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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.
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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 distri bution 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;


•   link self-esteem inextricably with perceived body size and weight;


•   never break the rules – or actively fear doing so, and become deeply distressed if she does, whereas a dieter may treat herself to the odd indulgence and at worst be annoyed afterwards;


•   tend to become very competitive and obsessional about achieving: exactness about mealtimes, calorie content of foods and eating rituals is mirrored by increasing obsessionality in other areas of life such as schoolwork and relationships.





How common is AN?


The short answer is: Very common. Eating disorders appear to be occurring more and more often in Western countries, with severe conditions such as BN and AN affecting two or three teenagers in every 100 and reaching a peak of one in 100 among those between the ages of 16 and 18.


Unfortunately, some of those affected by AN do die as a result, most commonly from late-diagnosed infection, hypothermia, irreversible hypoglycaemia or suicide, rather than from the direct results of malnutrition.
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How Anorexia Nervosa affects people physically and mentally


This chapter sets out to examine, in some detail, the physical and psychological effects of AN, including serious and potentially fatal complications. This is not intended to cause alarm. Indeed, frightening people has proved a rather ineffective way of inducing behavioral change. However, it is important that you know as much as possible about what is happening to you, so that you can make an informed decision if and when you decide that you want to instigate change.


Physical effects


There have been people with anorexia who have made a clear and informed decision that, for them, being thin is more important than halting the physical damage they are incurring, such as osteoporosis (bone-thinning), and the risks they are running of heart and kidney damage. On the other hand, there are many who, once they have seriously contemplated the harm they are doing to themselves, and the likely long-term results, have made a clear and informed decision that they wish to change, even though that means gaining weight.


At this stage, try not to dwell on the issue of weight gain, which is the greatest mental stumbling block to anyone with AN. For now, try to look only at the effects that the disorder is having on your body. Reading this information may even help to begin the process of thinking about your body in a different way.


Symptoms of AN


The symptoms listed in Table 2.1 are more common than those listed in Table 2.2. As with any chronic disorder, the longer AN persists, the more complications occur. There is also an increased risk as time goes on of major psychological disorders, such as depression, anxiety disorders and alcohol dependence (see section on ‘Psychological Effects’ on p. 34, and Chapter 3), which can make treatment more difficult.


The metabolism


The human body is a masterpiece of engineering. When it is attacked by a disease organism, it creates antibodies to destroy the invader. When it is injured, it sends signals to the brain to indicate where it needs treatment. And when it is starved of nutrition, it seeks to conserve what reserves of energy it has in order to protect vital tissue. This is why, as you continue to under-nourish your body, the speed at which you lose weight will lessen. Basically, your body is adapting to ‘famine conditions’, seeking ways to burn calories at a slower rate and so to preserve your health. As your metabolic rate slows, so does your growth rate. In pre-pubescent individuals with AN, puberty is delayed; in women of menstruating age, periods often stop. The state of starvation causes feelings of fatigue and weakness as your body seeks to make you reduce physical activity and therefore conserve energy. In many cases, however, the psychological urge to increase activity and thus speed up weight loss will over-ride these physical feelings. As you seek to lose more and more weight, your body is actually pitching against you: hence that feeling, common to those with AN, that you are at war with your body.


[image: image]


[image: image]


Ultimately, if starvation continues, the regulatory mechanisms of the body will be over-ridden. Epileptic fits are not uncommon in people with anorexia, usually occurring in the context of a disrupted internal environment.


Some people who have been exposed to long-term starvation, whether voluntarily or by force, find it very difficult to learn to eat again, and remain chronically underweight. There are examples of political hunger strikers who, even after they have called a halt to their deliberate fast, have found it very difficult to resume normal eating habits and have developed a syndrome very like anorexia. Some former prisoners of war or survivors of concentration camps have never managed to regain the weight they lost, and have remained chronically thin. Such people often report that they cannot tolerate many kinds of food, or that they eat very slowly, and feel a marked bloating even after normal-sized meals. On the other hand, there are those who gain huge amounts of weight and feel a compulsion to eat as fast as possible and leave nothing on their plate.


Effects of mineral deficiency


The starved body will gradually become deficient in important minerals. This is due in the first place to a basic lack of nutrition, but is greatly exacerbated by vomiting. Lack of minerals can have very serious consequences for your long-term as well as short-term health. Lack of calcium, for instance, the symptoms of which include weak muscles and back pain, can lead to the development of osteoporosis. Young people with AN can be as seriously at risk from this disease as women in their seventies. A lack of magnesium, indicated again by weak muscles, can lead to tetany (muscle tremors), while a lack of potassium, indicated by feelings of thirst and fatigue, can ultimately lead to heart problems. And while excess salt (sodium) can aggravate high blood pressure and fluid retention, a deficiency can cause severe dehydration and dangerously low blood pressure. Those with normal eating patterns will take in sufficient sodium as part of their daily diet without recourse to the salt cellar, but as the person with anorexia has reduced her food intake so greatly, her salt intake will likewise be significantly lower.


The skin


The skin may become dry and crusted due to starvation and low levels of oestrogen and thyroid hormone. Fine downy hair, like the hair on babies, may grow all over the body. At first this has a ‘peach fuzz’ appearance, like the skin of an unripe peach, but the fine white hair can become quite long. This is called lanugo and is related to low oestrogen levels.


The skin may develop an orange tinge, particularly on the palms of hands and soles of feet, and on the rougher skin around knees, elbows and knuckles. This is caused by high levels of carotene in the blood (carotenaenia). Though it can be due to eating lots and lots of carrots, it is usually because the liver enzyme that breaks down carotene has failed due to starvation.


Muscle wasting and muscle weakness (myopathy)


When you reduce your food intake severely, your body turns first to its reserves of fat to nourish itself. There comes a point when there is little or no fat left to lose, and then your body exists on what little food it takes in and by metabolizing muscle. In extreme cases this includes heart muscle. You can literally be said to be digesting yourself. This muscle wastage results in a drawn and haggard appearance, like that of a much older person whose muscles are wasting as a result of old age.


The less muscle you have, the more slowly you will burn calories. Also, as the muscles are not getting all the nutrients they need, they often work even less well than would be predicted just from the wasting. Signs of severe myopathy are difficulty in climbing stairs or in standing up unaided from a squatting position, and a clumsy, flatfooted way of walking.


Low back pain


Low back pain in AN is common. This is not usually due to osteoporosis or bone thinning. It is often caused because the spinal column doesn’t have enough muscle support, posture becomes bad and this puts strain on the spinal joints. Osteoporosis is a silent condition and doesn’t usually cause any symptoms until the fracture occurs. With marked starvation, the discs between the vertebrae and the spine become shrunken and less elastic and this can happen to ligaments around other joints. Pain on exercise is therefore common because the joints are less protected and less supported.


The brain


In advanced stages of starvation, shrinkage of the brain may occur. To try to keep the brain functioning properly, the body will utilize amino-acids usually reserved to form essential body proteins, further weakening other tissues.



The heart



In cases of severe starvation, the heart weakens and its efficacy at pumping blood around the body is greatly reduced. Blood pressure becomes lower, which results in symptoms such as feelings of dizziness and faintness. In extreme cases, cardiomyopathy can develop: this is a condition characterized by the failure of the heart muscle to function efficiently, and can result in chest pains and palpitations.


The kidneys


Low blood pressure, resulting from starvation, also has an adverse effect on the kidneys, making it more difficult for them to function efficiently. They can become damaged with persistent dehydration and also when there are chronically low levels of potassium in the blood (potassium is lost rapidly when someone uses vomiting or laxatives to control weight).


Gastro-intestinal system changes


The whole of the gastro-intestinal system, from the throat to the rectum, eventually shrinks if the body is continually starved. This results in feelings of fullness even after very small amounts of food and drink have been consumed. Starvation also disrupts the activity of enzymes, active throughout the gut in the process of food digestion, and in bacteria growing more rapidly in the small bowel, leading to poor absorption of even the small amounts of food that are being eaten. Constipation is another common problem for those with AN, and can cause severe abdominal pain as well as general discomfort. It is often in dealing with secondary problems such as this that professional help is first sought, and thus it is from this point that AN is often acknowledged.


The immune system


The immune system is responsible for defending the body against attack by bacteria, viruses and other agents of infection. In starving people, this immunity is very much impaired. The ability of the white blood cells to deal with invasive bacteria is reduced, the healing of wounds is grossly impaired (a problem exacerbated by a lack of calcium, which regulates blood clotting) and infection with unusual organisms, such as fungi, is much more common.


Temperature regulation


When the metabolic rate is reduced, the result can be increased sensitivity to cold temperatures. Hypothermia is common among people with AN, partly due to hormonal changes, partly due to the loss of the essential body fat that we require to insulate us from the cold, and partly due to a resetting of the body’s thermostat, which involves a part of the brain called the hypothalamus.


Someone with AN will frequently feel cold and tired, and possibly experience spells of dizziness.


The reproductive system


Starvation impairs fertility by causing the uterus and ovaries to shrink. Amenorrhea (cessation of menstruation) is an inevitable consequence. If a starving woman does, against the odds, manage to become pregnant there is an increased risk of miscarriage, which is often the body’s way of indicating that it cannot sustain a second life. If the fetus survives, there is a huge risk that the baby will be under-sized, undernourished and sub sequently liable to impairment in learning capacity in later life.


Energy levels


For many people, the initial response to starvation is over-activity. Slowing down to the point of lethargy tends to occur only with severe malnutrition. For others, however, a lack of energy is experienced after even a small amount of weight loss. This variability is believed to reflect biological adaptations to crises. For instance, a high level of energy is greatly desirable when searching for food in times of famine, while under-activity, induced by a sapping of energy, is useful for preserving essential body tissue. Thus, some anorexic people develop a high activity level quite naturally, while for others it is a question of mentally over-riding the body’s signals to preserve energy.


Physical effects of vomiting


Repeated vomiting eventually causes dental damage, caused by stomach acids passing through the mouth frequently, gradually eroding the teeth. Another effect is a constant sore throat, which may be prone to bleeding. Heartburn is also common, as a result of gastric juices, produced by the stomach in response to eating, having no food to digest (because it has been vomited) and attacking the stomach walls. In the long term, this superfluity of gastric acid can lead to the development of stomach ulcers. Stomach juices contain a lot of potassium, so it can also result in potassium deficiency.


Physical effects of laxative abuse


Laxative abuse, another way of purging the body of food before it can be properly digested, strips the body of fluid, causing severe dehydration. It can also cause ‘lazy bowel syndrome’ – a condition where the bowel has become reliant on laxatives to function, and so comes to a halt when laxatives are not administered. This can result in water retention, bloating and chronic constipation.


Are the physical changes permanent?


The good news is that nearly all the physical complications of AN are reversible. Even the marked physical damage caused by very severe AN can be reversed – but only by weight gain, return of menstruation and maintenance of a normal weight. In 1996, a long-term follow-up study of nearly 200 women with an eating disorder was completed. In the cases of those who had resumed normal dietary habits and were considered ‘cured’, fertility levels and bone health had returned to normal. However, this was a slow process, in some cases taking up to five to ten years after complete recovery from severe AN. The rate of healing is much slower than the rate at which damage occurs – for example, the bone loss which occurs over two to three years of AN may take eight to ten years to reverse – and there may in some cases be enduring effects.


Women who have had no periods for many years as a result of AN may return to normal fertility. However, young girls who have primary amenorrhea – that is, whose periods never start – may permanently damage their reproductive capacity and not start to menstruate even if they gain normal weight in their twenties. Some small studies have shown marked brain shrinkage in severely ill individuals with AN; while this is to a great extent reversed if normal weight is regained, there is a suggestion that a degree of shrinkage may be permanent in some cases. Most people with AN, especially those who also have BN, will require extensive work to repair the damage done to their teeth.


Overall, however, the body has remarkable powers of re covery; the important point to remember is that it is never too late to get better.


Behavioral effects: Changes in the way people act


Changes in activity


Many people with AN become highly active. They try to be constantly busy and on the move, and are often very reluctant to switch off and relax. They may exercise for long periods of time, or find excuses to indulge in calorie-burning activities, such as volunteering to fetch things, and therefore having to walk about or climb stairs, or setting out early to walk to a destination, rather than accepting a lift. Sitting still or doing nothing becomes increasingly alien to the person with AN, whose entire thoughts are focused on the issue of weight loss.


In some cases a person with AN may become compulsive about exercise, using it as a weapon against weight gain. After eating, and especially if the intake is perceived as excessive, compulsive exercisers work out strenuously until they feel certain the calories they consumed have been burnt off with activity. If for some reason they cannot exercise, for instance if they are a guest in someone else’s house and do not have any privacy, they will tend to become nervous and agitated, even going so far as to visualize the calories converting into fat on their bodies. This can be an extremely tormenting experience for the individual.


When they are free to exercise, they will do as much as time and strength will allow. This may increase, as AN takes its grip, to the extent that physical activity dominates the day, and becomes an all-consuming compulsion. As a result, many people with AN have very strict and exhausting daily routines.


Other weight-loss behaviors


Other behavioral patterns associated with AN, geared toward weight loss and/or against weight gain, include purging, by vomiting or using laxatives or diuretics after eating, in order to rid the body of the food it has consumed. This is the behavior characteristic, as we have already seen, of bulimia nervosa (BN).


People with BN are more likely to have been slightly overweight before embarking on a weight-loss diet, and tend to eat much more normally than those with AN alone. However, their diet can be extremely volatile, ranging from a normal weight-loss program to excessive over-eating followed by the urge to get rid of the food eaten, usually by self-induced vomiting. As the latter is done with the utmost secrecy, people with BN are not easily identifiable, especially as their body weight will gravitate toward the norm.


Consequences of weight-loss behaviors


Behavior geared toward weight loss such as starving, self-induced vomiting, laxative and diuretic abuse and excessive exercising may have profound psychological, physiological and biochemical repercussions.




•   Psychological repercussions include violent mood swings, feelings of isolation and depression, and the steady erosion of self-esteem.


•   Physiological repercussions include dilation of the small intestine, which can cause feelings of extreme bloating and further aggravate existing constipation.


•   Biochemical repercussions include dehydration and an imbalance in the body’s electrolyte levels. Dehydration, caused by the lowered levels of blood potassium and chloride resulting from starvation, can cause extreme lethargy and physical weakness, tingling sensations in hands and feet, and, if very severe, heart irregularities.





The psychological effects of starvation: Changes in thinking


AN is a disorder characterized by disturbed thinking. People with AN see the world very differently from other people, and their sense of self is dependent upon the narrowest of factors, namely, their ability to exercise control over food intake, and their consequent weight and shape. Thinking is further disturbed when the individual reaches the point of starvation, which induces a marked alteration in consciousness. Therefore, a person with AN who reaches the point of starvation must first gain weight before underlying psychological problems can be tackled.


In general terms, starvation will make thinking a slower process and short-term memory will be greatly impaired. In very marked starvation, the person with AN develops a slow, ponderous and rather slurred manner of speech, which makes it look as though she has enormous difficulty thinking and speaking at the same time. She will often have a ‘punch-drunk’ appearance, characterized by a vagueness of facial expression and an inability to focus. These changes are believed to be caused by starvation affecting the frontal lobes of the brain. These exert an executive function over the rest of the brain, and provide the fine-tuning to personality, controlling such processes as judgment, making choices and giving emotional expression.


The inevitable consequences of the starvation state include poor concentration, indecisiveness, anxiety, emotional instability, social withdrawal and lack of libido (though many anorexics avoid sexual relations because they have such a low opinion of their personal attractiveness). Each of these develops slowly, but over time they will become noticeable and effect a definite alteration in personality.


The marked changes caused by severe starvation both in the way a person thinks and in how she regards herself in relation to the world can be categorized as follows.



Preoccupation with food



The most striking change in someone with AN is, of course, the person’s preoccupation with food, which becomes involuntary and dominates not just conscious thought, but feelings and dreams. Ruminations regarding food that has already been consumed and food that is to be consumed prevail. Recipes may be collected and pored over, and many people with AN develop a love of shopping for food, cooking and preparing food for others (their own is prepared and eaten separately). This over-riding preoccupation with food reduces the person’s scope of thought and experience enormously.


A person with AN may become an extraordinarily picky eater, and develop extremist food fads that exasperate those around them. Vegetarianism is especially common, and may take a particularly strict form, with an insistence on vegetarian cheese and gelatin-free products. This not only adds extra complications to the whole business of eating, it also rules out many foods and therefore equips the person with extra reasons to refuse to eat. A vegan diet offers even more food-refusal possibilities.


The action of eating tends, in itself, to become very ritualized. This is partly a ploy on the part of the anorexic to mask a reduced food intake, and partly a way to draw out the event. This ritualization may include eating very slowly, and chewing each mouthful a set number of times; eating items of food in a particular order; cutting food up into tiny pieces before commencing eating.


Social occasions that revolve around food are dreaded by the person with AN, as spontaneous eating, governed by appetite, has become alien by the time the disorder has taken a serious hold. The person with AN is panic-stricken about the possibility of losing self-control, and thus overeating, and also about the possibility of being pressurized by others to over-eat. Unfortunately for those with AN, food plays a huge role in our society and its celebrations. Occasions from birthdays to job promotions to holy festivals are all celebrated by eating larger quantities than normal. Food is also the commonest thing with which we reward children who have behaved well and is also the means by which we comfort those in distress. As we are brought up this way, we become strongly inclined to use food as a treat or comfort, for ourselves and our friends and family, when we become adults. For most people this is not a problem, but for the person with AN it can become a nightmare. Not only must she make excuses as to why her portion is tinier than everyone else’s at functions and parties, she must also find excuses for abstaining when the box of chocolates is passed round the office or a friend turns up at the door with a birthday cake.


What may begin as merely the avoidance of food can eventually have dramatic and devastating effects on personal relationships. The person with AN may be able to cope for a certain length of time, but ultimately she will find the effort of resisting the temptations and pressures attendant upon such occasions leads to hostility toward other people and avoidance of such events. Those around her, be they colleagues, family members or friends, will feel hurt and bewildered by this behavior, and this in turn will increase her feelings of isolation and loneliness, allowing the disease to develop an even greater dominance.



Rigidity



Starvation causes thinking to become very rigid and inflexible. This is what is commonly referred to as ‘black-and-white thinking’, where a person can distinguish only between extremes of right and wrong, good and bad, nice and horrible, and loses the ability to distinguish shades of meaning. This greatly hampers the capacity to think in abstract terms; the starving person can work only with very concrete ideas. Amenability to rational argument is also greatly reduced: the mind refuses to entertain ideas and concepts other than its own, and as a result, many find trying to reason with a person affected by anorexia a pointless process.


Immature thinking


There is in AN a reversion to an immature system of thinking which involves the person believing that she is immune to the principles that govern other people’s lives. For example, if an adult tells a seven-year-old boy that, in 10 years’ time, he will be more than happy to kiss girls, he will both believe and not believe what the adult says. He will accept that 17-year-old boys like to kiss girls, probably because he has witnessed such things, but he will not accept that he will behave the same way when he is 17. Similarly, someone with AN will accept that, yes, anorexia nervosa is an illness that distorts the way a person sees herself, but will not accept that it affects her in this way.


Obsessionality


AN brings an increase in obsessionality. This is not restricted to thoughts of and behavior around food; it can affect many areas. There may develop a compulsion toward neatness and order, punctuality and cleanliness. These obsessions can cause the individual’s day to be packed with time-consuming rituals, from folding down the sheets of the bed in a certain way to showering before and after meals or exercise. They may even serve as a way of keeping activity levels high. However, in some cases, the person with AN may excuse herself entirely from these rules and instead, impose them on other people – becoming intolerant, for example, of people who are late, or make a mess, or refuse to finish the food that is on their plate. In short, the person with anorexia has become unable to cope with those who do not cater to these obsessions, and this can increase the sense of isolation she feels, and the sense of frustration and helplessness felt by those around her.


Stereotyped thinking and behavior


This refers to doing and saying the same things over and over again, such as constantly asking for reassurance and repeating phrases and rituals. This kind of thinking makes it almost impossible for the person with AN to progress from one thought or idea, and thus during an argument they will be unable to develop ideas or defences, as they would were they not starving. People often describe arguments with anorexics as being like going round in ever-decreasing circles. As the illness takes hold, it seems to squeeze out the ability to think, so that the frame of reference and any development from it becomes smaller and smaller.
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Anorexia Nervosa and other disorders


Anorexia and bulimia


Anorexic behavior exists on a continuum between the two extremes of absolute abstinence and bulimia. (For more information on BN and binge-eating disorder, see Peter Cooper’s book in this series, Bulimia Nervosa and Binge Eating.) The eating patterns of the person with abstinent AN involve severely restricting food intake, and closely monitoring and pursuing thinness. Typically, all foods considered fattening, such as carbohydrates and fats, are banned and bulky, low-calorie foods, such as vegetables and fruit, are allowed.


If the individual exists in a state of starvation for a sufficient length of time, the rigid diet may be broken by a desperate eating binge in which everything and anything available is eaten rapidly. In such an episode food may be eaten straight from tins, insufficiently defrosted from the freezer – whatever is to hand, without thought as to its calorie content or appetizing nature. The food is usually eaten extremely quickly, without being enjoyed and frequently without being properly chewed and digested. This kind of episode is called a bulimic episode, as it is followed by feelings of self-loathing and disgust, which prompt the person to rid herself of the food as quickly as possible. She may do this by self-induced vomiting or by taking a large quantity of laxatives, in order to get rid of the food before the calories have been absorbed. Between 40 and 50 per cent of people with AN experience bulimic episodes.


Bulimic AN is a different story from ‘pure’, abstinent anorexia, and is characterized by feelings of guilt, self-disgust and failure. It is also self-abusive, in that the person often regards the post-binge purging as a form of self-punishment. In contrast to the control and perfectionism of AN, BN tends to be associated with impulsivity, and can include or lead to such behaviors as alcohol or drug abuse, sexual promiscuity or stealing. The feelings of self-disgust experienced by the person with BN may reach the extremes of self-harm, such as body-cutting or burning, and may prompt suicide attempts. The behavior of the person with BN, characterized by high impulsivity, emotional instability, explosive relationships and self-destructive tendencies, is similar to the condition of borderline personality disorder.


The concept of addiction is also closely related to the behavior of the person with BN, as the binges are compulsive and secretive, and the individual comes to rely on them as a comfort, or escape hatch, when they find themselves unable to deal with life’s problems.


I had to have a ‘perfect’ day, in terms of eating, or it would end with a binge. Some days I knew in the morning that I would go home and do it, and I would stop in at the supermarket on the way home to stock up. Everything would be ready-to-eat, and I would buy things that normally I would never allow myself, things like pies, chocolate and always ice-cream. I always made sure I had a 2 litre bottle of lemonade as well, as it made the process of vomiting much easier afterwards. While I was eating I felt kind of high, but as I began to feel full to bursting point, the panic would set in. As soon as the binge was finished, I would go to the bathroom and begin to make myself sick. This involved putting my fingers down my throat, and sometimes taking gulps of water from the tap to help the food come up. When I was done, I felt quite light-headed and sort of cleansed.


Lucy


The two forms of AN, abstinent and bulimic, are not mutually exclusive. As mentioned, the abstainer will occasionally have bouts of bingeing and the person with BN will have episodes of self-starvation. However, if the patient is more bulimic than abstinent, her body weight will be nearer to normal than that of the abstainer, and she will therefore find it easy to keep the behavior secret. In pursuit of this secrecy, people with BN often purchase the food they intend to binge on separately, and hide the evidence from others. Those with abstinent AN are far easier to detect as their bodies show the symptoms of the illness.


Whatever the primary behavior type, at the core of AN is the individual’s fear of gaining weight, and her efforts to avoid this.



AN and other psychological disorders



Although the ‘classical’ picture of AN is now widely recognized, the disorder often merges into and overlaps with many other psychological conditions. For more information on these, including those mentioned in the following paragraphs, see other books in this series listed in the Useful Books section on p. 241.


AN and depression


When using the term ‘depression’ here, we are not just referring to everyday sadness and unhappiness. The qualities which go to make up what psychiatrists would call a depressive illness or major depressive disorder include persistent low mood or lack of feelings; sleep disturbance; lack of energy; poor memory; poor concentration; feelings of guilt and worthlessness; and a very negative or pessimistic view of yourself, your past and the world around you. Sufferers say they feel empty or dead inside; it is as though their feelings were paralyzed. Many cultures have a quite different set of words to describe this feeling – in the nineteenth century we used the word ‘melancholia’ – but unfortunately in contemporary Western society we use the word ‘depression’ to cover a wide range of feelings from mild, brief unhappiness to persistent and all-embracing despair.


Low mood, persistent depression and depressive illness often coexist with AN. The relationship is a complex one. Some people quite rapidly get ‘dieting depression’ when they go on a strict diet – indeed, their mood may drop even before any significant weight loss has occurred. Others get the opposite reaction and may experience a marked sense of elation, increased energy and well-being when they first embark on a diet. At some stage almost all people who are in a state of severe starvation will get depressed. Sometimes this is a gradual process, the depression getting deeper and deeper the more marked the weight loss; sometimes it can be quite sudden. I have one patient who seems to be fine until her weight drops below 40kg (88lb). At 42kg (93lb) she can be cheerful, bubbly and full of energy, but at 39 kg (86lb) she is physically and mentally slowed up, has a very pessimistic view of herself and the world around her, and experiences major symptoms of depression. This depression does not respond to anti-depressant drugs or to psychotherapy but is dispelled by a small amount of weight gain.


In other individuals the weight loss can be extremely severe before depression sets in. Very occasionally, individuals who have starved themselves close to the point of death (23–4kg or 50–3lb) still appear quite cheerful. However, in these individuals the apparently happy mood is often very brittle and may hide a great deal of personal pain and distress. In these cases there seems a clear relationship between low mood and the starvation state.


In some individuals it appears that the depression may have come first. Many women whose AN began in adolescence can in retrospect identify a clear period of depression over a few weeks or months before they started dieting. It was almost as though their dieting was a response to their low mood, and sometimes a partial solution to it. When they came for treatment there was no sign of the depression at all; but when they recovered from their AN either they were able to remember and recognize the depressive period they’d had, or, more distressingly, their depression came back when they gave up their anorexic coping mechanisms.


A third pattern is when depression occurs after many years of AN symptoms. Depression is a common occurrence in many chronic and disabling disorders, and it is difficult to establish whether there is anything special or different about the depression that occurs in chronic AN compared with that which may occur in someone with a chronic physical condition such as rheumatoid arthritis, epilepsy or diabetes. The depression may be a result of having to cope with a serious disabling disorder which affects all aspects of your life.


In a fourth situation AN and depression occur simultaneously. This is particularly distressing because the individual is beset at the same time by two equally disabling and painful conditions. One positive aspect, however, is that people in this group do tend to seek help early.


Figure 3.1 Elements of AN and other psychological symptoms
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AN and obsessional disorders



An obsession is a repeated, intrusive thought that comes into your mind against your will, and that is difficult or impossible to resist. Usually there is a need to do or think something to neutralize or counteract the thought. Compulsions are the rituals that people carry out in response to their obsessional thoughts. Examples are counting, touching, washing and checking rituals. Obsessional thoughts may revolve around themes such as fear of contamination, fear of being harmed or harming others, the need for order or symmetry, or the need to feel clean or to feel things are ‘just right’. These thoughts are not hallucinations. Obsessional individuals do not hear voices; they know the thoughts they have are their own, even though they feel alienated from them and do their best to resist them.


AN and obsessive–compulsive disorder overlap in two areas. First, many of the core symptoms of AN have a definite obsessional quality to them. The repeated thoughts about food, fatness, body shape and size fit all the criteria for obsessional symptoms. The case of Richard is an example.


Richard was a 19-year-old student with a three-year history of AN. His diet had become extremely restricted so that he could only eat white food off large white plates. The plates had to be scrupulously clean and he had to wash them several times before they could be used; no one else could touch the plate. His main diet consisted of boiled white fish. He would boil the fish in plain unsalted water and stand over the pan with a paper towel, dabbing the globules of oil and fat which rose to the surface. The fish would be boiled until it was mush; then it would be ‘safe’ to eat. Although much of his behavior was about avoiding calories, eating mainly protein and particularly avoiding fat, there was a definite ‘magical’, ritualistic quality to it. The whiteness clearly symbolized purity and cleanliness, and was seen as good. He was not particularly afraid of germs; it was just that the food had to feel and look right before he could eat it. Richard’s obsessionality got worse the thinner he got, and largely disappeared when he recovered from his AN.


Second, about half of all individuals with AN develop obsessional thoughts in areas not directly related to food. They have quite separate checking, counting or touching rituals or a repeated need for order, symmetry or having things feel ‘just right’. The case of Jane is an example.


Jane is a 32-year-old woman who has clear symptoms of both AN and obsessive–compulsive disorder. Many of her obsessions, but not all of them, revolve around food. She takes three hours to prepare her evening meal, even though she ends up eating virtually the same every night. She has to weigh and check things repeatedly, and the meal has to feel and look just right before she can eat it. She is constantly on the move; while she is preparing food she goes backwards and forwards between the kitchen and the living room, deliberately only taking one thing at a time. When she moves round the kitchen she always takes the longest distance between two points. These are ways of keeping moving and burning off calories. She lives in a second-floor flat and has to climb up and down the stairs at least 10 times each evening before she can feel satisfied. She will always find a rational reason for this but knows that she is quite driven. She eventually sits down exhausted about 9 p.m. in front of the TV to eat her meal and allows herself an hour of relaxation.


Jane’s other obsessions include cleanliness and tidiness. She cleans the house every day when she gets home from work and tidies it up, even though she lives alone and the room has remained untouched since she left it that morning. Some of these activities obviously also involve exercise, but others are to do with order and symmetry: these include having all the book spines on the book shelf even, the magazines neatly arranged, the ornaments on the mantelpiece positioned in an exactly symmetrical way and the pictures all checked to see that they are straight.


Jane’s hands are red, raw and scaly from repeated washing, and the cuticles around her fingernails are all inflamed.


Jane has no time for any social or recreational activities; work, food preparation, exercising and cleaning take up 19 hours a day. She gets approximately five hours sleep.


For a person to be diagnosed with obsessive-compulsive disorder requires more than simply being obsessed or preoccupied. People may be obsessed with books or model railways or animal welfare and spend a great deal of time thinking about their subject; however, in most cases there is no sense of resistance, the activities are often pleasurable or give a sense of satisfaction, and there is no sense that by carrying out some sort of ritual you will magically alter what has been done.


AN and anxiety disorders


Anxiety is a very common symptom in individuals with AN and has multiple triggers. There is anxiety about food, eating, body shape, the need to exercise and feelings of being out of control.


More specific anxiety symptoms can be seen in a number of areas:




•   Social anxiety about eating. Many people with AN find eating in company very stressful. They prefer to eat alone, they hate being observed while they’re eating, and they find eating with strangers worst of all. This can escalate into a severe social phobia where eating in public seems absolutely impossible.


•   Social anxiety about appearance. This too can become severe, leading to very withdrawn and isolating behavior. Beset by feelings of disgust with her appearance, convinced that she is fat and repulsive, the individual does not want to be seen at all. Some people become virtually housebound, going out only early in the morning or late at night, covering their faces with long hair and wearing bulky, loose-fitting clothes to hide their appearance completely.


•   Agoraphobia. In our experience this is not common in women with AN. Whereas social anxiety refers to a fear of being observed or scrutinized, agoraphobia is a fear of open spaces, of being far from home, of being trapped in a crowd or stuck in an elevator. So agoraphobia refers to a fear of the situation rather than fear of the individuals within it. AN sufferers seem much more concerned with the judgments and appraisals of others, and often feel relatively more relaxed when they are in a crowd and anonymous.


•   Anxiety leading to panic attacks. In contrast, these are common. A panic attack is where anxiety escalates rapidly and one feels overwhelmed by feelings of anxiety, sweating, rapid heartbeat and dizziness. Often this is associated with rapid breathing (hyperventilation).





For more information on anxiety disorders and how to cope with them, see the books in this series by Helen Kennerley, Overcoming Anxiety, and Gillian Butler, Overcoming Social Anxiety and Shyness.
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Anorexia Nervosa in other population groups


Anorexia in children


As discussed in Chapter 1, AN usually begins in adolescence; however, it is now known that AN can be identified in children as young as six, and such childhood cases of AN are being increasingly reported. Since diagnosis of AN in children has been quite rare and controversial, care must be taken to rule out the presence of another primary causal condition. Perhaps in part as a result of such caution, diagnosis of AN in children is frequently delayed. This is highly unfortunate, for the condition can have devastating effects if undetected in pre-pubescent children, permanently damaging growth and development; early diagnosis and competent treatment are vital.


The incidence of childhood AN is not known; however, it has become clear that, while the disorder is less common in children than in adolescents or adults, the numbers are rising. A common finding with childhood AN is the relatively high percentage of boys who have the disorder. In adults with AN, men account for only 5–10 per cent of cases, whereas in children boys have been reported to account for between 20 and 25 per cent. It is not yet clear if this is a definite gender difference or whether younger boys are simply more likely to come to medical attention than girls of the same age. One interesting difference has emerged in that while the girls tend to say they want to be thin for aesthetic reasons, the boys often give reasons of health and fitness.


What are the main differences between AN in children and AN in adolescents?


Physical deterioration is more rapid in children, possibly because they have less fatty tissue in their bodies. However, this may appear to be a problem of growth or failure to reach puberty, rather than the more obvious weight loss characteristic of adolescent AN. Depressive symptoms appear earlier and more commonly in childhood AN, possibly as a result of the faster rate of deterioration, and anorexic symptoms escalate with weight loss, creating a vicious circle. While the core features (behavioral and psychological) of the condition are similar to those in adolescents and adults, bingeing and laxative abuse are less common among children.


It is possible that childhood AN may represent a more biological/genetic form of the disorder. Prognosis in this group is comparatively poor. Only two-thirds make a full recovery, the remainder continuing to experience difficulties. Persistent amenorrhea occurs in about 30 per cent of this group, and long-term repercussions include delayed growth, infertility and osteoporosis.



Complications of AN in children



Physical complications include:




•   Growth impairment. If the onset of the condition occurs before puberty, there can be permanent effects on adult stature. If the child is still ill at age 14, he or she is unlikely to be able to make good lost growth.


•   Exacerbated effects of starvation. Children reach a more severe degree of emaciation for a similar degree of weight loss as they have smaller fat reserves than adolescents or adults.


•   Dehydration. Children are more susceptible than adults and deteriorate rapidly when vomiting, laxative abuse or fluid refusal or restriction occur.


•   Delayed sexual maturation. Puberty may be delayed; in girls, periods never start, and permanent damage may be done to the potential for breast growth.


•   Osteoporosis (bone thinning). This may be more severe since as the disorder starts before the bones are fully mineralized, normal peak bone mass is not reached.





Psychological complications include:




•   Depressive symptoms. These are common.


•   Regressive behavior. When distressed, children often regress behaviorally, so ‘tantrums’ in children with AN should be viewed as an index of distress rather than naughtiness to be punished.


•   Lack of insight. Children think more concretely than adults and are often deeply fearful. Thus they often misunderstand ‘treatment’ as punishment for ‘being bad’.


•   Low self-esteem and feelings of rejection. Hospitalization may exacerbate low self-image and feelings of parental rejection or punishment, particularly if operant behavioral programs are the mainstay of the treatment.





Social/familial complications affect:




•   Family functioning. A severely ill child creates stress for the whole family. The ill child may exert ‘malignant control’ on the family, with rigid inflexibility, particularly around meal times. Family dynamics may perpetuate the disorder, but there is no evidence of family functioning actually causing AN.


•   Parents. Parents may blame themselves for the disorder. Psychological problems in parents may make it harder for them to take charge of their child’s eating.


•   Siblings. Siblings suffer emotionally, feeling deprived or guilty. They may be overfed by their sibling with AN and may become embarrassed to bring friends home.


•   Schooling. If the child becomes ill enough to be kept away from school, she misses out not only academically but also on peer group socialization. When she does attend, she may be teased and rejected by her peers. If these experiences are chronic, they may result in a deficient social network, poorly developed social skills or social phobic symptoms, thus exacerbating the child’s sense of isolation.





How to recognize if a child has AN


Weight loss or the failure to gain weight accompanied by food refusal may indicate a number of different conditions. The following checklist should be helpful.




•   In AN, the core psychopathology, ‘phobic avoidance of normal body weight’, is prominent.


•   Food refusal, fads and fetishes are common problems in childhood, especially with young children. In most instances it is not difficult to distinguish these from AN since the characteristic preoccupation with body weight and shape is absent. Weight loss is rare and anorexic psychopathology is absent.


•   A different problem is Food Avoidance Emotional Disorder (FAED). Here, weight loss is less marked and anorexic psychopathology is absent. This condition is thought to be an intermediate condition between AN and childhood emotional disorder (with no eating disorder).


•   Pervasive Refusal Syndrome is a quite rare condition characterized by a profound and pervasive refusal in many areas, e.g. eating, drinking, talking, walking or self-care. While these children share some features with children with AN, their refusal characteristically spreads across other areas distinct from food or eating.


•   The term ‘selective eating’ applies to children who appear to exist on typically two or three different foods. These tend to be carbohydrate-based, such as biscuits, cereal, chips or particular kinds of sandwiches. It is quite common and there is usually no weight loss or anorexic psychopathology.


•   BN, characterized by out-of-control eating behavior swinging between the extremes of food avoidance and over-eating usually followed by purging to protect against weight gain, is very rare in children, especially in those under 14. When it does occur the clinical picture is as in adults. The vomiting may or may not be admitted. If weight loss is marked, AN is primary whether or not purging occurs.


•   Appetite loss may be secondary to affective disorders, e.g. depression or anxiety. Depressed individuals often suffer a lack of appetite, so children with a history of not eating need to be checked for affective disorder. As mentioned previously, the relationship between depression and AN is not clear, since their coexistence is common and depression may be primary and causal or a secondary effect of AN.


•   Appetite loss may be secondary to a medical disorder, e.g. inflammatory bowel disease, malignancy or endocrine disorder. Again, anorexic core pathology will be absent.


•   Appetite loss may be secondary to some other cause, e.g. organic brain disease, psychosis, illicit drug abuse (Ecstasy, amphetamines) or prescribed drugs.





The child’s school may be able to provide important information about the child’s eating habits and her academic, social and emotional competence. However, if the school is involved, remember that the staff may also have little experience of AN.


The Great Ormond Street Hospital for Children operates the following diagnostic checklist to assist in identifying children with AN. A child is diagnosed with AN if he/she shows:


1 Determined food avoidance.


2 Weight loss or failure to gain weight during the period of pre-adolescent growth (10–14 years) in the absence of any physical or other mental illnesses.


3 Any two or more of the following:


(a) preoccupation with body weight;


(b) preoccupation with energy intake;


(c) distorted body image;


(d) fear of fatness;


(e) self-induced vomiting;


(f) extensive exercising;


(g) purging (laxative abuse).



Early warning signs of Anorexia Nervosa in children



Many pre-pubescent children are now diet-conscious, often internalizing their mothers’ dieting and media messages. AN can start in the absence of overt dieting (for example, after an episode of viral illness causing loss of appetite), or as a diet with a friend. How can early AN be distinguished from ‘normal’ dieting?




•   Severity of the eating restraint. Even early in AN, ‘malignant control’ over eating and inability to break a diet will be evident. The child with AN may become very distressed if pressed to eat what may have been a previously favourite food (e.g. ice cream). In contrast, the normal child can allow herself to be treated.


•   Denial and deception. The child may deny experiencing hunger. She may also lie about what she has eaten, and conceal or dispose of food (for example, flushing her school lunch down the toilet or throwing her milkshake out of the window). Deceptive behavior is not a feature of normal dieting but that of an addict to starvation.


•   Hyperactivity and compulsive exercising. Relentless activity (running rather than walking, standing rather than sitting, staying awake rather than sleeping) are characteristic features of AN. The compulsive quality and solitary nature of this activity distinguishes it as pathological. Often exercising will be denied.


•   Rate and extent of weight loss. Weight loss is rapid and the child may try to conceal it to avoid concern. Normal pre-pubescent children rarely lose weight on a diet, and if they do they will proudly demonstrate their achievement.


•   Behavior around food. A child with AN as young as age 10 may insist on preparing her own food and even that of the whole family. She may cook elaborate, high-calorie meals for others without eating them herself. Her eating may become ritualistic: she may cut her food into tiny pieces or eat very slowly. She will insist on eating less than others and may confine eating to night time or in private. Some children will vomit after eating. Such actions on the whole are not those of a normal dieter, who will try to avoid the temptation of being around food.


•   Depressed mood. The child is likely to show signs of social withdrawal and irritability. Sleep disturbance in childhood is an indicator of depression and AN; it should arouse concern.


•   Obsessive–compulsive behavior. Obsessive preoccupation with diet and exercise, and with rituals concerning food or exercising, are typical of AN. Other obsessions are less common but do occur.





Treatment of children with Anorexia Nervosa


Treatment of AN is always a lot more complex than simple weight restoration, and this is especially so for children, for whom the family system has a relatively important influence.


For all children with AN – that is, all those under 18 years – the family will be involved in treatment. Formal family therapy is not necessarily the preferred choice; family counselling may do just as well. For those families that do not feel comfortable with family counselling or family therapy, parental counselling alongside individual psychotherapy for the child is just as effective and may be preferred. Whatever option is taken, it is important that the family receives support, guidance and education, since AN can have a devastating effect on family functioning.


Individual psychotherapy is a valuable adjunct to family or parental counselling in children with AN, but is not a replacement for it. There is no consensus regarding which type of individual therapy should be used; it is possible that therapist empathy, continuity and a developmental approach may be more important than the type of therapy itself. Emotional change takes longer to bring about than weight change, so long-term therapy may be needed.


Physical treatments and drug treatment may also be used. No drugs directly affect the course of the AN, but some may help with particular symptoms. If depression coexists with AN, low doses of antidepressants, taken with food, may help. If the child suffers delayed gastric emptying, a drug may be prescribed to help this.


Dietary treatment is obviously important as a major goal in the treatment of children with AN is weight restoration. This is especially important in children on the brink of puberty, as growth potential is continually being lost. If the child has reached a very low weight, a skilled refeeding programme must be implemented and the advice of a dietician should be sought; in less extreme cases a high-energy balanced diet using the portion system (see Part Two, Step 5) is advisable. Vitamin supplements are rarely necessary. Food supplements may be useful, especially in severe cases where food refusal is marked, and also if the child’s weight is low but stable and the child is refusing further normal food. However, they should be used in addition to, not instead of, a normal mixed diet.


Hospitalization is likely to be necessary if the child’s weight has fallen to less than 70 per cent of the normal level for age; if there are physical complications (e.g. dehydration, circulatory failure or persistent or bloody vomiting); or when there is depressed mood or other psychiatric disturbance in the child or parents.


Anorexia in men


AN is considerably less prevalent in men than in women; men account for only about 5 per cent of cases. Apart from a few obvious sex-related differences in symptoms (e.g. amenorrhea occurs only in women), on the whole there appear to be few differences between the sexes in terms of the physical features of the disorder. Weight loss, emaciation, hormonal changes and starvation-related symptoms are found in both males and females. Men also display the characteristic fear of fatness, refusal to maintain normal weight and rigidity in thinking.


However, there are three major factors that do differentiate men and women with AN:




•   Males diagnosed with AN are often obese to begin with, as opposed to females who ‘feel’ overweight.


•   Men with AN, more often than women, diet in order to attain goals in a particular sport, such as running, swimming or athletics.


•   More men than women with AN began dieting to prevent themselves from developing medical conditions witnessed in other family members, such as coronary disease and diabetes.





On the whole, most men who develop AN are more obsessed than women with the exercise component. They are often compulsive exercisers, spending long hours each day jogging or doing press-ups and other exercises. While they are often as obsessed about their diet as women, they do not often show the same interest in cooking and recipes. While bingeing, vomiting and anxiety eating are as common in male AN as female AN, there is often less laxative abuse.


Certain features common in men with AN include conscientiousness and obsessionality as children: these applied to approximately a third of one group studied, while a similar proportion described dietary problems, either obesity or finicky eating habits. The presence of significant life events also appears common in the year preceding the onset of the disorder. Identifiable triggers were often related to a change in circumstances, whether through the death or departure of a loved one or a move to a new city.


Men, just like women, are strongly influenced by cultural pressure regarding appearance and roles. Over the years the pressures and expectations imposed on men by society have changed. While the traditional emphasis on strength and power is still propagated through tough, fighting, hero types in films such as Rambo, contemporary trends also require high levels of career success with less regard for personal relationships. Yet it is also seen as important to have a partner. Thus men are subject to conflicting demands: on the one hand to show power and strength, reflected in career and appearance, and on the other to acknowledge and express emotional needs. Internal conflict may result.


‘Reverse’ AN among male body-builders


AN has been found to be markedly more prevalent among male body-builders than among other male groups (2.8 per cent; far higher than the 0.02 per cent reported among men overall). A recent study of athletes who abuse anabolic steroids has revealed the existence of a new body image disturbance referred to as a ‘reverse’ form of AN. The disorder, which may be associated with the abuse of the drug, is characterized by a fear of being too small, and by perceiving oneself as small and weak, even when one is actually large and muscular.


In all points except the reversal of self-perception and associated symptoms, ‘reverse’ AN in body-builders closely resembles AN. The implication is that this body image disturbance may reflect the cultural expectations of the group, just as ‘normal’ AN may for the young women whom it primarily affects. AN in young women has often been attributed to the increasing cultural pressures for slimness. Reverse AN may be an analogous response of young men to the influence of media pressure to be strong and muscular, as propagated through the gym subculture scene, in bodybuilder magazines, and in Hollywood movies.


Anorexia in the elderly


Contrary to popular thought, AN is not restricted to the young; it can start at any time in the life cycle, including during old age. Criteria for the diagnosis of late-onset AN are the same as those for adolescent AN; self-induced starvation and a morbid fear of fatness, along with denial of the seriousness of the low body weight. Since most of these cases occur during or after the menopause, amenorrhea is not relevant. The pattern of this disorder varies greatly: in some it follows a lifelong preoccupation with weight and dieting, whereas in others there may have been no previous eating disorders.


Eating disorders are becoming more common in the elderly. Two reasons have been put forward to explain this increase. First, there has been a dramatic increase in the incidence of eating disorders in the last 30 years. Since at least 20 per cent of these disorders are chronic, and not all of those affected recover by the end of their reproductive life, some are likely to still have AN in their old age. Second, it is possible that even elderly women are beginning to succumb to the social pressures to be slim.


The diagnosis of AN in elderly patients may be more complex than in younger people, for a number of reasons. Elderly patients may be more reluctant to discuss psychological issues, eating habits or sexual issues. In some cases weight loss may have been initiated by coexisting medical or psychiatric disorders, but sustained by the individual thereafter. Weight loss may also be a symptom of one or more of the serious medical conditions that become more common during and after the forties, or be associated with major depressive symptoms, common in later years; in the latter case, there is no weight preoccupation or fear of fatness driving the weight loss. In any event, unexplained weight loss in an elderly person needs careful investigation, and eating disorders should be considered among the possible causes.


As is common with eating disorders in younger individuals, many older people with AN also have other psychiatric problems, particularly anxiety, depression and perfectionism. Overly controlled personalities are often vulnerable, especially to remembered childhood neglect or emotional distress. It seems that childhood experiences of being teased or abused remain salient and sensitive issues for some, and may manifest in an eating disorder when memories are exacerbated by a change in situation or circumstances, for example through the loss of a spouse or close friend.


There seems to be evidence that developmental milestones or phase-of-life events may serve as stressors for vulnerable women at any age, triggering AN as a maladaptive response. Younger patients report that rigorous dieting gives them an enhanced feeling of control when going through periods of loss and uncertainty. In later life, eating disorders may represent a reaction to continuing interpersonal loss – children leaving home, retirement from a job, or the death of friends or a spouse – and a similar perceived need to exercise control over some area of life.


It is important to view AN in its context. Its incidence among older women may be increasing as pressure mounts to retain physical attractiveness and sexuality. It has been suggested that some elderly women may become obsessed with thinness as a way of trying to avoid the ageing process. This particular motivation apart, the picture of AN in the elderly closely resembles that seen in younger people. Indeed, the fear of ageing and loss of sexual power and attractiveness may be as traumatic for older women as the teenage fear of not attaining the necessary perceived standards, and may be dealt with by similar psychological mechanisms (though the experience of sexual conflicts often relevant in adolescent AN does not appear pertinent in AN among elderly people).





5



What causes Anorexia Nervosa?


AN is rarely if ever caused by any one single factor – there are nearly always several factors involved – and each individual with AN is unique. This means that there are many possible contributing causes for the condition in any one person. This chapter sets out explanations generated by different schools of thought. You may find that one or more of these applies to you, or triggers thoughts of other factors which are unique to you.


It is useful to look at the causes of AN in three categories:




•   factors that make you vulnerable to developing the disorder;


•   factors that trigger the disorder;


•   factors that maintain it once you’ve got it.





A single factor may act in all three ways, but it is often the case that quite separate factors are involved in the three stages.



Stage I: Factors that make you vulnerable to AN



It is important to understand AN can be caused by factors from within (biological or psychological), from experience or from the family environment. AN can not be accounted for by one over-arching theory, but only by an approach which considers life experiences in all areas.


Figure 5.1 Factors that contribute to the onset and maintenance of AN


[image: image]


While AN is distinct from other eating disorders such as BN or obesity, the themes across the three are similar: the use of food, shape and weight as a means of expressing and or controlling distress.


Early feeding difficulties


Many children develop early feeding difficulties, for a wide variety of reasons. It could be that the child is a naturally picky eater; or that the parent who is responsible for feeding, usually the mother, has a strained relationship with food herself, or has a limited knowledge of how to feed a child appropriately.


There is now good evidence to indicate that psychiatric disorders in parents have the potential to interfere with their childrearing skills and the emotional development of their children. Eating disorders are an important type of psychiatric disorder prevalent in women of childbearing age. The effect of pregnancy on a woman’s body may have a lot to do with this. After all, there are few conditions which cause such rapid and radical change in body weight and shape, and this can trigger off a fear of fatness where it previously did not exist. Many young mothers experience a slump in self-esteem because of weight gain during pregnancy, and this can often be the beginning of years of dieting. Slimming magazines recount tale upon tale of women who struggled for years with their weight and date the beginning of their weight gain back to their first pregnancy. Of course, concerns about body weight may have existed long before a pregnancy.


If a mother has an eating disorder it can affect her child in a number of ways. If she is preoccupied with her own body weight to the extent that she rarely considers her own needs when it comes to eating – that is, if she eats what and when she feels she ‘should’, rather than eating when she is hungry – this may reduce her sensitivity to her infant’s needs. In short, she may have lost the ability to recognize natural feeding needs. Those who suffer from an eating disorder also frequently have difficulties in their interpersonal relationships, which can extend to the relationships that they have with their children.


In adolescence, the child can become very vulnerable to cultural ideals. Supermodels such as Kate Moss and Jodie Kidd, who are extremely thin yet considered extremely attractive, may make a teenage girl, struggling to come to terms with budding breasts and the remains of baby fat, feel overweight and ungainly by comparison. A parent who is equally unhappy with his or her own ‘non-ideal’ body shape may reinforce the teenager’s concerns. If the parent has very strong attitudes regarding shape, weight and diet, s/he may influence the child’s attitude tremendously. Comments suggesting that the child is too fat or too greedy may cause great distress. Problems can also arise if the child models his or her behavior on a parent who has an eating disorder.


One of the difficulties in examining childhood eating patterns and attitudes to body weight is that this is mostly done in retrospect, when the individual has matured and already developed an eating disorder. From this perspective it is often tempting to look back and exaggerate any feeding abnormalities in childhood. Such methods of enquiry tend to lack rigour and fail to generate scientifically reliable data.



Genetic predisposition



There is a tendency for eating disorders, like other psychiatric disorders, to cluster in families. The children of parents with an eating disorder have been found to be much more at risk of developing a similar disorder than those whose parents had a healthy attitude toward food. While the findings are nowhere near specific enough to distinguish environmental causes (i.e. learned habits) from genetic (i.e. inherited) causes, there is more to suggest that the genetic explanation is the stronger one.


Studies have shown that there is a genetic predisposition to AN and other eating disorders. One study of twins showed that if one of a pair of monozygotic (identical) twins developed AN, then the other was four to five times more likely to develop the disorder than in the case of nonidentical twins. This finding, along with the evidence which shows that first-degree relatives (children/parents/siblings) of patients with AN are at an increased risk of developing the condition compared to the general population, is firm evidence that there is a strong genetic predisposition toward development of this disorder.


Biological factors


As a species, we are very well adapted to starvation. Consider a situation such as a famine. For the famine-struck society to survive, there has to be at least a small group, particularly of women, who can cope with starvation to the extent that they survive for many months, even years, to ensure that children can be born and cared for. There must also be a group of people whose energy levels are maintained, and who respond to starvation by becoming over-active. These are the individuals who can plan and perform essential tasks despite their weakened physical state: search for food, rebuild shelters, sow and harvest crops. It also makes sense, biologically speaking, to have a group of people who become inactive and die fairly quickly, thus reducing demand on dwindling food stocks.


Starvation has a radical effect on the chemical levels in the brain, particularly levels of serotonin, which stimulates hunger and craving for particular foodstuffs and is related to the development of obsessionality. Generally speaking, serotonin is released in the brain when we start eating. The surge of serotonin, which occurs particularly with a high-carbohydrate meal, is important in producing feelings of fullness and the desire to stop eating. On the other hand, very low levels of serotonin produce hunger and sometimes restlessness. It is interesting to note that serotonin levels drop before ovulation; this may go some way toward explaining why some women have increased food cravings at this time.


Other chemical messengers stimulated by starvation come from the stomach and intestines. An important one is cholecystokinin (CCK). Low levels of CCK produce feelings of hunger and craving.


Family structure


The stereotype of the ‘anorexic’ family is a negative one, in which the parents are overly protective and interfering and have very high expectations of their offspring. This is a somewhat misleading model, and many differences claimed to exist between the so-called ‘normal’ and the ‘anorexic’ family have been shown not to apply consistently. However, there are some features of family life which do seem to relate to the development of anorexia. These are:




•   A general avoidance of conflict within the family. This may be due to an overbearing parent or to some unspoken fear that should conflicts be acknowledged they will become uncontrollable. In such a family environment, individuals will often lose (or never develop) the ability to express and work through troublesome emotions, or confront those of others, and become unnaturally afraid of conflict even outside the family. Such people may take a pacifying role in later life, making severe compromises themselves in order to avoid conflict with others.


•   One parent tending to be over-involved with a child, while the other parent is more passive. For example, the mother may be solely concerned with the children while the father is absent or adopts a distant attitude.


•   Family rules and sense of identity so strong that it becomes difficult for any member to express individuality. For instance, if a family has a long tradition of producing first-rate doctors, it can be difficult for a teenager to express the wish to work in the arts, as such a wish will be seen almost as a betrayal of the family.


•   Abuse, whether of a sexual, physical or emotional nature. Sexual abuse may take the form of incestuous relationships between parents and children, or between siblings, or the toleration of sexual abuse by a family friend or relative of a child. Physical abuse may take the form of beatings, administered by a parent or older sibling, or neglect. Emotional abuse may take the form of verbal bullying and deliberate miscommunication.


•   High-achieving parents who have similar expectations of their children. In many cases, the child has internalized these high expectations, or may have developed them naturally. This can result in a situation where a child feels afraid of failure, and regards any effort it makes as worthless unless it is 100 per cent successful.


•   Acute sibling rivalry. This may be created by parents and teachers who constantly compare siblings and make remarks such as, ‘Your sister wouldn’t do a thing like that.’ However, this rivalry can also arise between siblings without any external forces coming to bear. For example, one 16-year-old girl felt very much in the shadow of her elder sister, and remarked that ‘everything she touched turned to gold’, while she herself felt that she had had to work hard to achieve anything. Things came to a climax when she entered a race, for which she had diligently trained, and her sister, who had not, won it. The 16-year-old did not consider the fact that her sister was older and stronger, but took this event as proof that she was less able. In consequence she began a diet, in order to be fitter and run faster, but within a year had developed AN.






Adolescent crisis



Adolescence is the peak time for the onset of AN. It is in the early teens that a person develops their sense of identity and their views on the world around them. This can be a period of great uncertainty in terms of academic ability, sexuality and social skills. Severe weight loss can halt or delay development in all three areas.


The period of transition between childhood and adulthood is a very tricky one. It is an age when the desire to be older and more mature becomes very powerful, as do the seductions of adulthood (as viewed from a young perspective) such as drinking, having sex and making money. This frantic desire to take on the mantle of adulthood can result in teenagers ‘growing up too quickly’, or behaving in ways for which they are, as yet, emotionally unsuited, such as embarking on sexual relationships at a point where they are still uncomfortable with the physical changes wrought by puberty. Alternatively, teenagers may find it enormously difficult to let childhood go, not just because they are apprehensive about the idea of being an adult, but also because those around them, particularly parents, may prefer them to remain childlike.


It is an important part of the growing-up process that young people can take ‘risks’, such as asking someone for a date and therefore risking rejection. It is also important that they are able to do this against the backdrop of a secure home environment, where there are no risks. This risk-taking is essential as it enables the individual to establish a degree of self-reliance, to develop confidence and engage with the world in a non-fearful way. If the individual is prevented from acting independently and self-sufficiently, most commonly by over-protective parenting, their progress may be even more difficult than it would be normally.


Of course, on the part of the vast majority of parents such over-protective behavior is not malicious interference. Usually they just want the best for their child, and feel that this can only be achieved by exerting external control over their lives, perhaps in the form of pushing them academically and/or athletically. Often this is accompanied by the opinion that time spent with friends and boyfriends is wasted time, and so these activities are dismissed as trivial or actively disapproved of. Initially, a child will toe the line in order to avoid censure from or conflict with parents. However, if the child continues to behave this way, accepting parental dictates wholesale and doing the utmost to avoid conflict, feelings of pressure and entrapment can develop. The child’s urge is to say ‘no’, to make her own demands, to rebel. If she feels that she cannot articulate these feelings then she may, subconsciously, seek other ways of saying ‘no’.


One of these ways is by refusing to eat. The put-upon adolescent comes to see her body weight as the only arena in her life over which she can exert any control. Losing weight can provide an enormous feeling of relief as it provides concrete proof of that control. It can also become a powerful statement of rejection directed at the family and home life. Losing weight can generate feelings of empowerment and superiority in an individual suffering from low self-esteem.



Social pressure to be slim



The Western ideal of feminine beauty has been a slender one since the 1920s. Back then, women smoked, took amphetamines and exercised in order to achieve the boyish figure that was currently in vogue. However, this mania for fashionability was pretty much restricted to the upper classes. Nowadays every level of society is aware of fashion. Magazines show us pictures of Liz Hurley in skin-tight dresses, while newspaper columns detail the extraordinarily strict dietary habits of Madonna and Claudia Schiffer. We are bombarded with images of a glamorous world that does not tolerate imperfection, particularly the avoidable imperfection of fatness. Hollywood film companies are so determined to provide images of female perfection that they often employ body doubles for nude scenes; actresses routinely have bits of their bodies airbrushed out of the final cut if they are deemed too plump. A recent American survey provided the shocking finding that, so phobic has society become about fatness, men would rather date a heroin addict than an overweight woman.


Little wonder, then, that young people growing up in this environment become obsessive about their weight and feel that, above all other aspects of themselves, this is the key to attractiveness. Magazines may very well advise on the need for adequate vitamin intake and healthy attitudes, but they will invariably accompany this sensible advice with pictures of stick-thin models in their fashion spreads. Though this may seem trivial from an adult perspective, it is necessary to remember that for an adolescent the issue of attractiveness is one of paramount importance. Therefore, the urge to be thin can outweigh all other aspirations.


For women there is an added complication. While film stars and celebrities have the legs of teenagers, they are also voluptuous. For most women, this combination is elusive. When they diet, their breasts reduce and they appear more boyish. Without recourse to surgery, they are caught between two ideals of beauty. This reflects many women’s experience of life as well. They still feel caught between the need to be a successful, independent career woman and an attractive partner and loving, nurturing mother. This can be very confusing and distressing, and thus the pursuit of thinness, above everything else, can be something of a relief. Some women can convince themselves, with a helping hand from media-generated ideals, that being slim will solve all their problems, and iron out all contradictions.


The trouble is that the only problem thinness solves is the ‘problem’ of fatness. Being slender will not make any other area of life easier. It will not make you good at your job, popular or more loved. However, lack of ‘results’ in these other areas can often propel the person to pursue thinness all the more obsessively, long after they have achieved their original goal, as they have become so entrenched in the notion that thinness can solve everything. Many non-anorexics suffer from this belief, and throughout their lives devote time, effort and money to dieting and exercise regimes that serve only to undermine their confidence by not delivering them from their perceived state of imperfection. However, for the person vulnerable to AN this can be the point at which they become divorced from reality and see weight loss as the ultimate objective, bar none.



Search for autonomy



When we are children we are generally content to be seen as part of a family unit and to be identified as such. When we reach adolescence, however, the great pursuit of autonomy begins. This is a natural and essential rite of passage, and for most people it goes relatively smoothly. Of course, there will be family showdowns about clothes and haircuts, suitable friends and career ambitions, but most families are able to adjust to change and give burgeoning personalities enough breathing space to grow. It is when the family is unable to adjust that problems can arise.


For instance, a family that prides itself on producing lawyers may react badly against a teenager who has determined that she will go to veterinary college. They may withdraw financial and emotional support in order to bully the child into following the family tradition. The outcome can go either of two ways. The child may react by leaving the family unit and doing her own thing, or buckle under family pressure, do as she’s told and develop a sense of resentment. In the latter case, where the young student feels that she has no control over the future and her identity, she may attempt to establish her autonomy in another way. Eating is one of the classic ways of doing this, as it is so central to family life. By refusing to eat, or developing peculiar or picky habits, the youngster is demonstrating autonomy in front of the family.


This desire for autonomy does not rear its head only in adolescence. It can arise if a sibling feels herself to be in the shadow of a more ‘successful’ brother or sister, indeed is perhaps often referred to as such. The desire to be thin may arise from a need to establish an identity that is other than that of ‘less successful sibling’. It can also arise if a woman finds herself submerged in the role of mother and wife, and seeks to be seen as an individual rather than just an appendage of her husband and children.


However it happens, the pursuit of thinness is often based on a need to be seen as an individual, and to feel that self-will can be exercised, if only in one area of life. Thus the beleaguered adolescent who refuses to finish her lunch may be someone who is screaming to be allowed her autonomy but can find no other outlet for it.


My father was determined that I went to his old university and studied the same subjects as he had, namely physics and maths. I didn’t know how to say no to him. In fact, no one in my family knew how to do that. I did as I was told, even though I had wanted to study English literature and it was actually my best subject. The summer before I left home to begin university, we went on a family holiday to Belgium, and it was then that I began not eating. It became like a game, to see how much I could get away with not eating each mealtime. I don’t remember feeling hungry or lethargic. I think the fact that I was the one in charge gave me a real buzz. When we got home and I found that I’d lost nearly three-quarters of a stone [9lbs], I felt great. It was the first time I really felt like I was doing something that I wanted to do.


Karen



Low self-esteem



Low self-esteem can run in families. Parents with a low opinion of themselves may pass it on to their children by comparing them unfavourably to other people’s offspring. This can result in children growing up with the belief that they are not as worthy as others and having little self-confidence. Low self-esteem can develop in adolescence, when young people invariably agonize over how they match up to others and become self-critical, or when crises, such as loss of occupation or desertion by a partner, occur. Low self-esteem can be dangerous: it makes people very vulnerable, prompting them to accept relationships that may be bullying and unhealthy, or poorly paid jobs where they are put upon by others who see their lack of confidence and exploit it. It can also lead to depression, to a recurrence of illnesses and to a severely reduced enjoyment of life.


When low self-esteem is recognized as the root of your problems, there are ways to deal with it. There are excellent self-help guides (for example, the book by Melanie Fennell in this series; for details see the ‘Useful Books’ section on p. 241), courses and therapy sessions which can go a great way to changing individuals’ perception of themselves. However, when low self-esteem is not identified as the problem, and the person continues to labour under the notion that they simply do not match up to others, the solutions sought can be unhealthy in the extreme. Alcoholism is one example. Many alcoholics turn to drink as a way of masking their negative feelings about themselves and, in a sense, escaping from themselves. AN is another. By unloading all those self-critical thoughts on to body image, a person can convince herself that, if only she lost a stone, two stones, three stones, she would become a better and happier person.


As she loses weight, she will feel a sense of achievement which will heighten her self-esteem. If the weight loss continues after the target weight has been achieved, it may be that self-esteem is now so strongly identified with weight loss that to gain weight – even if it did not rise above the original target minimum – would be severely detrimental to it. Many people with AN know that, by starving themselves, they are not tackling the real problems of their lives, but have become so dependent on extreme thinness as a way of bolstering their self-esteem that they cannot make the break from it. This is not to say that within their emaciated bodies they are bursting with confidence; quite the reverse, in fact. The problem is that, as they see it, to gain weight would make them feel even worse.


Sexual abuse


Studies of the histories of people with eating disorders have found a much higher rate of sexual abuse than among women with no psychological problem. However, the rate of such abuse was no higher than among women with other psychological disturbances, such as depression. Sexual abuse therefore seems to be associated with psychological disturbance in general, rather than with eating disorders in particular.


There has been much debate recently as to whether women who have experienced sexual abuse or been coerced into unwanted sexual experiences are more likely to develop difficulties associated with eating. So far the results have been inconclusive.


For some women, the link between sexual abuse and eating disorders is quite clear. Some sexual abuse victims feel that they have lost control of their lives, and that the eating disorder re-establishes some form of control, however negative. Some even choose to alter their body shape to the extent that they reduce their desirability and therefore stave off further sexual approaches. Others speak of guilt, disgust and self-hatred, and use the eating disorder as a form of self-punishment. An important feature common to the women studied is that their lives had many other major problems and upheavals occurring simultaneously. Hence it is likely that the eating disorders were the result of cumulative problems rather than the single factor of abuse.


It has also been discovered that the eating disorder may have a functional purpose, that is, it is used in an attempt to solve a problem. For example, by developing an eating disorder, a person may be trying to punish the abusive parent, or the parent who failed to protect them adequately. In this instance, the changes in eating patterns and consequent eating disorder are a means of causing disruption and of attaining control. In short, the eating disorder is a stick with which to beat those who are felt to be to blame.


Certainly, for those who have suffered sexual abuse and are now experiencing eating difficulties, examining and working with their feelings relating to abuse can be helpful. A useful resource for those in this situation may be the book in this series on Overcoming Childhood Trauma (for details see the ‘Useful Books’ section on p. 241).



Dealing with separation and loss



Few things in life have the devastating impact of permanent loss or separation. Losing a parent, a close friend, even a beloved family pet, can turn an individual’s world upside down. Death is particularly hard as most of us are without a mechanism to deal with it, especially if we have no religious faith to provide us with some form of comfort, and as those around us are suffering too. For a child it can be even worse, as a death throws up new questions of their own mortality and that of the people around them. Many children who lose one parent become morbidly obsessed with the idea that they will lose the other.


When we lose someone close to us, we experience enormous sorrow which can permeate our general consciousness for a time and lead to depression. A common feature of depression is loss of appetite, and so weight loss is fairly common in this situation. For most people, even children, this is a temporary state, and body weight will return to normal during the process of coming to terms with the loss. Even so, the journey of grief and mourning can be a long and hard one, requiring us to acknowledge our emotional needs and dependencies, and to recognize our own vulnerability. For some, the process of grieving seems an impossible task, perhaps because they feel that the pain will be too great if they give into it or perhaps because they believe that no one fully understands their feelings. They may use food as a means of numbing themselves to emotional pain. Starvation can cause this state of numbness and protect the individual by delaying the active process of grief and mourning. Because eating will restore normal feelings, they may choose to continue with the starvation. Another way of deflecting pain is by bingeing food and then purging the body of it. Eating will provide a sense of comfort and the subsequent feelings of self-loathing and desire to purge the body will occupy the mind and stave off other feelings. In this sense, BN can be seen as a way of crowding out unwanted emotions.


In recent years increasing amounts of evidence have been gathered to support the clinical observation that children and adolescents exposed to undesirable events are at a significantly increased risk of developing depression and other forms of psychopathology, including eating disorders. The most difficult kind of events to deal with are those involving the loss of someone close. This degree of crisis can also trigger adults toward depression and, in some cases, AN.


There are many reasons why a person may be prompted to lose weight and subsequently develop AN. It may be that they are influenced by external pressure to be slim, or by a desire to assert their autonomy within a restrictive family structure. They may be reacting against sexual abuse or the loss of a loved one. Whatever the reasons, it is important to remember at this stage that not all diets result in AN and not all cases of AN derive from a desire to fit into size 8 jeans.


Evidence suggests that self-esteem is one of the most critical factors in the development of the disorder. The life circumstances in which AN occurs are very varied. They may be fraught and difficult, with the vulnerable individual feeling under pressure from parents, put upon by others, or restricted in her future choices. Alternatively, these circumstances may be excellent, with supportive family, unconditional love and great prospects for the future. The common element is that the individual who develops AN, for whatever reason, experiences chronically low self-esteem.


Personality type is also an important factor. Where one personality type reacts to adolescent conflict by indulging in drug-taking or sexual activity, another personality type may exercise self-control, in the form of abstaining from food.


Finally, an inability to cope with change, be it in family structure, body shape or approaching adulthood, can make an individual very vulnerable to the development of AN, as can a similar inability in those around her.


The most important thing to be aware of is that no two cases of AN, or any other eating disorder, are exactly alike, and no one factor is at the root of the condition. It is also important to be aware of the fact that AN creates a state of mind that actually maintains the disease. We shall explore this point further in the final section of this chapter.


Stage II: Factors that trigger AN


The second stage in the development of AN consists of the period between the establishment in a vulnerable individual of a behavioral precursor, such as dieting, through to the establishment of AN in its own right. Some of the factors described above appear to put the individual more at risk for an eating disorder by increasing the likelihood they may diet. While dieting is the common stage-setter for the disorder of AN, there are still many people who diet, successfully or unsuccessfully, without suffering from AN; the critical issue is what factors combine with a diet to result in AN. One particularly prominent element in this process, as discussed above, is low self-esteem. There is also evidence that particular kinds of adolescent conflict and difficulty, and particular personality types, tend to promote the disorder more than others.


Among the factors which have been considered to precipitate the development of the disorder are those normal to healthy adolescent development, including the onset of puberty, development of relationships (especially with the opposite sex) and leaving home, as well as more distressing events including loss of relatives, illness and others’ negative comments about their appearance. Circumstances which are identified as stressful and capable of making growing up difficult are, predictably, parental psychiatric illness, parental strife, parental loss, disturbance in older siblings and major family crises. Difficulties may arise when an individual is unable to adapt well to change, or when close family or friends are similarly unable to adapt themselves well to the individual’s development and maturity. These failures to adapt are usually inextricably linked, one factor enhancing the effect of another.


Stage III: Factors that maintain AN


There are many factors which contribute to the maintenance of AN once it has become established. The behavior of the person will have changed, and so will the behavior of others close to them; therefore they will now be used to being treated differently by others. Whether or not this change in behavior of the person with AN involves adoption of the ‘sick’ role, the individual with AN will rarely seek help. Self-starvation and the physiological consequences of under-nutrition result in a vicious circle of emotional angst and behavioral disturbance. Both the concrete behavioral pattern and emotional upset must be interrupted and addressed if recovery is to be possible.


Figure 5.2 Routes into AN


[image: image]


Adolescence, as noted above, is a period of transition; it is a time for trying new behavior and gaining new experiences. Withdrawal at this time is common, be it via drug abuse, running away or phobic reactions, and AN may be considered to be such a withdrawal behavior. Once energy and effort have been invested in establishing the disorder, the individual is not going to give it up without a fight. The AN will have become so much a part of their identity and their coping strategy for difficult aspects of their life that it will be difficult for them to envisage the benefits of not having it. Some of the following elements may contribute toward maintenance of the disorder and increase difficulties regarding breaking the pattern:


1 Core features of AN itself, including ‘fear of fatness’.


2 The rewards of weight loss, including feelings of self-control and often approval from others before any severe loss is apparent; also avoidance of the difficult changes which occur in adolescence.


3 Body image distortion, which increases with increasing weight loss.


4 Biological effects of weight loss, which due to the starvation syndrome help to maintain the disorder, including preoccupation with food; decrease of social interest; slowing of gastric emptying, giving feelings of fatness.
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How can Anorexia Nervosa be treated?


The earlier AN is recognized and treated, the quicker and less painful the route to recovery. Delay in recognition can lead to the condition becoming more severe and therefore requiring more intensive and long-term treatment. It is a feature of the condition that individuals with AN are initially vehemently opposed to acknowledging that there is a problem and are therefore reluctant to ask for help. Thus, the average delay between onset of the disorder and its treatment is five years. Effective treatment focuses on helping the individual to take responsibility for their own eating habits, and so depends on the willingness of the person with AN to accept help. This is why forcing the issue, and strong-arming a person with AN into treatment, is unlikely to be successful.


If treatment is never sought, some individuals will develop a very severe form of AN which is resistant to all forms of treatment currently available. Such cases require prolonged and intensive treatment and care. In the one long-term follow-up study published to date, some people recovered even after 12 years of continuous symptoms; but for those who suffered for longer than 12 years, no such recovery occurred. These latter remained either chronic sufferers or died as a result of the disorder. In the light of this finding, it is clear that speed is of the essence when it comes to tackling the disorder.


Initial steps to recovery




•   The first and most important step is for the person with AN to acknowledge that she has a problem. Though she may remain frightened of the treatment process, which requires weight gain and a challenge to her own viewpoint, recognizing that she is severely underweight and that her relationship with food is disturbed is the vital first stage.


•   The second step is to acknowledge the disorder to the extent that she is willing to ask someone for help. This may be a parent or close friend, but in many cases the person with AN may be more comfortable seeking outside, professional help.


•   Third, the patient must relinquish her severe dietary restrictions. This will relieve the effects of severe starvation and begin to loosen the bonds of obsession with food intake. Initially the move toward regular eating may be pitifully small, but it is a critically important change.





Specialist treatment services


When seeking treatment for AN, the best place to begin is with your family doctor or GP. If this is not possible, contact your nearest hospital-based general psychiatry or clinical psychology department, or a local community mental health team.


Most people with AN may be successfully treated as outpatients, using some form of counselling approach. This may be undertaken by a psychiatrist, nurse therapist or clinical psychologist: the precise designation does not matter provided the practitioner is adequately trained and experienced. Usually there will be one principal therapist who will see the patient most frequently and liaise between the GP, psychiatrist or clinical psychologist, and other health professionals. Someone seeking help with AN is likely to come into contact with a range of professionals, all with their own particular areas of expertise, working in association with one another. The following are the practitioners most likely to be involved in treating a person with AN.


General practitioner (GP)


The GP or family doctor is usually the first professional with whom the person with AN will come into contact, either on her own initiative or through being referred by parents. In many cases, the individual will present her GP with a condition secondary to the disorder, such as depression, cessation of menstruation or constipation. The GP will take a detailed history of the condition with which she has been presented, which will lead her to diagnose the patient as suffering from AN. The stage to which the disorder has progressed will determine whether the doctor decides to refer the patient on to more specialist services or conduct the treatment herself.


In cases where the disorder is not greatly advanced, the doctor may choose to manage the patient within the practice. This may involve a nurse therapist, who can provide basic nutritional and health education, and referral of the individual to a local self-help group. This can be useful in providing information – such as resources and services that are available, including national eating disorder groups, books and dietary advice services – and assisting the acceptance and treatment of the disorder. Initial consultations will alert the person with AN to possibly unrecognized problems or conflicts in her life, encouraging her to redefine what has been troubling her. This may provide a certain degree of comfort, as some people with AN are unaware that they are suffering from a recognized condition and that their thinking is distorted. The individual will be encouraged to see her problem as a psychological one, involving a response, albeit a maladaptive one, to stress or low self-esteem, rather than as one of being in the grip of a slimming or exercise disorder. If marked improvement is not made or the condition continues to worsen, the GP will refer the patient to a specialist.


Physician


The physician may be involved in confirming the diagnosis of AN, through the administration of simple but thorough tests analyzing blood and bone density. She will also undertake checks aimed at excluding other physical origins for the marked weight loss, such as diabetes or endocrine disorders.



Psychiatrist



The primary role of the psychiatrist is in the assessment and diagnosis of the patient’s condition. Once this is done, she will make a decision on what form of treatment is best. The psychiatrist may choose to treat the patient herself, or refer her on to a therapist. If the psychiatrist decides it will be beneficial to prescribe drugs – as part of a comprehensive treatment approach – then she will continue to see the patient to monitor progress. Some people are strongly opposed to the idea of taking drugs as part of their treatment; they may be advised to request treatment by a therapist or clinical psychologist, who will not prescribe drugs. (For more on the use of drugs, see the section on p. 106.)


Clinical psychologist


The clinical psychologist also assesses and diagnoses the patient, but their primary means of treatment is psychological rather than pharmacological. They may offer group or individual therapy, or a combination of both.


Psychotherapist


A psychotherapist uses long-term exploratory work, usually within a psychodynamic framework. This can involve exploring the patient’s past and uncovering the initial factors contributing to the development of AN. In this form of therapy, the therapist takes an interpretative rather than a directive role, thus allowing the patient to lead the session and explore issues with which she is concerned.



Counsellor



The counsellor is there to provide psychological treatment for the patient. If the counsellor is specialized in a particular area of therapy, such as psychodynamic or cognitive behavior therapy (on the latter, see the section on p. 110 below), they will be particularly effective in that area. An unspecialized counsellor will be experienced in more than one therapy type and will be able to use that which is most suitable for the individual, possibly even using two or more kinds of therapy simultaneously.


Dietician


The dietician’s role is to assess dietary intake, and to educate the person with AN on the need for a balanced and healthy diet which will provide sufficient nutrients and calories for recovery. They will also encourage the consumption of an expanded range of foods. This is particularly important as people with AN tend to subsist on an ever smaller range of foods that they deem ‘safe’. This may come about because they have a ‘bad’ experience with a particular foodstuff, per haps because it makes them feel bloated and therefore ‘fat’, or because they rule out more and more foods on account of an unacceptably high-calorie content. Expanding the food range helps to dismantle some of the fear and distrust of food.


Dieticians also encourage the use of food diaries, which they will then assess, going through them with the person under treatment. They may see the individual for a one-off treatment, or for a series of time-limited sessions. They will also liaise closely with the primary therapist, whether psychiatrist or clinical psychologist.



Pediatrician



Children as young as six have been found to be preoccupied with body shape, weight and dietary behaviors, and there have been reports of an increasing number of prepubescent cases of AN (see Chapter 4). Pediatricians are therefore becoming increasingly aware, when dealing with children who show signs of weight loss or poor physical development, that such symptoms may be indicative of juvenile AN.


Art therapist


Art therapy can be especially helpful where a patient is struggling to express feelings of frustration or pain. It may be used in conjunction with other forms of treatment, or as an independent therapy. It is a welcome alternative to more traditional therapies and can be useful in illuminating important issues.


Occupational therapist


The occupational therapist uses a variety of strategies, including projective art, relaxation, anxiety management, assertiveness training and psychodrama. A program will be devised to suit the individual patient. For instance, body-oriented exercises may be used to correct body image disturbances, which are particularly characteristic of AN.


Principles of comprehensive treatment


Any soundly based program of treatment for AN will have three core objectives:




•   To increase weight so that it is within the normal range. This is the priority; only when this has been achieved can physiological functions such as temperature control and menstruation resume their normal operation.


•   To help the individual re-establish normal eating patterns and to avoid extreme weight-control measure such as vomiting, laxative abuse or excessive exercising.


•   To explain the physical symptoms caused by AN.





Where there is a state of malnutrition or starvation, this is treated as a priority. Starvation is known to have profound effects psychologically as well as physically, and can seriously hinder the efficacy of other types of treatment. Some form of psychological treatment is then seen as essential to confront underlying personal, interpersonal and social factors believed to foster and maintain the disorder. This may involve supportive psychotherapy, counselling about eating and dangerous purging habits and, where appropriate, other supports including relaxation, family therapy and marital therapy. The treatment programme is multidimensional, with emphasis on different forms of treatment at different stages of the disorder. One person (the primary therapist) will be the main coordinator to whom the patient can relate and through whom other health professionals liaise.


Of primary importance once weight is at a safe level is the teaching of normal eating patterns. It is important that the individual takes control of her diet as soon as possible and that, with support, she begins to manage a more normal dietary intake.


Drugs are seldom necessary but may be useful if there are complicating additional medical problems (see the section on ‘Drug Treatment’ below).


Hospitalization and inpatient treatment


Treatment as a hospital inpatient is the most intensive form of intervention that may be offered to a person with AN. Cases where hospitalization may be necessary include the following.




•   Those in which weight loss has reached an extreme degree (usually defined by a body mass index below 13.5kg/m2, see chart on p. 246). In these circumstances the sense of helplessness felt both by the person with AN and by her family can often be relieved by an intervention to break the cycle. Even so, whether hospitalization is appropriate is unlikely to depend on absolute weight alone; several other factors would usually also be considered, for example the rate of weight loss, the severity of starvation symptoms and the degree of inflexibility on the part of the person with AN.


•   Those in which other disorders or associated symptoms, such as depression, self-harm, suicide attempts, obsessional symptoms, diabetes or severe purging behavior may make admission necessary to prevent the individual inflicting further severe damage on herself.





Inpatient treatment is often a lengthy process, lasting for 6–12 months; it is intensive and aims to bring about both weight gain and changes in behavior and attitude.


In hospital the individual will first be given the opportunity to take responsibility for her own weight gain, supported by the dietician and nursing team. She may exercise mildly and attend discussion groups with other AN patients to gain insight into the condition; she will also be encouraged to pursue non-food-related interests, such as art, crafts or computer skills.


If this method is unsuccessful at initiating weight gain a more structured treatment plan will be implemented. At its extreme this could involve continual observation or isolation in a single-bedded room, with bed rest until weight has risen beyond the dangerous range. Such measures are necessary at times to counteract the extremes to which people with AN will go to avoid taking nourishment, by hiding or disposing of food, or by vomiting. The fundamental aim at this stage of treatment is to treat the person with AN until she has emerged from a critical state of health; only then is it possible to embark on less aggressive treatment types, such as the various kinds of therapy outlined above.


Admission to hospital has traditionally been the mainstay of treatment for severe AN, but is now the exception rather than the rule, since it carries a number of disadvantages. Removing the person from her everyday environment can be counterproductive and may confirm her identification with the ‘sick role’. It also drastically reduces a person’s sense of control; for someone with AN, who has fostered a sense of control for a long time through not eating, this is a severe blow, and may only strengthen the resolve to achieve further weight loss as soon as she is discharged. For these reasons, hospitalization is primarily of value to preserve life where an individual’s condition has become critical and emergency refeeding and rehydration are required, followed by weight stabilization and prevention of further weight loss.


There are several important features that characterize successful inpatient treatment:




•   Development of a trusting relationship between the patient and those there to help him/her.


•   Joint discussions regarding meals, target weights, visitors, groups, all those involved and the general ward routine.


•   Appropriate and gradual restoration of control back to the patient.





Inpatient refeeding


There are a limited number of ways in which emaciated patients can be given the crucial nourishment they need. Intravenous feeding and tube feeding are two examples, but it is preferable if the patient can be encouraged to eat normal foods supplemented with nutritional high-calorie drinks.


Three types of inpatient refeeding programmes are discussed here: behavioral, percutaneous endoscopic gastroscopy and total parenteral hyperalimentation.




•   Behavioral. This involves linking weight gain or ‘good’ eating habits with rewards, and was in the past used intensively with inpatients. It may begin with the individual confined to strict bed rest in a bare room, with gradual rewards for weight gain including increased visiting rights, movement about the ward and physical comforts, such as TV, books or radio. This approach has not proved very beneficial in the long term; people with AN experience it as abusive and coercive, further lowering their self-esteem and increasing depression. It is, however, still used in some hospitals and is effective in some cases.


•   Percutaneous endoscopic gastroscopy. This is a method of supplying nutrients to the patient via a tube connected directly into the stomach, and is the form of feeding most likely to be used in very severe cases of AN. It does not affect the mobility of the patient and is used in conjunction with oral feeding. It is the more flexible form of assisted refeeding.


•   Total parenteral hyperalimentation. This is a means of supplying essential nutrients via peripheral or central veins. Originally used with surgical patients with gastrointestinal illnesses who could not absorb food, it has been used less extensively with AN. This treatment is useful in removing the responsibility of eating from the patient and reducing anxiety. Trials have shown the possibility of physical complications when using this technique, so it is advocated only in life-threatening cases when weight loss is extreme and unresponsive to other means of correction.


Other disadvantages of this treatment type are its long administration time, the reduced mobility it causes the patient and the distress it may cause to someone with AN who is used to total control of calorie intake and may experience a state of panic when such knowledge is removed from her.





Involuntary treatment


The issue of an individual with severe AN refusing treatment is rare, but on the occasions where it does happen the legal system in most countries makes it possible to admit a severely emaciated individual with AN into hospital against her will to protect against the risk of death. The individual with AN may play the system – eating to get out, resisting therapeutic measures and once away continuing in their AN as before. Therefore hospitalization is best avoided unless the patient is especially vulnerable or seeking help.
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