most common are worth examining and refuting at the outset, because only with an accurate picture of the disorder can it be effectively tackled.




Myth: AN only occurs in women, particularly young women.


Reality: It occurs in men of all ages and in women of all ages.


Myth: AN is a disorder of privilege, occurring mainly in the upper and middle social classes.


Reality: Clinic attendees tend to be from higher social classes, but it occurs across all social back grounds and all levels of affluence.


Myth: Pressure or influence by the media causes AN.


Reality: This is too simple an explanation. AN has multiple causes. AN is not simply trying to be thin to be more attractive.


Myth: AN is caused by families, by certain patterns of family interaction and by mothers in particular.


Reality: This view, which is widely held, causes parents and daughters alike a great deal of distress and guilt. Most of the problems in families where a member has AN are a result of the disorder rather than the cause of it.


Myth: AN is caused by simple dieting which gets out of control.


Reality: On its own, dieting does not cause AN. The majority of women have dieted at some time, and many have done so frequently. Only a minority get AN.


Myth: AN is not a serious disorder.


Reality: It clearly is. In many cases it is very difficult to treat. The physical complications are severe and the death rate among the most seriously affected is high.


Myth: Once you have AN you will never recover – you will always be ‘an anorexic’.


Reality: This is not true. Follow-up studies show that recovery is possible even after as much as 12 years of continuous severe symptoms.





How to distinguish between AN and dieting


AN is not caused by dieting. However, AN and dieting clearly do have certain things in common:




• Weight loss is the goal.


• To achieve weight loss, food intake is reduced.


• Exercise may be combined with a reduced food intake to increase, or speed up, weight loss.


• Calorie values are learnt and computed, sometimes quite obsessively, to the extent that the dieter/person with AN can remember the calorific values of all the foodstuffs she eats regularly without consulting a calorie guide.





However, despite these surface similarities, the differences are many and substantial.


Someone on a diet, as opposed to someone with AN, will generally:




• admit to being a dieter, and often be keen to discuss the diet, target weight, feelings of deprivation, lapses and triumphs;


• admit to feelings of deprivation and to having cravings for specific foods;


• feel a sense of satisfaction from achieving an ideal weight, and be content to reach that level and not lose any more weight;


• experience an increased interest in food, but try to steer clear of situations involving food so as to avoid temptation;


• not be competitive with family members in terms of reduced food intake, i.e. not feel defeated if she finds that she has eaten more than another member of the family;


• put their diet ‘on hold’ for special occasions that involve eating, such as a birthday meal or a Christmas dinner;


• whether frequently or rarely, bend the rules of the regime, and not be unduly disturbed in so doing;


• not be very consistent: weight loss from dieting is usually uneven with a dieter losing one pound one week and three the next, or even regaining lost weight through excessive rule-bending;


• often fail: most diets are given up quickly and lost weight is regained;


• work to a schedule: diets are generally time-specific, especially fad diets that promise a certain weight loss within a certain time-frame e.g. ‘Thin Thighs In Ten Days’, or regimes embarked upon with a particular end-date in mind, such as the departure date for a foreign holiday;


• have a reasonable goal – at least in terms of projected weight loss, if not always in terms of projected time taken to achieve it: thus some diets seem spectacularly effective at the time, but much of the lost weight will be fluid, not fat, and therefore quickly replaced;


• eat quickly in an attempt to satisfy hunger;


• avoid people who are eating indulgently, or even normally, as this enhances their feelings of deprivation;


• seek the support of others in their attempt to lose weight.





By contrast, the person with AN will generally:




• often deny being on a weight-loss diet;


• not admit to feelings of deprivation, or to craving specific foods, particularly of the high-calorie variety;


• tend to deny weight loss, and even attempt to hide it by wearing baggy, figure-concealing clothes;


• not seem to become distressed by the close proximity of food, but rather actually to enjoy it: many people with anorexia develop a great interest in cookery and preparing food for other people;


• strive to eat less than those around him or her: in the case of female anorexics, eating less than the mother and/or sister(s) is particularly important;


• tend to dish out unreasonably large helpings to other people at mealtimes; this may relate to the desire to eat less than others;


• be wholly dominated by the desire to be thin and the morbid fear of becoming fat;


• continually revise target weight downwards;


• tend to become obsessed with food–like the dieter–but, rather than trying to avoid things associated with food will seek them out, for instance by studying cookery books, visiting supermarkets and cooking;


• linger over food, chewing slowly and thoroughly, and trying to ensure that she finishes eating after everyone else;


• tend to become increasingly phobic about eating in public, and may hoard food in order to eat alone and unobserved;


• see a distorted image, feeling fatter while getting thinner, and become increasingly sensitive and plagued by feelings of low self-worth;
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