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The Community Outreach Program (COP), an occupational therapy-based treatment mode1 

for eating disorden, serves amilt women wtao bave ken  repeatedly hospitalized with ctuonic 

mrexia and bulimia and who are at high risk of mortality. It provides intensive, individually- 

focused treaûnent delivered by a mdti-disciplinary team in the client's community. This thesis 

documents the expenences and reflections of six participants, including clients, administrators, 

and caseworkers, considering in particular COP's impact on reçovery and "quality of life." The 

adoption of a client-centred perspective to eating disorder treatment and theory constitutes a 

major contribution of this study. 

A muiti-methai resewh design (qualitative, ethnographie, feminist, emancipatory) was 

used to collect and analyze data h m  intemiews and documents fiom 199601997. In seîting the 

context for researcû, "eating disotder~'~ and "disordemi eating" are delineated; as well, incident 

rates, treatment modalities, and the service h e w o r k  in British Columbia are described 

Program documents provided infiormation about client population, rationaie and objectives of 

COP, and roles and responsibilities of staff. The literaîure review examines chronicity and 

iaûogenesis in eating disorciers and critiques general causal theories such as biomedical, 

psychogenic, and cuiturai etiologies, incluâing Limitations of '%&t h m  femininity," family 

inthences, beauty ideals, and fat phobia perspectives. Trauma-ôased theones correlate 

disordered eating with s e d  and physical abuse, violence, fianisment, and sti&matiPitioa. 

The findings indicate COP's philosophy and mode1 and the interactions between clients and 

the program enhand quaiity of We, decreased hospitaiization, and reduced hopelessues aad 



isolatioa. Quaiities of the progtam philosophy include an out-ofihospital setting, the 

paradorcical treatment approach (a client-cenûeù activation model), availability and flexibility of 

the program, and staff skills and strategies. Participants identifieci quaiities of interactions 

between clients and prognun staff-particularly activation workers-which enhanced recovery 

as interpersonal (Le, consistency, reliability, comtion, tmt) and intrapersonal (self- 

awareness). According to participants, treatment was not long enough to promote growth and 

recovery. The findings demonstrate that relationship quality is important to recovery and 

signify that effective, responsive treatment must be b a d  on clients'-stated needs and provided 

in a t i m e h e  determimi by clients rather than funders. Self-in-relation and attachent theories 

are proposed as a key to understanding why treatment failure is fiequent and o h n  iatrogenic. 
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Problem Statement and Rationale 

î b e  who wish IO succeed must ark the ri@ preliminmy qttesiii~w 
Arisîotk, Merrpiiiysicq LI (nl), i (In Coies, 1982) 

Introduction 

In September of 1995, St. Paul's Hospital's Eating Disorders Clinic and Greater Vancouver 

Mental Health Services Society began a pilot project to provide treatment for a specific client 

population of adult women identified as having cbronic and unrelenthg anorexia nervosa and 

bulimia nervosa. The project, called the Community Outreach Program (COP), was grounded in 

an occupational therapy mode1 of rehabilitative practices a d  was the fint of its kind in British 

Columbia and Canada in tresting eating disorders (V. Smye, personal communication, April 

27: 1997). The Comrnunity Outreach Program pilot project aîtempted to address an ideatified 

treatmeat gap for individuals with "severe, long-standing, and complicated anorexi8 nervosa and 

bulimia nervosa" (Niblock, 1995). These patients had been repeatedly bospitalized due to 

medical crises and were at high risk of mortality due to acute physical and emotional 

complications of their eating disorders. The Community Outreach Program provided intensive 

treatment services without the use of expensive residential or long-terra in-patient hospitd 

fâcilities. Services centred on client need and were delivered by a muNi-disciplinary team at the 

ciiaic and by activation workers in the client's community. The pilot project was evaluated as 

"successfd" (ProMncial Eating Disorders Steering Cornmittee [PEDSC], 199%) accordhg to 

specific outcorne messues. The B.C. m~try of Heaîth gave permission for ongoing fiindiag 

and devetopment of the Community Outreach Progtam in June of 1997. 
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Tbis thesis focuses on participants of the pilot projecî and their experiences during thei. 

involvement with the Community Outreach Program, as this was not included in the fonnaljzed 

outcorne measmes. The pwpose of this work is to examine wbat of the progam- 

both clients and staffmembers-had to say about the program and its impact on clients' 

recovery and "quality of life." The thesis attempts to attain information on whethet or not the 

program was successll according to the participanrs 'perspectives a d  why . Staff perspectives 

were included to provide a parallel report of the experiences of service providen with that of 

clients. In this work, 1 have attempted to understand and document what qualities or 

components of the program have made a difference to the clients' well-king and recovery; to 

determine what aspects of COP would be beneficial for other treatment programs to incorpomte, 

and to contniiute to a more expansive understanding of responsive treatrnent provision for 

disorderd eating. 

This introductory chapter has three wmponents. The first component descnlbes the 

historical context within which the research problems and questions were asked It begins by 

briefly defining eating disorders, discusses the difference between the terms "eating disorders" 

and "disordered eating," and presents information on incidence rates. Treabnent modaIities and 

the general historical development of treatrnent services in B.C. are then outheâ. The second 

component discusses the development of the Community Outreach Program pilot project 

including the identifiai population, rationale and objectives for the program, and the staffroles 

aud responsibiiities. The preliminary evaluation results are also presented. The ihird 

component of the chapter presents the traditional thesis problem statement, articulates why this 

reseafch was undertaken, and states the assumptions and limitaiions to the study. 



Historical Context of the Pmblem 

This section descnis the context in which this research project is situated. It begins with a 

bistory of anorexia and bulimia, d e k s  the differences between "eating disorders" ami 

"disordered eating," and examines the political implications of the use of these hvo tem. The 

incidence of eating disorden in the province and the way in which the problem of eating 

disorden bave been addresseci (i.e., treatment modalities) are then outlined. Finally, the 

development of a treatment framework for eating disorders in B.C. is discussed. 

Defininn the Terms 

The historical definitions of eating disorders and the subsequent development of treatment 

services have ban based on the obse~ation and description of problem behaviour (nosology) 

and subsequent attempts to understand the causes of such bebaviour (etiology). "Eating 

disorden" have been identified largely as anorexia nervosa and bulimia nervosa by the medicai 

and psychiatrie professions and are discussed as such in the popular media. However, the idea 

tbat anorexia and bulimia nervosa are but two points dong a continuum of "disordered eating" 

behrtMours has been incmsingly debated both in and out of the medical and psychiaîric arenas, 

particularly by feminist theorists and social commentators. The historical context in which 

current nosology and etiology of eating disorders have arisen are discussed to provide a basis for 

understandhg how and why treatment has been implemented. 
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Amrexia nervosa, whiie a seemingly recently acknowledged health issue, is by no means a 

new disorder. Siivennan (1997) documents how Mor&on (l694), Marcé (l860), Lasegue (1873) 

and Gd (1874) al1 descr i i  patients with physiological symptoms of anorexia (meaning 

'%thout appetite") in relation to psychological conditions ("nervosa"). Brumberg (1988) and 

Bynum (1987) provide historical accounts of self-starvation in relation to religious devotion 

an&r political resistance. Bemporad (1996) and Siiverman (1997) note tbat early physicians 

understood the psychological implications of self-starvation (i.e., unrelated to food scarcities or 

physiological malfiinction) and treated patients with early precmors to modern pharmaco- 

therapy (stomach plasters, aromatic bags, and encouragement to increase food intake). 

Bulimia (meaning "oxen appetite") nervosa has only recently been named a disorder. Binge 

eating and purging behaviouts had previously been noted in the medical literature but were 

thought simply to be a symptom of anorexia. By the late 197OYs, however, bingeing and 

purging symptoms were more fiequently aoted in non-anorexic and non-emaciated individuals 

and, thus, "buiimia nervosa" was disthguished as a separate syndrome (Russell, 1979). The last 

thirty years bas seen much research literature focused on the epiderniology of anorexia and 

bulimia and a continual rethement of the diagnostic criteria (Fairburn & Beglin, 1990; Fairbuni 

& Garner, 1986,1988; Garner & Fairôm, 1985; Garner & Gafinkel, 1988; Hsu, 1990, 

199 1,1996; Mizes, 1985; Nylander, 1971 ; Pope, Hudson, Yurgelon, Todd, et al. 1984; ble, 

Mitchell & Eckert, 1981,1983; Russell, 1970,1979; Strober, 1981; Strober & Katz, 1987; 

Theander, 1970; Willi & Grossman, 1983). 

Both anorexia and bulimia are disorders charactecized by severe disturùances in eating 

behaviours and in perceptions of weight and body shape (Ameriçan Psychiatrie Association 

CAPA], 1994). Clinid diagnoses of anorexia and bulimia are made in accordance with the 

American Psychiaûic Association's Diagnostics anàStatistics Mmual (oshfl. According to 



5 
the latest edition, (DSM-W, APA, 1994), anoreXia is disîinguished by severe food restriction 

andlor food refusal, sigdcant weight loss, and an accompanying fear of weight gain despite 

severe emaciation. Frequently, individuals with anmxia refuse to maintain a "minimally 

normal body weight" (MA,  f 994) and fear a loss of control in relinquishing their restricting 

behaviours and food rituals. Bulimia nervosa is marked by tbe repeated consumption of food 

and the compensatory behaviours employed to avoid weight gain. These may include self- 

induced vomiting, laxative and diuretic misuse, obligatory exercise, mdor food restriction as a 

way to 'îmdo" the food consumed in a binge pbase. However, both anorexia and bulimia have 

diverse and multiple symptoms that encompass behavioral, psychological, and physiological 

characteristics (Harper-Guifne, 1992). 

in 1980, a third category, Eating Diwrders Not Othedse specified (EDNOS) was 

presented in order to provide coding for disorciers tbat did not meet the criteria specific for 

anorexia or bulimia. Individuah were king obse~ed in clinical settings who were considered 

to have "subclinical" forms of eating disorders (Garner, 1985). For example, ED-NOS is 

diagnoseci if an individual has significant weight 105s but remains within a normative weight 

range; if al1 criteria for anorexia are met except amenorrhoea (in fernales); or if the criteria for 

bulimia are met, but bingeing and purging occw at less frequent intervals. Van Wormer, (1994, 

p. 291), States that the creation of this thkd classification was a resuit of "considerable pressure 

h m  the eaîing disorciers treatment industry" to include a category which wouid permit 

insurance reimbursements for individuals with disordered eating behaviours who did not fit the 

strict diagnostic criteria for anoreXia or buiimia 

Obesity is not included in the DSM-Wbecause "it has not been established that it is 

wnsistently associatecl with a psychological or behavioutal syndtome" (APA, 1994, p. 539). 

Ratfrer, obesity is considered a physiological dysfimction or condition and is included in the 



generally defined as a body weight 2û% or more above sbüd "ideals" of insutance actuan*al 

tables (Rothbliim, 1994). As Roîhblum (1994) sta-, "ln Western saciety, it is universaliy 

believed that the causes of obesity are eating too much and exercising too liîtle." Although the 

heaithcare iadusûjr and govermental agencies strongly mphasize that obesity is a heaith risk, 

research dernonstrating a link between weight and various health risks is king chailenged 

(Eisen, 1997). As obesity is not defined as an "eating disorder" in the medical and psycbiaûic 

fields, it has not been researched, treated, or discussed in the same context as 0 t h  eating 

disader behaviours. 

Staa'stics on mrexia and bulimia consisteatly indiate that 9045% of those with a 

diagnosable eating disorder are female. While e9iing disorden are king increasingly identifiai 

in men and, in partiiular, young boys, ferninisis have stated that anoreXia. bulimia, and other 

forms of "disordered eating,'' are reiated to the experience of gender and gender role 

expectaîions in culture. This discussion wdl refer to the incidence and impact on females ody 

given that the majority ofthose diagnosed with an eating disorder are female and because of the 

limitations of this thesis. However, it is acknowledged that the impact of eating disorciers bas 

deleterious effects on male well-behg a h ,  which may or may not be similar to the impacts on 

fèmales. 

Diaanostics: Tatinp: Disorders" or "Diwdered Eatiad' 

The tem "eating disorders" has becorne politicdly c o n i r ~ ~ a i .  Feminists argue that the 

dominant, aliopathic (i.e., focuses on alieviaiing symptoms) medical modet thitt d e h s  "eating 

disorders" as süictiy -*a or bulimia fiils to acknowledge the larger continuum of 

"disordered eating" behaviours, perceptions, and feelings that most women experience on a 
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daily basis (Bordo, 1993; Brown & Jasper, 1993; Orbacb, 1992; Women's Therapy Centre 

lnstitute, 1994). It has been estimated tbat 1-5% ofwomen are a f f i ed  by anorexia and 2.18% 

by bulimia accordhg to rigid APA diagnostic criteria (Gamet, 1985; Zerbe, 1993). However, it 

has been argued (Bordo, 1993, Orbach, 1992) diat these statistics reflect only the most extrerne 

end of the continuum of disordered eating behaviours and, thw, the numbers of women affected 

are much higher. 

According to feminist critiques, wbile only a subset of women meet criteria for anorexia and 

bulimia; compulsive eating, obesity, widespread dieting, and body dissatisfaction are a h  

disordered relationships to food and the body and occur so ûequently among females in Western 

culture as to be "Unremarkable" or "normaiized" aspects of femininity (Orbach, 1992). A 

frequently cited study by Wwley & Wooley (1984) surveyed 33,000 readers of Ghmow 

magazine and found that 75% of the participating women were on a diet, though only one 

quarter were overweight and one third were W l y  underweight. Research shows that 

emotionai factors such as the dnve for thinness and the influence of body image on self esteem 

effect a majority of women throughaut North America (Nylandef, 1971) and a growing body of 

resemh (Attie & Brooks-Gunn, 1989; Hesse-Biber & Marino, 1991; Houn, 1994; Killen & 

Taylor, 1996; Mintz & Bentz, 1988; Rossotto, Rorty-Greenfield & Yager, 1996) suggests that 

weight-preoccupatioa, body image dissa t i~f~on,  dieting, and self-esteem issues can lead to 

more serious forms of eating disorders mch as anorexia and bulimia. Therefore, it may be 

difncult to distinguîsh succinct categories of anorexia and bulimia from more aonnalized 

disorderd eating acîivities which becorne more progressive over time. Therefore, the clinical 

use of "eating disordersn can be viewed as myopie b u s e  it focuses on only the extreme of a 

wider continuum of disordéred eating behaviows. in doing so, there is a fdure to isolate and 

diffetentiate a "'disotder" fiom"MKmaln behaviorir, and, thus, accordhg to Eysenck's qwte 
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wbich opens tbis section, precludes the development of an appropriate etiology and subsequent 

inte~entions. 

Feminist theorists (Fallon, Kakmaa, & Wwley, 1994; Orbac4 1978,1982,1985,1986; D. 

Russell, 1995; The Women's Therw Centre Institute, 1994) prefer the term "disordered 

d g , "  arguing it more accurately refiects the continuum of problematic behaviours. 

Furthermore, "disordered eating" attempts to depathologize anorexia and bulimia by questioning 

the pervasive normalization of activities such as dieting, compulsive exercising, cosmetic 

surgery, etc. Feminist arguments echo the early work of Szasz (1960) and his recognition of 

the "social d e  of the patient," ernphasizing that a discontinuous view of eating disorders (vs. 

disordered eating) obscures the social and cultural determinants of women's generalized distress 

about food and theu bodies. Thus, this view b i t s  the development of a wholistic and effective 

treatrnent and prevention fiamework. Finally, in tenns of fùnding and research, how a problem 

is defined largely determines how the problem will be addressed. Certainly the respoase to 

eating disordersldisordered eating in B.C. is evident of this in that funding and treatment has 

fwused largely on anorexia and bulimia in medical settings. For the purposes of this discussion, 

the term "disordered eating" will be used to denote the several foms of disordered relationships 

to food and the body encompassed by wrexia, bulimia, obesity, compulsive aîing, weight 

preoccupation, dieting, etc. The term "eating disorders" will be used when spealang strictly of 

anoreXia and bulimia although the understanding is that anorexia and bulimia are only two 

points h g  the lacger continuum of disordered eating. 

Coles (1982, p. 24) states, "Successful treatments in medical specialities is typicaliy 

considered to be dependent upon recognition of the cause(s)." Prognosis studies indicaîe h t  

relapses for eatùig disorders such as anorexia and bulimia are high and îbat there is a large 

subgroup ofwomen with eating disorders who appear to be "treatment resistantu (Garner, 1985; 
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Zerbe, 1993). Halmi, Eckert and Marchi (1991) found tbat only 14% of patients with moreXia 

did weU in a ten year follow-up shidy while Mitchell, Hoberman, and Pyle, (1989) and Mitchell. 

Soli and Eckert (1989) found one in four patients were considered "treatment filllwes." In 

addition, anorexia has the highest morbidity rate (15%) of any psychiaîxic disorder (APA, 1994; 

Fallon, Katunan, & Wooley 1994; Women's Therapy Centre Institute, 1994) with onethird to 

one-half of m a t u r e  deatbs a tes& of suicide (Hsu, 1991; Theander, 1985). 1 suggest tùat the 

lack of success in the treatment of anorexia and bulimia wouid iadicate mis-recognition of the 

causes of eating disocdm. 

While the reseatch litentute repeatedly states that the causes ofeating disorders are multi- 

detecmined aad m~lti~fhceted (Bfownell & Foreyt, 1986; Harper-ûuifBe & McKenzie, 1992; 

Shislak & Crago, 1994), the lack of an inclusive classification of eating disorders has been 

problematic in developing treatrnent, determinhg funding for research and services, and 

planning prevention and intervention strategies. When eating disorders are identified as onIy 

anorexia and bulimia, this limiteci identification fails to address the scope of the problem and, 

thus, has implications for ~11dersîanding causes and implementing interventions. in this section, 

the changing nosology of ating disordeni-fiom anorexia to bulimia and EDNOS-has k n  

discussed ù has aiso been noted that obesity and other forms of disordered ea!ing are not 

included. Only a d l  subset of women fit the criteria for diagnosable eating disorders despite 

the fact that disordered eating is so widespread as to be coasidered normative. For this thesis, 

the concept of what is "normal" is important to defining what is Mewed as problematic and what 

interventions mut be implemented. To M e r  expand the concept of identi@ing the problem, 

the incidence of eating disorders wii i  now be addressed. 



Incidence Rates 

Eating disorder seMces in B.C. have been developed in reaction and response to increased 

a-es and identified need. Research statistics show an increased incidence ofamrexia and 

bulimia This has leà to questions whether this is due to better identification and diagnosis than 

in previous decades, or to an actual increased incidence of eating disorders in the population 

(Hsu, 1990,1991,1996; Jones, Fox, Babigaa et al., 1980; Keadall, Hall, Hailey et al., 1973; 

Szmuckler, Eisler and Gillies, 1986; Theander, 1970; Treasure, 1992; Willi & Grossmm, 1983). 

While opinions Mer, there is general agreement that despite increased public and professionai 

awareness of anorexia and bulimia, there is an increasing number of women and men being 

affected @ordo, 1993; Fallon, Katzman and Wooley, 1994; Harper-Gui*, 1992). 

There are no specific figures for the numben of people affected by disordered eating in the 

province as no epidemiological sîudies have been doue to date. In addition, there bas been no 

agreement on the definition of the problem (e.g. eating disorders or disordered eating) to make a 

meaningful beginuing to such a measure. The 1996 Provincial Health Officer's Report (1997) 

indicated tbat while 46% of British Columbians are within a healthy weight range, 26% are 

considered to be at risk because they are overweight and 9% because they are undewoight, 

While men are more likely to be overweight than women in B.C., 40% of women are actively 

trying to lose weight at any given time and 14% of women suffer from ating disorders (p. 53). 

Studies on morexia and bulimia from Sweàen (Theander, l97O), the United Kingdom (Crisp, 

1965; Russeil, 1970,1985), and the United States (Jones, et al., 1980) estimate that one in ten 

women süuggles with da and one in five wiîh bulimia Using strict DSM-IV criteria to 

diagnose anorexia and bulimia, Hsu (1990) estirnateci that O. 1% of adolescent and young adult 

fernales are anlicteà with anorexia and Fairbum & Beglin (1990) estimated tfut 0.9% stnrggle 

with bulimia Using these percentages as reasonable estimates of incidence, the Pmvincid 
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Eating Disorder Task Force Report (McCreary Centre Society, 1989) estimateci that in B.C., 

one in six females and one in fourteen males has anorexia or bulimia H o w v ,  these are 

considered consenrative estimates given the secrecy and shame b t  usually accompany these 

behaviours (Falion, Katzman & Wooley, 1994; National Eating Disorder Information Centre 

[Nn>IC], 1988). Furthermore, these estimates do not incluâe women identified as "Eating 

Disorders-Not ûtherwise Specified" nor those 2iffected by more grneml disordered eating 

behavious. So while awareness and mgnition of eating disorders bas increased significantly 

since the early accounts of Marcé and Laégue, the actual incidence of eating cüsorders seems to 

be growing, 

Treatment Modalities 

In B.C., treatment modalities for disordered eating have foiiowed the establishment of 

treatment modalities worid-wi&. These are based on the burgeoning research findings and 

etiological theorizing of the past ltuay years and have been generated almost exclusively fiom a 

medicai perspective that determines anorexia and bulimia ss the only clinically-recognized 

problems needing to be addressai. Treatment has also tended to be medicalIy- or 

psychiatridly-foc& aad this occurs for several remm. First, gened practitioners and 

physicians are o k n  the "tht point of contact" (Provincial Eating Disorders Steering Cornmittee 

[PEDSC], 1999, p. 33) for petsons concerned with weight and physical health. This is fiirther 

enhaaced by the 'hedicalizatiod' of the weight 105s and diet food industries which ofien use 

medical nursing staff and medical Imguage to autheaticate uieir services. Second, starvation 

h m  persistent food refusal in spite of a readily-available food supply, or a wntinued denial of 

hunger andlor fear ofeating and weight gain despite low body wei& an coasidered 

pthologicd and, therefore, require psychiatrie intemution. Third, the effects of prolongeci 
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anorexia and bulimia have profound physiological effects that seriously impact physical health 

(Zerbe, 1993). Subsequently, people are brought to medical clinics and emergency wards and 

treatment is initiateci in the medicai system as it tries to meet patient ne&. Fourth, because 

earlier symptoms dong the continuum of disordered eating are nonnaîized and overlooked 

within society, anorexia or bulimia may bave developeù to more advauced stages and require 

more intensive medical and psychiatric intervention. Fifih, medical and psychiatric services are 

covered under the Medical Services Plan of B.C. and are, therefore, more easily accessible than 

non-medicalized services such as counselling or psycbtherapy. Sutth, a specialization of eating 

disorder treaiment bas oçcurred as tregtment seUings have shifted h m  general medical m'ts to 

specialized clinics. The literatute (Garner, 1985; Morgan, 1977; Vandereycken, 1993; Yager, 

1992) and anecdotal reports (PEDSC, 1999) have indicated that general nursing staff are 

reluctant to work with eating disordered patients. Garner (1985) cites Russell's hdings about 

the reluctance of healthcare nursing staff to nurse patients who " r e W  to r e m  to health and 

the subsequent hopelessness of cmprovidem because of their 'Tailure to cure" patients using 

standard nming approaches. Finally, the medical-psychiatrie model holds a privileged, 

legitimized, predominarit position in Western culture (despité ment and on-going critiques of 

the model's limitations and oversights with women's health [Bordo, 1993; D. Russell, 19951). 

These seven factors have i n f l u d  how treatment for anorexia and bulimia has been 

entrenched in a medicai/psychiaüic model and how fuuding, research, aud treatment practices 

are centralized in this treatment modality. 

As medical treatment has been the primary mode of intervention, treatment prognuns have 

historicaliy been lOC8ted within hospitd settiugs. Patients with anorexia and bulimia were 

hospitalized for long-term renourishment and rnedicai and psychiatric sîabilization, then 

released h m  hospital, With üaditional pro&nuns, adherence to an aüopaîhic medical model 
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meant that 'YU1 recovery" was achieved by treating the symptom of weight loss or psychiatrie 

mtoration was viewed as the symptom aeeding correction. A patient's restoration to physimi 

health was achieved by having the paient make sufficieut weight gains and changes in eating 

behaviours (no food phobias, resûicîing, nor purging). This "achievement" was attained 

through behaviour modifitxtion techniques in wly programs and through cognitive behavioral 

approaches in later, more progressive, program. Tmbnent programs have been known to be 

rigidy-stnictured and to employ strict d e s  around behaviour. For example, clients were 

required to meet weight gaias in or& to have access to theu personal belongings, to a& 

''passes'' to leave the warô, or to teceive Msiton (Orbech, 1986). Treatment was provided only 

in the hospitd setîing and programs were u s d y  of a short duration (aside fiom lengthy re-feed 

admissions for severe anorexia and buiimia), with few follow-up tesources Ui the comrnu~u~ty. 

Some eating disorder programs provided family education and support, particularly in the 

treatment of children, but with limited budgets, not ail programs couid provide such services. 

In summary, there are several rasons why tceatment is dominated by the medicaVpsychiatric 

model: physicians are the first point of contact for weight issues; the seeming absurdity of self- 

imposed starvation and the physiological and psychological effects of starvation require 

medidpsychiaûic attention; mrexia and bulimia may be at more advanced stages before they 

are recognized; the B.C. Medical Sennces Plan pvides insurance coverage for medical and 

psychiatrie services; s p e c i W  settings and M a r e  required to ded with eating disorders 

given reluctance of clients to '"retuni to hddf and the privileged, legitimized authoniy ofthe 

medical-psychiatrie model in Western culture wutribute to this approach. 

Treatment modalities follow etio1ogy. Restoration to health is viewed as a restoratim of 

wight and thus, treatment had tended to focus on arresting the symptoms of anorexia and 



14 

bulimia In-hospital tteatment settings have =lied on behavioural modification techniques and 

cognitive beiivioural programs to do so, with Little support for family or attention to other 

inauences or causes on the development of an easing disorder. 

Historical Deveîo~ment of Services for Eatina DiSOfdefS in B.C. 

Providing treatment for the number of peuple affected by anorexia or buiimia has been 

chailenging. hior to the 1950's, auorexia was considerd a rare disorder and treatment varied 

fiom practitioner to practitioner as relatively few cases were seen the consulting rom (Orbach, 

1986). increased identification and incidence has resulted in a greater demand for services. 

With ment and increased recognition of these disorâers, the provincial healthcare system has 

beai unprepared to address the problem in B.C. By the 1980's, physicians, dieticians, 

psychotherapists, social workers, support group and front line workers, and other hdthciiue 

providers repocted increasing numbers of people requesting services and increased caseloads 

which nurnbered in the thousands (McCreary Centre Society, 1989). Few healthcafe 

practitioners had knowledge, training, or experieace in addressing eating disorders and few 

programs, resources, and had been established to meet the ever-increasing dernaad. 

The few üahed and skilied service providers with experience in the field reported "buni outy7 

from working in a state of crisis for the past ten to 6 b n  yyears (PEDSC, 1999). While British 

Columbia has been on the forefiont ofeaîhg disorder research and service development in 

Canada, existing and newly developed kiiities and programs had been n1led to capacity since 

inception. 

In B.C., as in other Western centres, it soon became apparent that atîending solely to the 

medical challenges of eating disorders was insutl6icient to dealing with the complexity of 

anotexia and buiimia Several patieats were cycling repeatedly through programs and 
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practitioners and treatment ceatres were inundatecl with new and repeat patients. In addition, 

previous treatment programs may iaot have been &èctive in facilitating recovery, thus services 

have been used repeatedly that were inteaded for single use. The popular media were more 

fiequently reporting deaths due to d g  disorders. 

In 1989, an Eating Disorder Task Force was esîablished in B.C. to examine the alarming 

problem of eating disorders in the province and to make recommendations to address the issue. 

The Task Force concluded that eating disorders were occuning in al1 regions of the province, 

were known to be chronic (Le., without intervention, they could extend over many years), and 

thaî both service providers and those requùing services were continually fiustrated by the lack 

of availability and the uneven distn'bution of services. The Task Force urged the Ministry of 

Health to act Mmediately to set'up a provincial coordinathg body to develop guidelines and a 

fiiramework for services. The Provincial Eating Disorders Steering Cornmittee (PEDSC), with 

consumer and family ~epresentatives, hospital administration, clinid program staff, and 

community agencies from across geogtaphic regions was formeci to oversee the activities and 

development of a provincial services program. 

ik!~elo~inS! a Provincial Treatment Framework 

The B.C. Ministry of Health established principles to &de service development These 

were: (a) residents h m  al i  regions of the province would have access to services, (b) services 

were to be ageappropriate, e.g., children, adolescents, and adults require services geared to their 

speciilc developmental and social needs and (c) resou~ces were to be used efficiently by 

ensuring provision to as many individuals as possible without duplicatbg services (PEDSC, 

1996). A treatment fiamework for eatùig disorâers in B.C. foilowed other North American and 

U.K. trends. 
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Currently, indMduals who require speciaiized treatment or intensive cate are sent to the 

eating disorder programs at St. Pd's Hospital (for addis) and B.C Children's Hospital (for 

children aad adolescents) for acute care services. These two ter- facilities in the province 

bave a concentrated majority of healthcm funding for eahg disorders savices. They provide 

specialized in-patient treatment units, day treatment pgrams, and residential facilitie. 

Tertiary pmgrams also provide support to regional teams via telephone consultation, on-site 

educaton, and by assisting with regional program development and evaluation. Speciaiized 

tertiary care beds address the physical complications of severe starvation and purging. This type 

of care is Uiîensive and cody and tbere have been timited numbers of beds available. Currently, 

there are 8 beds for addts and 3 beds for chiidren at tbe tertiary cafe centres for use by the 

province. In oràer to access the limited tertiary care ficilities, patients m u t  be referred by their 

physician for assessrnent to detemÜne the severity ofthe client's eating disorder and their 

priorithtion for admission. Before tbe development of a provincial eating disorder program at 

St. Paul's Hospital mdl3.C. Children's Hospital, specialized tertiary care beds were initially 

established within medical and psychiaûic d i s  of larger hospital sites in the Lower Mainland 

(Sunnyhilî, Shaunessy, B.C. Children's, and S t  Paul's hospitals). The "New Directions in 

fiealthcare" reform (Vancouver Heahh Boatd, 1995,1996) tbat began in 1990's insiskâ tbaî 

local resoufces be developed in aii regions of the proMnce ("regionalization") to provide "closer 

to home" treaîment (Vmwer Health Bmd, 1995,1996) and to link treatment programs witb 

existing community services. As a remit, specialized beds and eatiug disorden programs were 

estabLished in regionai hospitals (e.g., V i d a ,  Vernon, Prince George, Trail, Cranbmk). 

Smaller geographic centres continue m i~coommodate tertiary patients in their psychiatrie units 

und admissions cm be niiide to the tertiaty care prognuns in the Lower MainIaud. 
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As démands for tertiary services and wait lists for assessmeats at these centres began to 

grow, it was evident tûat secondary services needed to be developed Secocdq programs 

wnsist of diagnostic assessments, psychducational groups, nutritionai counselling, limited 

one-onsne counselling, family therapy, d o r  support p u p s .  Most secondary services are of 

shorter duration than tertiary care and are offered more frequently. Secondary services are more 

cost-effective as group formats allow for services to be pmvided to many people at the same 

tirne. Arguments have been made for the benefits of group treatment over individual trestments 

(Piran, Langdon, Kaplan, et al. 1989); however, one criticism h m  both service users and 

service providers is that complex, individual, emotional, and psychological issues can not be 

addressed in a short-terni group format (PEDSC, 1999). Ideally, secondary services address the 

treatment gaps for those with anorexia or bulimia who do not require intensive hospitalization, 

but who still require treatment to stop their behaviom. Secondary services are also used to 

monitor the statu of those who had previously ceceived care in the tertiary centres and to 

address the needs of those with anorexic or bulimic behaviours that do not meet the DSM-IV 

criteria. However, in B.C., secondary services have become 'stopgap' measures to respond to 

the overflow of people who require tertiary cm yet are unable to be admitted due to a shortage 

of beds. In outlying regions, secondary services are also used for patient assessments when 

travel to the Lower Mainland is âifllcult. Due to the increased need and lack of available 

services, a ''ûickle down effect" has been created where those requiring more intensive services 

are being assisted at a secondary level of ciue, and those who should teceive secondary 

treatment are left without a e s s  to appropriate serrices (PEDSC, 1999). 

The cbi~kle-down &éctyy is also acute at the primary level of treatment. Hdth îundïng has 

been IargeIy reserved for tertiary care services and some secondary care. This has meant that 

programs with primary or preventim initiatives have been left to volunleer, grass-mts, 
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consumn gmups or private agencies with f ~ s  for services. In addition, those requiring Sennces 

but who csntiot access seconâa~~ or tertiary care are king seen at the ptimary or preventative 

levels where &ces are inadeqmte to meeting the d of someone with more serious 

disordered eating. This provinciai hmework, -fore, has difficulty poviding adequate care 

at the necessary levels for tùose witù eating disorders 

Limitations to the Provincial Treatment Framework 

AItbUugh services for wtexia and bulimia have beea responsive, they have not been 

delivered as a d e d  single-system ofcare, rather tending to be fractured and t'ragmented. 

While tef&iary semices are well-esîablished in 2000, tiirther development of regional linkages, 

early intervention and preventative initiatives is mcessary. Regional progriuns requife much 

more support to atlow the proposed Ministry of H d t h  policy of "closer to home7' ideals to be 

meanin@ and to decrease the reliance on the tertiary care centres. Currently, primary or 

preventative services are under-funded and heavily reliant on community and volunteer labour 

(PEDSC, 1999). in 2000, the provincial fiamework for eating disorder seMces continues to be 

developed by the Provincial Eating Disorden Steering Cornmittee, although at the t h e  ofthis 

writing the Minisûy of Health is implementhg a full review of al1 provincial eating disorder 

programs aud the Steering Cdüee itxK 

Cuntroversy continues as to whether the aisting fucus and developmeut of services appears 

to tneet the weds of those with eating disorders (PEDSC, 1999). Cettarmy services have been 

developed w h m  none were before, but there continues to be a d  for more extensive 

services tfian hss been proviûed, patticuhiy development of pvention and egtly intervention 

services. Tbere is no data available w the m - c e  aeeds of people with a variety of disordenxi 

eating behaviours @sirticuiarly compulsive eating), as k i r  problems do not fit îhe criteria for 
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study, much less for access ta services. Private practitionen and consumer-based agencies 

provide most services to this group wiîh Little bding nor available persorne1 for needs 

assessments or outcome measurements. Furthmore' the provinciai h e w o r k  does not 

address aor recugnize people with subclinicai or disordered eating problems, wbich ody 

emphasizes the Limitations of c m n t  service provision. Thus, the lack of a comprehensive 

nosology and etiology occurs because of the continued myopic identitication ofthe problem and 

this results in a lopsided prioritization of funding. 

Another limitation to the provincial fiamewotk is evident with the emergence of a special 

client groupindividuals with severe and prolonged eating disorden. Despite the heavy 

prioritization and funding of acute/tertiary services, there is a treatment gap for this population 

of patients. Despite having accessed al1 existing services in the province, they have not 

responded weil to treatment and have treatment needs that have not been met by existiug 

senices. A fourth, or "quatemuy," level of intensive care was suggested for development to 

address the severity of their needs and their histories ofrepeated admissions. Pressure was 

applied to the Ministry of Health to h d  oubof-province tfeatment if special services could not 

be p r o W  in-province. The W s t q  of Heaith worked to quickly create a program to address 

the special needs of this group. A pilot program, the Community Outreach Program, was begun. 

Develobment of the Communitv Outreach R o m  

This second section of the chapter discusses the development of the Community Outreach 

Program (COP) pilot project and povides a detailed description of the client population it was 

desigwd for. The rationale for and objectives of the program are identifiecl fiom existing 

pmgram documents and the roles aud respomibilities of the program stafF are outiineci Findly, 

the results of the pilot project's preüminary evaluation are presented. 



Tdentified Client Powlation 

For many women with anorexia and bulirnia, hospitakation marks the nadir of their eating 

disorder and they are hospitalized only once. ûnce medically-stabilized, they are admitted to 

chical out-patient group programs or discharged. For other women, neiîher individual 

psychotherapy nor group treatment programs prove effective. Their eating disorders becorne 

more entrenched, and their physical and emotional condition worsens over tirne (Bruche, 1978; 

George, Weiss, Gwirtsman Bi Blaz~r, 1987; Orbach, 1986,1992; Sesan, 1994). Women invited 

to cake part in the COP pilot project were identified as having 'linrelentingyy anorexia and 

bulimia, had required nurnerous and costiy hospitaiizations either in long-tenn in-patient 

facilities andor to emergency mms, and had histories of a resultant poor "quality of life." 

ûnce treaîed and discharged, they often lost the crucial weight gains they had made in hospital, 

th& heaith quickly deteriorated, and they were readmitted witbin the following months in acute 

medical and emotional crisis (V. Smye, personal communication, April27" 1997). 

Most of the pilot project participants had had anorexia and/or bulimia for more tban a 

decade; others had lived longer with their eating disorders than without. They had difficulty 

fimcàoning independentiy or effectively in the community, and for many work or education was 

repeatedly dimpted due to poor health and repeated hospitalizations. Many of the women 

couid not fiord nor sustain independent living and resided with parents, lived in group homes, 

or relied on social assistance or long tenn disability subsidies. The effects of their eating 

disorden socially isoiated them. The women reported that many of their food and weight rituais 

(shopping, hoarding, purging, exercising, etc.) dominaîed their daily liveq impaired 

employment, and made telationsbips difncult. Some feared iùnctioning in public andior 

experienced clinical anxiety or depression, The women bad few fin'ends and less extensive 

suppon networks to rely on. Theu hancial distress and social isolation both conûiiuted to, and 
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was a result of, their anomia and bWa Furthemiore, these women were at acute risk of 

death and did not appear to be benefiting fcom existing tertiary services. 

Rationale for COP 

A bbrevolving door" of ireatment had developed for this particular group of service users and 

they required a signincaat concentration of heaithcare mources in their individuai treatment 

They had diffîculty sustainhg longer-tenn health and because of their subsequent deciines were 

oftm given priority for terh'ary services because of th& acute symptoms. They occupied 

treatment beds designed for and in demaad by less acutely iil patients for pmlonged p e n d  of 

tirne, consequently lengthening wait iists for tertiary services (V. Smye, petsonal 

communication, April27', 1997). 

A few individuals who were at extrerne risk of death and who were not responding to 

existing intensive services in B.C. had received financial support to attend quartemary care 

treatment in the United States. There were initial positive ouicomes h m  these intensive 

residential programs: the women achieved substantial M t h  improvements, were no longer oit 

risk of dying, and were able to break the cycle of hospitalizrition. However, the costs associateci 

with such treaûnent programs were high (admissions varying from $25,000-30,000 (US) per 

month), and the longer-tetm outcornes of sisch h o s p i w o n s  were unknown (ûeller, 1996). It 

was presumed tbat a signifiant percenage would most likely relapse over tirne and continue to 

require ongoing treatment senrices in B.C. 

The design of the Community Outreach Program pilot project arose from the prelirninary 

findings of discussions, meetings, and focus groups, o q a n i d  between the provincial eating 

disorders program administration, Vancouver Richmond Hdth Bmd, community senrices 

or&anizatiom, and seNice users and their families. Tbis group, the Eaîing Disorder Community 
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Planning Working Group (E-M=PWG) begaa work in October 1995. Fmm their meetings they 

found that this particultu patient group had diBicul@ making the transition fiom institutional 

living to commu~*ty living, and suggested a number of reasons why transitionhg h m  hospital 

care to commmity may have proved dinicuit (Niblock, 1995). First, repeated hospiiaiizations 

and the mtisfactory rotation through available programs was experienced as a failure for these 

patients and attniuted to low seLf-esteem and feelings of hopelessness. Second, for îhose 

women with support fiom family and fn'ends upon discharge, most family and friends could not 

provide the intensive level of support or care requued In addition, family and niends, 

themselves, experienced tremendous distress and &ety fiom repeated hospitalizations and 

crises of the senice users. Third, there were few adequate community tesources to support 

someone with a severe eating disorder. Community care providers often chose not to work with 

this client population, expressing their lack of skiils and experience with treatment of severe 

eating disorders, the long-term senrice provision necessary, their mistration with their 

perception of the client's "mistance" to recovery, and their fears regarding the high morbidity 

rates of the client group. Fourth, support groups and self-help groups desigaed as adjuncts to 

therapy or as early~intervention services were mdequately equipped to deal with the medical 

and psychiatrie emergencies that arose fiom participants' severely-compromised health. in 

addition, such programs were never designed nor intended to be the sole means of support for 

this client group and theu extreme hopelessness and despair proved difficult for volunteers to 

manage (PEDSC, 1999). 

The Commuuity Outreach Program was proposxi as a preferred option to addressing the 

needs of these individuais rather than seadiag them out of province or developing expensive 

quartemq care facilties in the tertiasy centres, The intention or rationale for developing a 

community outreach program was to d u c e  healthcare costs and foster the necessary supports 
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for these uidividuds to make the eveatuai transition ûom institutional living to community 

living. The pilot project was desi& and would become a component ofthe existing 

fiarnework for adult services (see Appdix A) if show11 to have a positive outcome. 

Obiectives of COP 

According to the proposal for the Community Outreach Program and conespondeme 

between the seMe providers and the funder, the objectives of COP were to improve the 

"quality of life" for these clients and to teduce their hospitd usage. In addition, the progmm 

aimed to encourage and to develop the support needed by these women (and their families) to 

pursue independent liviiig-away fiom hospital and in their community, COP was innovative 

as it emphasized a "contextual" approach to service delivery and sought to address the cornplex 

social and interpersonai relationship issues that kept this client group instiîutionally-dependent. 

There were a variety of strategies employai to improve quality of Me and to decrease 

hospitalization that reflected the basic values and beliefi of COP's philosophies. The first 

noticeable ciifference was that program participants were now "clients," ntther than 'jatimts." 

This signifIed a more active role for the participant in her heaithcare and was intended to 

recognize the inherent power dynitmics in previous service userlservice provider relationships. 

Second, a "client-centced" appmch was used to encourage the client, with the support of the 

team, to take an active d e  in decision-Wng about her healthcare and lifestyle prionties. In 

contrast to the group formats and groupdefined protocols of previous pmgrams, this client- 

centred approach required a highly indivi- program responsive to the client's own 

defïned needs. Third, quality of lifé issues were to be addressed by adopîing a 'hm-reduction" 

apptoach In othef words, fuü recovery, or a "cure," was not expected and abstinence h m  

disordered eating behiMom was not a condition of treatment-a signifiant paradigrnatic shift 
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Erom previous treatment programs. Tbe program adoptai a stance of symptom-tolerance and 

accepted the client's current health stahis and abilities while she leamed to address quaiity of 

life issues. Fourth, an occupational therapy mode1 of rehabilibthe @ces was used. htead 

of concentrating efforts on weight gain and stopping LEegative eating behaviours, efforts were 

made to focus and establish miment goals on aspects of life outside of an eating disorder. An 

occupationai therapy format was to encourage success (&r than repeated failure) by assessing 

the curcent skül levels and resources ofthe clients, th~oughly planning goals, and breaking 

goals into manageable, achievable steps. The goals varied widely for each participant but 

tended to fa11 into what was identified as thtee broad categories: emotional (including vocational 

and educational pursuits), leiswe (including recreatioaal activities and hobbies), and nutritional 

or food issues goals (Niblock, 1995). The intent of the prognun to assist clients in living 

with their anorexia or bulimia, to focus on improving their quality of Me, and to decrease their 

dependency on hospitai. The program was tailored to meet the specific needs of the clients and 

deliveced by a team of service providers, especially, through the use of "activation workers." 

Activation workers were instrumental to the service delivery of COP. They were to provide 

fiequent contact, or "outreach,' with the client and to hilitate her Iinkage with the cornmunity. 

This fiequent contact helped, foremost, to decrease isolation, It also facilitateci the movernent of 

the treatment setting to outside of hospital. Contact and services that were traditionally 

provided in hospital now occurred in the client's personal environment-where she lived daily 

with her eating disorder. Furthemores activation workers assisted the client in connecting with 

potential community senrice providers and, in doing so, provided supported experiences for both 

the client and the &ce pmviders. At the most basic level, this included liasing with the 

client's f d y  physician regarding h a  M t h  status (with the client's permission) in order to 

faciltate continueci medical support when sk left hospital and eventually transitioned out of 
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COP. ûther links were made with pivate oounsellors or community mental health teams. in 

this way, COP hoped to remove the barrien these women had been experiencing with sttaining 

services as they moved out of hospitat and into theu communities. 

Community luikages also meant supporthg clients to increase their indepenùent living and 

decrease their social isolation. Each women's skiUs, unique fears, concomitant disordered 

eating behaviours, limited social or s e l f . .  skills, and limited social networks restricted her 

abiiity for independent living otnd h r e w d  the Iikelihood she would be reliant on hospital care. 

The program attempted to k l p  these clients aquire the skills necessary to facilitate the 

development of personai and social support. 

Roles and Reswnsibilities of Communitv Oukach P r o m  Staff 

The Community Outreach Program took a multi-disciplinary approach to meeting the ne& 

for this client group. The program SM included three activation workers, an occupationai 

therapist, a nurse, a clinid dietician, a psycbologist, and a social worker. There was access to 

the SPH Eating Disorders Clinic's medical in tds t  and psychiatrist. The roles and 

responsibilities of these team members, as d e s c n i  in the appendix to the proposal for funding 

(Niblock, 1995, p. 7) are outlined. 

- the activation worker's primrtry responsibility was to deliver the client-centred program 
to the client. One activation worker was assigaed to each client and contact with her 
mged fiom a few hours per week to several hours per day depending on the n d  ofthe 
client. Areas of support fot the client might include rnd support or preparatioq 
identifLing and increasiug leism activities, and the development of wping strategies. 

- the occupational therapist conducted assesrnents of COP social ad 
occupational fimctioning and participotecl in developing plaas to "activate" clients. She 
had little contact with clients, but rather acîed as a consdiant to the team arouud the 
developaxnt of goals and objectives. 

- the nurse's primaty resp0nsi"bility was the day-to day operation of the program 
pertainiug to client care and &support (i.e., case management). She a d  as a liaison 
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betwmn COP and other aspects of Eating Disorders Cünic and with commuuity 
resources. This was especidy important for clients from outside the Lower Mainland in 
theu transitions back into their home communities. 

- the dietician conducteâ nutritional assessments, menu planning, and provided onesn- 
one nutritional counselling for clients. The dietician provided home visits where 
necessary and helped clients to identi& nutritional goals (Le., inclusion of "fiearful" or 
"f~rbidden'~ foods). 

- the psychologist provided individuai therapy sessions for clients who were witàout a 
private practitioner or cornmuni@ mental health team therapist. She also provided . 
individual counselling for participant. who were fiom outside the Lower Mainland and 
assisted in arranging required psychological support for those clients upon leaving the 
program. The psychologist consultecl with the COP team around therapeutic issues and 
case management, and she coud& festing, md data collection and analysis. 

- the social worker worked closely with clients and their families where a continuing or 
long-term issue needed to be addressed In addition, the social worker assisted clients 
and their families in developing a better understanding of eating disorders and increased 
the family's involvement in the treatment process where appropriate. 

- a medical intemist monitored the medical statu (i.e., body weight, blood work, etc.) of 
COP clients. 

- a psychiaûist provided drug management and crisis intervention when necessary and 
acted as a resource person for team members with regard to care and case management 
concem. 

In addition, a training and education component was developeâ for the COP team members to 

ensure that they were cunent with respect to tmtment and care issues relevant to eating 

disorders and rehabilitation practices. 

Clients met with the COP team in weekly meetings, but mostly worked one-on-one with the 

activation worker on their goals. initidy, team meetings were scheduied once a week for ail 

program participants, but in keeping with the prognun ideais of client-centred care, individuais 

in the program identified how much contact they wanted with the team. Some clients arsanged 

weekly progress notes were tecorded and enûy and outcorne measures for each client were 

taken to monitor the progtess in attaining the program's objectives and the client's goals. 



CûP Pilot Proiect Prelllninarv Evaluation 

Initial evaluations of the pilot program indicated substantial improvements for six of the 

clients. (Seven women had begun the pilot; one woman committed suicide in Jurme of 19%.) 

The evaluations showed successfui outcornes in increased nuîritioual and emotiod healîh, as 

incücated by nutritional and physical assessments utilizing standard medical testiag, and by 

participants' scores on the Hopelessness Sale (Beck, 1975) and Quality of Life Questionnaire 

(Frish, 1994). Of particular importance to the fiinder was the significant decrease in 

hospitalizations for the clients. During the pilot program, their hospitalizations decreased by an 

average of 75% (Geller, 1996; PEDSC, 1995b). Based on these tangible (''hard data") mults of 

increased nutritional and psychological health and the decreased hospitalizations, the 

Comrnunity Outreach program was deemed "successfiil" by the Ministry of Health officiab, 

hospitai administrators, and program staff, and permanent fiuiding for the program was granted 

to the provinciai ptograms for its continuation, 

Problem Statment and Rationaie for Thesis 

This third section of the chapter presents the traditional problem statement and rationale for 

this thesis. The need and purpose for this study are articulateci and the assumptions and 

limitations of the research are identined. Finally, terms used throughout the study are defined, 

Problem Statemmt The Ouestions 

Assessments of the COP pilot project program were provideci by parîicipants formally, via 

tests and smeys and, infonnally, through contact with COP's program staff during daily 

contact and scheduleâ team meetings. While these informai assessments may have ben 

recorded in progress notes and conveyed through personal anecdotes, there was no formal 
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documentaîion or detailed inquiry into the participants' personai perceptions of wiiat was 

working effectively for them. Consequently, although COP statfl St. Paul's Hospitai aad 

Greater Vancouver Mental Health Services Society administrators, and the Ministry of Heahh 

deemed the pilot project successtùl, the voices of the COP participants had not been heard or 

included in the evaluation process in an extensive and detailed way. 1 was interested to hear the 

evaluation reSuIts in the words of the participants. Did they perceive the program as having had 

a positive outcome in their struggle with anorexia and bulimia and, if so, how oind why was this 

program successful in their opinion? What did participants find effective in the COP that they 

haâ not found in previous treatment programs? Although these questions were perbaps 

discussed briefly in the program's group sessions and measured by a survey questioanaire, 1 was 

interested in exploring what the participants of the pilot project had to say in extensive and 

conversational interviews. 1 wanted to inquire-in a dialogical format-what wete their 

experiences in the COP pilot project and wbat aspects for the program impacted their stniggle 

with disordered eating. The research question was, "In your experience, have you found the 

Community Outreach Program to be successfiil (or not) in your recovery fiom your eating 

disorâer-and howl" 

Rationale: Who is this Research For? 

The purpose of tbis study is to increase the understanding of what enhanced or inhiiitd 

recovery fnom an eating disorder for COP participants and wbat increased their quaiity of Me. 

The decrease in hospiîaiizations for these women who had little success m previous treatment 

programs was one indicaiion that COP was successful at some level. Tbe first muon for 

conducting my research bas to do with 6nding out ifj how, and why tbis program is 
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swxessful-why the revolving door of hospital admission, re-feeduig, hospital release, weight 

los, and readmission (Sesan, 1994) has been altereb 

Second, a thorough examination of the Conimunity Outreach progtam, h m  the perspective 

of îhe participants, rnay provide a source of information regardhg comtnunity-based hedtbcare 

and disordered eating that bas ben previously unrecognized and unrecordecl. Are there 

important aspects to the care, support, and treatment of an eating disorder that a client-centred 

and community-based intervention provides? Are there some aspects of treatment that can only 

be provided at the community level, or in a blending of wmrnunity and institutional care? Does 

the setting, quality, and length of contact between clients and program staff(particular1y 

activation workers) contriiute to significant change? Ou-h programs have been done with 

other people with serious mental health issues (Niblock, 1995), however, such programs are new 

to the area of disordered eating. 

A third reason for doing this research-partîcularly from a qualitative perspectivc+was that 

few qualitative studies with individuals with eating disorders have been done. Much of the 

research in eating disorders has been undertaken fiom traditionai research paradigms, focusing 

on clinicaVmedicai aspects of treatment and the quantitative measures. While quantitative 

measuns are useful in evaluatiom, 1 believe it is necessary to get the participants' views of the 

program in tbeir own words rather than fitting theù experiences to scaled survey items. 

Fourth, there have been ment and on-going critiques of traditional "theory-centred" and 

Wheory-driven" research (Alcoff, 199 1; Clifford, 1982; Hammersley & Atkinson, 1983; Lather, 

1986,1991; Le Compte & Goetz, 1982) which challenges traditional research paradigms on its 

tendency b do research on rather than with people (Lather, 1991). It has also challenged the 

presumed authoritarian stance of the researcher and "false wnsciousness" of research subjects 

(Lather, 11991; Weedon, 1987). Much of the existing research on people with eating disorders 
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bas t d  to mainiain traditionai modes of hierarchical and politicallyi)ppessive "rituals of 

speabg" (Alcoff, 199 1, p. 12). Susie ûrbach (1992), a feminst psychdytic tberapist 

exemplifies the challenges to traditional treatrnent paradigms at a 1992 conf'nce of clhicians: 

We must try to undersiand what is going on in the heart and the mind of a woman who is 
engaged in voluntary starvation. A hunger strike, which is &rail wbat is at work in 
anomia, is an act of the most extraodimy courage and the most extraordinary 
despetasion. Unless we face the fhct of the hunger stdce, unless we decipher its aims, 
unless we commit ourselves to understanding what cause the anorectic is fighting for, we 
commence tteatment on spurious ground ('Eating Disorders in the 'go's," Side B) 

1 agree with Orbach that in traditional treatments and theories of disordered eating, the need 

to decipher the protests behind "hwger strikes" have o f h  been ignored, and oppressive rituals 

of "speaking for others" (Alcoff, 1991) are maintaineci. Thus when pticipants' stories are not 

asked, or are asked but not documenteâ, they do not enter the d m  of legitimized hdings upoa 

which further recommendations and developments in the field are made. 1 hope that honouting 

the COP participants' stories, creating a space for their points of view, and the resuitant 

documentation wiU conûiiute to a more wornan-centred and client-centreci perspective and 

more inclusive understanding of disordered eating. 1 also hope that this research will encourage 

an expansion of the repertoire of methods presentiy used in the field (Sesan, 1994; Streigel- 

Moore, 1994). 

Fifth, 1 wish to influence the theories, treatment practices, and public health poiicy 

regarding eating disorders in the province. Private facilities or counselling may be b o n d  the 

financial reach of most individuais. Public program are developed only when there is a 

strongiy-idenaed need and the political will aad fiinding to address it. What clients say is 

effective in treabnent is of viîai importance in detennining treatment program development and 

deteduhg funding. For example, ifthe research with COP participants indicates that women 

overcome severe forms of disordered eating by king supported in their daily *es and 
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adâressing their communal and social realities, then the gaps in services at the community level 

will need to be addressed If those who have the most severe disordered eating problems and 

have been admitted to every terthry care program in the provuice do substantiaily better when 

more wholisticaily attendeci to, then the aim and practice of existing tertiary care programs may 

need to be re-enamined and te-evaluated. Furthemiore, the growing incidence and severity of 

eating disorders rnay indicate the need to addréss the everyday issues that women experience in 

their daily lives-the places that they h e i n  order to prevent further progressive health 

problems. Certainly f d s t  research on womm's health continues to emphasize that women's 

well-king is greatly impacted by the bmader social and cultural factors (the social deterrninanîs 

of health worrow and Chappell, 1999, Covington, 1999]), including gender, poverty and 

violence, and cannot be reduced to pmblems originating within the individuai. I would like this 

research to provide information on a contextuai approach to service deiivery and the findings 

used to advocate for policy changes in women's healthcare that address the social detednants 

of health. 1 see this work as a continuation of the work of feminist therapists in the healthcare 

field and a contribution to the body of knowledge aud work king generated by qualitative 

researchers. 1 hope this thesis wili conîriiute to a growing body of work that is non-medically- 

oriented, which questions and chalienges the traditional conceptualizatons of the etiology, 

developmenî, and tteatments of eating disorciers (Sesan, 1994; Wooley, 1990), and which, at this 

point, continues to be marginalized in the field of eating disorder research, funding, and 

publication (Streigel-Moore, 1994). 

Finally, wbile this research work will be for the completion of my degree and will 

contri'bute to my personal and professianal growth, 1 sincecely hop that it will be of 

sigaincame to the participoints. in providing a space for them to speak about their experiences 

and lcnowledge, in listening intently to theù thoughts and con-, and in creating a public 
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document to record their testimony, 1 hope they will derive some personal benefit At the 

simplest level, 1 hop tbere may be comfort in tbat wbat they bave contri'buted may have some 

impact on fûture treatment for everyone who struggles dong the continuum of disordered 

eating. 

Assum~tions 

The assumptions 1 bring to this work have been iaflwced by my experiences. 1 m 

interested the theme of support, and hypothesize that the way in which support is provided is 

significant to changes behg noted with COP participants. Activation workers are providing 

support to participants (a novei heaithcare intervention) based on mcipts'  self-defineci 

goals. This type of supportive work may promote recovery and healing ûom eating disorden. 

Given that much support work has traditionally been done by family members, tiiends, 

volunteer and gras mots community groups in B.C. (Canadian Association of Anorexia 

Nervosa and Associateà Disorden [ANAD], 1995; Gardner & Schmidt, 1995; PEDSC, 1999;) 

and that this work is largely unpaid and usually perfied by fernales, the value of support has 

often been underappreciated andlor rendered invisible (Waring, 1996). The focus in heaithcare 

funding on the 'Wue of services based on outcome measures" (Vancouver Health Board, 1996) 

means that a large portion of support work may not be reco@ed, measureâ, nor b d e d  in 

accordance with the outoomes they provide. Therefore, 1 aiso assume that this non-valuing and 

invisibility comiutes to a lack of fuading for orgaaizations and programs that provide such 

support services in the cormtlunity and may explain the lack of community support services in 

g e n d .  

Thir4 1 assume that the caniinued concentration of heaithcare fMding on medical 

interventions has obscured and pecpetuated the devaluation of this support work Therefore, iit is 
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important to define what "support" means in tûis context and to determine if support is a useiul 

constnict for the participants in their experience of recovery. 1 hypothesize that the focus on 

restoring 66health"-based on a medical perspective of "hea1th"-has been aa additional 

contributing factor in the historic pmblem of iaadequate treatment programs for this particuiar 

client group. Clients' ''tàilwe'' to recover in previous treatment programs may be due to the 

failure of the medidpsychiaûic mode1 to define and thus adcûess the "problem." 1 will attempt 

to provide some description of thé value of support as articulated h m  this project and will 

atternpt to provide a new understanding of the problem of disordered eating. 

Finally, 1 assume that the perceptions and experiences of the research participants are valid 

Reinhan (1992) notes that "believing the intervieween is a controversial idea because social 

research typically involves a certain amount ofdeception and ùecause science relies on 

scepticism" (p. 28). However, 1 beiieve it is imperetive in feminist research to begin by 

believiag the participants. Should a conflict between "belief and d i s c o ~ t i o n "  (Reinharl, 

1992, p. 29) arise, it necessitates retufning to participants for fllrther discussion-a task of the 

data analysis ptocess. Miller (1983) notes that a power differential in ~terpersonai relatioaships 

may cause a doubt of perceptions, and 1 recugnize that the cesearcher-participant relationship 

has inherent power dmcs. However, for the purposes of this siudy, participants' perceptions 

are ôelieved to be indicators of their real experiences. 

Limitaiions of Study 

1 acknowledge four limitations in conducting this researcb. Fust intemMews were conducted 

by myself, the mearcher, alone and are therefore limited by personai perceptions and seiective 

attention. In identifyhg the resemhct's status within the reseatch field, using optmded 

questions, and pviding a detailed description of the research ami data d y s i s  processes (see 
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Cbapter 3), 1 hope to illuminate the personal biases and limitations 1 bring to the work and the 

limitations inherent in conducting feminist, ethnographie research 

Second, with regard to sample size, only three of six COP program participants, one of three 

activation workers, and two of seven COP team members were interviewed Thetefore, research 

participants may provide information that rnay or may not be typical of the experiet~ce~ of other 

COP participants and personnel in the program. To counter this, 1 have provideci detailed 

profiles of research participants limited by confidentiality and the protection of their mnymity. 

Third, the research is also limited by the nature of the relationships established witû 

participants, particularly given the confidentid nature of the subject matter. Participants may or 

may not have felt cornfortable speaking candidly with me, In addition, personai contact with 

some participants was limited. 

Finally, the number, length, and continuation of interviews was limited by finances, time 

requirements of the graduate program, and geographic constraints of the interviewer. The h d t h  

status andor availability of the researcher and the COP participants dso contributmi to 

limitations on this research. 

su!mm! 

This chapter has defined anorexia, bulimia, and other disordered eating bebaviours; briefly 

discussed the controversy in the field in using tenns such as "eating disorders" and "disordered 

eating;" and examineci the historiai development of services in British Columbia A 

description of the Comrnunity Outreach Program and a discussion of its objectives has followed 

The problem statement, the rationaie, the asmmptions and the limitations to this research have 

been articulated and the tenns to be used in the thesis are denned Chapter Two pvides a 

fevlfevlew of the related literature. Chapter Three descri'bes the methodology of the study, the 
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subjects, the interview and data collection procedures, and the methoà of data analysis. Cbapter 

Four presents the îbdings h m  the data collecîed and Chapter Five offers an thematic analysis 

of the data, draws conclusions and implications, and makes liecornmendations for continued 

rennement of disordered eating programs design, for the developmeut of health policy, and for 

furtberstudy. 
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Introduction 

In this cbapter, 1 discuss the tesearch and treatrnent Literature on chronic eating disorders 

and the multidimensional mode1 of causal theory. The chapter bas four sections. The first 

section looks at issues of chronicity including &finitions, prevalence, the course of chronic 

eating disorders, and prognosis. The second &on discusses the implications of iatrogenic 

treatment on the issue of chronicity. The third section presents an o v e ~ e w  of causal themies, 

including the biomedical modei, the psychogenic model, and the sociocultural model. Fiaally, 

trauma-based theories of eating disorders are discussed as a possible application of cwent 

knowledge that may prode  a more wmprehemive understanding of eating disorders etiology 

and perhaps more effectively influence treatment interventions and recovery. 

ChniCity 

The DSM-IV(APA, 1994) descriis chronicity in many psychiaûic disorders as existing 

after a period of 2 years or more. Researchers in the area of eating disorders, however, have 

differing opinions regarding chronicity as morexia and buiïmia are 0 t h  prolonged disorders, 

even with indîviduals who make a c o m p k  recovery. Chronicity implies that the üiness or 

disorder af.llicîs a person for a long priod of time (Theander, 11992) however, this does not 

necessarily mean that an eaîing disorder, even a chronic one, is incurable. Theander (1970) 
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found ody 15% of patients recovered in less tban hvo years. According to estimates, only 20% 

of d g  disorders becorne chronic whereas the rate of good outcornes or recoveries varies fiom 

4060% with rémaining patients (20-40Qh) having intermediate outcornes (Russell, 1992b). 

Thfore, the most severely chronic eating d i s o r U m e d  as a continuous illness of 15 

years or more-are seldom encountered aud cliniciaas with a special interest in eating disorder 

ûeatment are Mcely to see only a smalt aumber of these patients. 

Theander (1992) States that in order to avoid "an unnecessady pessimistic outlook," the 

label "chronic" eating disorden should be reserved for people wtiase illness is a very long- 

standing and mtinwus for more than 15 years. He suggese that patients who have been il1 for 

a very long time but less than15 years should be refened to as having '~otracted" eating 

diwrders. Yager (1992) prefers "intractable" eating disorders, and notes there is both volitional 

and unvolitional intractabiliîy. He descnk intractable forms of eating disorders as those where 

there are unremitting core symptoms with persistent psychologicai, behavioural, physiological, 

or social im*rments; repeated relapses and clinical instability; and complicating, comorbid 

conditions (e.g., depression, anxiety). Yager also notes that some people may have intractable 

eating disorders yet stiU remain high fiinctioning despite severe ongoing symptoms whiie others 

may have fewer symptoms per se but still main socialîy-impaired. Accordhg to Yager, 

volitional intractability is where the patieut is tiestment avoidant and attempts to maintain their 

eating disorder symptoms, while an unv~litionai intractability occurs when the patient is unable 

to recover despite her best efEotts, good motivation, and excellent treatment. Clients with 

chrm*c eating disorders in the Commuaity Outreach Program had both intractable (volitional 

and unvolitional) and protracteci eating disordem. 

Chronicity has been cüfiicuit to asses given the d a t h  of long-tenn kiiow-up studies. 

Aithougù over 60 foilow-up studies have been mducted throughout the world (Russell, 1992), 
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most follow-up studies wete conducted only 5 years after treatment. This is due to the nature of 

what is king measured-the effects of the practitioner's treaiment vs. the long-term outcornes 

for clients. While Morgan and Russell (1975) recommend a minimum period of 4 year intervals 

for follow-up to monitor the course of illness, many tesearchers look to measure treatment 

efficacy and prefer, as Vandereycken and Pieters (1992, p. 194) do, to measure outcomes at 

shorter intemals "because treatment effects will obviously diminish over time and life events 

wiU inevitably interfere, we are not directly interested in outcome in the long term (der 5 years 

of more)," Truly long-term follow-up, therefore, is only beginning to be acimowledged in the 

research Iiterature; thus, present findings on long-term outcornes may be limiteci in scope. 

Twenty-year follow-up studies have been done with rtaorexia (Ratnasuriya, Eisler, 

Szmuckier, et al., 1989; Theander, 1985; Vandereycken and Pieters, 1992) however, comparable 

studies have not been done with bulimia Results fiom the 20-year follow-ups highlight the 

limitations of studies more intennediate in duration. For example, when Russell (1992b) 

compared outcornes fiorn his 5-year follow-ups with a 20-year follow-up, the results were less 

favourable than he anticipated. Death rates rose to 15% by the end of twenty years and the 

majority of patients with poor outcornes at 5 years had poor outcomes at 20 years, and one third 

were improving. Conversely, those with good or intermediate outwmes at 5 years had a 20% 

relapse rate at 20 years. Russell found an average relapse rate of 12% at 20 years which is 

concurrent with Theander's (1970) snidy. Russell dso found a low correlation between patient 

weights at 5 years and at 20 years which he believes suggests tbat patients' body weigbt is less 

reliable an indicator of long-term recovery than when looking at recovery in the intermediate 

masure. (This is an important nndiag because much of treatment and successfiil outcornes has 

trriditionally beea aimai at weight mtoration.) A more positive outcorne of Russell's wotk was 

thaî recoveries were stiii possible even a h  patients had been ili for over 15 years. This 
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contrasts with tbe views of others that mve ry  is not possible after 7 years (Dally, 1969; Hsy 

1980; Schwartz and Thompson, 1981, Steinhausen and Glandle, 1983). In Tbean&'s (1992) 

long-km outcome study of 37 patients who had been ill for 6 years of more, he found 19 

patients (5 1%) recovered afîer iiinesses that had lasted 6- 1 1 years. Unfortunately, nine patients 

(24%) died and six (16%) continueci to have serious eating disorders with some subseqyent 

deab  der 18-40 years. 

Long-tenn studies also provide signifiant idonnation on relapses. Relapse is fieqwntly 

seen immediately or shortly after treatment. However, Theander's 20-year follow-up studies 

found that relapses may also take place later, sometimes after a remission of 10-15 years. 

Relapses usually occur PRer an obvious life crisis (such as family death, divorce, or 

miscarriage). Theander (1992) also proposes that women who are admitted with late onset 

eating disorders are likely to have had an eating disorder (perhaps undiagnosed) at some earlier 

point in Me, suggesting that these late onsets may, in fat, be relapses occurring at later stages of 

recovery (Dally, 1984; Ziolka, 1978 in Theander, 1992). 

Russell (1992b) notes that a great variability in outcomes of eating disorders may be due to 

the natural course of illness and thus implies the need for M e r  longer-term outcome studies to 

better ascertain recovery rates. Russell (1992b) found studies indicating that only 13% of 

patients recovered within 2 years compared with 56% recovery rate after 5 years. Theander 

(1985) reporteci a 15% recovery rate within 2 years but this rose to 33% afbr three years. 0 t h  

reports indicate that a tehini to normal weight was achieved by 38% of patients at the end of the 

2dyear, 67K PRa 4 yean, and 70% after 10 years (Russell, 1992b). Tbeander (l992) notes 

claims that most of the variability in outcomes in eating disorciers may be due to the naniral 

course of the iIlness: "anorexia nervosa and bulimia nervosa will usually remit spontaneously; it 

is uncornmon to see the fbll syndrome of either disorder after the age of 40" (p. 215). Tolstnip 
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(1992) States with 40 years of clinical experixperience that, "at the start of any treatment there exist 

both the c h c e  of cure and the risk of death or chronicity. A large number of patients are c d  

within a few years, but the therapist's pride should aiso contain a portion of professional 

humbleness in the realization that he or she bas presumably been instnimenîai in promoting a 

spontaneous recovery" (p. ). Tolstrup also claims that patients who do not recover within a few 

years need long-term support and a modification of ireatment goals to inhi'bit the tendency for 

eating disorders to becomd chroaic or fatal-"at any rate, help in living an acceptable life with 

the disease.. . .The, pathce, and consistency probably are the most effective elements in the 

treatment of this enigmatic diseas (p. 237). 

If variability is due to the naturai course of the illness, then what seems to influence 

chronicity in eating disorâers? What determines poorer outcomes? The research descrii  

many correlative factors but provides no causal expianations. Vmciereycken and Pieters, (1992) 

found that "no~l~~~perGitive" patients in their study seemed to belong to a more seriously 

disturbed subgroup: ''they were older, more oflen manied, show[ed] a longer duration of illness 

with a more pronound clinid picture (lower weight, more bingeing andor purging, more 

additional mental dishubances, p r  functioning at school or work), and they [had] ken 

hospitalized more oflen before th& present admission" (p. 190). Russell (1992b) found similar 

features. His patients were older at the age of onset with the worst outcomes when the illness 

began in mature women or in ptepubertal chilcirea. His patients had a longer duration of iihess, 

a history of previous psychiatrie treatment, and were at lower body weights when refened for 

treatment. RusseU a h  found that they reported poorer adjustment in childhood and disnirbed 

farnily relationships. Prognosis was more serious in very young children with eating disorders 

(Russell, 1992b). Herzog, Rathaer and Vaadereycken (1992) claimed the following to be 

predictots of less favomble outcomes: longer periods of iIlness before f3.1~ admission; a higher 
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age of onset, disturbed family relationships, and extreme weight loss upon admission (which 

also comlated with increaseâ mortality). Yager (1991) categorizes iatractability factors as: (a) 

the nature and intemity of the eating disorder symptoms, (b) the patient's temperament and 

pemnality, (c) copiag styles, (d) quality of social supports, and (e) enduring atîiîudes such as 

marked depression, compulsions andlor substance abuse. Theander (1992) provides some 

qualitative remarks on patients with chronic eating disorders h m  other studies and remks: 

Chronic patients I d  an isolated and restrictive life. Their anorectic attitude and 
behaviour have becrime ingraineci, and the sufkrer secms to identifi completely with the 
role of king an anorda patient. The following qwtatioas supply a good description of 
the patient's situation: 'The peculiar attitudes of such patients towards food virhnlly 
become feritures of the personality". . . "Anorexia nmosa has become a mode of 
existence. The desire to be thin and the dread of becoming fat bave taken on the leading 
and coaîrolling role and imprisoa the patient in her body". . . "...The individual 
anorectic's Mestyle ...may h o m e  incorporateci with the individuai's coping 
mechanisms and way of life. Sadly, for some this may be tbe only adaptation that they 
can make to life". . . (Theander, 1992, p. 2 16). 

While there are some definiag characteristics of those who comprise a chronic eating 

disorder population, it must be kept in mind that there is uncertainty as to what accounts for 

unexpected tumarounds in health (Yager, 199 l>-"hopelessness can never be predicted with 

complete certainty" (p. 374). 

Iatroeeaesis 

Treatamt may also influence the course of eating disorders in boîh positive and 

negative (iatrogenic) ways (Vandereycken and Pieters, 1992). Much research bas attempted to 

elucidate what aspects of treatment promote recovery. Garner (1985) looks at what aspect of 

treatrneat do not promote recovery-and may, in fàct, do h m .  "7atrogenesis~' refers to any 

adverse condition resulting h m  îhe application of treatment by a physician or aliied health 

professioaal as well as the Mure to provide adequate care wheu it is warrantedm (Garner 1985, 



p. 701). Iatrogenesis has received more atténtion in the g e n d  medical literature for many 

years, but less in the iiterature on eaîing disorden. 

Gamer (1985) speculates that iaüogenesis is aot an isolated phenomenon but is a common 

ingredient in many patients' descriptions of received treatment. Most iatmgenesis is a result of 

lack of knowledge and misguided assumptions about the nature of eating disorders and lack of 

self-awareness of care providers. For example, Gamer (1985) notes the powertiil negative 

reactious eating disorder patients elicit in care providers including strong feelings of a m s i o n  

in the therapist and therapeutic pessimism. Bmtman, Stem, and Herzog (1984) found thmit 

patients with anorelria nervosa tended to generate more anger, stress, and helplessness in 

medical residents than did chronic diabetic and chronically obese patients. Psychiaûic and 

pediatric residents reported significantly more negative affect than those in general medicine 

wards and d of the psychiatry residents believed these negative emotional reactions directly 

influenced the quality of c m  delivered to anorexic patients (Garner, 1985). When the 

additional stress of inadquate number and scope of services, lack of funding, staff shortaga, 

wait lists and wage disputes of the current health care climate are added to this situation, the 

ability to provide therapeutic contact is likely even more compromiseci for eating disordered 

patients. 

Pessimism can be iatrogenic. Goldner, Birmingham, and Smye (1997) write about the 

p~c ip l e  of beneficence (i.e., the intent to benefit a patient) in health care ethics and state that 

beneficence is "most poignant" in teference to those with chronic anorexia They cite a case in 

Canada where care providers believed that treaiment for a 22 year-old wornan would be M e  

and thus decided not to provide treatment. A teview of the case upon her death found that the 

lack of speciatized treatment seMces seemed to have influenced the determination of her case 

es futile. They report a similar scenario in Britain and state that the "powerfd emotional 



impact of severe anorexia nervosa upon patients, families, and caregivers can influence 

judgements of the potential benefit of treatmeat. It can be Wcult  to maintain a balance 

between extremes of overexuberant intervention and therapeutic nihilism" (p. 453). 

There can be several ways in wbich treatment can be iatrogenic. What is a main factor in 

iaîrogenesis is the lack of awareness of the impact of treatment when generated h m  a lack of 

understaudhg of eating disorder etiology. The next section will provide a bief ovewiew of 

etiologicai theoies and examine the iatrogenic implications of theses theories. 

Generai Causal Theones of Eatina Disorders. 

The search for causal explanations of eating disorders is actually a search to identi@ how 

and why an eating disorder develops, what has gone "wong," and an attempt to correct and 

prevent the behaviour fiom happening. A review of the research literature found that there is 

no widespread agreement on what muses an eating disorder nor a strategic approach to 

developing an explanatory mode1 (Campbell, 1995). As was noted in Chapter 1, this is M e r  

complicated by the tact that there is also no agreement on nosology, Le., what wnstitutes an 

eating disorder or what are we looking to explain. 

Tolstrup (1992) States tbat eating disorders are a disease that involves al1 the essential 

physical and mental functims: nutrition, weighî, growtb, menstruation and oîher sexual 

functions, social contact, mood, sleep and physical activity-with the consequent social 

complications. Thereforc, a causal explanation is nota simple task. Campbeil(1995) highlights 

the special challenge that eating disorders present to causal theories because of the implications 

of the individual's conscious choie. In addition, eating disorders are "difficult to sharply 

demarcate fiom variaats of normal eating behaviow in a society beset with cbanging culturai 

preferences about diet and body shape and that îhey predominantly affect women in western 



culture at a time when the majority of doctors bave been meny' (p. 50). G. Russell (1977) 

proffers that a causal explamtion must be visualized as a series of "circular interactions" 

between multiple factors and insists on the need for a "flexible etiologid ûame of reference" 

(p. 363). Moore (1998) states that eating disorders are a cuihiral expression of oppression that 

cannot be decontextuaiized from race, class. sex, and gender. In general, researchers c o n d e  to 

a multi-dimensional model of causaiity in an attempt to addtess the multiple factors (genetics, 

physiological and psychological vulnerabiüty, and sociocultural influences) that interact in the 

development of an eating disorder. 

Theoretical models have attempted to mwer whether eating disorders are a result of 

biological dysfunction, a psychogenic @lem, or a culnirally-induced disorder. The theoretical 

explanations provided h m  each of these perspectives infiuence treaûnent modalities because, 

as Strober (1987) remarks, treatment is paedicated on the practitioner's acceptance of specific 

etiologies. Criticisms of current causal theones centre on the paucity of empirical evidence to 

support these models and the possbility that present theories may be more likely to explain the 

maintenance of an eating disorder rather than the cause (G. Russell, 1995). This 6rst section 

begins with an examination of treaanwit predicated on the biomedical mode1 of eating disorder 

etiology with focus on bodily dyshction. A more contextualized approach of the psychogenic, 

or psychologicai vulnerability, model foliows. The influence of sociocultural factors is 

discussed and the contriutions of fdst analysis to this cuitural model are presented. 

Finally, the possibilities that trauma-ôased theories may provide to undetstandings of causation 

are examined. The advantages and criticisms of each of these perspectives and the implications 

on chronicity antiror iatrogenesis are aiso discussed. 



Biological vuinerability, which look at genetic or physiological predisposition of 

individuals to developing eating disordes, has been the basis of the biomedical model of 

etiology. Denise Russeii (1995) uses the ternis "biomedical model" and "medical psychiatry" to 

describe the "loose grouping of b r i e s  and prtactices" based on two assumptions: (a) "that 

there is a distinction between madness, mental illness, or disorder on one side and ssnity or 

normality on the other;" and (b) 'W the causes of mental illness or disorder are biologicai and 

treatment should be in that realm* (p. 1). Biological psychiaîry, as Masson (1986) and D. 

Russe11 (1995) note, is the dominant fonn of psychiatry in the Western world with a pervasive 

"aura of certainty which makes challenge difficult" @. Russell, 1995, p. 1). The biomedicd 

psychiatrie model operates I>aradi;grnaticaily with a certain primacy and authority within 

Western culture (Bordo, lW3; Ehrenriech & English, 1978) and its values and assumptions 

have been largely unquestioned and unchdlenged pior to the feminist movement. The 

biomedicaYpsychiatric mdel's view of eating disorders is a "mechanistic" one (Moore, 1998) 

with illness arising fiom physiological malfunction and resulting in physiological disnirbance or 

pathology. Eating disorder research h m  this perspective attempts to isolate biological huit and 

has tended to examine genetic vulnerability, wurochemical imbalances, organic brain 

dysfunction, and the effects of starvation. 

For example, eating disorden have been attn'buted to hypothalamus disorders because of 

the observation, in 1914, that "pituitary inefficie~pcy" led to severe weight loss and which "set 

the stagey' for neuroendocrinal approaches to understanding and treatment of moreXia that 

continue today (Silverman, 1997, p. 6). In this app~oach, eating disorders are caused by 

maüùnction of the neuroendocrine system which controls the hormones effecting bodily 

function and metaboiism @. Russell, 1995). The hypothaiamus is involved in the control of 



appetite, satiation, sexuaiity, hormones, and emotion Because of changes observed in the 

menstrual cycles of women with eating disorders (particuiarly amenonhoea) and decreased 

sexual desire (common in women with anorexia or at low body weights) (Zerbe, 1993) this 

became a primary area of research. 

Denise Russell (1995) argues that hypothaiamic cbanges may indicate bodily responses to 

environmental change but does not necessarily indiate a biologically-based problem. Major 

endocrinal disturbances have been finked to M y  weight and nutrition levels found in subjects 

who resûict their food intake even in the absence of major weight loss (Fichter and Pùke, 1990). 

There is increasing evidence that long-term, repeated, or pmlonged dietinglsemi-starvation have 

deleterious effects on brain physiology, ad thus hormonal fiuictioning (Keys, Brozek, 

Henschel, et ai. 1950) and negatively impact concentration, irritability, depression, compulsive 

beâaviour, and memory. 

Research on body image distortion syndrome (BIDS)-a disturbance in size awareness- 

was thought to link perceptual and cognitive problems with anorexia and bulimia (Bordo, 1993). 

BIDS was considered a visuo-spatial problem, a perce@ defect, and a brain-fuaction 

impairment, possibly a result of inadequate infant development (Bordo, 1993). Studies 

measuring body image distortion c u h e d  that woman with anorexia and bulimia bad 

significant body image distortions, seeing themselves as obese when they were actually 

emaciatd However, Thompson (1986) found that 95% of conttol subjects "fk of eating 

disorder symptoms" also overestimated their body size as 25% larger than tbey actuaily were. 

There was little distinction between the &gree of "nomal" or '~thologicai" distortion in eating 

disordered and non-atiag disordered women, therefofe, eating disorders were unlikely a result 

of cognitive perceptuai dysfimction. Findings on starvation show negative impact on cognition 

(concentration and memory), however, once weight is mtored these abilities return to normal. 



9 Impacts on Tmtment A ve 

The belief tbat eating disorders are bodily bteakdowns that result in weight loss, 

amenonhoea, BIDS, or depression Mplies an quaily reductive solution: restore brain chernical 

equiiibrium andlor increase body weight to reverse symptoms. Strategies for treatment of eating 

disorders bave useâ behaviour modification techniques, tube-feeding and medication to induce 

appetite, restore weight, and correct neumchemical irnbalance. Garner (1985) reviews the 

efficacy of these programs. 

The hospitalization for a patient with an eating disorder was seen as a 'last resort' priot to 

1975, and if hospitalization was required, its primary purpose was to assist patients with weight 

gain (Sem,  1994). However, hospitalization to restore weight began to be central to inpatient 

and outpatient programs and gained priority over psychotherapy across North America and the 

United Kingdom. This fit with the expectatioa tbat malfimction was due to weight loss, 

thetefore the eating disorder could be "cure& with weight gain. Research bas repeatedly 

indicated, however, that weight restoration is not an indicator of success as short-term weight 

gains have produced few long-tenn hmlthy outcornes (Russell, 1992b). Hospitabtion to 

restore weight does not address underlying psychological and sociocuiîurai issues that 

8ccompany an eating disorder, as demonstrated by low success rates. In addition, the 

determination and steadfast wiU of patients to testrict or refuse food has presented serious 

claallenges to traditional medical treatments (Garner, 1985; Goldner et al., 1997; Silvman, 

1997). increasing calorie intake, whether through inducing appetite pharmacologically or ôy 

forced feedings, have ban fiaught with physical, psychologicai, moral, ethicai and legal 

complications (Goldner et al., 1997) 

Garner (1985) notes that tube-feeding is used ofien (iEalics in original) by 12.6% of 

psychiaûists and 6.5% of psychologists in America and suggests its use may "refkct the 



desperation or anger on the part of the clinician to take dennitive action with the anorexic 

patient" (p. 708). GadMel and'Gamer (1982) summarized that the dangers associated with 

tube feeding centre on the fact that it is almost always unnecessary, can have signifiant 

physiologicai effects, and should ody be us& as a potentially life-saving m a u r e .  In addition, 

it represents a direct intrusion into the gastrointestllial tract of someone already preoccupied and 

misguideci about bodily functions and may be perceived as an assauit or act of hostility which 

may contn'bute to the person's low seIf=esteem and sew of worthlessness. If it occurs without 

the patient's cooperation, it is likely to create mistrust and a heightened feeling of loss of 

control. 

The role of medication is an area of controversy, considerable interest, and is oflen an 

economically-based treatment decision. According to an extensive review of the studies 

evaluating the short- and long-tem efficacy of various medications in anorexia and bdimia 

(Raymond, Mitchell, Fallon and Katzman, 1!493), the use of medications alone have limitations 

in the treatment of anorexia and bulimia Garner (2985) daims that a poor understanding of 

eating disorders and the treatment of isolated symptoms without understanding the wider 

context of core pathology of eathg disorders has been evident in many pharmscological 

approaches. For example, drugs are prescrii to attend to the effects of constipation, sleep 

disturbances, poor concentration, amenorrhea, btoating, water retention, and mood dishirbances 

without the recognition that these symptoms are often the effects of starvation. Anti- 

depressants, anti-psychotics and neuroleptic drugs are prescn'bed to induce appetite iguoring the 

fact that clients often teport ravenous hunger and tenific fear of losing control over their hrmger. 

Dnig therapy is a desired option because medications are easier to dispense than psychotherapy 

and more cm-effective (Russell, 1992b). The efiïcacy of drug treatment bas often been 

measured by the rapid rate at which the patients reached tatget weights, however, no long-tem 
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foüow-ups indicate that weights were rnaintained. Dnig ûeatment has been applauded for the 

ability to increase weight gain in the short tem but certainly not on the basis of any dectease or 

deviation of psychological effects of an eating disorder (i.e., BiDS, obsessiveness, 

compulsivity, depression, amciety, low self-esteem or perfectionism) (Raymond, Mitchell, 

Fallon and Katzman, 1993). Follow-up studies also indicate the difliculty of maintainhg 

patients on dnigs because of bothersome side effects, and some purging may make some 

antidepressant medication dangerous. Finally, the research also shows that even when patients 

maintain successful medication after the trials, they have tended to relapse into disordered eating 

behaviours within 6 months (Raymond et al. (1993). Raymond et al. (1993) suggest 

phamiacotherapy should be an adjunct to psychotherapy and not the primary mode. 

Advantaes of the Biomedical Persuective 

One of the strengths of the biomedical mode1 is the awareness and understanding it bas 

fostereà regarding the phsyiological and psychological effects of starvation. Epidemiological 

studies point to dieting as a major precipitant of eating disorders (Beaumont and Russell, 1995; 

Campbell, 1995; Hsu, 1990; G. Russell, 1995). The research shows that many women with 

anorexia and bulimia have extensive histories of dieting prior to.their diagnosis of a clinical 

eating disorder (Hsu, 1997). Fairburn and Cooper (1984) clah  that al1 eathg disorders stwt 

with dieting behaviour. Hsu (1997) says %e ptevalence of eating disorders occur in direct 

proportion to tbe prevalence of dieting behaviour in a given community" (p. 509). Nuiritionai 

deprivation, brought on by di- restriction (i.e., dieting), has been show to result in changes 

in hormonal or nemendocrinal functionihg, cm interfere with satiety cues, the perception of 

hunger, and the body's hunger stimulus response (Eisen, 1997). Dieting also decmw the 

body's metirbolic rate, buming calories more efficiently, thus impeâing long-term weight loss 
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and increasing further dieting practices (Eisen, 1997). Dieting is the one comrnon component of 

al1 the major etiologid theories. 

Dieting behaviour is rampant in Western culture and an entire generation has been exposed 

to it (Pouiton, 1997). SUrty-five percent of eleven year-old girls worry that they are too fat 

while 80% reported they diet (Larkin et al., 1996). Fi@ petcent of women aged 14-1 8 years 

believed they were obese and forty-five percent were actively ûying to lose weight @ay, 1990, 

in Larkin, Rice, and Russell, 1996). Two-thitds of adult women are dieting at any given time 

and despite the conunonly-held betief that aging dlows women to escape the social pressure to 

conform to the thin aesthetic, dieting is ptacticed by elderly women in care facilities (Orbachi 

1992), while Beck, Caperi and Andersen (1996) observed a late onset of clinical anorexia and 

buiimia in women aged 40-70 years of age. Dieting, therefore, is an activity found across the 

female agespn and is an accepîed part of female development in the Western world. 

Dieting is promoted as a preventative measure. Public health messages chastize the over- 

weight population for its flagrant disregard for weight-related diseases (Bordo, 1993; Poulton, 

1997) despite extensive medical evidence that dieting doesnit produce long-terni resuits and bas 

ûemendous impact on physical and psychological well-beiag (Cleary, 1999). From the 1980's 

to the present, the average diet prescni by the weight loss industry is between 800-1600 

dories per day. Wolf (19%) compares this with 600-1600 calorie per day that 

Dutch authorities aiiowed for food rations (and wtiich they characterized as a level of semi- 

starvation) duriug the German ocniption of 1940, (p. 194-5). She dso n o t a  that the 

minimum daily intake required to sustain human functioning in the Treblinka concentration 

camps during World War II wrts 900 calories per day. In other words, as Wolf (1993) reveals, 

to embark on a typical diet in the West is to unûedte seIf-starvation. 
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A second contrii'ution of the biomedicai perspective is the ability to address the physid 

complications of stamation. Evidencebased research has carefiilly documenteci and describeci 

methods of dely  te-feeding and restoring weight for clients. For example, the urge to binge 

and purge will persist as long as the client remains at a sub-opamal weight (Garner, 1985). in 

terms of iatrogeuesis, Garner (1985) reports tbat some treatment programs recommend 

statistidly nonnal body weights for those whose natufal weights may be higher. Thetefore, a 

tremendous contribution is made when the scientific objectivity of the biomedicai model can 

ascertain what an individuai's hdthy weight may be uninhiiited and uninfluenced by 

d i s t i c  cuiniral values regarding shape which serve to maintain an eating disorder. 

However, the persistent focus on weight in treatment programs is also one of the criticisms of 

the biomedical model (PEDSC, 1999). 

Limitations ofthe Biomedical/Pmchiatric Persriedive 

Medical and psychiatric treatment has been criticized for king reductive and for focusing 

on weight and body fat percentages. The belief perseverence that individual biologicai 

malfiinction is the cause of eating disorders ignores contextual possibilities such as underlying 

psycbological issues, interpersonai dynamics, and environmental causative factors. The 

primacy, ceuûicity, and authority of the biomeâical perspective are a h  under criticism in the 

field of eating disorders and pariicularly with issues of chronicity. 

Given that most of the mediai/ psychiaûic treatments have been developed, testecl, and 

stuàied in the last twenty-five years, many women diagnosed with eating disorden have 

received treatment in accordance with this perspective. It appears that with intractable eaîing 

disorciers, the biomedicaî/psychiatric model ôas failed to provide adequate interventions to 

prevent or address chronicity in a growing number of these patients. nie Needr Assesment of 
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Eating Dzsorders Seniices in B.C. (PEDSC, 1999), teporteci that failure to adquately address 

the issue of eatirig disordeni has resulted in a "revohing door of treatment" for thow with eatiag 

disorders and may achially bave conîriiuted to i d  chronicity. A h ,  the majority of 

bealthcare dollars has been ad continues to be spent on addressing the acute care needs of 

chronic popdations in highly medidized seîtings, At best, the centralization of research and 

treatment in the medicaUpsychiatnc milieu can be viewed as a serious attempt to addfess those 

most at need with the féw funding dollars dedicated to eating disorden. At worst, the iairogenic 

development of a chronic population requiring specialized services can be viewed as selfi 

serving, ensuring that research, funding, and treaûnent remain within the acute care setting. D. 

Russell (1995) says that "in diverting our gaze... medical psychiaûy colludes in the maintenance 

of the subordination of women, belying its value and neutrality" (p. 95). 

The biomedi~psychiaîric d e l  often fails to address social, historicai, familial, and 

culîurai factors in the development of eating disorders and tends to pathologize the individuai, 

treaiing her without context or reference to the emotional world within ber and the social world 

around ber. Instead the focus must be sbifted to examining the social context and the 

interpersonal relationships withiu which the aspects of disordered eating occur so prominently 

among femdes. The tendency to blame the individual or ber body's malfunction requires re- 

fi.aming and re-e-nation. The suggestion that the focus of investigation must move to the 

social setting and social dynamic has fostefed psychogenic explanations for the development of 

eating disordem. 

Psvchoeenic Mode1 

The psychogenic mode1 acknowledges tne complexity of disordered eating and attempts to 

account for psychologicai fidors ttiat predispose individuals to disordenxl d g ,  Uicluding 
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family dyaatnics and the social role expectations for women. Feminists have contn'buted much 

to this model, insisting that the individual woman or her family cannot be eXBmUled without 

holding in context the profound impact social and culturai pressures have on the development of 

eating disorders. The psychogeaic mode1 sees familial, social, and culturai factors as the 

d y s t s  for predisposed individuais who are "at risk." It differs ftom the biomedical model 

because it views the development of eating disorders as a result of or a response to interpersonal 

interactions rather than a biological or organic dysfunction. Again, psychological 

presdispositional b r i e s  may be more descriptive of the effects of an eating disorder rather 

than the cause. An o v e ~ e w  of the tindings and the more common psychogenic theories of 

eating disorder etiology are presented. 

Familv Dvnamics and Social Ressures 

The psychogenic model looks at the dynamic interactions of the individual and her 

environment. From studies and case histories of women presenting with anorexia and bulimia, 

psychological profiles and risk factors bave been sunnised. The research has hdicated that 

women at risk for developiag an eating disorder tend to have: perféctionistic tendencies (Leung, 

GeUer & Katanan 1996), low self-esteem, an inability to maintain healthy interpersonal 

boudaries, (Crisp, 1997), a morbid fear of faîness, difficulty in identifLing or expressing 

emotions (alexythemi'a), impulsivity (Lilenfeld, Kaye, Greno, et al., 1997) and compulsive 

behaviours or thoughts. More recently, the maturational process or any transitional event (i.e., 

marriage or onset of puberty and menopause) are considered at-risk factors (Cnsp, 1997). 

Welch, Doli, and Fairburn (1997) suggest that certain "life events" play a role in precipitating 

îhe onset of anorexia and bulirnia (Le., loss or threatened loss, such as ilhess or death of a 

parent or of an intimrite relationship, or general dimptions which involved a threat to a fernale's 
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sense of bodily integrity or s a f i ,  such as moving, a change in family stnictute, sigaificant 

physical illness, pregnancy, physical or s e d  abuse). In addition, a history of sexual abuse or 

trauma is believed to put women at risk an eating disorder (Schwartz & Coha, 19%; Wooley, 

1994) and Schmidt, Tiller, Blanchard Andrews and Treasure (1997) found pudicity (a sexual 

shame or disgust) was specific to iriggering the onset of anorexia One of the more popular 

overarching psychological theoies is the '"flight from femininity" (Bruche, 1973, and Crisp, 

1980). 

Fliaht h m  Femininitv 

Anorexia and bulimia were originally believed to affect mainly adolescent and puberîai 

girls who were at the biological threshold of adult female development Early clhicians Bruche 

(1973) and Crisp (1980) advanced the 'ïlight from femininity" theory which continues today. 

They hypothesized that amexic and bulimic behaviours are the pathological avoidance of 

female sexual maturation. Clinical observations show that low body weight prevent or repress 

menses and, therefore, prevent the possibility of pregnancy. Furthetmore, the extreme thinness 

associated with anorexia 6'desemializes" the female body, erasing hips and breasts and, in 

advanced cases, reversing or tepressing mature female development. They believed that such 

behaviours resulted in a physical tninsformation that unconsciously allows a young woman to 

refuse to take up the d e  of an adult fernale, and an adult female to defer 60m the expectations 

and responsibilities that accompy addt femininity (pariicularly sexuaiity and motherhood). A 

women's fear of fatness was interpreted as the psychosemial expressions of anxieties regarding 

fear of pregnancy or attr(icting male sexuai attention @ordo, 1993; D. Russell, 1995). Weiner 

and Stephens (1996) state t k  the avoidance of addt weight and shape can be seen as a method 

used to avoid sexuai activity, sexuai mahtnty, and sex-role codicts. 
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Feminist theoteticians and tesearchers interpret eating disorders from a perspective that 

considers the impact of gender (the social construction of f e d e  idenîity) on the etiology of an 

eating disorder. For example, feminist criticisms of the "flight of feaiininity" theory have been 

based largely on the lack of gender and power analysis in this tbeory, namely its failure to ask 

why women would, consciowly or unconsciously, reject femininity. In her groundbreaking 

feminist critique, Orbach (1986) definitively challenged this theory. She notes that it is not any 

body that is being rejected, but specifically afemale body. 

Orbach (1978) states that the cultural values regarding femininity are at the root of an eating 

disorder. The lack of control women have in their public and private lives is directly relateci to 

their need to control their body size and shape and their food intake. As food and the body are 

the two forums in which women have traditionally been sanctioned with some degree of wntrol, 

authority, and autonomy, Orbach suggests it is in these forums in which issues around power, 

contrql, visibility and value are seen. Orbach cnticizes the suggestion that anorexia and bulimia 

are unconscious attempts at "wish fûifiiiment" (i.e., avoiding adult responsibilities) because it 

renders the woman childlike and delegitimizes the meaning or possible pmtection her eating 

disorder symptoms provide. Orbach (1992) notes that the "flight fiom femininty" theory and 

its easuing treatment models dismiss the woman's or girl's opinions and bebaviours; deem her 

immature, manipulative, or inappropriate in her desires; and make the "meaning she assigns to 

het own body beyond consideration" ( " M g  Disorders in the '90'~"~ Side B). mers have 

suggested that the desire to transform the body through anorexia or bulimia are not attempts to 

repress desire or to avoid femininity, but are responses to perceived or actual threats of attack on 

fernale bodies (Larîtin et ai., 1996; Schwartz & Cohn, 1997). 

The unwillingness and strong resistance of women with anorexia and bulimia to gainhg 

weight has been weil documenteci (Crisp, 1980; Garner, 1985; Goldner, et ai., 1997). The belief 
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that women with eating disordm bave ~ o l o g i c a i ' '  desires to "fiee" adult femininïty bas 

infiuenced the development of treatment practices. Weight gain and psychotherapy are used to 

bring this unconscious confiict into conscious awateness in order to assist the women with her 

difficulty in transitioning to adult femininity. In an extreme example, Russell (1992) described 

how breast enhancement surgery was used as an incentive to gain weight for an anorexic patient 

so that she wouid "feel more ferninine." 

in B.C, when a woman's refusal to comply with trecttment puts her at physical risk, the 

Mental Health Act (British Columbia Ministry of Health and Minisûy Responsible for Seniors, 

1996) allows physicians to declare het psychologically incomptent and empowers law 

enforcement to bring her to bospital against her will. The patient's behaviours and attitudes are 

demed self-harming and indicators of underlying ptholùgy that permit the state to ovemde ber 

authotity over her own body. Once in hospital, tiiilwe to comply with demands to eat and gain 

weight have resulted in forced-feedings, forced medication and sedation, forced bed test, and 

supemked meals and bathroom visits. In addition, behaviour modification therapy bas been 

employed using varied strategies: removal of personal belongings as ccconsequences" of 

transgression of "the mies," rewarding good behaviour with "points" to obtain "passes" which 

aiiow for greater Ii'berties such as visitors, television, or permission to leave the facility and 

eventual release. 

Orbach (1992) states that interpretations and interventions based on the "flight" mode1 

assume a hieriuchicd stance where, "treaunent begins on spurious ground: she know not what 

is best for ha, we [the practitioners] do" ("'Eating Disordm in the '~O'S", Side B). Such 

treatment, Orbsch (1986) says, has more o h  been "enforceci incarceration" and she condemns 

the ideologicai dogmatism behind such treatment ptactices: 

In civilized hospitais thrwghout the United States and England, doctors are 
perfèctïng ever more elegant techniques to bypgss women's mouths and push 



food into their stomachs. The general consensus is tbat the patient has 
recovereâ when the nonnai weight is reached and appropriate sex role 
fiincîioning is achieved (1992, p. 7). 

Orbach (1992) ad& that simply overriding the woman's resistance can "recreate the fear of loss 

of control and impingement that may have been the seedbed for such behaviours in the f h t  

place" ("Eating Disorders in the '90'~"~ Side B). She proffers tbat efforts must be directed to 

understanding and inquiring how the eating disorder bebaviour serves to pteserve a wornan. 

Criticisms of the Psvchoaenic Model 

Main critiques of this aspect of the multidimensional mudel is that it h e s  the issue of 

etiology as an individual pathology and never questions whether an eating disorder is a healthy 

response to the pathological culturai expectations of adult fernininity. It assumes that only 

certain predisposed individuals are at risk because of a psychological wnstitution îhat renders 

them vulnerable to sociocultural pressures (Garner, 1985). in addition, this perspective assumes 

there is a discreet delineation between nomal andpathological and wbat is king dehed as 

pathological is rather cornmonplace when compulsive exetcise, fasting, gastric bypass, 

tiposuction, and other casmetic surgeries are considered (ûrbach, 1992). Femhist theoreticians 

suggest that eatîng disorders may be logid, understandable, responses to tbe pathologid social 

conditions that shape individuai female psyches and behaviours and make developmental 

transitions so difficult. 

Familv Muences 

In addition to individuai facors, the psychogenic mode1 has also noted f d y  

characteristics that may predispose women to eating disorders. These incl&: controhg 

moihers, absent or weak fathen, ffamily enmeshment, early parentindon of children, a d o r  



W 
negative relationships between motber and daughter (Rabinor, 1991). . -CS of M y  

interactions cited as risk factors for an eating disorder are: intnisive or over-protective parcatin& 

the bistory or presence of mood disorders or substance abuse (Hsu, 1997) and the type of 

parentai care a chiid has received, i-e., detachment of parent, parentai antipathy or iradifférence 

(Hemandez, 1995) or touch deprivation (Grupta and Schork, 1995). Intrafamilid sexual abuse 

(Baldo, Waiiace & O'Halloran, 1996; Bddo and Baldo, 1996), particularly by a close male 

relative (Muilen, Martin, and Anderson, et al., 1993) has been linked to a greater ü k e h i  and 

more serious manifestations of eating disorders. Evidence suggests that women in fmilies that 

have a history of disordered eating attitudes and behaviours (i.e., piace exceptional priority and 

greher importance on food, shape, and eating) are at risk for developing and eating disorder @. 

Russell, 1995). Hsu (1997) and Brown (1989,1997) found women with anorexia and buiimia 

had a history of family obesity or fat oppressive attitudes (i.e., "fat phobia"). F d y  factors 

have been understood as conûibuting to the development of eating disorders in the foUoMng 

ways: the female internalizes the family's fear of obesity; she has difficulty negotiating 

separaion and autonomy within the family; she attempts to establish a different identity tban the 

mother's or other family members'; andior she attempts to avoid unwanted sexual contact (to be 

discussed M e r  in trauma-based lheoties). In this view, eating disorders are wt seen as an 

individual dysfûnction, rather the family is viewed as the "&onment" that contributes to its 

development. In t m s  of intervention, the woman or girl and her family are treated as a unit. 

Criticisms of Familv Influences PersPective 

Criticisms of this conceptualuation, however, emphasize îbat when contemporary 

psychological îheories of eating disorders do not consider the social comtructïon of g e a k  their 

contri'butions to the field are limited. When eating disorders are viewed as responses to the 
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inkmelational dynamics mociated with enmeshed Êamilies and dominaat mothers and absent 

fiithers, there is a fdure to examiae how fiunilies, d m ,  and fithers are trensmittefs of 

sacioculturai values and belids regarchg famdy rotes, gender, and the ciynamics of power and 

conttol. Families themselves are irnpted by cultriral expectatioas around gender and relay 

these to the daughter. When issues regardhg dependency, autonomy, perfectionism, or 

femininity are seen as concems ody for certain psycbologically-vuherable individuals and 

families, this perspective fails to examine how dependency, autonomy, and perfectionism are 

socially-co[~strucîeù, socially-SaLICtimed, and socially-perpetuated by aii families (Orbach, 

1992; Covington, 1999). The familial and cultural emphasis on independence and autonomy 

mbrs the cdniral empbsis on independence and autonomy. For example, Belenky, Clinchy, 

Goldberger, et al. (1986) found thaî 6'women's way of knowing" which emphasks 

co~lllectedness, interdependency and relatedness, runs counter to the cultural expectation of 

autonomy and independeme. Karpman (1992) States that eating disorders occur in families 

where there is silence and denial about b i l y  losses and traumas. Rather than physicaliy- and 

psychologidy-Mllnerable, Wooley (1991) sees women with d g  disorder as "the strongest 

Iinks in the chain" because they hold and articulate the family's underiying and unexpresseci 

emotiod pain. Eichenbaum and Orbacb, (1983% 1983b) suggest this is because daughters with 

eating disorders are likely to be hype~~gilaot to others' needs aud Iess aware of their own, 

becoming ptiitidarly sensitive to the fhily's pain and to, thecefore, "act it out." 

Advantaaes and Limitations to the Pwchoaenic Mode1 

The advantage of the psychogenic mode1 is its tendency to look at social interactions and 

the lwger context of tbe f d y  and culture. It dso aüempts to W the psycblogical meaning 

or significance behind an eating disofder and to more adbî iy  acknowledge tbe continuum of 
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disorderd eating. Limitations to this model centre on its scope of examination on its 

implication of the sociocultwal Ulfl~e~lces on the individual and the f8mily. The values a 

culture sub.sribes to are intemalized by the family, and the family, in tum, inscribes these ont0 

the child. in general, and the lack of analysis about political oppression is aaother criticism of 

this model. 1t is these wider cultural values which are examinai in the following section. 

Culturai Muences on Develooment of Eatina Disorden 

The influence of culture has been used to explain fiom a wider perspective, the causes of 

eating disorders. The changing roles of women, the prevailing cultural ideal of beauty, (Steiner- 

Adair, 1994), and the pursuit of tbinness (Garfnkel and Garner, 1982) are çonsidered factors of 

development. This mode1 attempts to examine how desire is created within the individual and 

the social milieu to attain what seerns to be valued. 

Culnital Ideals of Beautv and Fat Phobia 

The ideal of feminiue beauty as it has been represented in the media is of a "thin, white, 

young woman with no visible imperfections" (Kiibourne, 1994,1996). Media analysts report 

that 95% of images of women are of a body type that occurs naturally in only 5% of the fende 

population (Kilùoume, 1994,1996; Bordo, 1993; Gilday, 1992)- Thus what appears as a 

"normal" bctây-type, simply by Wtue of its visual pervasiveness, is acnially an anomaly. This 

body "type'' is exemplified in Barbie and beauty pageants where the ideal is difacult even for 

contestants to measure up to. The New York Dai& News [Ryan, 19981 reports that 40 of the 51 

1998 Miss I/SA contestants (18-26 years old) had had breast implants prior to competing.) 

While fâshion purports to expand the beauty ideai to hclude women of color, the facial features 

or body types are ofken based on existent white values of beauîy (Bordo, 1993, Tbompson, 
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1994a). Bordo (1993) is critical of the way in which plastic surgery is touted as an ''individual 

preferendY and an act of self-determination when in fact the language usai, (Le., 'Yo 'correcty a 

'Jewish nose' or a 'black nose' pp. 263-4) ignores the racial implications of what is deerned 

'hutiful." Furthmore, media images (white or non-white) increasingly rely on technologies 

such as cornputer imaging and airbrushing to createperfect images which are not even human 

(Nn,IC, 1988; Gilday, 1992). 

Such ideai body types have ôeen linked to the cultural fw of fatness, the stipatization and 

discrimination of fat people, and increased fat phobia in Western society (Brown, 1997; Bordo, 

1993; Steiner-Adair, 1991). Fat phobia is internalued eariy. Six year-old girls in a Toronto 

study said they did not want to put on their bathing suits because they felt "tao grotesquey' 

(Orbach, 1992). Preschoolers in a British study would least like to have a fat cbild as a fiiend 

(versus one of a different ethnicity, one wbo had lost her hair fiom chemotherapy, or one with a 

physical disability) saying the fat child was "stupid," "lazy," and "ugly" (Cleary, 1998). Young 

women in a Glamour magazine study reported they would rather lose weight than have success 

at work or in their personal relationships, or an increase in their financial status (Bordo, 1993). 

A swey in Psychology Toduy (1998) found that 89% of women respondents said they would 

like to lose weight and 39% of these said they wodd gladly sacrifice 3 years of their lives to be 

the weight they wanted. 

The belief that only white, wealthy, adolescent girls were at risk for developing and eathg 

disorder had been refuted. Incteased globaiization and accompanying media exposure to this 

beauty standard has been shown to influence body image perceptio~~~ and weight los  practices 

worldwide. For example, television was oniy recently introduced to Fiji and eating disorders and 

dieting are on the rise. Researchers found tht Fijian girls who watched television 3-4 nights per 

week were 50% more Uely to describe themselves as too W or ' b o  big" and 30% more likely 
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to diet than girls who watched less television (@Study fin& TV trims," 1999). Lee (1998,1999) 

has noted changes in attitudes and behaviours in Mainland C b  since the "reunincation" of 

Hong Kong. Dieting, eating disordm and saicidality are increasing as television use has 

expanded and increased the exposure to Western images of beauty and roles for women. Most 

women report king affècted by the prevailing aesthetic of thinness, the unrealistic culturai 

values regarding shape (Kilbome, 1994), and the pervasiveness of fat oppressive attitudes and 

discrimination (Brown, 1997). M m  (1998) clai~ns that these conîribute to "ao enforced 

ferninine script that emphasues thinness and controlled food ~nsumption.'~ The extmiveness 

of such tremendous body disparagement and womn's detennined pursuit of the ideal body is 

evident in the multi-billion dollar per year diet ami weight loss industries, diet food industries, 

fitness and health clubs, and cosmetic and plastic surgery industries. 

The "pursuit of thinness" mode1 has been criticized for several reasons. First, it reduces the 

portrayal of women to one of vanity (Moore, 1998, Bordo, 1993) rather than examining the 

pewasive pressure to meet this expectation of femininity. As Larkin, Rice & Russell, (1996) 

state, "The unrelenthg pursuit of thinness is a compelling but not necessarily the most salient 

factor underlying the eating and body image disturbances experienced by many women" (p. 

112) Second, it implies that women and girls simply need to resist the social pressure to diet and 

shore up their self-esteem against the mslaught of media images. Treatment, then, would 

require increased media awareness and resiüency in girls and an emphasis and focus on 

awakening females to the pressures of culturai standards in order to "cope more effectively? 

This situates the responsiôility on the individuai to tolerate the effects of socioculturai 

expectations without lookhg to change the larger social values and context that have such 

devastating psychological impacts, The onus is on fernales to adjust to the cultural onslaught of 

misogynistic message concerning ideds around weight, shape and role expectations. 
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Feminist d e m i c s  suggest that the onus should be on society and consumets to require 

drastic changes nom the corporate senders of such messages questionhg the misplaced onus of 

respomibility. As StreigeCMoore (1994) states, '70 ignore and to %il to address the cultrnal 

values that, when ingested, make women "sick" is iatrogmic." Although most women are 

impacted by these media messages, not all develop a tùltblown eating disorder. Murray (1999) 

and Beaumont and Russell (1995) found that a cntical stance ioward media messages may be 

necessary for preventing an eating disorder, however it is not suffcient to promote recovery 

fiom an eating disorder. 

Advantaaes and Limitations of Sociocultural Persbectives 

The advantages of the sociocultural perspective is its greater contextual apptoach and 

analysis of gender in the cultural milieu. However, the model does not provide an explanation 

as to why al1 women do not become f i c ted  with anorexia or bulimia. A more ment criticism 

of the fminist contributions to this model is that the role of gender is elevated to exclude 0 t h  

systemic pressures that impact women, such as the extent of violence and the impact of racism, 

poverty, heterosexism, and class clifferences. Moore (1998) states that the effects of social 

oppression and systemic violence on the individual must be examined in order to that mate an 

opporîtmity to understand the highly personal and sociopolitical meanhg of disordered eating 

syrnptoms. The model has tendeâ to d u c e  "cultural factors" to descriptions of the expiences 

of white, upper to middle class women and girls and the majority ofresearch bas been fwused 

on this specific demographic. 

Lee (1998,1999) challenges the ethnocenûism of the diagnostic criteria for anorexia and 

bulimia and the assumption that the morbid fear of fatness is universal. Orbach (1999), Rice 

(1996) and Szelekley (1988) suggest the effects of increased globahtion, ccmsumensm, and 
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modernity be examined. Thompson (1992) fomd that Afncan-American and Latina m e n  she 

htewiewed were consistently under-diagnosed and misdiagnoseci for eating disorders, w b h  

led to pater severity at intervention. Moore (1998) notes how the effects of me, class, 

poverty, senial, and cultural differences have not only been overlooked in the tesearch on 

women and food problems, but how racism, classism, heterosexism as system of oppression 

[italics in original] have been neglected factors. She notes: 

The body has been a terrain of racialized, semialized, and classed power 
negotiation through enslavemeni, indentured labour, imprisonment, rape, 
reservations, segregation and genacide. Oppressive expetiences are a site to 
exmine how the 'idealized body' interacts with the 'hated body' (p. 7). 

Feminists insist that pcactitioners and theoreticians acknowledge both the individual's unique 

experiences and the saciocultural context in which these experiences are mediateci. They 

propose that ûeahnent of disordered eating requises irnmediate intervention in the social realm. 

Treatment h e w o r k s  must include and not ignore the need for concurrent social change-to 

address, as Steiner-Adair (1994) says, the social conditions that make women sick. 

Trauma-based Theories 

Trauma-based theories provide another possibiiity for understanding how culture impacts 

the development of an eating disorder. Trauma-based theories view eating disorders and 

disorderd eating as suvival strategies or coping mechanisrns developed in response to crisis or 

ovenvhelming stress (Schwartz and Gay, 1996), including developmental and transitional events 

(Crisp, 1997). However, feminists have suggested that more exterual, socially-imposed traumas 

such as violence, harassment, stigmatization (Larkin et al., 19%), racism (Thompson, 1994), 

heterosexism (Brown, 1997) and institutionalized oppression are at issue (Moore, 1998; Rice, 

1996; Wooley, 1994a, 1994b). There is strong evidence to support this argument. 
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Sexuai and Phvsicai Violence and Abuse 

Correlations bave been found between women who have a history of incest, sexual abuse, 

and childhood physical abuse and the presence of an eating disorder. High prevaiency rates of 

child semial abuse have been observed in women presenting with anorexia and bulimia For 

example, Moore (1998) reported in her review of the litemture that the prevaiency of reported 

child sexual abuse in women with eating disorders ranged fiom 666%. Palmer and 

Oppenheimer (1992) state that prevaiency rates tend to cluster around 30% and De G m t ,  

Ke~edy,  Rodin, et al. (1992) report a 25% rate in Canada. Moore (1998) reportai the 

following statistics in her literatw review of violence and eating disorders: 

Inpatients have higher sexual abuse rates than outpatients (p. 3). 

Semial abuse history was the îrauma that Afncan-Amencan, Latina, and 
white North American women most hquently related to the development 
of their eating problems, including compulsive eating and obesity, in 
addition to anorexia and buiimia (p. 5). 

61% of white North American women with eating disorders had been 
sexuaiiy assaulted before their 18th bkthday and, on average, were ten years 
old when they were first abused. The reported age of onset for their eating 
disorders was aJer tbeir first -ence of sexual abuse (p. 5, italics in 
original). 

A national U.S.-based study of 3006 women found that those with bulimia 
had experimced higher rates of rape, s e d  molestation, aggravated assadt, 
direct victirnization, and current and lifetime pst-traumatic stress syndrome 
@. 6). 

Women who experieaced past exüafhüial child sexuai abuse reporteci 
bingeing, vomiting, fasting, and using diet pills more fÎequentiy than those 
w b  have not (p. 6). 

The link between eating disorders and seKual or physical abuse has been interpteted as an 

effort to c o m l  the body or to transform it because the body was the site of the abuse. Ottrers 

suggest that the weight loss tbat aecompanies an eating disorder is an attempt to disappear or to 

dissociate h m  the abuse. Weiner & Sîephens (1996) found evidence to support traumabased 
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theories of eating disorders with "sexual barrier weight" A graphic analysis of the histories of 

sexual trauma of 42 wornen with eating disorders showed that fluctuations in body weight 

followed sexually si@cant life events. Women with eating disorden avoided weight points at 

which p s t  traumatic sexuai evenl had occurred. Thompson (1992) says women of color in her 

interviews reportai ûying to change tùeir body size and sbape in an attempt to protect 

themselves fmm violence and believed doing so would make them less vulnerable to sexual 

attack. Schwartz and Cohn (1996) state: 

For the woman, eating influeaces body sue, interfetes with "ferninine" 
development, and quite Literally c m  decrease the pmbability that a man will 
"abuse" her or that she will have to deal with her "bad" sexual urges or 
incapacity to say "no." For other women, the body becomes the only 
reason a man would approach since they feel so internally darnaged. 
Making the body attractive (i.e., thin) becomes an obsession, the only way 
to escape king alone (p. xi). 

Prevaleacy rates ofsexual abuse in women with eating disorders are consistent with rates of 

sexual abuse in the general female population and in those with psychiatrie diagnoses of mental 

illness. Larkin et al. (1996) remark that incest and childhood semial abuse are extreme forms of 

violence that are "depressingly common" (p. 14). Thirty to forty percent of women, in general, 

report early experiences of sexual violation (Larkin et al., 19%). Therefore, Cornors and Morse 

(1993) question wh&er correlations between eating disurders and semial abuse are rneaningfd 

given that both occur so predominantly for women and girls and reviewen in the ara of r.ating 

disorden and sexuai abuse note that not al1 children who have been sexually abused develop 

eating disorden. However, wbile child sexual abuse is neither necessary nor sufncient for the 

development of eating problems, it does act as a conûibutory frtctor and may account folr the 

extent of generaüzed disordeteci eating behsrviour. 

Chiîdhood physid abuse bas r e ~ e ~ e d  less attention in the literature than childhood s e d  

abuse (Rem, Dalenberg and Coe, 1996; Rorty and Yager, 1996) and has yet to be M y  



67 

Uwestigated. Childhd violence history predicted both the presence and seventy of buümia 

(Bailey and Gibbons, 1989, Reîo et al., 1996) M e  Schmidt, Tiller and Tceasure (1993) found 

that 25% of women with bulimia and 3% of women with morexia n=ported histories of physical 

abuse. Hernandez (1995) studied over 2900 school-aged girls studied and fouaà those who 

were physically abused were significantly more likely to report eaîing disorclers. Brown (1997) 

descn'bes how the d e  of food may be used in abusive contexts including: starvation, force- 

féeding, forced ingestion, emotional abuse during m a s ,  the use of food as rewds or bnks 

following abuse, and the use of foods in semial a&. Given these cucumstances, f d  may 

simpIy become unpalatable and aversive or the individual may develop a complicated 

relstionship to foocC-it may be a provisioa to w k h  she is not accustomed to having access to, 

to baving conml over, or to which she is entitled. 

While childhood sexual and phy sical abuse (Larkin et al., 1996) may be the most hquently 

âocumented connection between violence and food issues, they are not the only ways in which 

violence against women is perpetrated. Women experience many forms of violence: stranger 

assauhs, violence in intimate relationships, quaintance rape, emotional abuse or neglect, and 

incesr. The research suggests that the widespread extent of body image disturbances, 

dispimgment, and dieting may be linked to the many forms of violence women experience and 

which go unnoticeci and unreportai simply because of their everyday pervotsiveness. For 

example, Danidson, Moffitt, and Caspi's (1998) researeh found that two-thirds of subjects who 

had experienced were spousal abuse had elevated rates of mmia and bulimia Anecdotal 

reports of women who have IeA violent relatiooships show thet verbal and physicai attacks are 

foc& on the body (Moore, 1998) and womea teport dieting or embarking on strenuous 

physicai exercise programs &r an abusive episode, or upoa leaving an abusive relationship 

(Researcher's Fieldnotes, 1998, 1999). This bebaviour is interpreted in various ways: as a 
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pmtective measure to gain physical strength; to distance fiom the abused "self' by reshaping tbe 

body, to becorne mofe pleasing to the abusive partner to avoid fuîure attacks, or to becorne more 

attractive to future partuers (Reseucher's Field notes, 1998). Leighton (1989) noted that eating 

disordm are also linked to children who have observed their mothers king abused. 

Harassrnent and Stimatization 

Larkin et ai. (1994) propose that harassrnent and stigmatization have a role in the 

development of disordered eating. From their anecdotal research they were able to connect a 

history of king teased about physical appearance to the occurrence of an eating disorder, 

perticdarly the "gendered nature" of teasing, Research with adolescent girls in Ontario 

subjected to on-going verbal and physical attacks fiom male age-group peers in their schools 

(i.e., grabbed, pinched, groped, and fonded as they passeci tluough hallways) told of the impact 

of verbal and semial harassrnent in their self-loathing of their body parts (Larkin et al., 1996, p. 

16). Harassrnent also came fiom adult males who "leered" or made s ed i zed  comments on 

youag adolescent girls' bodies. Larkin, et al. (19%) postdate that leering is "a process used by 

males to select those females who wiii be the target of their fiinire sexual and abusive comments 

and behaviors" (p. 21) and is so cornmonplace as '?O sigaiS. girls' passage into womadmd" @. 

21). Harassment serves to remind girls that they are "always at risk" (Larkin, et al., lm, p. 21) 

and a girl's rtttempt to alter her body may be an attempt to "achieve safety as weU as to avoid 

humiliation" (Kasch&f992, p. 202). Larkin et al. (1996) contend that sexual harassrnent is 

more than an act of objectification that le& to feelings of disgust and inferiority and is a 

process whereby the fernale body is 'hiuked" and visibly displayed. In addition, L a r h  et al. 

(19%) delimateci a codon between hamissment, stigmatization and disordered eating 

statiagthet: 



Stigma is "the physical mark or atûiiute from which people are conditioned to 
recoil, consciously or ~nsc ious lyy  in an ri#empt to protect themselves from 
that which they cannot understaad or contcol, fmm possible taiat or infecti'ony' 
@- 17). 

Stigmatization is often comm~~~l*cated non-vemy and is experienced and 'ph Mscerally, 

irnmediately, directly" in the body through regktering others7 physiological reactions (Larkin et 

al., 1996, p. 17, emphasis in original). Feminists have noted that the social stigmatization and 

discrimination against fht people, and particularly fht womea (Brown, 1997), serves as a 

"cautionary taleyy (Gilday, 1992) to all women to uphold and adhere to the cultural aesthetic of 

thinness. Females develop a l m e d  hypervigilance (P. Kitchener, personal communication, 

January 23,1998) to prevent exposing their imperfections. The social sanctionhg and collusion 

with sexual harassrnent means that the ody way a woman cm escape stigmatization is to 

remove herself from interactions with the larger wotld. Controlling the body through disorderd 

eating can be viewed as a means to avoid stigmatization, to embnice the s a f i  of conformity, 

and to remain co~ected with the social world 

Trauma-based theories are often Linked to the examination of "dissociation." Dissociation is 

a cornmon characteristic and defense mechanisrn of semial abuse and emotionai or physical 

trauma (Schwartz and Cohn, 1996). Dissociation is seea as a "style" of escaping and avoiding 

overwhelming thoughts and emotions (Reto et ai., 19%). The Boston Women's Health 

Collective (1998) explains dissociation in lay tams as "...a process that produces an alteration 

in a person's thoughts, feelings, or actions so that for a period of the, certain information is not 

associatecl or integrated with other uiforma5ionY7 (p. 171). Therefore, perception, connection, 

lack of bodily integration, and memory-ously attriiuted to cognitive-perceptual 

dysfiinction in the medicaVpsychiatric model-may be a result of femak traumatization. 

Several authors have provided theoreticai and anecdotd accounts of dissociation at work with 

individuais presenting with eating disorden (Reto et al., 1996; Root, 1991). Eating disorders 
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have b e n  viewed as another form of dissociation and one of many possible responses to abuse. 

Trauxna-based theones of eating disordm provide a framework for why and how an eating 

disorder may develop in a woman. Undortable emotious or somatic sensasiuns may be 

ovenidden by the constant obsessing about food and the body. The energy needed to deny 

hunger might actually prevent victims of abuse or assault fiom feeîing or thinking about 

anytbing other tban food (Schwartz and Cohn, 1%). Thompson (1992) has also ohserved that 

food may be the most reaâily accessible, easily accessible, and socially sanctioned "dnig" 

children and adolescent girls can obtain for self-sooîhing or to obliterate uncornfortable feelings. 

Feminist contributon to the rnultidimensional model fecognize the role of violence, abuse, 

harassrnent and stigmatization. With these brms of trauma, the relationship to the self, the 

body, and the world are fiactuted and disnubed. Suggested treatment for woman with abuse 

issues involves developing other, las  destructive, coping mechanisms and recognipng, 

validating, and preventing the extent of violence to which women are subjected. For example, 

the rates between abuse and eating disorciers may be underestimated and under-reported. Child 

sexual abuse is not easily assessed and ofbn missed in intake and treatment Wooley (1994a) 

States that in order to truiy understand the scope and influence of sexual abuse, a trusting 

relationship with the client must fht be established m e r s  suggest that sexual and physicai 

abuse issues may surface ody &ter the eating disorder has subsided and the client has sufncient 

ego strength and experience with new methods of coping (LaInn, et ai., 19%; Miller, 19%; 

Mwre, 1998; Schwartz and Cohn, 1996; Wooky, 1994a). Thus the onus is on those mding 

interventions to make women d e  in the therapeutic relationship, on society to h o m e  aware of 

the prevaience abuse, and to change the weryday practices that effect girls and women with 

physicai and emotional dewiatïon. 



A c  

The ttauma-baed mode1 focuses on the sociopolitical dm. It claims that women's 

struggles with food anà body are mted in the culture's systemic violence and oppression of 

women. This perspective attempts to explain eating disorders and other problems tbat affect 

women as responses to the socid conditions that shape individual and collective psyches, 

Because of their tramtic nanire, these responses can be expressed through dissociation (the 

splittuig of the body fiom the seif) and by the expression of physical and mental symptomology. 

The femhist model lwks beyond the individual wriman to situate her within a social context. 

Otbach (1978) suggests that eating disorders ate a cesponçe to the ''trama" of king female in a 

misogynistic culture: the role of femininity and gender is not only extremely problematic but 

must be central to my theoretical understandmg and treamient of eating disorders. To ignore 

the implications of gender perpetuates the tendency to "blame the victim" and pathologize the 

individuai and tbe family without accounthg for the influence ofsocialization and pairiarchal 

values on individuals and families. As Catherine Steiner-Adair States, "If we look at eating 

disorders as expressions of a body politic rather than a body pathological, the symptoms becorne 

a statement about the enormous difficulty of growing up female in the current culture..." 

(Dellebuur, 1997, p. 66). 

Fiaally, there is a biological base to trauma that may appeal to proponents of the biomedical 

model. Levine (1997) looks at the effects of "îhe fiozen residue of energy that has not been 

discbged or resolvedn (p. 19) and its long-term, debiiitating effects found in symptoms of 

Post-Traumatic Stress Disorder. The magazine (Nash, 1997) noted new developments in infâut 

and btain research that shows how environmentai experiences efk% neuropaihway 

development, pnrticuiarly in the early years of We. A Mietirne's experience of varying degrees 

of trauma may likely have a profound physiologid eftect on women's bodies and brains. 
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Using trauma-based thearies would acknowledge the way in which disordered eating has 

benefited women because it allows them to survive experiences of systemic violence. A 

distinction ôetween "madness and mental illness" and "sanity and nonnality" in the individual 

becomes much less clear when the larger social forces of oppression and violence are 

acknowledged. It is important thaî a fiamework for understanding eating problems examine the 

"myriad forces that shape women's experiences of their bodies" (Larkin et ai., 1996) and 

encompass the ways in which sexism, racism, and other systetns of oppression iiffect an 

individual's relationship to food and ber budy (Thompson, 1992). Moore (1998) states that an 

examination of systems of oppression must lead to a teconsideration of current etiulogical 

models of eating disorciers, as is aâdress eating disorders as b'unid.imensi~nal and as individual 

pathological responses to a thin beauty ideal does not address the issue of justice" (p. 9). 

Interventions must address the ways in which gender, race, class, sexuality biases and the role of 

power and oppression are inherent to treatment and that health care systerns work to change 

these. 

How does one develop wping mechanisms against social-wide violence? if k g  fende 

in the culture lems women at risk for abuse then, like anti-smoking and drunk-driving 

campaigns, culture-wide prescriptive atiitudes about the ideal body and the extent of violence 

against women need to be changed. Trwp & Tmure (1997) suggest that since most women 

are exposed to violence, research s h d d  begin to look at what allows some wmen to escape 

disordered eating behaviours, i.e., to look at characteristics of resiliency rather than 

vulnerability. Trauma-base. theories still require M e r  development to provide a sound causal 

expianation for the etiology of an eating disorder- 



Summarv 

In this chapter 1 have descn'bed several perspectives on eating disonk etiology, tbe impact 

on treatment, and the strengths and limitations of each. 1 suggest tbat the medicaVpsychiatric 

perspective must be decentralized. Its dominance in the treatment of eating disorders and the 

allocation of hanciai investment in this model need to be reeYamined and docated.  The 

biomedicaü psychiatric model insists on focusing on individual bodily dysfunction rather than 

examining and reflecting on the socioculnual perspectives that influence the development and 

treatmeut of an eating disorder. 1 question who is best served by continuing to distinguisti 

between clinical diagnoses of pathology while retùsing to acknowledge or address how 

sociocuitural and institutionalized violence influences and defines pathology. Many symptoms 

once thought to be the causes of eating disorders are now viewed within the medicall psychiatric 

model as "secoadary" to starvation, and thus the prirnary priority is to "correct the starvation 

sîate," while noting thaî, as Goldner et al. (1997) state, "Individuals with anorexia aervosa are 

more reluctant to accept those components of treatment that support i d  foad intake, 

weight gain, and reduced physical activity" (p. 450). 1 believe that working to understand and 

defuse this resistance or "hunger strike" (Orbach, 1986) is imperative, must be accomplished, 

and can only be done within a larger culturai context. 

Some aspects of the multi-dimensional mode1 have perpetuated the idea that individual 

women are predisposed to disordered eating without consideration of the extensiveness of the 

sociopliticai context witbia which eating disorder develops. Pmponents suggest causal 

theories cao be reduced to attitudes around beliefs in families and society relating to the cuitural 

ideal of bwiuty, the cbanging roles of women in Western culture, and the pursuit ofthlliness as 

protection against fat phobia and the desire to flee adult femininity. However criticisms of this 

centre on the failure to acknowledge the politics and power of systernic foras in tbe 



develqent of an eating disorder. Trauma-based theuries attempt to explain how the 

ptevalence of eatiug disorders and disordered eating may be accouuted for by the extent and 

degree of violence women have cxperienced and continue to experïeace in a mimstic 

culture. This perspective suggests that eating disorders are powerfùi strategies employed in an 

attempt to avoid, to resist, and to oppose this violence. A more extensive analysis of systemic 

oppression and disordered eating is needed. ifeating disorders were viewed as a "suMvaüstn 

tespouse to the pathological circumstances of wornen's lives, the onus for change wouid 

rightfully belong to the sociopolitical realtll, In addition, there need to be research and thmries 

that are more culturally sensitive and culturally specific. This witl help provide a wider 

understanding of the precursors and concomitants of eating disorders and assist in tailoring 

treatment prograns to personal etiologies (Moorey 1998). The purpose of this chapter was to 

situate my work within a cbanging understanding of what disordered eating is about. The next 

chapter will look at the methodology used in conducting this research, then will be followed by 

the findings and results of the study. 



Methodology 

introduction 

Tbis chapter presents a description of the methods used to collect, d y z e  and present the 

data. In describing the collection of the data, this chapter discusses the use of multi-method 

research principles ihaî guided the project, the rationale for using this methodology and the 

tnistworthiness and ethical concem in conducting the research. A gened description of how 

this research projec! was established and how contact with the Community Outreach Program 

was made hllows. This chapter also elucidates the methods of data collection and analysis. 

Oeneral Descn~tion of Multi-methd Reseatch 

The practices and principles of four research paradigms shaped this research: qualitative, 

ethnographie, feminist, and emauicipatory methodologies. Multiple research methods were 

used in an atternpt to gain a contextual comprehension of the Community Outreach Program and 

of the meaning of the experieaces for the women involved. I will bnefty descni each of these 

four research methodologies and give my rationale for their use in the study. 

ûuaiitative Research Mebidoloay 

Qualitative reswch deemphasûes the traditionai quantitative paradigm of positivism and 

experimentatio~ hstead, it stresses the importance of "process mther than outcornes, context 

rather than specinc variables, and discovery rather than codhation7' (Memam, 1988, p. xii'). 
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In qualitative reseatch, the rigorous measment necessary to quantitative experimentaîion can 

impede the construction of powerfiil categories of analysis, limiting the developmeat of new 

knowledge; in facî, the very richness of data is often reduçed away (Lather, 1986; LeCompte & 

Goetz, 1982; Merriam, 1988). Quaiitaîive methods involve aaturalistic observation and a 

sensitivity to the "iatrinsic structure atmd qualitative paîterning of phenomena studied" (Striegel- 

Moore, 1994, p. 446). It is a "hypothesis-generatingn pnictice raîher tban a "hypothesis-testing" 

practice (Meniam, 1988) whkh can potentiaiiy produce significant variables that may have 

been neglected in prmevious methodologies (Striegel-Moore, 1994). 

1 chose a qualitative research approach precisely for its emphasis on innovative discovery 

and descriptive quality of experience. As it was unclear as to what were the aspects of the 

Community Ouûeach Program that created effêcîive cbange for participants, 1 anticipated that a 

qualitative focus could permit new information to emerge. Most eating disorder research bas 

been undertaken fiom a traditional quantitative perspective and has tended to consist of 

empiricai d i e s  that o h  omit signifiant bterpenonal and experiential information. Sesan 

(1994) found tbat the few qualitative and clinid case studies done in eutkg disorden tenàed to 

rely on positivistic traditions. Striegel-Moore (1994, p.446) wams that the potentiai cost of 

using a ümited range of methodologies, such as in the field of eating disorders, are diminished 

validity and a narrowed vision because 'hethods determine to an extent the kinds of questions 

we can ask, and.. . limit the kinds of amvers we may M" 

Ethnographie research uses techniques of mairalistic observation, marcher participation, 

archival analysis, and open-en& intetviewing (Reinhan, 1992) to "elicit cultural knowledge, 

[ptovide] detailed investigations of social interaction, or a holistic analysis of societies" 
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(Hammersley and Atkinson, 1983). Ethnographie principles encourage recording, interviewing, 

anaiyzing, and interpreting research data in a way that hanours participants and distorts or 

exploits their as little as possible. This is accomplished by carefully record@ the 

phenornena that occur in the research site and by attending to the tesearcher's experiences while 

"in the fieldn of study. This counters the positivistic belief that the researcher be a detached, 

objective observer separate from the field (lather, 1991). 

Ethnographie @ces were used in this research in an attempt to directly access the 

perspectives of Comrnunity Outreach Program participants. The program's success had been 

measued ecummidy by clients' decreased hospitalizations, and statistically by clients' 

increased nutritional and psychological scores. There had not been any detailed inquiry with the 

participants, themselves, as to whether they deemed the prognun success£Ùî and, if so, why. I 

felt that the quantitative measures used to evaluate their psychological and nutritional well- 

being, did not provide information about what aspects of the program seemed to have made a 

difference fiom the participants point of view. 1 hoped that by carefùily documenthg my 

observations of the program, by interviewing and convershg with participants and staff, and by 

looking at archiva1 information about the program, 1 could access previously unrecordecl and 

unrecognized qualities that seemed to support change and recovery. 

Ethnogmphic priaciples and methodology have been used in feminist scholarship to 

cLcontinuously and reflexively attend to the signincance of gender as a basic feature of ali social 

life.. . [and] to better understand the social reaüties of women" (Dilorio, 1982, in Reinharz, 

1992, p.46). Feminist research analyzes gender relations and the dyuamics of power and 

oppression and applies this analysis toward social change. Feminist theory recognizes gender 
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bias as an inherent aspect of di human hquiry ad, therefore, concentrates on the influence of 

gender in the inquiry process. In feminist ethnographie research, this includes having the 

researcher monitor herseif through self-conscious refi exivity and to understand human 

behaviour through the examination of context (Streigel-Moore, 1994). In addition, feminists 

have noted the way in which patriarcbai assumptions and biases have impacted women's 

physical, emotional, and economic security (Waring, 1996). 

Femùùst principles and theory were mirai to this study because, as Fallon, Katzman & 

Wooley (1994, p. ix) state, "one may speculate about the role of gender in many conditions, but 

in the case of eating disorders, where nearly al1 sufférers are female, it is beyond debate." 

StriegeCMwre (1994) clairns that much psychological research has been ahistorical and 

acontextual in its approach. Using a "gender Lens" (Ministry of Women's Equality 1995) to 

view and conduct this tesearch has been essential as geder has not been made explicit in much 

of the research on eating disorders. Bordo (1993) contends that the fact that gender-biased 

models continue to dominate both the theory and treatment of eatïng disorders speaks to an 

unconscious and unintentional collusion in the mnditions that make women more wilnerable to 

disordered eating. As Steiner-Adair (1994, p. 381) States to healthaue providers in the field: 

Healing requires.. . [taking] a clear stand against the culturai noms and values that 
sicken women. This process challenges the assumpiions of traditionai, non-feminist 
therapy that therapy is apolitical; it hints that, on the conûiuy, any therapy of 
adaptation risks king iatrogenic. 

Striegel-Moore (1994) proposes that eating disorder reseatch take a contextual approach by 

moving away k m  the individuai as a unit of analysis to the larger social systems and strongly 

suggests that the implications of research findings must be considered and irnplemen&d for 

change in social systems. 



Emanicipatory research practice employs strategies and techniques designeci to limit and 

prevent the "perpetuation of oppressive rituals of 'speakhg for othen'" (Alcoff, 1991). 

Research is conducted via "inviaition" to the research site (Haig-Brown, 1992) wbere 

coUaborative relationships with participants are established. There is a valuhg of tbe energy 

and trust participants provide the researcher and thus, reciprocity-giving somethmg back to 

participants-is an important aspect of this paradigm. This approach also recognizes the need to 

invoIve pariicipants in as many levels of the research as possible in order to veril) the congruity 

between participants' experiences and the researcher's recording and interpretation of events. 

Findy, the researcher's "statu," or biography, is made explicit as her position undoubtedy 

influences the research process and findings. 

R a n t  and on-going critiques of traditional positivistic b'thary-cenûed" and 'Wieory- 

driven" research bas found it to be benign at best and unethical at worst (Alcoff, 1991, Lather, 

1991, 1986; Le Compte & Goetz, 1982). In my early forays into the field, 1 found eating 

disorder resçarch to repeatedly contain many offensive and "oppressive" (Alcoff, 1991) 

chmcteristics: research subjects' voices were obscured h m  the data, their behaviours were 

decontextualized and labelled pathological, and there was little or no examination of gender or 

ethnocenûïc bias. I did not want to replicate these types of studies, so I chose to use the 

method01ogies describeci above to gain a more in-depth and respec$ul understanding of the 

perspectives of COP participants and the program. 

Reliabilitv. Validitv. and T~ustworthllre~s of the Data 

Critiques of quaiitative/ethnographic research centre on issues of reliability and validity, 

however, the contn'butions of qualitative research lie precisely in its differences h m  positivisiic 
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reseamh. Qualiîative research attempts to find a theory that matches the dida versus tinding data 

to match the theory. It aims for comparabiIity-describing constnicts and characteristics so 

clearly that they can serve as a basis for comjmrison to other groups (Le Compte and Goetz, 

1982). Qualitative methodology also aims for translatability, i.e., the methods, categories, and 

characteristics of phenornena are detaiied and identifid so that cornparisons to other projects 

can be made h m  the fùidings (Le Compte and Gwk, 1982). 

Threats to reliability are high in ethnographie research given the uniqueaess of the research 

situation. Research is conducd in natural settings (versus the contrived clinid settings of 

positivistic research) which preclude the use of standardized controls. It focuses on natural 

occurrences rather than the manipulation ofvariables essential to experimentai design. Le 

Compte and Goetz (1982) suggest ways in which reliability can be increased in ethnographies: 

extenial reliability can be enhanced by repotthg details of the researcher's status position and 

how research participants and settings were chosen; by specifLing social settings, circumstances, 

and social contexts in which data is gathered; and by speciQing the precise methods of data 

collection, In addition, the choice of terminology and methods of analysis should be based on 

clearly delineated and explicitly identifieci assumptions and metatheories. Such detailing reveals 

the context of the research to others atîempting to replicate the work. Internai reliabüity is 

enhanced by mechanically recordhg the da@ using participants to c o d h  and veRfL 

observations and to determine theoretical constructs for anaiysis; using peer examiners or 

colieagues to ver@ conclusious and theoreticai constructs; and ûiangulating the findings 

between groups. 

Validity is the strength of qualitative and ettinopphic research (Merriam, 1988). Le 

Compte and Goetz (1982) argue that the vdue of research is recognized by the validity of the 

hdings. Fmm the perspective ofemancipstory research, H&yes (1989, in Le Compte and 
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Goetz, 1982)) Eeames the issue of vaiidity in tems of whether or not the research contriiuted to 

positive changes for the participants. Lather (1991, p. 68) uses the term "catalytic validity" to 

refer to the degree to which the research process re-orients, focuses, or energizes participants in 

what Friere (1973) cails "conscientization"- knowing reality in order to better transform it. 

There is a high interna1 validity in qualitative ethnographic research because the researcher 

spends a great deal of tirne in the field versus the lab setting (Le Compte and Goetz, 1982). The 

use of interviews is a process that allows for pater  closeness to a participant's own 

understanding than is found with the more abstract instruments used in posiiivistic research 

(Lather, 1986). The focus and emphasis on documentation enhances intemal valiâity by 

attending to issues such as the history and maturation of participants or programs, observer 

effects, the selection and attrition of group members, and the way in which the group or program 

changes over tirne (mortality). The "disciplined subjectivity," or self-monito~g, of the 

researcher exposes al1 phases of the research to continuous questioning and re-evaluation (Le 

Compte and Goek, 1982). As the p m s s  of how conclusioas were made is chronicled 

tbroughout the project, the problem of "spurious conclusions" is limited (Le Compte and Goetz, 

(1982). Docwnenting the process by which the text is created is essentid to quaiitative 

ethnographic methodologies because, 'Yhe most rigorous reading. .. is one that holds itself 

provisiooally open to futther deconstruction of its own operative concepts" (NorrÏs, in Lather, 

1991, p.85). 

Wbile this research was conducted using sets of p~ciples and methods of inquixy (nüher 

than selectuig one specific methodology), it rested on five fundamenta1 principles: the 

recognition that research is not value-fk but "politicaily uninnocent" (Apple, in Lather, 1991, 

p-14); the need to privilege women's lives and experiences and to place this at the centre of 

theory and method (Maracek, 1989); the attention to language and the recognition of power as a 
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primary tool of analysis (Brawq 1994); the understandmg that scholarship must necessarily be 

co~ected to action (Reinharz, 1992; Freire, 1973); and that reflexivity and reciprocity are 

integral and inherent to ethical research relationships (Lather, 1991). This research was 

conducted with attempts to meet these principles. 

This bas been a general description of qualitative, ethnographie, ferninist, and emancipatory 

research principles and practices tbat were used to conduct this project. The purpose of working 

from these perspectives was to add to a growing body of work that questions and challenges 

traditional conceptualizations of eaîing disorder etiology, development, and treatment (Sesan, 

1994; Wooley, 1990) and that continues to be matgiaaiized in terms of research direction, 

funding, and publication (Striegel-Moore, 1994). My intent was to add to existing knowledge 

and to bridge rnarginalized and maimûeam theoretical understandings of disordered eating. 

These principles and techniques are inheremt to the g e n d  description that follows of the 

specific actions taken to conduct this projea. 

This section of the chapter documents the researcber status position, how the research 

project was set up, research protocols, and how research participants were selected. The 

researcher status outlines the way in which my public and private positions influence my role as 

enquirer and impact the research process. The set-up of the project details the research 

protocols and the ethics approvd process. How mearch participants w m  selected chronicles 

the way in which confidentiality, informai consenf and voluntary participation wcre attained. 

Researchet Status 

Lather (1991) says, in order to "attempt to deconstnict the way in which our own desires as 
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emancipatory enquirers shape the texts we create," it is necessary to talk about the reseatchcr 

and the way in which her history inauences what is brought to the research. There were a 

vanvane@ of reasons why I initiated this research work. They are closely related to and complexiy 

layered with who I am, what I do, and to my personal beliefs and values. 

As a graciuate student within the Faculty of Education, 1 chose an individual study program 

that focuseâ on disordered eating and women's psychology. 1 chose an individual study 

program because 1 did not find a traditional clinical or counselling psychology program to have 

the critical approach 1 felt necessary to supporting my growing understanding of sociocuiûuai 

influences on eating disorders. 1 felt strongly that it was important to look at disordered eating 

and women's psychology within a cultural context, not just within the individuai andlor the 

family. To this research, therefore, 1 brought a perspective that was "outside" a traditional 

counselling program or curriculum of study-neither part of the clinical wmmunity nor 

necessarily ascribulg to the medical model. 

As a fiil\-time practicing therapist, I work fkom the perspective of honouring a client's 

defenses, believing that what the client reports is not only true for them, but that many of the 

probierns that people bring into therapy are the result of sexism and cultural oppression (Sesan, 

1994). 1 carried this perspective to my research hophg to convey my willingness to not ody 

believe tbat what the participants had to say was truc for hm, but valid givw îhe way in which 

gendm, class, etbnicity, and the social construction of identity intersect with experience. This 

remains mgnient with my beiîef and practice that my role as a feminist thenipist is to work 

with the expmiences, desires, and needs of clients '%y ffocusing on their understanding of 

situations" (Lather, 199 1, p. x). 

Lather (1991) uses the term "praxisy' to discuss the dialectical tension between action and 

reflecîion, noting tbat reflection without action is mere verbalism and action without refiection 
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is mere activism. As a praxi~rieated practitioner, I was concernecl with how efforts to 'help' 

can "perpetuate relations of dominance" (Apple, in Lather, 1991, p. ix). Therefore, I 

endeavoured to make my work meaningfirl to participants aiid to illuminate and deconsûuct the 

power relations inherent to our research relationship, as 1 do in the therapeutic relationship, as 

much as possible. This requires contiaued self-exmination and reflection upon my actions and 

a cornmitment to consciousness and intentionaüty in my interactions. 

in addition, 1 had stnrggled witb bulimia for 5 years during my undergraduate degree, which 

had been preceded by 1 1 years of disordered eating. I did aot receive inpatient or outpatient 

treatment as 1 did not meet the ASMIIII (MA, 1987) criteria for medical attention. However, 1 

would have met the criteria soon enough as my eating disorder progressai rapiciiy within the 

next six months. As services were scarce, only the most severe cases were addressed in the 

public healthcare system. The labelling of wtiat was or wasn't considered an "eating disorder" 

was based on arbitrary measures, however those maures determined who did or did not 

receive treatment. I sought private thetlfpy in 1991 and took another three years to recover to 

health. My mttnent experiences have been the impetus for looking beyond the traditionai 

medical mode1 for alternative understandings of what is occwring with an eating disorder. 

Without access to services, 1 had begau to conduct my own "research" to beîter understand 

my eating disorder. At that the, 1 found most information to be clinicaiiy-baseci and 

quantitative and did not Gnd information that made se= of my experiences until encountering 

feminist psychoanalytic works (Orboich, 1978) and autobiographical self-help texts (Roth 1984, 

1988). These works began to connect my experiences withui a larger sociocultural context and 

identifid a continuum of disordered eating that my dieting and bulirnia fit within. Ratber than 

viewed as isolateci iacidents-dieting consideml normal and encourageci, b u h a  deemed 

pathological and incomprehensible, these t ex i  provideci an alternative imdetstanding to the one 
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offered by the medicaYpsychiatnc profession. My experience bas brought a personal awareness 

of disorderai eating b this work that may not be available to othen who have not expecied  

an eating disorder. 

My status as a researcher-the personal, professional, and public stances 1 occupied within 

this field while conducting the research-has impacted my work, intluencing the questions 

asked, the approach taken, my access to the research site, and the analysis of the data When 1 

began this work, 1 was a voluuteer with ANAD (Association of Awareness and Networking 

Around Disordered Eating, fonnerly the Canadian Association of AnoreXia Newusa and 

Associated Disorders). For eight years 1 was a support group facilitator, a board member, chair 

of the research committee, and president of the organization in 1998. As a representative of 

ANAD, 1 occupied a position on the Provincial Eating Disorders Steering Committee 

representing the interests and concerus of consumer groups and attempting to completnent 

representatives fiom provincial Minisûy of Health clinical and administrative settings. My role 

ofbringing the concerus of grassroots 'consumer' services and the problems consumers faced 

regardmg recognition, îùnding, etc., gave me grounding fiom a perspective other than traditional 

treament progms. As one of the first consumer representatives on the S t e e ~ g  Committee, 1 

brought my personal and professional experience of eating disorders to the plicy table. My 

position as cornmittee member aiiowed me to develop a clear picture of service provision in the 

province and to observe the rationale and method by which funding for services is detennined. 

This work in the field also gave me personal contact with people who later became 

associated with the Community Outreach Program. Rior b conducting the tesearc4 1 had had 

persona1 contact with clinid and administrative @of St Paul's Hospital Eating Disorders 

Program and, often via the support gtoups, clients of the program. Therefore, my public 

positions witb ANAD and the Provincial Eating Disorders Skerhg Cornmittee gave me 
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In May of 1996,I conîacted one of the program psychologists whom i'd known through my 

volunteer work, and met to discuss the possibility of doing qualitative research with the new 

program. Her response was encouraging and supportive, partiparticularly of the qualitative nature of 

the project. She hoped a more detailed analysis of the subtle and signincatit changes she saw 

with participants (but was unable to capture with psychologicai testîng instruments) couid be 

revealed by my wotk (Fieldnotes, May 1996). She assisted me by providiag the f o m  

necessary for SPH ethics approval and gave me a copy of an approved proposal to use as a 

template. 1 was grateful to have the copy of the proposal. The language on the form was 

specifically geared to quantitative, positivistic, experhental research design. The approved 

proposai gave me some idea as to the expectations of the review committee and I could gear the 

qualitative, ethaographic research tenninology to the requirements of the committee. 

1 w t e d  the research to be invitational and felt that any strong reactions, objections, or 

cautions fiom staff to my working with these clients needed to be revealed and addressed prior 

to my entering the field. Fint 1 met with the Eathg Disorder CLinicYs director (June 3', 1996) 

to get approval. The director was supportive of my proposal and also encourageci me to 

proceed. 

Second, 1 m t e d  to directly address the COP staff to get both the* approval of and 

feedback on conducting the research. As program d h a d  the most contact with participants, I 

felt it was important to hear their concems regarding the effect my presence may have to their 

work with their clients. Copies of my proposai were provided for distriiution to ail members of 

the administrative and ch-cal staff. My intent was to give them time to be idomed of my 

intentions and to solicit th& f w k  on what they viewed as appp0pnPPPoPnate to working with their 

clients. 1 was invited to attend a meeting with the activation workers, a psycholojjst, 
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nutritionist, case manager, family therapist and occupatioml therapist. However, this meeting 

was postponed for one weeit, as the program was requved to address the suicide of one of theb 

clients. At the reschedded meeting 1 found the M t 0  be disheartened, discouraged, anxiow, 

and cautious. There was p v e  concem that given the closeness of women in the eating 

disorders community, the distress among tire COP parîicipants and other patients in the W 

chic about the client's death, and the tendency toward "competitiveness" among patients, more 

suicide attempts would be made. The COP stdfexpressed coticerns not only regarding my 

research proposal, but of tkir  program itself, i.e., was COP actually helping, or did the suicide 

indicate the program was ineffectual or, worse, implicated in the death (Fieidnotes, June, 1996). 

Given the circumstances, there were coaceros about the timing of my study. These wre 

allayed by the fact that 1 wouid not conduct interviews prior to December 1996, The staff also 

expressed concern regardhg my experience with such a "severe and chronic population," and 

my possible visceral, visible reactions in face-to&e interactions with "severely-emaciated 

women" (Fieldnotes, June, 1996). The team was aiso wary that my research would be an 

evduation of the program and staff. 1 responded that was no? looking to "judge" nor blame the 

program but to solicit information h m  the participants as to what was helpfd to their recovery. 

1 also stated that 1 thought the COP program may actuaily help participants deal with this suicide 

by pmvidïng continued supportive contact with them during this sensitive the. This seemed to 

reassure staffthat 1 was not intending hann to the program, the staff, nor the participants, but 

rather 1 was informed and supportive of the work they were doing. In addition, my experience 

as a support group facilitator with women with severe anorexia and bulitnia allayed their feats 

mund my possible reactions to clients. 

From that meeting, the team a p v e d  my proposai and were satisfied with the ethical 

considerations 1 had made for soiiciting COP cîieats to participate in the researcb. They did 



tecommeaded that 1 duce  the length of the interviews b m  2 hours to 60 minutes, as they 

thought clients wouid be &le to maintain coacentration for extended lengths of t h e  given 

their degree of illness. It also became apparent in the meeting that a political oversight id 

occurred. 1 would need the additional approval of Greater Vancouver Mental Health Services 

Society (GVMHSS), as bey were m e r s  in the program. This oversight seemed to provoke 

some controversy as to the way in which GVMHSS's pmicipation had been forgotten, 

Once approval in principle was received fiom the staff, 1 submitted my proposal to St. 

Paul's Hospital Ethics Review Committee and GVMHSS for approval. Approval was received 

h m  St, Paul's Hospital Ethics Review Committee on August 197 1996 (Appendix C) oaoe 

their requested changes were made to my lettex of invitation, i.e., the size of the lettering. In 

addition, they required that 1 inform participants that 1 would have access to their medical 

records. This was a protocol 1 did not feel was necessary to my work. 1 included this sentence 

but informeci parhcipts at out first contact that 1 would not be requiring access to their medical 

records. GVMHSS provided approval on August 20', 1996; (Appeadix D) and 1 then submitted 

my proposal to Simon Fraser CTniversity' s Ethics and Review Committee. Approval h m  SFU 

mu given on August 22.4 19% (Appendix E). 

Research Rotocols 

Ethnographie and emancipaîory reseacch practices greatly intluenced my desire to conduct 

the research in a manner as ethical, respectfiil, and ~~~obtnisive as possible to program 

participants, the Comrnunity Outreach staff, and SSt. Paul's hospital. iuitidy, I had wanted to 

introduce myself and my research to the COP participants in their weekly "Quality oflife" 

group. This was an on-going support group b t  disbandeci before 1 began; the group's 

tàcilitators noticed the women became more depresseci by coming together and hypotiiesized 
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this was because their poor quality of rife was more apparent in a gmup setcing (Fieldnates, June 

l2', 1996). 1 ah anticipllted that presenting to a pre-esîablisbcd gmup w d d  lem the effits 

of my position as researcher requesting participation than in a 0n-e setting would, by 

allowing the participants to hear me and to "check me out" before deciding to participate or not. 

As the group was M, longer meeting, it was decided by the COP team, the program 

coordinator, and mysefthat I wouid mate a package that would be given to each of the six 

participants during their weekly team meetings by the program coordinator. 1 design4 a "letter 

of invitation" (Apperadix F) to be distniutd in a sealed envelope to al1 COP participants at the 

e d  of their weekly team meetings. Staff were instructod to state to clients, in their own words, 

that the envelope containai information requesting volunîary parîicipation in a research stwfy, 

the research was independent of the pro- and SPH, and the COP teani would not lmow who 

was taking part in the reseacch project unies participants chose to disclose such information. 

In my approach, I felt it necessary to be cognizant of how the women are ûequently 

requested to take part in both hospital-based and exteCDal research projects. Two other research 

participation notices were posted at the clinic while 1 was setting up my research. Therefure, 1 

distanced myself from any association with the hospital or the ED program to permit 

participants to be as frank as possible in their expressions about the program and to have the 

qualitative research 1 wanted to conduct set apart h m  the experimental research that occuned 

in the chic. Therefore, in my description of the research project 1 included: infimnation 

outlining the project and how it may be different han previous research they may have taken 

part in; biographical informaiion about myself; the levei of comniitment and Uivolvement 

required; the measures taken to ensure their contidentiaiity and anonymity; their ability to 

choose to wiuhdraw at my time h m  the sbudy; the documentation process; where and to d o m  

the research wii l  be presented andior puôlished; and where they may contact me shouid they 



decide to participate. 

The COP team supported this. Should parîicipants decide to take part, they were to respond 

directly to the researcher as per the instructions inside the envelope (i.e., by retuming the notice 

in the sealed, self-addressed, stamped envelope provided in the package to either their COP 

team member, to the receptionist at the Eating Disorder Clinic, or mailing it directly to me. This 

controlled for the perception that the team was involved in the research and, in addition, 

protected participants' anonymity 60m the team. 

The letter of invitation explicitly infonned al1 involved with my project that the research 

was &pendent of St. Paul's Hospital and the Community Outreach Program, and that 

participation or non-participation would not effect hding, continuation, nor 

admission to the Community Outreach Program. Participants were informeci that they were free 

to retiise to participate or withdraw h m  the study at any tirne without any consequence to their 

continuhg medical care. It was very important to me that the respondents choose to corne 

forward on their own accord. 

included in the package was a letter of Uiformed consent (Appeadixes G, H) which 

participants were required to complete, sign, and have wimessed for both St. Paul's Hospiîal's 

and Simon Fcaser University's Ethics Review cornmittees. A subject feedback fom (Appendix 

1), a requinment of SFUYs Ethics review, was given to participants with a contact name ofmy 

faculty supervisor, and facuity chair. Contact names of those atnliated with SPH, who would be 

respible  for the researcher and the project, were printed on the SPH consent fom and 

participation notice. Participants were infonned both verbaiiy and in Wnting, that tttey muid 

address cornplaints or comments about the researcha or the research project to these persom. 

The letter of invitation also infonned prospective pmticipants that an introductory meeting 

would be mangai to aiiow them to meet me, ask questions about the project or their 
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partiparticipation, and determine whether they wished to continue. Another purpose of the initial 

contact meeting was to invite participants to contri'bute to shaping the report and to reassure 

them thqr had some coatrol over what was said about uiem and usai in the report They were 

also told transcripts of the iatem-ews would be returned for their feview and initial analyses 

would be brought to îhem for their feedback and verification. Al1 three were enthusiastic about 

this part of the project and two reported looking forward to having some closure in the research 

process by being notified of what sigiüficance their contributions have had on the project. 

Al1 meetings, including the initial meeting, were condudeci in locations outside the SPH 

Eating Disorden Chic  and were determined by the researcher and the This helped 

to reinforce the independence of the research h m  SPH and the COP program, suggested that 

the participants were an important part of the collaborative approach of the research, and 

increased confidentiality of fesearch participants. Meetings were held in a variety of 

locations-a neighbourboad bakery, wffee shops, a deii, the researcher's practicum ofice, 

participants' kitchen tables, and a neighborhood park. This was in keeping with the 

ethnographie researcb approach whereby we attempted to meet in "naturai" settings-the places 

where actually Live with their eating disorder on a daily basis-versus the clinical 

setîings. The initial mediags were one hour to two hours in length, as detennined by the needs 

and scheddes of the participants, and one of the initial meetings became an actuai interview. 

An interview scheduie was required for the SPH Ethics review to be included in participant 

packages. An authorization to record interviews form (see Appendix J) and an interview 

schedule (see Appendix K) was constnicted and submiEted to meet this requirement. The 

original research question was "Have you found the Community Ouaeach Program to be a 

success and why or why not?" This was expanded to include a list of possible questions that 

couid be asked during the interview and a notation that the methodology king used (different 
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h m  quantitative design methods) permitteâ the conversational nature of the i n t e ~ e w  to sbape 

the interview. Participants were &en the intewiew scheduie with the proviso, but the scheduie 

was soon abandoned as the discussions took their own natural course. 

Finally, in addition to the letter of invitation distributed in Ocbber 1996, a notice was 

posted in the common room of Eating Disorders Chic, where clients could wait for their 

individual tem meetings to begh This wouid aliow participants to reoid the notice on their 

own, and would also serve as a reminder that participants wére invited to take pint in the project. 

Ethnographie, feminist, and participatory research protocols were foIlowed throughout as 1 

believed that it would be unethical and insensitive to step into private and vulnerable areas of 

these women's Lives without king invited to do so (Alcoff, 1991; Haig-Brown, 1992; Memam, 

1988). 1 tried to be sensitive to the needs of these women, to balance them with my need to do 

the research and facilitate and establish a level of trust and safety in the relationship with them. 

Purposive samphg was used to select research participants- Six of the seven original pilot 

project participants were invited to take part and were given information packages in November 

1996. New COP clients were not invited as they had not yet spent sigaifiant tirne in the 

progmm to be able to ascertain noticeable change. Three responses were received in late 

November, early December of 1996, and March of 1997. A decline to was received 

in January of 1997. When îhe response rate remained low wiih only two participants having 

responded by January 1997, a general reminder notice (Appendix L) inviting submission of 

unreturned responses was placsd in the generai reception area of the clinic. Three additional 

packages were provided for distrr'bution in March of 1997 to new COP parci-cipants (who had 

now been in the program for 6-9 months). However, thete were no additional respondents. 



COP staffsuggested that a low tespouse rate was not uncornmon, as clients were often 

preoccupied with their medical "survival" (Fieldnotes, Febnuuy 1997). In addition, they 

reportai that initiaihg or mainiainhg contact with another person was Mcult  for many of the 

women to do. 

As each of the prospective participants responded, a preliminary meeting was set up to 

within the following two weeks. With the exception of one meeting, these preliminary meetings 

were not audiotaped. It was a tirne for both participant and researcher to rneet and for the 

participant to ask any questions about the process, cornmitment, focus of the project, etc. None 

of the participants had taken part in qualitative research projects and were surprised that there 

were no fonns or s u ~ g r s  to fil1 out. There were many questions, particularly about what we 

would talk about and what did 1 want to know. Ail thtee reported discornfort with the sound of 

k i r  taped voices, but said that they would not mind king recordeci when asked and completed 

an auîhorization to record interviews fonn. Al1 three agreed to take part in the project and 

responded they hoped they could ''jjust be of help" (Fieldnotes, June 1997). 

In conducting and transcribing the nrst few intewiews with COP clients, 1 became aware of 

the inabiîity of the interviewees to separate their experiences in COP b m  previous ûeatment 

expeiences. Their eating disorders were a continuous process, without clear delineation of 

progtams, treatments, etc. In addition, 1 was aware of my gaps in knowledge about previous 

treatment programs. While waiting for more participants to reply, 1 spoke with staffto get 

necessary background and contexhial information about the current and previous programs. 1 

inteMeweâ coUeagues who were part of the staff-au ouüeach worker, an sdministrator, and 

one of the program's psychologists. These interviews were audio=taped (with their permission) 

to record the volumïnous fwtuai information they provided on histoncal and practicai aspects of 

current and pmious eating disorder progtams. Client participants had been infiormed by the 



invitation to piirticipate and in initial meetings that 1 wuid be speaking to staff. However, 

contidentiality was maintaineb-staffdid not know which clients 1 was intewiewing nor did 

clients know which staffparticipaal. 

These staff interviews later became an integral part of the research. They provided not only 

archival information, but also revealed information on interactions with clients, observations of 

client change, and the staffs own ideas about what was or was not working in the program. 

During the transcription of these interviews, it was apparent that the staff perspectives were 

pertinent to the study as 1 began to compare and contrast theu perspectives with the parîicipants. 

Therefore, 1 used the staff perspectives to triangulate the data, comparing staff interviews with 

client interviews and with the archival &ta This assistai in constnicting the categories of 

Bnalysis and increased the validity of the fuidings. 

When the response rate fiom COP clients remained low, with only three affirmative 

responses received by Mar& of 1997, I sought direction fiom my thesis supervisor on how to 

address the data collection. 1 was advised to merge the contextual staff data with the client data. 

Had there been a larger number of client responses, 1 may not have included the staffresponses 

in the analysis, but rather, kept them as contexnial data Therefore, the way in which staff data 

was solicited was different fiom the solicitation of client partkipants. 

Staff were not intended to be research subjects initially, and contact with them 

was based on the establishment of my previous relaîionships with them. Although solicitation 

wtts informal, these participants had given prior permission for theü inte~ews to be used in the 

rwarch, Ethicai procedures and participatory reseatch protocols had, as with COP clients, been 

discussed and agteed to. Therefore, it not necessary to retum to the staffto seek theu 

permission to include them as subjects &r than simply contextual Thus, 

adhering to ferninisi, ethnographie, and participatory research principles facilitated the transition 



of these tbree interview subjects fiom background to foreground. 

Data Collection 

Intewiews 

Data collection consisteci of two types of information-conversational and written. 

Interviews were recorded h m  both COP clients and s t a f f  in December 1996 to June 1997 and 

transcribed fiom December 19% to June 1998. An interview approach was taken for a number 

of reasons. First and foremost, 1 was interestai in what program participants had to say about 

their experiences and wanted their 'toices" to be a central focal point of the research. I wauted 

to document our dialogues-or conversatiowiregarding how the program impact4 their 

stmggle with their disatdered eating. 1 was l e s  interested in continuhg m e r  clinical 

documentation of statistical indicators of client hedth, program success, or program economic 

viability. Questions regarding qditative experiences within the program had previous1y k e n  

asked of participants by a scaled survey form ('Quality of Life Inventoty," Frisch, 1994) and in 

g e n d  conversation; however, that was not captured in the program's outcornes. I felt it was 

irnperative to have the COP participants' experiences documentai as "an ûther" record of 

program outcome measures and successes-and 1 believed it was unethicai and unconscionable 

to discuss such outcornes without ever bving listened seriously and attentively to the program's 

*cipants. 

1 asked the participants of the Community ûutreach Program to evaluate the program in 

their own words, on their own "scale," by their own meamre. 1 asked them about their 

experiences in this program and others that precedod it and how things wuld be diffetent. 1 

asked what it was like to tive with an eating disorder- 1 reiterated that what they had to say was 

important and that "talk is serious" (Kirby & McKenaa, 1989). 

AU inte~*ews were audiotaped with each participant's prior pedssion, The interviews 
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were open-ended and conversational (Meniam, 1988). This less-stniçnired focmat a s s d  

participants defue die worid in unique ways and that the purpose of such intmerYieWing is to 

atiempt to access the perspectives of the participants irather than those of the reseafcher 

@ h i a m ,  1988). The intervjews lasted fiom 60 minutes to 2.5 hours depending on the time 

available to the par&kipaut and tésearcher (countering the team's suggestion tbat participants 

codd not concentrate for bnger than one hour). 1 tned to ensure tbat intewiew environments 

are safe and cornfortable for the partÏcipants and attempted to dehy aay costs or impositions 

iaherent in their tabg  part in this work. I aknowIedged my gratitude for their t h e  by buying 

coffee or b ~ g i n g  flowers to their homes or offices. 

htewiews were conducteci with Participant A ("NataIie"41 names are pseudonyms 

created by the participant ador ih tesearcher) on Decmber la', 1996; Januuy p, 1997; and 

Apni 29: 1997. Interviews with Participant B ("Michciie") were coducted Febnrnry 11: 

1997 and Febwry 250 1997. MicheUe did not show up for a third scheduled interview and did 

not r e t m  subsequent phone calls. Only one interview was mnducted with Participant C 

("Sara") on Match 14th 1997. Sara did not show for our second scheduied interview, calhg to 

say she had figotlen. Later, she had medical problems tbat interrupted our ability to do further 

interviews. ïu addition, another death had occumd in one of the Clinic's patients. This 

impacted Sara, as the deçerised woman was a fiiend. We did not schedule further interviews 

altùough Sara and I remained in contact with each other in other capacities. 

With M, or the senrice providersl an interview was coaducted with one ofthe h x  

activation workexs ("Ambec") w January 2ob, lm. An W e w  with one ofthe two program 

psycbologists (r>eborah") took plra on May 13&, 1997, although initial contact hd been made 

the yeat prior. One of several diBetent program administrators ~Christine") was intervieweci 

twice, on Ianwi~y 6' and May 23* 1997, allbough there were other informai contacts made in 
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working conjointy with the Steeriag Cornmi-. The number of interviews conducted with 

each participant, the dates on which diey occmeâ, and the length of the inte~ews are s h  in 

Table 1. 

Transcriptions 

Audiotapes of the inte~ews were then transcnlbed Initially, 1 had intended to personally 

transcribe the audiotapes and to rehun them to participants for their review at the next interview. 

However, ttanscriiing took much longer than estimated, so transcriptions were returned ta 

pticipants as they were available. At one point, copies of the audiotaps were made and sent 

to a hired extaud ûanscrii. These transcnbers worked within the psychiaûic comrnunity but 

had no contact with St. Paul's HospitaI. Despite their familiari@ with the mental health field, 

their unfamiliarity with eating disorden and not king present at the interviews proved to create 

many errors in the tninscripts. Subsequently, 1 retumed to transcn%ing the interviews myself 

due to both the number of mors and the cost of hiring transcnirs. The transcripts of the 

intewiews ranged ftom 17-53 pages with the average length king 34 pages. Al1 tnuiscripts were 

retumed to participants with copies of tbe audiotapes for theu p e d  and verificaîion. 

Participants were also ssked to delete any sections of the interview they did not want me to use 

in my writing and to provide feedback on the accuracy of the transcripts. There were few 

deletions to maiatain confidential'i and only one participant had a concem with the rmccuracy of 

one section that was then raiewed and corrected. AU participants received copies of audiotapes 

and transcripis of their interviews. Upoa completion of the project, al1 audiotapes and pqm and 



Table 1 

Interviews with ParticimuQ . . 

I L 1 1 

COP Team 

Natalie 

Michelle 

1 
Sam 

1 
Mar 10197 

1 
Mar 14/97 

I 
Mar 14/97 

I 
60 minutes 

1 

Dec 3/96 

Nov 15/97 

Dec 11/96 

Feb 4/97 

L 

Amber 

Deborah 

Christine 

Dec 18/96 

Jan 7/97 

Apr 29/97 

Feb 1 1/97 

Feb 25/97 

Juae 14/96 

Jtme 7/96 

Dec 6/96 

60 minutes 

90 minutes 

150 minutes 

60 minutes 

60 minutes 

Jan 20197 

May 13/97 

Jan 6/97 

May 25/97 

120 minutes 

60 minutes 

60 minutes 

60 minutes 
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cornputer copies oftranscripts were destroyed As a gestwe of teciprocity, a mpy of the tbesis 

was offefed to each of the participants and a mpy provided for the Community Outteach 

Program's records. In addition, aü participants were invited to the thesis defense. 

The decision to end the data collection phase of the research was decided by pragmatics, 

and an "exhaustion of resources" (Lincoln and Guba, 1985). 1 had depleted the personal tirne 

and f u h g  1 had allocated to the project. in addition, 1 did not receive any M e r  interest h m  

participants to take part in the inteMem. Also, 1 felt that there was a sense of integration with 

the data 1 had collected to date, although 1 would have welcomed the possibility of in-ewing 

other participants. 

Documentation 

Documents regarding the Community Outreach Program were requested h m  personal 

contacts in the program, but as COP was still relatively new, program objectives, job 

descriptions, protocols, and policies were still king developed. There were, however, other 

resuurces available to me to gather contextuai information about the program. These were h m  

the 'îvorking group" papers, the development of the proposal for funding, and the d e n  

correspondence between the potential funder and the program developers. in addition to these 

documents, 1 dso kept hand-written fieldnotes in a file that were used as data for later anasis. 

Data was coliected between June 1996 and February 1998. Bot. sources of uiformation-the 

documents and the interviews-were essential to attaining a clearer picture of the program's 

principles, goals and developmental stmggles. 

A "working groupy' was established to develop the initial proposai for the W s ü y  of 

Hedth. The Eating Disorders Community Planning Working Group [EDCPWG] consisted of a 

focus group of clients of the SPH Eating Disorders Clinic, famiy and fnends of clients, 



community Tesources such as ANAD and GVMHSS, and the administrators of the Eating 

Disorders Clinic. The working group "brainstormed" for s e v d  meetings to get information on 

what type of a program would bat meet the needs of women stmggling with chronic, 

unrelenthg eating disorders. The working group papers wnsisted of notes taken by a hired 

policy writer during several of the group's meetings h m  October to Decemberl995. I had 

obtained access to these carefdiy maintaineci notes, with dates, original outlines, and revised 

versions of the proposal, through my personal association with the administrator and the policy 

writer. A second source of idionnation was the fuial proposai presented to the Ministry of 

Hedth. This overlaps with the thud source of uiformatiow-the written correspondences 

betwee~l the Ministry funder reviewing the proposal and SPH administrators w b  lobbied for the 

program's funding. 

T h  two types of data (interviews and documentation) gave me a rich and complex view 

of the program itself, Such an opportunity to attain this information may or may not have bcm 

made availabk to other researchers. My insider status, as well as the access to the policy 

wn'ter's cornplete and well-ordered notes and dated cirafts of the proposais, provided a source of 

information about the program likely unavailable to others. From these sources, I was able to 

ascertain and define for myself some of the terminology native to this program's development 

which will be discussed M e r  in this chapter. 

Literature Review 

The literaîure review was conducted on an on-going basis throughout the production of the 

thesis. Prior to beginning the proposai, a directed studies course in feminist perspectives in 

eating disorders and a feminisî, ethnographie and quaiitative research were completed. Whiie 

waiiing for cespondents and conducting and transcniing interviews other articles on eating 



disorders mi chronicity was sought. 

As the field of Iiterature on disordered eating was widespred, 1 focused my searcb on 

specific aspects of disordored eating: the biomedical model and the multi-disciplinary model. 

An electronic literature revicw search was done using the psychological a b t  database, with 

the keywords "eating disorders" from the year 1990 on. Articles were selected h m  the printed 

abstmcts and nled by model. In addition, severd articles and books were found at the Eathg 

Disorciers Resources Centre of B. C., partieulady articles on chronicity and treatment. 

Four sepamte literature reviews were done. The bit Iitetature review looked at the 

biomedical model and feminist etiological theories of eating disorders and sought the 

shortcomings of the former and the advantages of the latter. It was soon apparent that this 

literature wiew was too simplistic and grounâed in the researcher's personal agenda and 

history. A second iiterature review was more encompassing, examinhg the variety of 

etiological theories offered in books, research joumals, and on-line in an attempt to find a 

'btnithf explanation of causal@. The review provided varied perspectives but offered no 

conclusive causal explanations. It was soon apparent that this review was overwhelmingly 

contradictory and dependent upon the hermeneutical perspectives and practices of theorists. 

The third literature review attempîeâ to provide an ovendew of causai theones of eating 

disorden and a more specific and directeci focus on cbronicity and eating disorders. Throughout 

the Literaaire reviews, the relationship between theory and treatment practices was obvious. 

Drrring the analysis of the data, a fourth iiîerature review began to take sbape once the 

hdiags emerged into aiegories. Tbis iiteraûue fOcused more on qualities oftherapeutic 

relatiomhips-in particuiar, atîachment theory-and is incorporated into the nnal chapter. 

From the data collected fiom the Iiterature reviews and h m  the intewkws with participants, a 

collection of terms were used repeatedly, constiîuting a cLwmmm stock of knowledge" (Haig- 



Brown, 1994) held by myself as researcher, the partkipanb, and the program. These were 

included in the dennition of ternis in Appendix B. 

Data Analvsis Procedure 

Memam (1988) states that data collection and data d y s i s  shodd occur simultaneously 

in qualitative researcb. Goetz and LeCompte (1982) say it is the timiag of analysis and the 

integration of analysis wiîh 0 t h  tasks that distinguish a qualitative design h m  traditional 

positivistic research. Merriam (1988) determines three dimensions of data analysis-anaiysis 

during data collection, the devising of categories, and theory building. These dimensions are 

used to discuss the analysis of the data for this research project. 

Analmis dwim Data Collection 

Data analysis begm during the interviews. The permission for conversations to be '%te- 

flowing" allowed either the participant or myself to direct the interview to any particular topic 

or area that seemeci pertinent or timely. 1 feel that the first level of analysis occurred here, 

where a topic was realized and the intemiew proceeded in its direction. 

A second level o f d y s i s  began while listedg to the audiotapes during transcription or 

wûiie reviewing those fhm the transcnir to ver@ accwacy. As spoken imguage moves so 

quickly, a paragcaph or statement wouid have to be reviewed severai iixnes in order to get it 

correct In essence, the ûansccipts were analyzed with each r e n d m g .  At this phase of the data 

coileciion, 1 made "observer's comrnents" (Meniam, 1988), to stimulate critical thinking about 

what 1 was heating or reading. These were recordai in my fieidnotes, or placed in the %orking 

papers" f3e 1 baâ started. 1 noted 1 wished to pwsue in future interviews, topics to be 

explored in the literature, anci &ed key words that emerged as 1 worked the transcripts. 
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Observer commeats were also made as the documents-the working group papers, the nnal 

proposal, and the correspondeno+were teviewed. 

Once the transcriptions were completed and verified by participants, ail data was pulled 

together to create a "data base." In addition to the file of "working papers," file folders were 

assigned to each interviewee and each category of document (e.g., "program proposais," 

''ûawna-based theories," "research process," etc.) to make lmting specific data easier during 

the intensive analysis stage. Three photocopies were made of each transcnpt and numbeted for 

easy reference. 

Intensive Analvsis 

This third stage of anaiysis occuned when 1 began to look for themes in the tninscripts and 

documents, Each of the three copies of the transcript was read at separate times. For example, 1 

would read only one interview, then take a few days before re-reading it or startihg aaother 

interview. 1 would read al1 the transcripts of one participant at the same tirne. 1 then nad al1 of 

the client interviews together and then al1 the staff intemim. Sometimes 1 would juxtapose 

client interviews with staff interviews. My purpose in doing so was to keep awareness as 

"bh" as possible to the data. 1 wanted to see what emerged fiom the tnuiscripts and to remain 

"open" to the data so as not to prematurely arrive at categories and concepts. With each 

readbg, "units of information" (Memam, 1988 p. 132) were noted-key words were written in 

the margins and passages of interest were marked with a coioured highlighter pen. Merriam 

(1988, p. 13 1) descn'bes this as "holding a conversation with the data." 

1 examinai îhe bighlighted data for wmmoaaliîies and disparities within each individual's 

transcript, across participants, and betweea staff and client groups. 1 analyzed what was 

homogenous information-i.~, repeated by more than one participant or was similar in content 
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These wmmonalities were classifieci into themes. Each theme was then examined for b r u -  

geaeity-i.e., the content was different enough to be sepuate h m  mther theme (Merriam, 

1988). 

In addition, some themes had evolved during the ongoing literature review and in my daily 

interactions working in the field. This ancillary process of developing themes was r e c ~ ~ d e d  in 

my working papers and fieldnotes and then brought back into the Éranscript review process. The 

themes were recorded on a running List of major ideas while worbg across the data and were 

then filed with the working papers. This Iist later became the b i s  of categorization. 

'cCategorization," linking like themes together fiom the transcripts, was the fourth level of 

anaiysis. As the volume of &ta was daunting, 1 retumed to my original research question, 

which asked what aspects of COP seemed to make a difference to recovery. Using the research 

question as a standard, a profile was compiled for each participant. Al1 highlighted data fiom 

the interviews pertaining to the question were entered into the profile and grouped by the 

preliminary themes identified earlier in the intensive d y s i s .  These themes included items 

such as %ut," "community location," "consistency of contact," etc., and were colour-cocled to 

correspond with the preliminary themes. This profile was named a "response sununary profle." 

The profiles were completed by cornparhg one theme to mther, then each individuai profie 

was consolidated into a master profile or outhe or respows. 

In teviewhig the master profile, the £kit category wnstruct merged as 1 saw tbat the data 

convergai around the participants' perceptions of interactions that either enhancd or inhiiited 

their quality of life. The data was re-orgaaized around this coustruct and each individuai's 

interview responses were entcted into a table acwrding to whether it e n h d  or inhibited 
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quality of life. At this stage, more distinct properties of the categories that enhanced or inhiiited 

recovery were determined These categorical properties included "consistency," "reliability," 

the program "paradigm" or c'gds," "location of progmm," etc. 

A table (Table 3.2) was constnicted and all higbiighted data h m  response summary 

profiles were colour-coded and enîered according to the prehimry themes and the overarching 

or meta-categones of quaiities that enhanced or inhiiited growîh and recovery. While entering 

the data into the table, 1 retunied to each qwte to ver@ that it fit with the preiiminary theme. 1 

reflected upon whether each statement was accmtely piaced within the theme, if it required 

movement, or if a new thematic c o m c t  needed to be made. In îhis way, the thematic data was 

once more cross-referenceâ with each participmt and theme and al1 data pertaining to theme 

was grouped together in the table -tting a mexamulaSion of hetero- and homogeneity. 

Frorn this table, major categories began to emerge. What was readily apparent at this stage 

of the analysis were the qualities of interactions that were growth-enhancing or growth- 

Uihibiting diverged into two additional meta-categories. Participants' comments could be 

divided into those that referred to the program itself, i.e., the structure and philosophies foming 

the content of COP, or those that identified interactions puticipants had with COP staff or 

program, i.e., the process of COP. A thhi category4congruencies between content and 

interactions-emerged later in the d y s i s  as the 'ïnhiiitive interactions" category filled up 

with participant responses. 



Table 2 
P * O f 

Program Focw ( Paradmical approach 

Goal Setting Client determines goals 

Coffee shop 

Lengîh of Open-ended, 

Treatment Client determines 

Consistency Activation worker 

mailable ut Christmas 

Reiiabiiiîy Dealing with contict 

Aitachment Connection with 

1 activation worker 

froup Format 

rocur on weighr goals 

Program sets weight 

pals 

Hospital ization 

Progrnm determines 

Mo service on 

weekends, huiidays 

Treatmenî ends 

Client vs.fUnder 's need 
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These findings and categories were writîen up in a draft fom and sent to the participants for 

their review and feedback (December, 1999 and Jan- 2000). My intention was to "negotiate 

meanings" (Lather, 1991) and b d d  reciprocity in this work and thus increase the "fm validity" 

of the project. 1 invited the participants' critical reactions to r"y nccount of their world (Lather, 

1991) to serve as a "corrective to tbe investigator's preconceptions regarding the subjects' Life- 

world and experiences" (Lather, 1991). Of the tke respondents (one participant bad died by 

this time), two participants met with me, me contacted me by telephone, and two did not 

respond to my requests. There were no expressed concerns about the categorical or thematic 

constnicts with the respondents, however, 1 think that by this point in the project, participants 

may have felt somewhat removed fiom the wok In addition, 1 don't betieve an environment 

was successfuily created in which the participants could remah invested in the project. Pertraps 

a prticipant-action research mode1 wuld be more effectivety employed. Ideally, developing the 

themes and categorization conjointly with participants may have proven more interesting and 

furthet verified their relevancy, but time restraints and the level of interest of participants did not 

permit doing so. 

Criticai Reflectiom 

Some challenges arose during this process of categorization. First, there seemed to be a 

"confound variabley' in that it was o h  difncult to diffèrentiate between what were participants' 

historiai experiences in treaûnent ptior to COP and what was specifically pertinent to COP. 

Tberefore it was difncuit to identify the specinc phenornena of a "bounded system" (Merriam, 

1988) as in participants' minds, COP became merged with other components in the on-going 

development of ciinid sm*ces offered by the hospital. 1 attemptd to clw this where 
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possible by asking specinc questions to participants and obtaining the background information 

on previous treatment pograms. 

Secondly, 1 recognized that 1 needed to be vigilant about the Vases 1 had developed while 

conducting the research and woikiog in the field. I had a tendency to interpret participants' 

responses and had to look at wby this interpretative mode was so insistent. 1 was using my own 

ideology to interpret what the participants were saying, believing I couid understand from their 

responses what the participants, themselves, wuld not. Lather (199 1) ad Willis (1977) 

descni this as assumiag participants' " fdse consciouswss." Lather (1991) defines false 

consciousness as "ihe denial of how common sense ways of looking at the world are penneated 

with meanings that sustain disempowermentn (p. 59). It is important to pay attention to issues 

of false consciousness as the determinanis of women's oppression can be hidden fiom or beyond 

participants' immediate awamess. In emancipatory rese~cb, having partkipants corne to 

awareness of their false conscioumess cm be achieved by 'hniptures in patterns of nortnaîity so 

that the pathology of the normal can be seen" (Gorelick, 1991, p. 467). However, assuming 

participants' false consciousness cm be troublesome to ernanicipatoty theory because it imposes 

one meaning (the researcher's) on the situation mther than constructing meaning through the 

negotiation with the research participants, As 1 had not created conditions suitable to such 

negotiation, 1 attempted to limit this interpretative mode by recording these thoughts in my 

fieldnotes and working papers and, instead, focused on continuai verincation in repeatediy 

ref&ng back to the data, This, 1 believe, made the data less susceptible to my selective 

interpretation. 1 also worked with my thesis supervisor to limit this interptetation as much as 

possible. 

In addition, 1 asked a colleague working in the field of eating cüsorders to review the table 

of entries and the categories they were grouped &. 1 soticited h a  feedback as to whether sùe 
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saw the categories as relevant and to verify the 'fit' between each unit of information, the theme, 

and the category. 1 also brought the analysis to the participants, asking if the themes and 

categories were relevant or needed to be changeci; however, 1 did not receive any tespouses. By 

mrding and aaalyzing tbe information in this manner, 1 was ttying to limit what Sampson 

(1993) has descriid as the tenden~y ofcategorization, or constniction of categories, to serve 

the purposes of dominant groups. 1 allowed the themes to emerge hom the interview data itseif. 

Verification durina Analvsis 

Internai reliability was enhancd by the use of audio recording equipment to mechanicaiiy 

reproduce the intewiews. This allowed an opportunity to repeatedly go back to the interview to 

verifi content and delineate the researcher's interpretation and projection regardhg wbat toak 

place, Inviting research participants to confirm what was recordeci and checking back with them 

to ver@ themes and categories fûrther enhanceci internai reliability. The theoretical constnicts 

for analysiethe themes and categorie*were discussed with my thesis supewisor and a 

coileague in the field. In dl, this increased the tnistworthiness of the data. 

Extemal validity was enhancd by continued self-reflexivity, dialogue with my supeMsor 

via notes and meetings, collegial review, using a working papers file as a journal, and recording 

fieldnotes. This was instrumental to notichg my biases and my assumptions. The coiiegial 

review and the ûiangulation of the data-adminisüative staffwith activation workers with 

interview data with documents with the litecature review; and the data with my 

hdings with a colieague's revie-were &O ways to increase tnistwoahuiess, reliability, and 

validiîy . 

Bias is inherent to any method of inquUy. 1 intendeci to reveal my biases clearly and in 

doing so to delineate the investments 1 have in &hg this wotk For example, 1 found my 
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criticisms of the prognun most interesting. 1 te* to view the situation ïu an adversarial 

fashion as myself and the clients "againsf' the program. 1 found 1 had a desire to "expose" the 

program flaws despite initially indicating 1 was not going to be judgmentd. U p n  refiection, 1 

think much of this can be attci'buted to my desire to "help" the COP clients, to becorne an 

advwte for them, and to use the thesis as a %hicle" for theu voices. My assumption and 

experience was that they were physically and politically cotnpromised to do so themselves. 

(This wiü be discussed in Chapter Five,) in reviewing Litetgture on femiaist research 

methodology, however, 1 was reminded of the necessity to value each person's perspective and 

found 1 bad increasing empthy towards the service providers as my ability to hold their reality 

emerged This was easier to do as 1 notioed a parailel process for al1 îhose interviewe& The 

data was revealing the ~ r n p l ~ t i e s  of transition in women with eating disorciers, in a mode1 of 

treatment, in a research paradigm, and in society. 

During much of this project 1 found myself experiencing profouad motions. 1 was 

ovenvhelmed with sdness and fnistration, mcuiarly as the cIients continueci to struggle with 

recovery, as deaîhs occurred, as the program itself was wntinually changed Gorelick (1991) 

And when this scientist with a f e d e  personal proaoun stwlies women, she is apt 
to fiel a different relationship with her subjects because she is subject to f h h g  
herself mimred in them, in fact with r e v o l u t i ~  implications for the 
relationships among observer and obseryed, theory and experke, science and 
politics, race and class" (p. 460) 

Pre-existing relationships and oaes established with participants dong the way did bave a 

profoufld impact on me. i found it ciifficuit to rem& detached (although 1 had anticipated this) 

and was fnrstrated by my inability to make change to the conditions that 1 felt were so oùviously 

needing to be addressecl As an aber, group fàcilitator, therapist, phtical advoc8te and 

having recovered h m  an eating disorder, 1 felt certain that my hypotheses were king validateci 
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as 1 -nt tirne with the participants. As a tesarcher, however, 1 felt unable to declare îhis util 

1 had "proof? And even then, 1 doubted having 'wf" wodd make change to the politico- 

economic conditions that seemed to be at the mot ofthe problem. 

WMe te-doing this chapter afkr the analysis was completed, 1 had difficulty facing the fétu 

of knowing what 1 knew-that my hypotheses were supported by the data I vacillateci between 

confirmation and doubt-of having a priori knowledge and having to prove it. 1 began doubting 

whetber I did "shape" the data to fit my knowledge. This fear was quelleci as 1 retmed to 

review my data and teflect on my analysis methodo10gy. I had grounded myself in the data; 1 

had stuck to what the participants said. And in doing sol I noticed a parallel pmcess with the 

women, the program, the service providers, the h d t h  care system, and women ia general Living 

in a hieratcbical and patriarchal society. 1 found mssuc811ce in Lather's (1991) marks: 

Building empirically groded theory requires reciprml relationsbips behveen 
data and theory . Data must be ailowed to generate propositions in a dialectical 
manner that pennits use of a priori theoretical h e w o r k s ,  but which keeps a 
particular framework brn becoming the container into which the data must be 
p o d  The search is for theory whicfi gmws out of context-embedded data, not in 
a way that automatically rejects apriori theory, but in a way that keeps 
pteconceptions fiom distorthg the logic ofevidence (p. 62). 

The abifity to keep my a priori theoretical fntméwork was predicated on my ability to keep 

this framework open to o h  possibilities h m  the data. LaUer (1991) suggests that while there 

is no such thing as value-fke or objective research, she argues that there is a need to keep as 

open a fime of teference as possible to allow the data to geroerate the propositions. Lewis 

(1992) speaks of the researcher's authority-, or 'p0wer to name" and that the researcher must 

c lah and proclah that authority. This success of this d l  be d i s c d  further in Cbapter 

Fk ' s  discussion of îhe andings. 

Finaiiy, d h g  the analysis of the data, the fhdhgs generaîed the need fbr IUrther 

infimation and, as stated eariier, a fourth Literatwe review began to îake s&. in addition, 
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some hdings were not @nent to the reseacch question and instead initiated other questions 

ami ideas for fiirthet research. These were recorded for use in Chapter Five. 

The fifth level of analysis, theory building, moves beyond the categoh to link îhem 

together with tentative hypotheses. This involved making inferences fiom the data and 

specuiating on the relationships found between categories and the phenornenon studied. As 

Meniam (1988, p. 14 1) says, 'Wunking about one's data-theorizing-is a step mwrrrd 

developing theory." While completing the analysis of the data and presenting the fiadings, 

tentative hypotheses or "suggested links between categories and their promes" (Mariam, 

1988, p. 142) wre  made. These were recordeci and tiled in a folder designated for the writing 

of Cbapter Five. 

The data analysis was an effort to orgaaize the voluminous raw information fiom the 

interviews and documents into a signrficantly meaningfiil account. This iequired refining the 

units of information into themes, constnicting themes fiom the categories, and linking the 

categories together with hypotheses to form a theory. In this way, the theory remains grounded 

in the data and emerges h m  it. 

Summarv 

This research began with an interest in ascertainhg a qualitative assessment from 

participants in the success of Community Ouûeach Program tôat could coexist with preliminary 

quantitative resuits. The premise was that what the women, themselves, had to say was 

important to any such assessment of the program, shouid be inquired about, and their responses 

éocumented. In this cbapter 1 have presented a description of the research setting and the 
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approaches and guiding principles to doing the resemh I have detaiied the rationale for the 

metbods and procedures employed in carrying out the interviews and data analysis and 

discussed the efforts made to enhance the trustwortbiness of the data and the process of 

categorization. Chapter Four ptesents the findings of the study. 



Introdumion 

This cbapter presents the profiles of the research participants and the anecdotal data h m  

the study, Two groups of participants in the Community Outceach Program wete interviewed: 

three clients of the program and three stafîmembers who worked as part of the interdisciplinary 

team. In tbis chapter, the interview question ("Wbat qualitics, if any, did you find successfid in 

your experiences of COP?) and the researçh participants' subsequent answers are discussed. 

Responses are categorized in ternis of aspects of COP experiences fiom both clients' and staffs 

unique perspectives that enhance. or inhibiteci clients' 'quality of life.' These aspects of the 

program are divided into (a) the qualities of the program and (b) qualities of the interactions 

between clients and the program. The themes that emerged fiom the data are discussed and 

supported using the words of tbe research participants and are triangulated with the Witten 

documents fiom the COP program where avadable. The cbapter concludes with summary of the 

fmàings. The implications of the findings are discussed at tength in Chapter Five. 

Profiles - 
The profiles of the research participis have been created h m  idormation the participants 

provided in their interviews or in personal discussions occurcing off-tape and recorded in 

fieldnotes. The profiles provide information about the participant's history with COP and the 

circumstances of their interviews. The proiles have been teviewed and verified by the 

participants for use in this chapîer. AU names used are pseudonyms. 



COP Farticibants 

The protües of the clients begins with Natalie, with whom the longest research reiatiowhip 

oçcaxred, continue with Mi~heI1e, and then conclude with Sarah, with whom the researcb was 

ümited to one interview occssion. The COP clients were asked to discuss theu 

while participahg in the pilot p g a m  and in previous treatment progmms. Theu replies 

centre on how COP had or had not proven successfbl for them, what they felt enhabced or 

inhibited their recovery fiom an eating disorder and what changes they felt needed to be made to 

the program to make it more effective. 

Natalie 

Natalie was a 30 year-old single woman living alone in the Vmcouver area and was in 

regular contact with her f d y  who aiso lived in the Lower Mainiand. She supportecl herself 

with a provincial social services disability pension, but prior to her disability with anorexia and 

bulimih had worked as a receptionist She was active in a grass-mots dvocacy group for 

people with eathg disorders and had recently returned to college. 

Natalie had been involved with COP for nine months at the time of the nrst interview 

(Decmber 1996). She psiticipated in one meeting (December 1 1' 1996) and t h e  interviews 

in tooi (Deccmber 18' 1996, Janusry 7' 1997, and Apd 29' 1997). The research nlationship 

bas wntind beyond the scope of the resemh project to the present Qne, where a collegiai and 

personai fkiendship is mBinEained. 

Nataiie Eiad attendeci many treatment programs provided by the provinciai of 

Wth. Her disordered d g  behaviour was fÜst medicaily mgnized at 19 years of age, 

durhg a two-month hospitaLiration in 1986 for a suicide attempt At that time, her eating 

disorder was comprised of self-induced vomiting, but, in her words, the purging was " treated as . 
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secondary" to her depression and was "shoved away, it d y  wasu't deah with" (12/18/96, p. 

6). She was hospitalized several more times for depression and suici& attempts, 

In 1987, Nataiie lost a signifiant amount of weight and was hospitalized for the first time 

for anoreXia This hospitakation lasteci three months and atter she took part in a 5-6 month 

inteasive day-treatment p u p  pmgrem. Upon completing this program, Natalie quit treatment, 

ttavelled abroad and then retumed to Canada. Her anorexia redned intact throughout this 

time. She later was hospitalized 2-3 more times in Vancouver for re-fding and weight 

stabilization. Each hospituiization lasted 6-8 wwks, Natalie üied a variety of ûeatment 

prograrns and wotked with a number of psychiaûists. She had been admitteci to the acute care 

ward, the day treatment pgnun, and to the outpatient program at St. Paul's Hospital. 

Natalie's last hospitaiization in the acute care ward occurred in the fall of 1995 during what 

she descriid as "a really &ad time of crisis" (12118197 p. 9). Upon her discharge, Natalie was 

to enter the outpatient program again. However, she was told "at the last minuten that she could 

not attend because her skia-fold measures (of her body fat perceutage) were too low (12118197 

p.9). It was suggested Natalie attend the 4-day per-week day traitment prograrn and she began 

participating in a 'keadhss" program to prepare her for tbat admission. Nataiie stated she was 

really not wmting to attend a day treatment program again, and had decided during Christmas of 

1995 that she would ''ûy to do it on rny own, outside of any prograrn" (1211%/96 p. 4), although 

she remained on the waitlist for day treatment. During this rimey a position in the Commmiity 

Outreach Progntm became avaiiabIe and she was inviteci to meet with the team to discuss any 

goals she may waat to set for herself if she attendeci COP, Natatie star&ed with COP in Apni of 

1996, at which time the program was funded as a six-week pilot project. Natalie and the team 

e w e d  she wodd take part for six weeks only, however, as funding was Cominued, her 

was exîmkd- She 1& the program in May 1999. 



Michelle 

Michelle was 36 ye9is old at the time of the interviews. She entered the COP program in 

January of 1996 and had compIeted one year with the program when our two interviews took 

place (February 1 1' and 25'4 1997). She lived by herself in an aparttnent in Vancouver and 

supporteci herself with long-tenn disability pensions fiom the pvincial govemment and her 

employee union. Prior to her debilitation with anorexia and bulimia, wbich prevented her tiom 

working, Michelle had been employed in the medical profession. Micheile orighdy came 

h m  another province to attend university in Vancouver. She did not indicate ifshe bad e l y  

in the Lower Mainland or what their relationship status was, although in both interviews she 

spoke briefiy of her painful childhood and family expenences which included childhood teasing 

and stigrnatization based on her socioeconomic class and family obesity. 

Michelle was diagnoseci with anorexia when she was twenty-six but stated that she bad been 

bingeing and purging for at least twr, years ptior to that A work colleague recognized the 

morexic symptoms of Michelle' weight loss and urged her to go for help. According to 

Michelle, this colleague's fiiend had died fiom mrexia and she'd pledged never to ignore the 

symptoms again. Michelle went to h a  family h t o r  and was refend to the internist at St 

Paul's Hospital. The internist immediately recommenâed Michelle be adrnitted to the Eating 

Disorders Clinic and she was hospiîalized in the Long Stay program for 13-14 monh in 

November 1990. 

Michelle said she had also attended the pnwinciai residentiai prognmi, but found living 

with other residents too challeuging after severai years of social isolation. in addition, she 

e-end difficuity complying with the program's strict focus on weight gain and its 

restrictions on purging behaviours. While Michelie did not indicate other programs she had 

attendai, she did state she had been involuntarily committed to hospital several times for 



treatment These hospitalizations were for extended periods of thee Micheiie also 

acknowldged that she had volunEarily admitted he~self when "evnything is just falling apart 

and Sm so stressecl out I can't cope anymore" (02/19/97 p. 28)- 

MicheUe said that purging was a method stte initidy employed to control or to maintain ber 

weight after a ''biuigen or the @estion of "baà" ffoods when dieting (Ou1 1/97 p. 9). She had 

dietéd consistently during ber teens and early aduithood md purging seemed to present a 

solution to the dilemma of bingeing and the repeated weigbt gain. In addition, purgiug 

aüeviated her fm ofbecoming morbidly obese like &r h i i y  members. Michelle said she 

realized later that she could use purguig to l o s  weight and believed she would stop purging 

when she got to a weight she was "cornfortable" with (1 1/02/97 p. 10). In retrospect, however, 

sbe admits there never was such a weight; purging quickly became the centre of her daiiy 

activities (02/19/97 p.13) and a major component of how she spent her time. 

Isohîion was a concomitant part of Michetle' eating disorder. She worked sohîary night 

s h f i  and her days consistecl of sleeping, eaiing, and purging until it was t h e  to go to work, 

She would then fast during her work shift and return home to repeat the binge-purge-sleep cycle. 

She re-d she had k w  fnends and, therefore, decreasing ber isolation was a major goai of ber 

work in COP. Michelle linked her social isolation as both a cause aud effect of her bulimic and 

anorexic behaviour. For example, @or to speakiag with MicheUe in person by teiephone, there 

was difficulty conuecting with her. Despite tetuninig the consent fom indicating her interest in 

participahg in the researcb, three phone messages to her went u11813swered. Six weeks later, 

when sbe did retum the call, she stated that her "aaorexic thinking" had been active and she 

found it dificuit to break through her isolating behaviours to return the catis despite wanting to 

take part in the sbdy (Researcher Fieldnotes, Jaauiry, 25' 1997). 



Michelle pariîcipated in t h e  telephone ails, one introductory meeting, and two 

interviews. At the second interview, Micheiie's COP team had just notified her that she w d d  

need to l e m  the program within the next 4-5 months. The program began to establish the 

Iimits for participation and Michelle was approaching the program's Il-month limit At the 

interview, she stated her great distress and anger. Michelle was very coacenied with how she 

wuld cope with her eating disorder in both the immediate tirneframe and in the upcorning five 

months. She agreed to meet for a third interview but then did not r e m  calls to arrange a time. 

T h e  more phone cails were made throughout the following year to in* as to her 

willingness to continue however there were no responses. There has been no mer contact 

with her in the subsequent two years. 1 was informed that Michelle had died as a result of 

suicide in July 1999. 

Sarah - 
Sarah was 27 years o1d at the time of our interview in March of 1997. She lived with ha 

family in an upper middle class home in the Vancouver area. She was attending university part- 

the and had spent many years studying dance prior to ber diagnosis. Sarah pauticipated in one 

interview for this tesearch project and then was hospitalized prior to the next scbeduled 

interview. Mer this bospitalization, mother client from the eating disorder program died and 

Sarah stated tbis death had teconstituted some feelings about a f3iend and chic client who had 

committed suicide the preceding year. In her phone cal1 to me, Sarah said she needed '70 take a 

break fiom a r q t b g , "  hcluding the interviews (Fieldnotes, Apd 1993). She dso sîateâ she 

had also just been mked to '%tep out" of the Commuuity Oumach Program; i.e., to take tinte to 

sssess wtiether she was ready to take advantage of the COP program's offérings. We 

. * 

maiatarned sporadic contact the next f w  years in other community events. 
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Sarah was diagnosed with anorexia in 1992 at the age of 22. She stateù that her fiieads had 

discovered she was engaging in bulimia and encourageci her to teU her parents. Sarah was 

assessed within a month and said she felt very lucky to have such a quick assessment as the wait 

lists at that time were six months to a year. She specuiated thaî her parent's professional 

relationships with members of the medical community might have facilitated an earlier 

assessment. Despite the quick assessment and diagnosis, Sarah saw a program psychiatnst d y  

three times in the following four months. She found this to be of little benefit aoà the anorexia 

persisteci. In Apnl of 1992 she was told she should be adrnitted to the 3-month hospital in- 

patient program. A nursing sûike delayed her admission but she was later admitted for two 

months in the summer of 1992. Following this stay, Sarah was admi- once more for 6 weeks, 

then adrnitted again for a 2-3 rnonth stay the following summer (1993). Sarah had afso worked 

individually with several private psychiatrists. Sarah stated she was repeatediy thstrateci that, 

for vasious reasons, she had been required to w r k  with seven different psychiaûists in the past 

five years. In addition to psychiatric treatment, Sarah had also attended a general psychiatric 

cesidentid facility. 

Sarah was one of a bandfiil of B.C. residents to request and acquire outsf-proviace semices 

at a speciaiized private clhic in the United States. She and her family petitioned the Ministry of 

Health to cover the costs of treatment because it was felt by the program staff, k r  family, and 

Sarah, herself, that the existent provincial programs could not address her neeûs. The petition 

was successfiil and Sarah was approved to attend a 3-month treatment prognun in the U.S. in 

1995. While in the U.S. treatment program, Sarah gained ten pounds but did not meet the 

weight gains the program protocols required Despite hawig looked for a prognim that 

speciîïcaiiy did not use tube-feeding, the thetment centre insisteci that Sarah be tube-féd to 

restore her weight, Sarah was reludaut to do so, as previous experiences with tubfeeding bad 
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been disastrous failures. However, she cornpiid with theù recommeadstion for two days then 

d m d e â  to be talcen off. With her weight still too Iow to meet the program's protocols, Sarah 

was requved to withdraw ftom the program and rehwed home after only a few weeks. 

Approximately two month after her tenun fiom tbe United States, Sarah was inviteci to take 

part in the Community Outreach Program. At the t h e  of the interview, she had been involved 

with COP for 15 months, however, Sarah was beginning ber %me out" for an uaspecined 

length of time by our second phone call. 

The client profiles provide deîails of how Natalie, Michelle, and Sarah met the pilot 

prognun admission criteria The profiles also describe the persistence of eating disorders in 

Natalie, Micheile and Sarah's duit lives. Respectively, their eating disorders bad lasted 1 1,10, 

and 5 years. Al1 three clients had atîeaded all the available proviucidy-Wed d n g  diwrder 

treatment programs, in addition to private clinicians, without respiîe or success, Sarah had dso 

attended out-of-province treatment. Al1 three -cipts had been COP pilot project program 

participants and had attended the program for lengths of 9,12, and 15 months at the time ofthe 

interviews and, therefore, were considered appropriate research candidates given their 

experiences withi. the program and prior to COP participation. 

COP Muiti-disci~linarv Team Members 

The profiles of the Stanbegin with Amber, oae of the ht activation workers in the 

program; continue with Deborah, one ofthe team psychologists and an originai program 

coordinator, and conclude with Christine, the ciinid direct~ of îhe St. Paul's Hospital ED 

program who initiated COP. 



Amber 

Amber was one of severai activation workers in COP. She holds a graduate degree in 

psychology and had been working in the area of eating disorders for several years when she 

joined the COP team. Amber initially heard about COP when she participated as one of severai 

stakeholders in an inaugural meeting of the Eating Disorders Community Planning Working 

Group, in June 1995. The description of the activation worker role interesteci ber b u s e  it 

required someone who would be "providing daily supportyy and offered "more contact, personai 

contact" (20/01/97 p. 2) than her present work did. After the meeting she inquired about the 

position and was offered a half-time position. At the time of oui interview (January 20: lm, 

Amber had been an activation worker for less than two years. 

COP was a pilot project when Amber started. In our only interview, she revealed how 

novel this program was to the Eating Disorders Clhic. There were no polices or pmcedures yet 

formulateci and no formalized orientation process for newcomers. Amber reported ber training 

consisted of "shadowing" the existing activation workers for a week "to see what their 

interactions with clients was like ... [and] talked with them about their experiencâ a little bit and 

got some direction and s W  (20/01/97 p. 1). In addition, her training involved "getting a sense 

of the pirperwork necessary to the program" and r&g suggesîd research articles on 

rehabilitation and working with people with chronic eating disorders (20101j97 p. 2). When sbe 

began work with her h t  client, Amber was teamed with another activation worker for a few 

days for additional support. Amber's -ence of this time was that the team pulled together 

to leam tiom each other as, "There just wasn't anyone really to sit dom and do a huge 

orientation b u s e  there really wasn't this concrete moder' (20101/97 p. 2). Amber also 

remarked how the team members supported each 0 t h  through these early stages of the 

program's development 
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Amber began working with one client in autumn of 1995 and a second client the following 

winter. At the time ofour interview, A m k  bad two long-term clients and one short-tenn 

ciient. She identined the diffmce between these client groups: short-tcmi clients had access 

to activation workers only and not the entire COP team. Short-term clients were required to 

have mblished medimi, nutritional, and therspeutic support in their communities, or were in a 

healthier physical state tban long-term clients. Amber stated that canying a short-term client 

was designed to provide the activation worker with " a bit of a break h m  the more chronic, 

unretenting [clients]" (20101l97 p. 5) and to achowledge the limits of both the program and 

workers in providing consistent intensive treatment and support. In addition, short-term clients 

were added to the program to address the wait list for eating disorder services. Amber's 17.5 

hour work week was used: in one-onsne contact with her three clients (includiag travel time); 

completing the paperwork of charting and recordhg client progress and activities; joining 

clinical team members for Ihour weekly 'rounds' sessions; attending &un meetings between 

clients and the team; educational in-services on tehabilitation models; and respondhg to &r- 

hours emergency calls. in addition, according to the proposed budget, the activation worker was 

the lowest paid position for staff members other than the secretard staff. 

In her interview, Amber was askeà to discuss her involvement in the COP program and her 

experiences as an activation worker. Amber related personal information and knowledge of the 

program's paradigm and mode1 and also d~ulated her belietS of what she felt were the needs 

of the program's activation workers based on her personal reqWtements during her t h e  with 

COP. In addition to these general wmments about staff needs, Amber expressed what she 

believed rnight enhance and &%it change for COP clients based on her observations of client 

interactions with the COP team. 
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The relationship betwtm A m k  and myselfwas facilitated by our m u  involvement in 

the field Given our on-going reiaîionship throughout the research process, Amber provideci 

several updates regacding changes to the program s k  the intemiews had beea completed 

which were tecordeci in the researcher's fieldwtes. 

w?Q& 
Deborah is one of the psychologists in the eating disocder program and, like her colIeagues, 

has been part of the Community Outreach Program in a varïety of roles: as pmgram coordinator, 

therapist, gmup facilitatory and n d h e r .  At the t h e  of our interview (May 137 1997), the 

rnajority of Debotah's wodc had shifted to research although she maintained some clinical 

îherapy time with clients. When she was program coordinator, much of her work had been 

administrative and included developing program phdosophies, policies, and protwls; writing 

graat applications and reports; addressing the wait list for admission; and making and receivhg 

community pvider referrals. As a therapist, Deborah saw 4-5 clients per week, in addition to 

providing consultation to the COP team, she also assessed clients' 'readiness' to attend the 

program, and cecorded client changes in the program. 

Deborah stated b t  her clinical resoarch work was supposed to consist of 6-7 hom per 

week. Laîer it h a m e  apparent that the ptogram could use her psychologist time more 

efficienly as a consulting psychologist, (Le., administeriag psychological tests, conducting 

mudules, and providing short-term interventions and one-on-one counselling). Deborah 

commentai tbat, upon review, her d e  was dso shifted because the program had been 

unbaIanaed administcaîively as COP ''just had too many cooks in the kitch en... [ana it just felt 

iike maybe we didn't need so meny people 'up th& makjng decisions" (13/05/99 p.3). 
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In Deborah's interview, she was esked to address the research question fiom her perspective 

of program psychologist, to talk about the changes to COP during the previous six mooîhs, and 

to discuss her thoughts on 'quaüty of life' changes she noticed with clients she worked with. 

Genedly, Deborah relayed descriptive and factuai information about the administrative and 

personnel changes made to the program, the changes to t h e  limits for client participation, and 

COP's addition of short-term clients to the program to accommodate the client Io& Thus, 

Deborah's general statements focused on the length of treaûnent, changing staff des ,  and her 

awaretless of client ne&. 

In her role as research consultant, Deborah focused on the variables that seemed to benetit 

COP clients in their recovery. She was working closely with the team nuiritionist to examine 

the reliitionsûip between clients' nuûitionsl management and their medicai and psychological 

issue- am in the research literahire whm, according to Deborah, there is a dearth of actual 

research findings. At the tune of the interview, Deborah and the nutritionist were developing a 

database to look at trends in nutritional management and the concomitant impact on COP 

lmticipts. Like Amber, Deborah commented how the newness of the program and its 

subsequent changes impacted her work as a psychologist. 

Deborah dso spoke of an awareness of her own persona1 changes in therapist-client 

interactions. She descrihi her increased self-awareness and the resulîant change in her 

interpersonal interactions with clients, particularly adopting the stance of "radical genuineness." 

In addition, Debotah hypothesized that what may inhibit recovery was the length of treatment 

the program provided Deborah based this hypothesis on feedback that she received fiom an 

international eating disorden conference in April of 1997. 



Christine 

Christine was one of several dmhktmtive staff involved witb the program throughout its 

duration. She is a registered nurse with a lû-year background in eating disorders in both her 

clhical work and private Christine's interest in eating disorders began with her 

undergraduate work and she continued to research this topic in her graduate program. One of 

Christine's particulas interests is examining the use of an ethical decision-making model in 

trament, i,e., when or when not to forcafeed or to commit somme to hospiîai. 

Christine was an integral part of the mly Eating Disorders Community Planning Working 

Group tbat examineci the needs of this particular client population. She was involved in writing 

the proposal and requesting the fimding. She also conûibuted to the philosophi~~l apprah and 

practices of the program with idem of empowering clients by using principles of a client-centrd 

approach and hm-reduction model. Designhg and setting up the program took much work 

and tirne, christhe stateà because, "There's no tetnplate anywhere. This is the oniy program of 

its kind anywhere, so we were kind of fiying by the seat of our pants. We don't really know if 

it's going to work-we hop its gohg to work! (06/01197 p. 19))' 

Once the program was established, Christine's d e  shiM to that of a consultant to the 

project. in addition to COP, Christine worked as a consuitant to the Provincial Eating Disorder 

Program, assisting wmmmUlllties across B.C. to esîaûlish standards of care and treament 

ptotocols for people with eating disoders. Christine assisted the COP team with difficuît 

clhical situatious by applying an ethicai decision-malring model. 

in her interview, Christine comment& that some discussion in the research literature 

claimai an eating disorder was a pintest against the social condition of women, e-g., a hunger 

strike analogous to the political hunger sûikes of Irish protestors. As Christine remarked: 



It's a really hard walk sometimes because a lot of these clients live on that line 
between life and death. And we don't want to lose anybody. And ifs not that we 
don't want to lose anybody in the SL Paul's program; we just don't believe anyone 
should have to die. 1 mean we d y  believe that very sûongly. It's a bard place to 
be. ... 1 read an article written by a feminist that said the client is sctually being an 
activist in this culture and if she wants to go on a huager strike, man, she can go on 
a huugex strike! And to that 1 say, "You do not understand anmexi8 nervosa No!" 
AnoreXia nervosa is not a volitional hunger strike agakt an issue; it is not a 
thought-out piece. We are not going to let a woman die when she doesn't even 
know that's why she's dying (06/01/97 p. 13-14). 

Christine was adamant that recovery fiom an eating disorder is possible and that the program 

philosophy be congruent with that. 

In addition to the basic intewiew question, Christine was asked in het two interviews 

(Jmuary 6', 1997 and May 23d, 1997) to provide a history of COP and to tak about the 

conception of the program and where it stood 18 months after beginning. Christine provideci the 

fime and context fiom which the program grew and then spoke about the many changes and 

revisions the program had undergone. Christine also postulateci her beliefs about this client 

population based on knowledge she acquired through focus groups conducted prior to the 

development of COP and in her ten years of experience working with this client group. Her 

interview responses about the program were descriptive and cluster amund the program 

philosophy and the program model-both historidly and presently. 

The staff profiles ernphasize the sta€Fs intentions to provide factd info&.on regarding 

COP fiorn their unique perspectives within the program. This factual uifonnatiou was relayed 

in response to the research question and to questions regacding the program's historical wntext 

Both client and staff profiles assist to situate the findings ftom the context of each individual, 

h m  a within-groups context (client group or staff group), and acrosslgroup -ences. The 

finduigs are discussed in the following section of this chapter. 



F W a s  

Interview participants had varied perswves on what spects ofthe program were or were 

not effective. Tbese aspects focused on two areas: (a) the quatities of the pmgram design and 

delivery-its philosophy and model, and (b) tbe qualities of interactions behveen clients, staff, 

and the program, Bot. COP client and stnffresponses focused on these two areas. Clients 

spoke of their historiai experiences of what did not work in previous treatrnent programs and 

corn@ this with their experiences of what did or did not entiance fecovery and 'quality of 

Me' with the COP. Staff members spke of changes îhey saw happening with clients, the 

program, and îhemsehes and related these to the prognun pbilosophy and model. Additionally, 

at the time of the interviews the staff were in an on-going process ofworlcing to develop an 

effective and responsive program model; preparing evaluatiom of the program for the hnder 

and for an upcorning premtation at an international confixeme; ami adjusting to numerous 

funding and program cbanges. Their responses were reflective of the program's twin objectives 

of increasing the 'quality of life' for clients and decreasing hospitalizations for this client group. 

Findings regardhg the quaiities of the program philosophy and mode1 are preçented £ht 

followed by the quaîity of interactions between clients, staff, and the program that enhance or 

inhibit quaiity of life. 

Quatities of Pronram Philoso~hv and Mode1 

Regarding the qualities of COP that enhanceci or inhibited quaiity of We, participants spoke 

about the program's philosophy rmd m d l .  Comaieats about the program philosophy address 

three main components: the seüing, the use of a paradoxicaI approach, and the tength of 

tceatment Comments about the program model examine k flexi'bility aad availability of the 
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program and staff' and the skills and sûategies employed in canying out the program 

philosophy. Respondents remarked on these features. 

The prograrn philosophy descnües aspects of the program's paradigm, or beliefs and values. 

These were des r r i i  in the program dacumeats and were articulated by the progfam staff and, 

although less so, by clients. This discussion of program philosophy fatlues the setting of the 

program, the treaîment approach used, and the lengih of treaiment pmvided. Participants' 

responses about their experiences both supported and contradicted the program's philosophy of 

out-of-hospital treatrnent setting and the use of a paradoxical approach. The program's length 

of treatment was the fature that participants responded to with the most negativity. The 

program philosophy is discussed in the foiiowing section, beginning with the program setting' 

followed by the use ofa paraâoxicai approach and the length of treatment. 

Romam settina. 

Accordhg to prograrn documents, the Community ûuüeach Program, as indicated by its 

name, was to be situated outside of hospital and in the comrnunity where clients lived with their 

eating disorders. The Eating Disorders Community Planning Working Group [EDCPWG] 

papers ( ~ a o k r  25' 1995) identified the treatment setting as a priority for a new program. The 

working group stated that a purpose of a new program would be to establish comrnunity and 

social ties that allowed ctients to "stay in the real world of sch001, work, and relationships" 

(EDCPWG, Patient Focus Group, Ckt&er, 1995) and to provide opportunities for "community 

outings, wents, and sociaiizing" (nxlpWG, Family Focus Group, October, 1995)- Accotding 

to the Community Ouûeach Program Proposal (Niblaclr, 1995), and in keeping with current 



trends in mena health care, service was to be provideci Yn the client's own environment, 

including the home, or in other locales or facilities, depeading on the needs and goals of the 

individual" (p. 2). While no program for individuais with severe and complicatd anorexia had 

yet &en developed in Canada, remrch Literature (Reding and ~ l s o n ,  1995; Marks, et al., 

1994, in Niblock, 1995) negardiag community outreach pmgrams servicing other psychiatric 

. . . Remaining in tbe community as much as possible while king provided the 
appropriate care and supports.. . [resdted in] reduced psychiatric symptoms, 
inmased or improved commwiity and social involvement, reduced siress in family 
and signifiant others, daily living skiils development, maintenance of social 
cmîacts and support netwotks, and reduced hospital admissions (p. 4-5). 

In addition to îbe improvements to quality of Me, a M e r  motivation for a community-based 

program was the "concern for cost containment of health services" (Niblock, 1995, p. 4). 

Documwtation regardhg the development of a nwv ating disorder program, tberefote, 

ernphasized the importance of an out-of-hospital treaîment setting. 

Clients had much to say about their previuus experiences in haspitd treatment pmgrams. 

These temarks were largely negative and dernomüated the advantage of COP's out-of-hospitai 

setîing. These respmes hcluded the clients' experiences with tube-feeding, previous 

programs' focus on weight gain for admission or continuation, the client's sense of failure with 

each re-admission, and their isolation fiom family, fnends and community during long term 

hospitalizations. Being treated in hospitai had been probIematic and a hsfdship for clients, as 

indicated by theù staternents Mow:  

From the very 6rst time I was tube-fed, tbey said they'd made a mistake. 1 found 
that rny body just doesn't react well to tube-feeding. I've actuaily volunteed- 
gone in to get tube-feb-before 1 went to [an outside program] so 1 couid get 
medically-staùilized. 1 lasted 24 hom voluntdy. It was just-it was too hard 
Ta pouuds withui 35 taours, 1 th* 1 gainad It hurts and it feels uncornfortable. 
And its just, e m o t i o ~ ~  1 can't stand it. The last twa times 1 was here [SPW that 
they tube-fed me, they sedated me. I was ~1100~~:ious. 1 don't remember. Wbich 



was supposed to help. It didn't. It just made it worse. Wbich was when they sort 
of [sairfl, T o u  know, our programs aren't going to wo* for you" (Sarah 14/03/97 
P. 20) 

I've had a couple of times where 1 had to go in the hospital ta gain [since s&rting 
COPI, but it's been voluntary, where as before it wasn't Some of the time [before] 
it's ken where I've had to be certified. Those are just dreadful situations. It's a 
nightmare. Right away it's just out [of the question] to begm with because you're 
not feeling well. There's usually something driving you to get to tbat point [of 
committai]. So you're stressed out because of that. Then al1 of a sudden the ability 
to binge and purge has just been taken away-which is a coping mectaanism 
(Michelle, 1 1/02/97 p. 25) 

When 1 go to the hospital [now], 1 really specitj where 1 want to be. 1 wiil not go 
the psych ward unless they put me in as a non-eating disorder patient. Because 1 
don't like it. It's too restrictive. Tbat's what 1 fïnd with the hospital setting. It's 
just too restrictive. In COP, yo~ resüict what you do. (Sarah, 14/03/97 p. 17-19) 

Being in bospital for treatment had not been a positive experience of clients. Thecefore, 

COP's setting treatment outside of the hospital is appealing. In fact, Nataiie indicates that a 

m o n  she admitted herself to COP was because of the out-of-hospital setting. Sarah notices 

how participaîhg in COP and king out of the hospital bas au effect on her motivation, feelings, 

and attitude: 

Another big thing [about taking part in COPI too was that (whispers) I di& t have 
to go back to the hospital again! (ulughter) You know it was just the thought of 
that, because the last few times 1 had been in hospital have NOT been fun. (Natalie, 
07/01/97, p. 30) 

1 d l y  have cut dom on my connections with other girls fiom St. Paul's because 1 
find that it's really cornpetitive. And 1 find thai very tiring. 1 M t  like going to 
clhic so I've done it so 1 only go to clinic once a month so [that] 1 don't have to sit 
with everyone. Because I ûnd just sitting in the hallway really depressing. 1 see a 
lot of the same people there. You see them in the hospital month after month afkr 
month a i k t  month. 1 would just be like "ûh!" And how long do you reach out and 
let it affect you? (Sarah, 14/03/97 p. 15-16) 

When I'm feeling really negative, it [bospital] is a really negative place to be. 
Because evesyone is ialking about theu ating disorder or if they've been in the 
hospital. -. . (Sarah, 14/03/97 p. 17-1 8) 



Both Natalie and Sarah fïud the hhospital setting aversive because of the* previous 

experiences or because of the way in which hospital seems to perpetuate their negative feelings. 

Both Natalie and Sarah explain bow an out-ofihospitd setting was beneficial to improving 

quality of life: Natalie sees it as a more relaxed and realisa'c setting; Sarah hds it modifies her 

understanding of her eating disorder and herseIf: 

1 think that's what has been different, It's completely different tbiur the setting in 
the hospiîaLbecause it is out in society and you go into a coffee place or whatever 
you are going to do. So the atmosphere is more relaxed. (Natalie 07/01/97 p. 5) 

1 do think it is a good program and I think tbat some aspects of it are SO good. It is 
really fieeing in many ways once you get out ofthe hospital cycle. 1 want to fiud 
some way to validate myself outside an eating disorder because as long as you see 
your eating disorder in the hospital as a validating thing, you are never going to 
escape it. Just getting out of the hospital cycle-you can see that you cm move 
forward in your life even if your eating disorder is kind of moving up and dom. 
(Sarah, 24/03/97 p. 25) 

Treatment outside of hospital has an impact on participants' outlooks and, in Sarah's example, 

allows her to consider her life as something more than just a person with an eating disorder. In 

fact, it ailows her to believe she can "escape" her eating disorder. 

Participants in the pilot project kuew of what îhey spok+they had had extensive 

experience with hospitalizations. An assessrnent of the seven women who took part in the piiot 

project found that five had histories of repeated emergmy hospitaiizations (ranging from 2 to 

26 admissions per year), and al1 bad been hospitalized in the eight montbs preceding COP for a 

total of 299 days (Geler, 1996). This wntrasted with two hospitakations and 35 days of 

hospital time used by women during the four-month pilot project. 

The prognun staffrespondenîs also saw COP's out-of-hospital setting as a beneficial 

feature. TheY experience with clients who had had aumetous hospitalizations indicated tbat 

clients became more isolated and experienced sigdïcant upheaval in their iives. Christine ami 
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Generaiiy people report that beiag in bospital is a pretty dehumarizhg experience. 
Not because people are unkind or any of those sorts of things but you are separated 
fiom what you do, your own place. It's just really difncult. Most people ta& about 
going to hospital as an unpleasabt experience. (Christine 0 1/06/97 p. 5) 

The healing needs to take place in the commun@. . . . (Amber 2010119 p. 13) 

It wasnyt anti-hospital in the sense of "we don't like you guys" it was more around 
the fears that [hospiîaiization] creates and the re-feeding process-al1 of those 
things that just feel so demeanhg anci so hom'ble ... i'm sure it must be really awfiil 
for people, (Christine 01/06/97 p. 8) 

Moving an eating disorder treatment program into a cornrnunity setting, however, required a 

transition of hospitai-based d e s  and responsibilities. Deborah noted that the fwictions the 

hospital had previously fuifilleci, ie., meal and dieûuy support, psychotherapy, medimi 

monitoring, farnily support, etc. would MW need to occur in the community. With the 

development of COP, hospiîai personnel were required to shift to consultant roles-both to the 

COP program itself and to community providers. Thus, the locus of control seemed to be 

decentralized fiom the hospitai and moved into the community. Deborah describes ihe 

importance of the activation workers role in liasing between clients, the program, and the 

community, and remarks on the change for hospital staff to the role of consultants: 

The activation workers being the core workers who have the most contact [with the 
client] and with the case-coordinator as WU, and then the hospital workers as 
comuig in as needed-ansulting to the program and also trying to get the fiinctions 
they serve happening in the wmmunity. So basically consuiting both within the 
program and outside the pmgram. @eborah 13105197 p. 2) 

Christine views the situation as the hospital staffsupporting the client's transition to 

community are. As the tninsition is made, the hospital-based SW will move hto the 

comrnunity witb the client and be picesent with her as she establisha a new dationship with the 

community care provider 

It [transition] is probably preferable in their [co&ty provider's] setting with 
the client, so the client feels the cornfort of you being there, but at the same time 



can sort of get kind of cornfortable with somebody else. (Christine 05/23/97 p.3) 

And I'U help het [the client] wnnect with those people [comrnunity pviders]. 
And 1 want that to bappen because 1 want her to establish a relaîionship with 
this person, [to] p a d d y  wean out of therapy with me-[to] we me as a kinâ of 
sounding board if she needs to, here and there-but she needs to move in h a  Ise. 
And that needs to be putting St. Paul's a bit behind her ... or a behind her 
(Christine, 01/06/93 p. 23) 

In addition to changes to staffrole and tùnction, changes would also occur within îhe 

hospital's Eating Disorder Program itself. Rather than use the acute care beds of the Eating 

Disorders Program, COP clients could be hospitalized for re-f- and medical stabilization 

under their family physician's care in the farniiy practice wards. This would fiee up tbe acute 

care beds for those on the wait list for seMces fiom across the province. This strategy also fit 

with COP's philosophy of community treatment while providing added wst containment to the 

existent eating disorders program: 

We tend not to use the Extra Care beds. We tend to use medical beds or the family 
practice beds. A couple of them have family practitioners that we can use the 
family practice unit, And patients don? seem to mind that. (Christine 01/06/97 p. 
27) 

The decision usually comes down to [the client's1 experience. Some clients prefer 
medicd [support]. Some h d  they do better in Extra Care because they need that 
extra helg-and just taking their own ps t  experience [into consideration]. So it is 
much more plamed, there's [a] contract; it's got the client's voice in it as weiî. 
(Amber 20/01/97 p. 24) 

An outsf-hospital setting for treatment appears to be beneficial fiom the perspective of 

clients and staffalike. Previous in-hospital treatment experiences have been negative or 

aversive for clients and thetefore, an out-of-hospital location is more a-g. It also seems to 

encourage client participation and decreases the pathologizing that bhospital treatment fosters. 

In addition, it provides cost-containment by gradualiy shifüng treatment responsiiility h m  the 

hospital to the community. 
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Christine feels that the role of the hospitai in a community &arment pgram cannot be 

underestimated given the degree of ihess in this particular population of clients: 

With îhis client group 1 think it is naive to think tbat they are not going to need 
hospital. 1 think ifs naive, in fact, 1 think it is quite stupid to even design a 
program for people like this that bas wthing to do with the hospiûtl. Because, boy 
they do get into medical crisis ...they do! (Christine, 01/06/97 p. 48) 

Now we baven't been able to ignore the medical crises our clients have been in urn, 
we just haven't. Some of them have been in very highly criticai situations. 
(Christine, 05/23/97 p. 18) 

However, despite the displeasing experiences of the clients, it appean hospitalization also 

serves an important therapeutic function. According to the participants' responses, 

hospitalization dsa provides a setting for reconnecîion and increased human contact for some 

clients. The interview respondents, both staff and clients, found that hospital plays an important 

role in assisting some women to break their isolation and become recomected again: 

Sometimes 1 go into hospitai just because everything is just faUUlg apart and Tm so 
stressed out 1 can't cope anymore. And 1 do oàay in the hospital and 1 even do a lot 
of psychological work in the hospital and 1 do very well with meeting people. But 
as soon as 1 get back home, I've fd1en right back into the same situation. The COP 
program has helped to mediate that a littie. (Michcile 11/02/97 p. 28) 

1 thought to myself, if 1 go into hospital ï'm going to bave to eat and, you know, 
keep it [down]. Why do 1 have to have the permissio-use you sort of get 
this pemupemussion when you get into hospital. You get tbis permission to eat again. 
(Natalie, 07/01/97 p. 16) 

An average duration of illness is sometbing like sixteen years. In some ways, we've 
become family. And many of these patients have needed that. .. . Some people use 
the term "instituti~nalized'' and 1 am not even sure that's me-1 tbink it's just tbat 
[bospitalization is] the only real wnnection they have. Their Lives have been lives 
of isolation and a lot of misery. Fina&ly they have a iitde bit of hope that life is 
going to improve a Little bit, and tha's c o d  to us. (Christine, 05/23/97 p. 2-3) 

Given the degree of hopelessness and isolation tbat c a ~  accompany a chronic eating disorder, 

hospitalization can provide a suprising bene& 
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Providing ûeatment in the community and outside of hospiral is reported to be beneficial to 

the COP clients. It encourages their participation in the program, allows them to feel more 

telaxeci and encomged about participation, and provides a more positive experience than 

previous involuntary committals and fmed feedings. Whiie setting the program in the 

community offsets costs to the Eating Disorden Clinic, it aiso tequires that the bospital move 

into a coasultative role with the cornmunity. Program staff are also required to be the 

"transitional objects" for clients as they becorne acquaùrted with community ptoviders and 

move away 6om long-tem connections estaMished with hospital-based cm providers. Finaliy, 

while hospitalization is necessary for this partculrir p u p  of patients due to their medical 

instability, it also is a place that enhances quality of life for clients who need to be comected to 

others again. 

Paraàoxical treatment amroach. 

A paradoxical approach refers to the belief and practice that focusing treatment on aspects 

other than the client's eating disorder khaviours will, conversely, treat the eating disorder 

behaviours, i.e., to treat isolation and bopelessrress d e r  than focus on the eating, restricting, 

bingeing andlor purging behaviours. COP's pandoKical approach incorporates three 

components: a focus on reducing a client's isolation and hopelessness; principles of h m  

redution that dernonstrate an acceptame oftbe eating disorder symptoms; and the use 

activation and a client-centred approach in treatment Clients reported that when tùis approach 

was used, the CO program enhanced their qyaiity of Life and assisteci recovery. 



Focus on reducin~ ho~elesstless and isolation 

Hopelessness and isolation were identified as two factors that were predominmt for the 

COP client group. Data fiom the Eating Disorders Working Group alsa supported this. A 

criticai success factor for patients identifid b m  the Eating Disorder Community Planning 

Working Group was "ongoing motivation and [the] instillation of hope," (EDCE'WG, Minutes, 

october 2 7 ~ '  1995. pg. 4), and "?he neeà to br& isolation," (EDCPWG, Patient Focus Group, 

ûctober 27", 1995, pg. 4). The stafïrespondents spdre extensively to this in their inteMem. 

identifiing hopelessness and isolation as inhibitive to a healthy quaiity of M e  for clients with 

eating disorders: Deborah describes her hdings on pilot project participants who entered the 

program; Christine comments on how, for this client group, hopelessness and isolation permeate 

theu lives; d Amber States that hopelessness has an impact on clients abilities to succeed in 

the program. 

Deborah describes the results of psychological tests she administered to COP pilot project 

participants upon entry to the program and how their sense of hopelessness and despair resulted 

in responses so low they couid not be measured: 

It's pretty dismal actually, but what we found in tenns of quality of life is that of 
the ten people who 1 had data fiom, nine of them were off the scale. They were so 
low. This isn't imposing a definition of quality of life on them, it's actually hem 
saying whaî areas are important to them and how satisfied are they with those areas. 
It's of the areas that they identifL as important to them, how dissatisfied are they? 
They were not just in the first percentile, but way below the 6rst percentile. So it's 
a group who at least when they first came into program were pretty dismal about 
their lives. (jleborah, 13/05/97 p. 5) 

In ber interview, Christine tatks about two clients in particulsr and her observations that 

previous comrnunity support groups have tended to increase hopelessness for these clients rather 

than lessen i t  She aiso comments on the hopelessness of participants in COP's short-lived 
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"Quaüty of Life" group where, in fsct, the group was disbandai b u s e  participants felt more 

hopelessness while attending (Fieldnotes, Jmpry 10: 1997): 

The chronic populatioh-the COP group-they are a good case in point. They 
need actually to be with a group of people like themselves. Because you know 
[when they are with others] îhen they feel SO M O  tem'ble about themselves. 
It feeds their despair, unfortunately, instead of giving tbem some hope. (Christine, 
O 1/06/97 p. 38) 

What became really vgr, very, clear h m  al1 of the people that were coming [to 
the Quaiity of Life group&hcluding âhese tm inciividuals that 1 spoke of [who 
were at nsk of dath]-w just the lack of hope that they had for their lives. Real 
despair about their life. E v q  singie person in the p u p .  There was no exception. 
(Christine, 05/23/97 p. 4) 

Amber notes how this pervasive hopelessness directly impacts participants' abilities to 

work on and achieve their goals in tbe program. This is echoed by Sarah's remarks on how 

king in hospital for several years and continuhg to sée others like her is so depressing that she 

isolated herself and refused to attend the clinic at al1 in her treatment: 

The long-term goal [for clients] is made clifficuit by the hopelessness-about there 
king any long-term future ai al1 (Amber, 01120/97 p. 9) 

1 don? like going to clinic so I've done it so 1 only go to clinic once a month. So 1 
don? have to sit with everyone. Because 1 h d  just sitting in the hallway really 
depressing. (Sarah, 14/03/97 p. 16) 

IdentifLing and addressing hopelessness in COP has apparently benefited clients. In one of 

her interviews, Christine remarks how hope!lessness shifts for clients as they spend more time in 

the program and how, accordhg to verbal comments that the clients have made to her, the 

program has improved their quality of life. Her remarks speak to a qualitative assessrnent of the 

program rather t h  a quantifiable one: 

They feel generally, 1 t h k ,  der. Tbey do report they feel that their quaiity of life 
has improved in a sense-that there is mre hope, Iess despair. So, quantitatively 1 
haven't seen that yet. I'm talking purely about conversations with the client. 
(Christine, 05/23/97 p. 7) 



It would appear h m  staff perspectives that the safety the Community Oumch program 

provides increases clients' hop, wbich lessens their despair and isolation. 

Hopelessness and isolation are two factors that inhi'bit the clients' quality of We accordhg 

to staff perspectives. Although only Sarah is quoted addressing the issue of hopelessness and 

isolation h a ,  other client respondents cornmented on hopelessness thfoughout their interviews. 

Several COP participant quotes regardhg hopelessness and isolation appear laîer in thb chapter 

and are interwoven in participants' remarks that identifl further barriers to recovery. That the 

COP program addresses the issue of hopelessness and isolation in its program philmphy and 

model appears to enhance quality of life and, possibly, recoveiy fiom an eating disorder, 

according to the staff commen ts. 

Use of a wradoxical a~vroach. 

M o u s  hospital prognuns tended to focus treatment on the symptoms of eating disorders. 

This was to be modified with COP. The Eating Disorders Community Planning Working Group 

identified that ûaàitional weight-based or nutritional-based programs, so dominant in the 

medical model of treatment, had not been efféctive (Eating Disorders Community Planning 

Woiloig Gmup, Patient Focus Gmup, Minutes ûctober 27f 1995, pg. 4). Patient participants 

of the Workbg Group wanted a program which focused on them as whoîe persons, not just, as 

Michelle phrased, "a register of body valuesyy (Researcher Fieldnotes, January 25', 1997). 

Christine comments on the basic paradoXical approach adopted by COP, where the program 

stopped focusing on the symptoms of eating disorders, temporarîly accepted rather than misted 

these symptoms, and assistai directly with clients' quaüty of life issues: 

pNe asked ourselves] shouid we be doing something that focuses more on quaiïty 
of life and a lot less on nutritional issues? Would that be more helpful? .. . Could 
we use more of a rebab model and think about just shply accepting that people are 
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living with the illness for right now and tha! we can perbaps help them to take 
auother look at life by loobg at the quality of life issues. (Christine, 05/23/97 p. 5) 

COP incorporated a paradoxical approach to treatment which insisted h t  an accepçance of 

the eating disotder symptoms must be the basis of treaîment, COP employed principles of a 

bpmi reduction mode1 to accomplish this in barm reduction, absthme is mt requinid and 

instead the focus is on reduciag the fiequency of risky or harmfiil behaviours. This was 

eacouraged and supported in COP and, thus, pennitted the women to be treated without 

aecessarily surrendering their eating disorder behaviom altogether. Although the women were 

required to keep themselves medically safe to stay in the program (by voluntary admission for 

nutritionai stabilizing or by attending regular physician appointmeats), they were not removed 

h m  the program ifthey purged or restricted, as other programs demanded. Both clients and 

staff commentai on the use of hm-reduction strategies and a paradoxical approach. Michelle 

remarks with enthusiasm about COP's requirements of her. Christine notes that a hum 

reduction strategy was effective in increasiag clients' cornpliance with keeping themselves 

healthy and decreasing the tirne clients were absorbai in eating disorder behaviom: 

There isn't the requirement for weight gain. Al1 they require is that you remain 
physicaîly safe. (Michelle, 1 1/02/97 p. 23) 

There has to be safety and so the expectation is tbat people will keep themselves 
d e .  And sometimes that meaus that you'd have to accept thinking about guing 
and having your potassium infusion and magnesium infiision, or whatever, if your 
doctor bas told you that you are u d e  at that the. So there is the ex-on that 
there would be safety and most people say, "Yes, 1 would comply with that." We 
baven't had anybody say no. (Christine, 01/06/97 p. 42) 

They have actuaiiy nuamzed 
. *  the [ d g  disorder] behaviour-they have pushed 

and pded down the hours. .. . To cut it out completely would be impossible. You 
might as weii live with the k t  that that is what the client is doing and try and make 
it better. (Christine, 05/23/97 p. 20) 



Compliance, increased enthusiasm and r e d d  risky behaviours are evidence of the 

effectiveness of tbis approach. The staff talked about their perspectives on accepting the client's 

eating disorder symptoms: 

The part that I've been using the most EFom her [theorist, Marsha Linehan's] model 
is acceptance, seeing acceptance as a point of departurP-as the oniy point of 
departure for change. (Dehrah, 05/13/97 p. 7) 

To work in this program you bave to bave-you can't be having an abstinence 
model. It won't work. I'm not going to Say, 'Well, okay, bingeing and purging is 
great." I'm not going to do that. But, at the same the ,  I'm going tu support w k  
[clients] are and give them some tools and strategies and things to help them cope 
and manage. (Christine, 05/23/97 p -19) 

In this group the differetlce 1 would see is that people mn't necessarily at the stage 
of going to becorne self-advocates because they may or may not want to give up 
their eating disorder. Thqr may not be at that place. But they may self-advocate 
around their quaiity of life issues. So that's good. That's a beginning place 
anyway. (Christine, 01/06/97 p. 45) 

Acceptance of the symptom had tremendous impact on change for clients. Michelle spoke 

of how this sûategy resulted in an increased self-awareness and self-compassion; Natalie stated 

how lookùig outside her eating disorder was usehl for examinhg her needs and desires; and 

Sarah remarks on how COP's focus away h m  weight issues ailowed her to participate: 

Unfortunately, the [tesidentid] program is kind of like a roller coaster, whereas the 
COP program, they just ?ake you as you are and you do as you can. (Michelle, 
11/02/97 p. 23) 

For me, the diffeience between the COP program and any of the other programs 
that I've been in [is] they seem to recogbize [that] the bulimia cornes with me. 1 
can't lave it at home. (Michelle, 11/02/97 p. 28) 

That's something that 1 d y  learned in the COP program-is that this is a coping 
mechanism! It's not a big sin or an indulgence or anything else. It's like an 
addiction in a way. But it's [ah] a that's allowhg me to 
suTVive. ... I don't think it was d l 1  was in the COP program that 1 was really 
able to see that, and see the proof in what my ouûeach worker said, 'Weii, we've 
got to get you out, you are SQ isolated. It's seü-pxpetWhg. Ifit means gohg out, 
k i n g  a cup of coffee and something to eat-and getting rid of it-Ws h." 
The outreach worker said, 'T dm't care about that [Le., purging], rd cather have you 
do that tban [isolate] ..." That's wbea 1 began to get the message that, oh, this isn't 



jwt weakness and a cbaracter flaw on my part There's a reason for it. (Michelle, 
11/02/97 p. 25-26) 

That has dennitely been a big focus out. Tbat bas been a lot that 1 have 
concentrated on anyway. It is wbat 1 do outside, away fiom my eating disorder, 
lUnd of thiugs-socializing more. (Natalie, 181261% p. 20) 

1 don3 think that the setting of a particular body fat [petcentage] or the setting of a 
particular weight based on your size is patticularly helpfiil. So 1 choose not to. If 1 
am totally consumed by one thing than 1 can't do anytbg else. So the COP 
program allows you to do o h  things aud also allows you to build your own 
program. (Sarah, 141031% p. 13) 

Clients reported that the acceptllllce of their eating disorder symptoms or betiaviours was 

helpfd. When nutritional and weight-based measures of change are not central to the program 

admission, involvement, or focus, the clients generated more interest in participating, iacreased 

their awareness and their undetstanding of their eating disorder, and generally became more 

involved in changing their quality of Me. Using principles of harm reduction (i.e., tolerating the 

symptorns) ailows the clients to make contact with the program and its workers and to look, 

pacaàoxically, at attending to other factors in their life (i.e., isolation and hopelessness) that 

contribute to theù eating disorder behaviours. 

Activation and a client-centred a~broach 

The third component of COP's philosophy of a paradoxical treatment approach was the use 

of activation strategies and a client-centred focus. One of the goals of COP was to "fioster 

independent living and improve quaîity of life in the [client's] community; increase supportive 

human contact; [and assist the] client to become actively involved in her own tare" (Gelier, 

1996, p. 3). This component of the COP philosophical paradigm used rehabilitative strategies of 

"activation" to assist clients in improving their quaiity of Me by becoming more active in their 

community. Activation was the process of getîing the client bbactiven in her life by encouraging 
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îhe development of personal goals and fraving the team assist ber in achieving them. Activation 

was realized in a number of ways, as reported in tbe lnterim Outcome Assessment (Geler, 

1996). For example, clients attended program appointments; met with their activation workers; 

one client moved fcom an unhealthy living situation to an independent apartment; some clients 

enrolied in courses or retumed to schoob some incteesed theu contact and meal support by 

going to the residential facility for meals; and several pmued oogoing interests they had 

previously been unable to explore (GelIer, 1996). The way in which activation would be 

accomplished was by havuig the client defuie the gds,  and to then break these goals down into 

manageable tasks for the client. Staff addtessd the topic of activation in their interviews. Their 

responses demonstrated that an activation approach was necessary for reconnecting the client 

with her community and Me outside an eating disorder and reducing isolation. In the foliowing 

quotes, Amber comments on the challenge of goal-setting, Deborah addresses the value of 

activation, and Christine remarks demonstrate the phüosophy behind activation: 

What I've found in the program was when they've been given that &dom [to 
choose their goals], they're able to meet it. Because it's like tbey've got the reins a 
littie bit more. (Amber, 20101197 p. 10) 

That's the biggest thing for people comhg into the program-for clients and 
staff-is to break it dowu to these tiny, tiny, tiny liîîie pieces and make a deable 

1 

task, then recogizing that those are dst i c ,  wt be overlotiked (Amber, 20/01/97 
P. 9) 

It's d l y  an activation modei-getting the person back into the work place, getting 
them back to the time w h e d f o r e  they lost everyîhing! (Deborah 01/06/97 p. 12) 

[Some are] living with a sense that anorexia and bulimia control everything that 
they do. Being so bingdpurge dominatecl tbat they had no thne to do anything else. 
And so most people hed to leave their jobs, or scbool, or whatever, and wêre living 
like that-maybe in an apartment aime, very socialiy isolated. (Christine, 01/06/97 
P 14) 

The clients' respoases also indicated a need for an activaiion approach. Clients had iived so 

long with an eating disorder that they did know what to do without one. From the client 
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comments, Michelle foimd herseif lost wtien sbe was not oonsumed with bingeing and purging, 

Sarah was challenged to refocus herselfto Life without an eating disorder, and Natalie found her 

depleted quality of life an Unpenis to enter the program and make change for herself. By their 

remarks, it can be infened that activation was helpfiil in having the women address and live a 

life without an eating disorder: 

[The dietician] is trying to support the idea that ifIam having 3 or 4 [Ensure, a 
liquid meal supplernent] a day, 1 w d t  feel hmgry. 1'11 feel full and that will reduce 
the desire to binge. And it does. But then Fm leA with, "Well, Itm not hungry. [IfJ 
1 don't have that drive to eat, wbt do I do? And 1 don't know what to do with 
myself. (Michelle, 11/02/97 p. 4) 

I'm just trying to refocus now. What am I &hg'? 1 want to have a life. 1 don't 
want to have an eating disorder. How can I refocus it so that 1 do what 1 want to do 
with my lif+that doesn't have to do with rny eatiag disorder? You can do tbat in 
the COP program where you can't ch îhiat when you're in the hospital. (Sarah, 
13/03/97 p. 13) 

1 just couldn't handle it anymore. It was really a*. My eating was just geîting 
to me. My life seemed to be eating and purging (or bingeing and purging, 1 guess it 
was) and that was it. It just took al1 my energy to purge, and of course 1 couldn't do 
anything else. 1 was so miserable. So 1 nnally said, Tve got to do something 
about this." (Natalie, O V O  1/97 p. 16) 

The principle of activation worked on changing the clients' focus and motivation to change their 

lives. Activation was a centrai component ofthe paradoXical approach. By having clients focus 

on developing and working toward changes other tban weight goals, activation decreased their 

isolation and hopelessness and improved their quality of life. 

The clients stated throughout the interviews the different types of goals they wen working 

toward. Natalie de~cnbed many of her goals and her comments exemplify the varîety of goals 

clients cauld design in their program. Amber states b w  specifjc and namw the goal of one of 

her clients was: 

1 just sort of got steadily more învolved ovec the year. 1 guess the move towards 
going to college is a major one for me. Yeah, just major! 1 am looking forward to it 
and it is W y - 1  am -y, 1 am going to do this. participant lmgh. J It's 



been a goal that has been mund for a long tirne. 1 think I've been saying it for ten 
years. (NaCalie, l8/ 12/96 p. 22) 

1 tend to bottle my anger inside me and tend to explode sometimes. 1 feel like some 
of it's inappropriate anger, anger tûaî's just built up. I want to work on bat. 
(Natalie, 29/04/97 p. 12) 

One thing 1 want to work on is to expand my circle of fnends because most of my 
friends have eating disorders, except one. (Natalie, 29/04/97 p. 11) 

And there's been small goals dong the way, like' I'm supposed to be practicing 
containment with ber, at the moment, [of] that body image M. But 1 keep kind of 
putting tbat one off. We're trying containment strawes-mine is just basically, 1 
don't want to think about it b u s e  it's like the body image stuE bas been really 
big and getting in the way. (Natalie, l8/ 12/96 p. 14) 

Her goal that she first came into pgram [with] was just breakhg the isolation a 
little bit. She actually was sornebody who came into the program not w t i n g  any 
kind of nutritional contact. 1 was the ody persoo on the tearn who really had 
contact with her in an extensive pend for several months. It was redly about 
king in the commuriity and getting her out for a wffee. (Amber, 01/29/97 p. 7-8) 

Client goals, as noted by both Natalie and Amber's comments, were specific and various. Most 

importantly, the goals focused on the client's individual desires and needs and were constantIy 

adjusted as the client's degree of skill and recovery changed. 

The staff also stated that the role of the program was to assist someone who is "ready" for 

this type of work. Client "readiness" is important. As treatment in COP is invitational rather 

thau enforceâ, access to treatment, as Christine states, must be open to clients when îhey are 

ready to accept treatment of the symptom and to focus on other quality of life issues the 

program addresses. However, the staffalso note the program is not appropriate to everyone as 

the clients must have some demonstrab1e initiative: 

This is not the answer for everybody beçause they have to be iu a place where they 
set some goals for themselves and have some level of cornmitment. Because this 
isn't a program that's going to hold your band in a lot of ways-in a supportive 
way-50 they've got to be at a certain "readinessn level. (Amber, 20101197 p. 27) 

You have to have a tolerance for the eating disorder symptoms, and provision of 
education for people, ad access to treatment options. So the access to treatmeut is 



always an open thing-that people are ready [and] if they are reridy they will take 
i t  (Christine, 05/23/97 p. 18) 

We've got this huge mithg List and people hear about this [pmgram] and hear 
"Oh, they're not going to fofce me to eat," "My own goals!" and, '1 get to do what 
1 want?" Well there's a flip side to that of course. It's that you've got to take 
responsbility. Nobody is gohg to tell you what the agenda is. (&ber 20/01/9 p. 
19) 

Natalie is the ideal candidate for the COP program as sbe was certainly ready to change her 

quality of life. She states how she was motivated to make cbange even prior to beginning the 

program. In fact, Natalie set her own goals and, in effect, enlisted the program to support her: 

1 went and stayed with [my parents]. 1 thought 1 would stay with them until after 
Christmas. And 1 remember 1 really got into Christmas that year (raugh). I 
decorated everywhere and did al1 different things, and really got into Chrisanas 
shopping, and al1 this. It just teally seemed to spark something for me. Like I'd 
made it into a short-terni goal, to give me something to look forward to. And then 1 
made other goals &er that. ... niat's how we sort of turnecl it around [at 
Christmas]. 1 thought, "Okay, enough's enough!" 1 mean 1 knew 1 was fed up with 
the anorexic lifestyle. It has just been too long and too miserable. And, um, it kept 
on going pretty well &r that. (Nadie, 07/01/97 p. 16) 

1 6nally decided 1 didn't want to do it [enter the reguiar hospital programs], 1 
wanted to do it on my own, outside of any program. (Natalie, 18/12/96 p. 4) 

Natalie's high degree of motivation and her determination to make change are qualities of 

'readiness' the program valued. The staf'f felt strongly that the program was to be used by those 

who were highly motivated and 'ready' fur change, although as Amber noticed hopelessness 

made any long-tenn goals difiiicuh to achieve. Hopelessness was also a M e r  to clients 

developing goals. However, client readiness becomes imperative to the client's anâ, therÉfore, 

the program's success. At some level it seems apparent that incongruency exists between the 

client's abilities and the program's 8 ~ ~ e p t ~ n c e  of the eating disorder symptomology. The reality 

may be that the clients' ab i i e s  to be motivated and cornmittecl are hampered by the degree of 



hopelessness inhetent to a longscanduig, eatrenched eatbg disorders. In fact, what Amber 

describes as cbhan&blding" may be what is quired for some clients. 

Activation is a principle part of the COP philomphy and program, Tt is a stratesy used by 

clients ad staff alike to focus on issues aside h m  the client's eating disorder symptoms. It 

also pmotes the teclaiming ofthe client's Iife befm the eating disorder took Md, reduces 

client's hletion, and Uicreases their connection and activity in their own commuuïty. 

Activation was achieved by developing goals with the client and breaking these into smailer, do- 

able pieces to encourage success. Finally, staff commenteci that activation was most effective 

when the client was highly motivatecl to make personal change. 

A client-cenûed program was identifieci as important in the consuliations done with paiients 

and family in the Eating Disorden Working Group and h m  the nsearch on tratnient programs 

for those with serious mental i h s s e s  (Niblock, 1995). A client-centred approach meant that 

the program would focus on each client's unique aeeds and goals. The goals were to be client- 

determineci d e r  than prognim-det-ned. This meant that COP would viuy greatly from the 

more rigid groupfocused and program-stnictured goal setting ofother progrrtms. The client 

participants reportai that this client-centred aspect of the COP program was something they 

rtsponded weli to: 

1 think that's where the COP program really, really has its sîrengb. Tbey can fit 
themselves around p u  You're not-well you Qo to some extent make the effort to 
fit into their program. You have to meet them, make goals. You maice the 
appointments-they expect you to make the appointments-to do some wotk But 
the work that you do isn't straining, and i fs  extremely flexiile. (MicheNe 11/02/97 
P- 23) 

1 wanted something tbat treated me as an individuai. 1 hn't want to be told that 
this is my diet, this is what you have to eat, you neeû to eat this at this meal, you 
need to cook îhis, and do dùs at this h e ,  and go to this gcoup, and you have to feei 
like this mrlI  want something that fi& me. (Sarah, 14/03/97 p. 10) 



When 1 starteâ the transition program [COPI, 1 only wanted to see an intern 
[activation] worker once [a week] because 1 wanted someone to get me out of the 
housedecause I wasn't doing anything. 1 was like, '4 don? want food, 1 don't 
want help with 9 f d "  Thty were B e  ''ûkay." " I'm not going to talk to the 
dietic@'' 1 was like, 'Torget it!" I'm like, "I'm not dohg work with dieticians." 
(Sarah, 14/03/97 p. 1 1) 

1 like the W o m .  1 like to be able to set the goals. That it's it my gods to start 
with. 1 k e  the set up about the team meetings and how often 1 see [the dietician]. 
Umm (patcse), so that seme of ûeeâom. That there's no mandate such as 1 have to 
gain [m much weight) (pause). [Although] 1 did go in with the goal of gaining 
weight. (Natalie, lWl2/96 p. 15) 

In addition, clients and staffremarked on how the involvement of the client in her treatment 

planning and treatment decisions was novel and effective. Both Natalie and Amber provide an 

example of this: 

1 think it's more been me getting back my voice. Going fiom that, oh 1 don? know 
if 1 can say it, but that sick "victim" kind of thing-"You're just kind of a wward" 
-to that sort of feeling the cight that 1-well 1 do have the right to say something. 
That it is my treatmeat. 1 do want to take an active role in the treatment. Which is 
very different fiom the way it was [in other programs]. (Natalie 18/12/96 p. 19) 

The wbole program is such a different way of being in program. That whole 
different sbift of giving hem tesponsibility: "How do you want to use us?" "We're 
bere for you, how do you want to use us-within these guidelines?" R d l y  thai's 
such a sbifk It forces the client to meet you at îhat shift! Here we're saying, "You 
know, you tdi  us!" So, for a while, in program, or even in hilies where they've 
never had a voice, it's really dficult for a lot of them. That, in itself, is probably 
the biggest shift in the program. (Amber 20101197 p. 26) 

This client-centred approach was particularly effective in dealing with clients' needs for 

hospitaiizations to maintain their medical and nuûitional health. Whereas previous 

hospitaüzations may have been forced wmmittals to hospital, the COP program fouad that 

clients were more proactive and compliant with hospitalizations d e n  they were included in the 

decision-making process: 

And one of the neat things was with the use of [the ethical decision-making mode11 
-when we used it with the individual and her f d y  present+was tbe individual's 
identification of decision-maken and persoortl limitations. And she actuaUy said 
tbat wheu she gets to this point, then she wants us to take over-when it is okay for 



us to take over. And so kind of king proactive around what we am foresee 
happening, what she can foresee happening. So she was in a g o d  space, at that 
point, making decisions for when she is not in a good space. (Christine, 05/23/97 p 
24) 

The difference with these admissions is that, g e n d y ,  they are engineered by the 
patient and the team. And the patient usually asks for the admission. (Christine, 
O 1/06/97 p. 27) 

We are just seeing generally more-a stronger-willingness to comply with those 
kiuds of requests [for hospiîahtion]. In the past 1 think we wouici have bad to use 
more aggressive measures. Many people have required hospiîabtio+they have, 
brief however they might be. But they're hospitalizations never the les. And 
Cpeople] have been generally much more approachable and it doesn't mean that 
everyone is happy with it, but much more appmhable. And more willing to take 
part in that process and to make decisions. (Christine, 01/06/97 p. 44) 

There's been comrninals. But nobody to date has been either resûained chernically 
or physically. (Amber, 2010 119 p. 15) 

We haven't had to certify too many people-although it has happenecl occasionaüy. 
For the rnost part we have been able to contract this hospitalization and kind of 
work it through wing an empowering approach. The clients have generally fe1t 
beîter about it, (Christine, 05/23/97 p. 21) 

Having a client-centred approach to goals and treatment is pre-emptive. As it includes the client 

proactively in emergency hospitalization and planning, the program does not have to be 

aggressive. The program creates an opporhinity for the woman to make the decision for berself. 

Despite the phiiosophy and intention of producing a client-centred program, however, the= 

does appear to be some incongruity with this approach. For example, Christine begins to say it 

is a client-centred program then restates that it is a "patient/staff driven program." The issue of 

motivation or readiness is also re-addressed. Christine remarks that the program cm work only 

with those who are motivated toward change, while at the same t h e  acknowledging how 

difllicuit it is for this specinc population to be motivated: 

W b t  it has been about is they own the program, they have been doing the program, 
the patients are in the program and 1 mean it is a ml, 1 think, a petiedstaff dnven 
program. It is. And they-it's a commuai@ program in the best sense. (Christine, 
01/06/97 p. 48) 



The individuai has to want to do prnething. 1 mean if they don? want us to be 
there, we aren't going to be of help. 1 think, well, it is pretty hard to be motivated 
when you ~ w h e n  you have this illness. So, what does motivation mean? It 
becomes really problematic for me. (Christine, 01/06/97 p. 43) 

Ifthey are not interesteci in anything, there is no point in somebody king in a 
program. (Christine, 1/06/97 p. 47) 

1 think that's one of the more important issues that we'll have to deal with because 
initially we were thinking that everyone would fit hto this model, but that hasn't 
really been the case. (Debotah, 5/13/97 p. 16) 

At one level these remarks seem to assume that a woman who struggles with an eating disorder 

is able to articulate her needs and make those into goals. The program does not remain client- 

centred at tbis point, but is rather program-centreû, in that they need to work only with those 

who can demonstrate they are motivated and willing to make change. 

From the client responses, it is clear tbat motivation and readiness are problems the clients 

sûuggle with Natalie States the program's insistence on goals is helpful in tbat it makes her 

make a decision, however, being able to ask for help prior to COP had been dinicuit. Sarah 

talks about how dificuit it is to articulate her ne& and translate these into goals. Where 

motivation, readiness, and client-detennined goals prove to be particulady problematic is when 

clients are required to set goals aroimd weight. Clients found this part of the program difficult 

to do. Natalie, Sarah and Michelle comment on their fear and resistance to weight gain, aud 

Michelle, in particuiar, makes self-degradhg comrnents. These responses outline how diflticult 

goals-particularly weight goals-can be for these clients: 

w s  helpfùi is] actually getting forced to have to make a decision somehow. 
Because it had always been like that before. 1 wouldn't aike the responsibility or I 
wouidn't go ask for help, you know? (Natalie, 07/02/97 p. 30) 

We just go out for mffee. But now, they are trying to get me seüing gds. So they 
want me to set three-rnonth goals and that's-I'm going to have trouble with t h .  
A d  1 have to talk to them about that We've stopped for a month because I've 
been a littie upset with that (Sarah, 14/03/97 p. 14) 



When they say the goals, I'rn trying to figure out, "Now what goals do 1 want to 
bave-do 1 have any goals?" And "Can they help me with my goals?" Like they 
can't do my school for me. Or get a job. I can't get them to help me get a job. 
You kaow 1 can't have them cure my eating disorder. How much do 1 want hem to 
help me with my eating, iike do 1 want to go out with [my activation worker] and 
eat dimer every night? And do 1 want to go to a movie with her? (Sarah, 14/03/97 
P. 20) 

Suddenly with [the new program coordinator] coming in, it seems to be that this 
[goal setting] suddenly becomes a big issue. It never ... (sentence is mMed on 
tape) [was before]. 1 don't lrnow if it bas to do with [ber] in particular, or if it is 
because they've now set new goals or they've reaminged the COP program. (Sarah, 
14/03/97 p. 14) 

1 guess it's not that clear cut when 1 come to my goals. At the beginning 1 was like, 
"Oh yeah, i'm gonna do this, this, and this!" Now I'rn kind of like "Yeah yeah, 1'11 
do whatever is going on." I'rn really a bit waffle-y at the moment in that 
department because 1 don7 really have any goals set. So the last couple of team 
meetings have been-the whole meeting has b e e ~ o u n d  my weight gain versus 
maintaining. (ûniy I'rn losing [weight]). We've been talking a lot around that and 
my havhg to make decisions around that. And that was another thing that 1 kept 
kind of putting off too-making the decision about that. 1 just hate goals, and 
especidly with that kind of thing around eating. (Natalie, 18/12/97 p. 16-17) 

My weight is just increasing slowly and steadily, and 1 want to be at least a steady 
weight. I'rn just not dealing with it so well; some of it's the anorexia But some of 
it's wanting to slow it down somewhat-basically maintain-so 1 have a chance to 
get used to how 1 am now. (Michelle, 11/02/97 p. 6) 

Setting specific goals, 1 don't know if it is so helpfiû and I'rn not sure what 1 am 
going to do. Like what kind of goals do they want to set? Do they mean weight 
goais and am 1 wiUhg to maintain my weight at a certain level-and 1 am, as long 
as 1 cboose the level. (Sarah, 24/03/97 p. 24) 

1 just feel like I'rn back to being the 1 was before 1 was able to lose weight. 1 
can't even control myself. And I'rn going to be the only person with an eating 
disorder that's going to have to go on a diet. 1 can just imagine the sniggers and the 
laughter. 1 mem this is my life re-visited again. Shit! (Michelle, 25/02/97 p.5) 

A client-centnrd approach is deemed important to the client's success in the program. 

Clients teport that they responded weU to the program's individualized focus and its emphasis 

on the client's determination of goals. Sîaffand clients remark on how the client' s involvement 

in treatmcnt planning, especialîy with regard to hospitaüzatious, has resuited in reducing the 



number of hospitalizations and the number of forced committals. T h  seems to be some 

ditncdty or incongniency with whether the program is solely client-cenûed or if it is staff- 

driven as well. Where tbis becornes an issue is with assessing the client's readiness and 

motivation by her ability to articulate her needs inîo goals-parti'culatly goals around weight 

Both activation and a client-centred approach to treatment are significant components of the 

program. From this philosophy, activation and a client-centreci focus assist the client in 

recomection to her life's activities before the eating disorder, and to her communïty outside of 

the hospital. The development of personai g d s  is supporteâ by the tearn and broken dom into 

smaller, manageable, components so as to encourage success at meeting these goals-contracy 

to experiences of failure in previous programs. 

Activation and client-centredness are one component of the paradoxicai treatment approach 

the COP program attempted to mate. ûther compoaents include reducing hopelessness and 

isolation, applying principles of bann reduction to encourage the acceptance of eating disorder 

symptoms, and assesshg client-readiness, By paradoxicalty focusing on aspects of tbe client's 

identity and abiiities aside h m  her eating disorder, the client's eating disorder symptoms are 

adàressed. hprovement to the client's quality of life becornes the base fiom which chaage 

occurs with the eating disorder. The acxt section discusses the tbird part of the program 

philosophy-length of üeatmeat-that seems to impact the success of the client in her recovery 

and the program's success in providing treatment, 

LenPth of treatment. 

The length of treatment of the COP program was identifieci as being problematic to both 

clients and staffalike. In impiementhg a ctient-centfed approach to treatment, one wodd 

assume that the Iength of treatment wouid be decided by what the client determines she needs or 
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requires. Given the fiscal restraints to health services, however, tirne restrictions for treaiment 

of the COP program were required and were implemented as inteMews with participants were 

king conducted. Both client and staff responses comment on how disruptive the new tirne 

limitations were and how they impacted the client' and staff functioning. 

As this particuiar sub-group of wents in the COP pilot program had continuously cycled 

in and out of existing programs, an op-ended treatment program may have been feasible and 

fiscally-responsible given the inherent costs in their ongoing, lengthy, and repeated treatment 

admissions. The original propasal for funding noted that the COP 'hoâel of service delivery is 

much less costly than traditional residential or long-stay hospitai programs and allows services 

to be delivered to a greater number of individuals over a longer period of tirne" (Niblock, 1995, 

p. 1). No set length of treatment tirne was specified in the original prognun, as outcomes fiom 

the six-week pilot project were awaited. Upon the conclusion of the pilot project, the proposal 

for expanded development of COP was designed, critiqued, redeîïned and eventually approved 

(an eight-month long process), and interim fuading was continued. Neither pilot program 

participants nor staff  and administnitors knew how long the program would or shouid run, as 

there was no previous template for COP, therefore, no mode1 for tength oftreatment, As the 

interviews were conducted with participants, a tirne limit was newly established for the 

program. Newcomers to the program received handouts stating clearly that program time was 

limited: 

The COP offers sugport for up to one year. Threemonth extensions can be 
requested if you have a specific goal with wbich you wish to receive M e r  
assistance. A maximum of two extensions can be requesîed. (Handout for COP 
Participants, Autumn 1996) 

Parîicipants intemiewed for this research h à  been pilot program participants and, therefore, 

were now being considemi for discharge h m  the program b u s e  their anniversary enûy 
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dates were drawing near. This caused much c o n m .  The program was pressured by the fùuder 

to be cost-effective and to meet the ever-increasing demand for seMces identified by wait-lists. 

Simultaneously, staff recogmzed the precariousness of the relationships that had been 

established between the clients and the program. They also recognized that important changes, 

subtle yet significant, had taken place with clients. Much of what staff had noticed with client 

change was not measurable by d e s  and inventories, nor reduced hospitalzations, nor other 

costs that the fùnder examined as outcome measures. For example, looking at significant 

syrnptom changes (i.e., with regard to food and eating) w not a valid measure of client 

success. What Mnoticed were significant intenial and interpersonal change. Al1 staff 

The third client 1 worked with suggested that we just meet for a coffee one day. [Il 
didn't realize that she basically hadn't eaten without the significant other in her life 
for years! So, again having to remind myself, "Wow, what are you asking this 
client to do?" Just realizing her going out and having a coffee or tea with [me] is 
like this huge, huge deal! (Amber, 20/01/97 p. 10) 

From an outside perspective you might look at that petson and they haven't done 
anything with their eatiag, you know, in the six-month period that it took them to 
do al1 that (Deborah, 13/05/97 p. 13) 

So something is happening hide of them. That's really neat to see. God only 
knows what is going to happen with the eating disorder, but in terms of quality of 
life-big improvement! (Christhe, 01/06/97 p. 44) 

... p y ]  having to feally achiowledge the tiny, little things. That's the population 
[we're working with], You're not going to see leaps and bounds-either 
nuûitionaüy or psychologically. So to see the little tiny steps, both for myself and 
king able to share that experience with a client, and my experience of their 
changes.. . . (Amber, 20/01/97 p. 7) 

There is such varieîy fcom week to week, One time school is a ceal positive thing 
and the next week it might not be. Birt having-my rote, again, bringing [the] 
focus back to them, "[This] is what I can see." in the moment it can be really 
dificuit to see the gains and to step hck and say, ̂We& 1 hear what you're saying 
and in the present it is reaily har4 but 1 just want to share what it has k n  like for 
me having worked with you over this priod, md what 1 see. This is a huge thing." 
Whether that be in connecting with the community or whether that be nuiritional 



[things]. "You said you had your latte with two percent mik insteaâ of skimmed 
milk, hold ob-when's the last time you did that?" (Amber, 20/01/97 p. 8-9) 

It's easy to minimizPUOh, you saw her for coffee?" "You went to a movie?" "Oh, 
gee, 1 wish 1 bad tbat job!" For myself as well, it's easy b minimize it. It's 
beneficial to bave conversations like this [i.e., the interview]. (Amber, 20/01/97 
p.22) 

Ciients also identified in their responses the significant changes they made in the program: 

Last week [I did] something that I've never been able to do. We stopped early for a 
coffe and mufnn at the bakery. We talked for quite while and we ended up îalking 
about going down to another place that makes their own soups. She said, "Well 
show me this place 'cause you've mentioned it a couple of times." So 1 walked 
dom with her and ended up k i n g  a bowl of soup.. . I've never been able to do 
that with an outfeach worker. (Michelle, 25/02/97 p. 10) 

1 find my dietician now is really good because 1 can teli h a  that "Well, 1 can tq 
that but 1 don't b o w  if 1 can do that". And she is not going to say "Well, okay, 
you have to have ttuee proîeins and two fats and you eat this at every meal and this 
is what you have to have." It can be like, "Well, wbat would you like? What things 
do vou Iike?" And, well, yeah, maybe it's an egg white. WeU, okay-well it's 
beîier than mthing. Okay, 1'11 have an egg at dinuet, you know. She does thiags 
quite well, so 1 find working with ber quite good. Thrit's just her style. We work 
quite well. (Sarah, 14103WI p. 11) 

Staff responses aiso indicated the debate about length of treament. Was length of treatment 

to be based on the client's need or on the funder's need? Was the program to treat chronic 

anorexia similarly to ather chroaic mental health populations dut require and receive on-going, 

lzk-long assistance, andior support? The staff gave a variety ofresponses to this issue that 

reflects their ambivalence about leagth of treatment. Christine struggles with whether or not 

COP's mandate is to pvide specialized treatment for a chronicaüy il1 population or to have 

them connected with the community (and out of the program) as soon as possible: 

1 have always been intetested in the population with chronic illness. For me it 
really means an unrelenthg form of iïIness that could possibly go on for the rest of 
someone's life. (Christine, 01/06/97 p. 12) 

We have a popdation who now we how the characteristics of- Who require 
inte~ention very euly on with commimity. And that's the w y  it is. And they 



may not be able ta leave in a year. May be lit's] two years, may be tbree years.. .. 
(Christine, 05123197 p. 5) 

We are going to be looking at issues mund L~oveovery" versus "living with" 
anorexia nervosa Tbere will always be a philosopbicai debate that I think will 
always go on. We are going to be tooking a! prolonghg discharge dates for some 
people and looking at some long tenn care, as well as how we need to get them 
connecteci with the community early on in a Iittie dEerent way. (Christine, 
05/23/97 p. 25) 

Ifyou are looking at [other] chronidy, menMy ill populations, some of those 
patients will have a care worket for the rest of their lives. The same one or a couple 
of diffeient ones. But they are maintaiad by that care team for years and years and 
years and years. They are followed by that care team. And those people become 
their-you how-they kind of become their constant support and companion. 
(Christine, 05/23/97 p. 2) 

We decided that we are not a Mliation prograni-we are not-because we actually 
do believe that anybody can recover fiom an eating disorder, no matter how 
homble, how long whatever. We stiil will huld out hope for them. (Christine, 
0 1/06/97 p. 17) 

Wc are not willing to let sontebody die! (Christine, 05/23/97 p. 4) 

Christine sees long-tenn eating disorders as similar to other long-tenu mental health issues. She 

suggests that the issue must be one of on-going and possibly Me-long support. She 

acknowledges that "recovery" for some clients may not be feasible and strongly asserts that 

recovery is a hope and that the program must maintain for all clients. 

Deborah found it challenging to detemine when is appropriate to terminate treatment. This 

is partîcuiarly troublesome wben the program appears to have contlictiag interests in ethically 

meeting the needs of the clients versus meeting the needs of the funder*. 

Two of the women I'm seeing right now are in acute crisis. And so as a program, 
even though I'm in the process of tenninating with îhm, nobody feels cornfortable 
having them finish now. So we're just trying to balance the needs of pushing 
people through the program and getting them hooked up in the commrmity, with 
king compassionate and not dohg them a disservice by cutting out at a tirne that 
they actuaüy need us the most @eborab, 05/13/97 p. 6) 



In just some very basic fimucial maaagemeut issues that she couldn't tauch sixteen 
months ago. Like that's how long it took to get her there. And now she's thm 
and she's got spnce to start nIling her life with other things and we're having to say 
fintemiewee wuves goodbp] and it hurîs and it's really bard to do. (Deborah, 
05/13/97 p. 16) 

1 mean that's my biggest grief about the program, and it's no fault of anybody'w 
it's funding and the wait list issues and so on. But 1 think we could do fubuious 
work with almost everybody in the program if we could have five years. If 1 had 
my wish list and we had unendhg funding and didn't have wait list issues, or 
resource issues, it would be that the program would serve five years. (Deborah, 
O5/l3/97 p. 16) 

One of the feedbacks that we got at the presentation on the program in London [at 
an international eating disorders conference] is that thinking that we're going to be 
able to really make meaningfîd change in a year is not realistic. And we didn't 
know that. And this international community was so clear about that, "What! 
These are people who have sûuggled with an eating disorder for 20 years and 
you're going to give the a one year dose of treatment and send them ofP" You 
know a lot of people had things to say about that, and sai&thought that the mode1 
was wonderfid, [but] the the fhme was d l ,  was very shoR (Deborah, 13/05/97 
P. 6) 

Amber's responses seem to contradict the function and purpose of the program to meet the 

client's need and to "increase supportive human contact:" 

We have [had] a tendency in the p t  to take on al1 the clients and get caught in the 
day-to-day, just pmviding services to them. And [we] forget the step of "YOU [the 
client] should realiy be stepping out there." I tbink that is something that more 
recentiy we have paid more attention to. Constantly reminding ourselves, "ûkay, 
our job is not to take care of them." (Ambers 20/01197 p. 13) 

The responses of staff seem to run contrary to the knowledge they have of their clients' 

needs, i.e., that treaûnent may require a lifelong provision of ~é~1*ces, that one year of 

treatment is unreaiistic for some clients and that other clients may require constant support and 

attention throughout their iives. The incwgniency between the program's phiksq~hy, the 

clients' needs, and the program's provision of service may stem h m  a conflict between the 

specific individuai needs of this parti& client group and the fiscal needs of the prognim: 



It's that abandoment kind of M that cornes up for people. A Iot of our 
population has been abuse4 so abandonment is a very major issue there. And 1 
think we just have to do it more smartly and we bave to be more sensitive to the 
fact îhat they cequite-mme women-require either longer-tenn we. And 1 do 
think that's mother possMity. We're going to be looking at some clients who may 
even need two or three years in a program. (Christine, 05/23/97 p. 2) 

The goal is that Deborah will be handing over ttris client to the community, so in 
her work with the client she is geühg the client ready to take on a community 
therapist That's a hope. Because we don't want to be the therapist for this client 
we want this client to be totally connected back to the community in a year or a 
year md a half (Christine, 01/06/97 p. 22) 

One patient wbo is to be dischargecl, her date has been shiM so she doesn't reaily 
have a date right now. We've told hm that we n d  to do traasitionuig and tbat the 
relationship [with COPI i s  contingent on her allowing the community therapist to 
corne into the program. And that's okay. It may sound coercive, but that's okay, 
In some ways you have to force the issue of spreading your wings. (Christine, 
05/23/97 p. 5) 

There is a disparity between COP being a client-centred program and flexible in meeting 

the clients' needs and the need of the program funder. Despite knowing that theu clients require 

more time in the program, tbey have not been able to mate the one essential h r  to enhancing 

recovery-adquate tirne in the program. Clients, particularly Michelle, noted their difficulty in 

adjusting to the t h e  restriction and found length of treatment to be one of the factors perceived 

Now they cm only give you so much time so that they can get more people mohg  
through the program. My impression was that one of the goals in this program 
when it fint stafted was that it should be open-ended for people, like me, who seem 
to faIl through the cracks and have no practical support. Ail of a sudden, they've 
put a limit on it: some people get short-limits; othm get longer limits. To me that's 
not the point. You've got tons ofother programs îhat have limits on them. They 
need a pogram tbat is opendeci, because there are some people Like me who just 
keep stru-g aad strugghg and not getthg mywhere [in the other programs]. 
(Micheiie, 25/02/97 p. 13) 

1 can see where they need to move you to an outside dietician, or make sure that 
you are very well c o ~ e ~ t e d  with a good family. But keeping an outreach program 
going indehitely maybe, for some people, is what it' s going to take. (Michelle, 
1 1/02/97 p. 29) 
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1 was just getting to the point where 1 was beginnùig to feel l ikeah ,  I'm seüiing in 
now. l'm ready to get on with tbùigs. And ready to take some steps. And then, 
WHOA! You know I'm king told that my t h e  is Limited. Of course al1 those 
issues [I was working on] just go right out the window. And [now] we're focusing 
on kind of preparing for wrapping up. (Michelle, 11/02/97 p. 29) 

Five months seems like-on the one hand it seems like a lot-but when you're 
trying to deal with aU the bureaucracy, [finding a] new house, and setting up 
support, and that sort oftbing, five months goes by in no time at dl. (Michelle, 
1 1/02/97 p. 7) 

Within the COP Program theytve kind of come to a point wbere they're saying that 
"We're now going to look at the time fiame," or, "We now have a t h e  fiame for 
people going through the program." Wetve just started talking about that and I'm 
finding it's d l y  knocked me sideways because 1 didn't realize how dependent I'd 
become on the program. Not just dependent, but how much 1 need the program for 
practical issues, to help me with the isolation, just someone to talk to. (Michelle, 
1 1/02/97 p. 3) 

Given her discontent with the tirne limit of the existing program, Michelle was asked what aa 

ideal program would mcompass. She responded: 

1 think a program that doesn't have limits as far as the pmple it serves- 
particularly those who aren't suited to other programs. Or if they've tried otber 
programs and they haven't worked. People who financially can't handle or can't 
find therapists yet are still interestai in working on the problem. Lots of support 
around meals if that's what you're lookiag for. Or just doing small things, like with 
me it's a mutfin and a cup of coffee. (Pause) And lots of time for taking, 
(Micbelle, 25/02/97 p. 15-16) 

Natalie talked about how t h e  limits to the program affecteci her thoughts about the 

legitimacy of her own needs. She seems to rationalize why she should leme the program, thus 

reassurhg herself that she no longer requires it: 

. . . It's more of having that-'Tm going to have to leave soon." There is a time 
Iimit of some sort. (pauses) 1 guess I'll always have that guilt too that 1 am in the 
program, 'cause 1 guess 1 am doing beîîer than some people in the program and it's 
like, "Weii maybe 1 don? aeed this program." There's people, other people, that 
need this more than 1 do. This is a feeling 1 have hrad e v q  time 1 have been in a 
program, And 1 think everyone else has too. 1 ùiinL it is pretîy cornmon. 
Someone always needs it more than you do. (Natalie, 18/12/96 p. 23) 
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Clients did not respond weli to their upcoming discharges h m  the program. From the staff 

responses, it appears that the program was pressurai to adapt to the limited fiscal murces. 

Therefore, the program was required to shape the program to fit the fiinder's requirements rasher 

than the clients' needs. The staffcomumtd: 

1 thiak we were medistic about the oneyear mark. 1 don't seem to think we ever 
believed it wouid be one year, to be quite honest with you, because when we first 
started we talked about eighteen months. And we said "Well, we'U do it one year," 
and 1 think we set tbat up, if you want to know the truth, more about h d e r  saying 
'"ilme years? Four years? How are you ever going to see people?" But if you 
were going to have one year-and there are lots of people who wiU work through 
the program in a year, lot's ofthem-then we know that we want to start right away 
with getting them connectai in [the community]. (Christine, 23/05/97 p. 3) 

One of the ideas that's king batted arouud that people are quite interested in is that 
people would leave, but then they would corne back for shorter tenn bursts of 
therapy. So that we would have a higher case load than we have and a pater  
number of people at any one the ,  but we would be seeing them less intensively 
over a longer @od of thetime So we're looking at that moving to that kind of a 
model. (Deborah, 05/13/97 p. 6) 

And it is aiso hard for the p~programrnatically-because the demaads they 
[the funder] want to see. Because ttiase area't the things that always translate into 
black and white. (Amber, 2010 1/97 p. 9) 

Estelle and Deborah were sitting down to look a? [rate of hospitdizations]-and 
quite nervously. Have the hospitaliziitions decreased? Because [that is] what the 
program is about. That's pretty bard M f o r  these clients to do. W e  have seen 
some clients actuaiiy increase hospiîalizations. They are doing hard work and 
chailenging bard SM. So they are starting to get more quality of lifé, but that's 
scary. That's scary. That's somethinbyy [a] program-we are loolcing at with a 
vey conscious knowledge, that our funcihg cornes [with] this pressure of 
decreasing hospitalization. (Amber, 2010 1/97 p. 23) 

It seerns as though the program M t r y  to make the best out of a bad situation by 

accomrnodating the funder's requiremenîs to pusfi more people through the prognun. This 

requirement takes pciority despite the stafFs knowledge and increasing awareaess that this is not 

helpfûi to recovery for many clients. The pressure fiom the fûnder is noticed by clients as weU 

as reveaied in Natalie's and Michele's rematks: 



It's a g d  program, spart h m  the team msetings. 1 only go once every tbree 
weeks. 1 was going every week, and then I'm Iike, '7 ccan't do this! 1 don't like 
th!" 1 guess it's just-it's bureaucratical and-1 don't know what it is. It just 
@nue) 1 hate hem, 1 just hate them. They're just too program-y. It's also a time 
when they recorâ how many times you see each person and that kind of sm 1 
guess they need to do that for their fhnding ri@? (Natalie, 18/102/% p. 1 1-1 2) 

1 believe it [the program] dehitely needs a lot of attention wfien it cornes to 
fuading. Fuuding kind of pulls one way iustead of this way-swing aii the people 
at a broader level instead of serving al1 those who need more intense [suppord. It's 
fnistraîhg. Al1 the changes they've made-they've made a lot of changes since 1 
first started the program-and it has steadily gotten worse and worse and worse and 
worse. Evesy change they make it uitimately ends up in l e s  t h e  for the person 
who needs the help. They're losing out! (Michele, 25/02/97 p. 12) 

Clients ovedy or covertly stated their amness  of the funder's need to d u c e  the wait list 

and decrease costs. The funder's needs, however, were of'ten in contnist to the client's need for 

maintained contact with and support h m  the program on a longer-termed basis. 

Length of tteatment was significant to client's success in COP. Boîh clients and staff 

commenteci repeatedly on the problm of time restrictions for treatment and identified the 

impact on clients' emotional and physical well-being. It addition, the needs of the fundef seem 

to directly conûadict with the program's philosophy of treating clients according to their unique 

and individual needs. While termination is congruent with the program philosophy and mandate 

requlling moMng clients out of the program and into the community as soon as possible, it does 

not attend to the needs of the clients, according to the client tespouses. The sdaffrespo~lses also 

addresseci ethical and moral concerus regarding ending treatment prior to the ciient's readiness 

for termination. Finally, as these particular clients had repeatedly cycled through several eating 

disorder programs prior to COP, insinuating that termination is required for fiscai reasons is 

short-sighteû-and at the expense of the clients' possibilities for recovery. 

In this section, the quaiities of the COP program-specincaiiy its philosophy and approach 

to treatmentksve beea d e s c n i  The research participants' responses iadicate that the 
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program setting, the use of a paradoxicai trament approach and the length of m e n t  gmtiy 

ùifhieaced the clients' and staffs perceptions of client success in the program. The program 

model, the second part ofquaiities of the prograt~-wiil now be discusseâ. 

R o m  Mode1 

The program model c m  be understood as the way in which the program's philosophies are 

executed into action. Two important fatures of the COP program model were its flexibility in 

delivering highîy inàividualized services to the client and the availability of the program and 

staff A A féature of the program model was the types of skills and strategies employed in 

carrying out the program's philosophy to the clients. Clients and staff identified that flexiiility 

and availability of the program and the skills and strategies used in the model were beneficial to 

improviug quaiity of life or enhancing recovery. Al1 the research participants commenteci on 

these qualities of the program model. 

COP differed fiom previous eating disorder programs in its flexiiility and availability. It 

provided an individual format rather than a group format, operated outside the hospital, and 

outside of regdar hospital hours. It attempted to be avmlable to clients in ways previous 

pcograms had not, Le., being available several thes  a wek  for the client rather than a once-a- 

week appointment, providing outreach in the evenings, and having outreach senrices comprise 

of any variety of events the client required (going for coffee, movies, studying, meal support). 

COP prided itself in being open to the variety of situations and goals the clients would bring to 

the program. The programs four activities-activation, nutritional counseUUig, medical 

supervisions, and psychotherapy-couid be interchangeci according to the etnotional and 

physicai -tus of the client When flexiiility and availability were attuned to the needs of the 
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client, it was found to ùnprove quality of me. When uuattuned or absent, the clients were quick 

to express anger with the program. 

A review of the prognun's documents addressed the issue of flexibility. The program 

proposal and the program handouts to prospective clients noted the program's awareness of the 

need for flexi'bility. Here are some of the policies the program planned to implement according 

to the program documents: 

Care plans will be highly flexiile and based on the needs and goals of the client at 
any given tirne. Care levels will vary between clients according to their needs. 
(COP Proposal, Niblock, 1995, p. 2) 

This care plan will be highly flexible, its structure dictated by the particuiar neeâs 
and goals of the specific client at any given tirne. (COP Proposal, Niblock, 1995, p. 
10) 

COP is a flexi%le program and goals are adaptable to change and revisions. Goals 
can change and so can we! Our goal is your success. ("What You Need to Know 
About the Commuuity Outreach Program," COP Participant Agreement to 
Participate, p. 1) 

In their responses and speaking from their experiences with their clients, the staff 

highlighted the need to be flexible and to change program protocols as required: 

Some of them have not been interated in the activation work, but they have been 
interested in the therapy piece. And we've been really struggling with what do we 
do with tbat small subgroup of people who, in same ways, just don? seem ready to 
do the activation work but they're very engaged in wanting to do the therapy. And 
that's an issue that we're trying ta resolve still- @eborah, 13105197 p. 6) 

We are going to have to nui this program probably+b, i'd say three or fout years 
More we really know mything. Because we are cbanging ai l  the time and we are 
evolving as our client's tell us about what is satisfying, what isn't satisîying, what 
is working and what isn't workùig. We are shiftbg. And we are hopiug that the 
program is really Iike that. (Christine, 06/01/97 p. 7) 

Do we need to think of the program as having diffetent prongs, or something, 
where the majority will go into the full-blown program where they have contact 



with lots of people, or those who go for something else? (Debonah, 05/143/97 p. 
15) 

Given that the COP was an innovative program, without a mode1 to base itself on, the program 

was required to be flexible as it developed in conjunction with the increased awareness of the 

clients' needs. 

Clients also spoke of the value of program flexibility. Previous programs had rigid 

mandates and exclusionary policies. Michelie supports Deborah's staternent. Michelle found 

the rigidity of previous program mandates, protocols, and restrictions to be of littie benefit, 

especially when the needs of the cüent are not kept central: 

It just makes sense to me that Uisteaâ of dividing everybody into these sepamte 
channels. You're in this program; you're in this program. The person that's in that 
program can't t&e advantage oftbings that are going in this ptogram-they keep 
them so separate. To me it seems so arîificiai. It's a one-off thing! It's dl in one 
place! Afte~ di, the goal is kind of the sanie! 1 tbink there should be a little bit 
more flexibility in what you're able to partake in. (Michelle, 25/02/97 p. 26) 

Michelle's previous experiences of behg moved fiom program to program with differing 

protocols and restrictions cesuiteci in an opinion tbat program needed to be more flexible to 

meet the needs of a variety of clients. She feh it necessary to be able to move between programs 

and to utilize the various components that worked for each individual client. 

Clients rematked on how the flexi'biiity and changeabiliîy enhanced their experienœ in the 

program. When the program can interchange its components, the clients find the flexiiility 

useful and encouraging. Michelle likes the Fact t&at she can use the dietician and the therapist 

when she feels best able to work with each. She also wants the tirne with her outreach worker to 

be modined so she can see her more oflen rather than for a longer period of tirne. Natalie is 

doing weli in meeting other goals (school, socializing) although a weight goal was not king 

met. The program continus to work with ber (rather than discharging her) and adjusts goals in 

order to be supportive of her: 



Being flexiile around the therapist and dietician timing. You go through a penpenoâ 
where you just are not into doing therapy and kind of tired But you sti i i  need the 
connection to keep you going and to keep you from being isolated. To help keep 
you out of depmion.. . kind of help you to keep things on an even keel ami in 
contact with the program-ôut aUow you to step k k  and take your breaks when 
you need to do that. (Michelie, 25/02/97 p. 16) 

We meet sometirnes an hour, hour and a haif, sometimes two. Sometimes it's 
almost too much. It'd be better to meet instead of 2 hours on one day, to meet an 
hour on two days. [A program that is] flexiile m duation but defhitely more 
fiequency, (Michelle, 25/02/97 p. 20) 

My goals are adjusted around the weight gain. It's like right now 1 just donPt feel 
like 1 can deal with gaining weight so I'm sort of maintainhg where I am. Well 
supposedly-1 mean [the team] did sort of question that one and challenge me 
around that one a lot. (Natalie, 18/12/96 p. 16) 

The ieam is also flexiile mund the individual needs of each client and attempts to adjust 

îhemselves accordingly. The program does not become locked into a "cookie-cutter" approach 

but, instead, acknowledges individual differences. For example, whereas Sarah wanted nothing 

to do with the dietician upon enterhg the program, Michelle regards her time with the dietician 

as one ofthe advantages of the program: 

m e n  1 started the program] 1 was like, I don't want food. 1 don't want help with 
my food. They were like, "Okay." 'Tm not going to talk to the dietician, "1 was 
like, "Forget it!" 1 was like I'm not doing work with dieticians. (Sarah, 14/03/97 p. 
10-1 1) 

That's one thing that is reaily good is that you get a proper amount of time with the 
dietician. Versus king in some of the other programs [where] there's no real talk 
about issues about food, any questions you might have about nutrition. mey] 
don't have time to talk about, to have that back and forth between you and the 
dietician. (Michelie, 1 1/02/97 p. 3) 

Thus flexibility of the program is an important factor in the clients' perceptions of what benefits 

recovery. Where the program fits th& individuai needs, clients remdn engaged with the 

program and their goals. When flexiiility lesseas, clients become discouragd ad angered. 



Availability is also an important aspect to participants and the availability of the outreach 

worker, in particular, was significant. When and how often the worker was available had a 

powerful affect on the clients. Natalie's relationship with her outreach worker was positive, as 

the outreach worker was flexible and could ammmodate Natalie's needs: 

Once 1 went into the program, 1 was still having a difficult time at night. 1 tend to 
really hibernate and just close myself away at night. They [evenings] were more of 
a pmblem. 1 found that 1 Yvas d l y  obsessed with food, Not obsesseà-but my 
focus was very much on f d  1 was really forhmate that [my outreach worker] 
could meet me in the evenings, sr, that really got me socializing at night (Natalie, 
0710 1/97 p. 29) 

I've suggested that [Trisha] cany on seeing me once a week, because I'm going to 
college and because things are changing. (Natalie, 07/01/97 p. 3) 

Natalie also speaks to the importance of the program's availability in exceptional circumstances. 

The COP staff made themselves available to provide support to clients d e r  the suicide of one of 

the pilot program participants: 

1 think that if the Chic hadn't made themselves available, 1 think there might have 
been more disatrous sort of occurrences. . . . 1 see the program as king reaily 
beneficial for so many people that it wouid be more disastrous ifthey had decided, 
"Well you know this isn't going to work" [and ended the program]. (Natalie, 
O710 1/97 p. 23-24) 

Chnstinc aiso recounts an incident regardhg the importance of availability in exceptional 

circumstances. The fact that the client's outreach worker, someone she had an estabiished 

relationship with, was available on Christmas Eve resulted in a fâvoutable, and possbly Me- 

On Christmas Eve, everybody mobilized, And the activation worker+and 1 
thought that this is where it d y  wotked well)--was also on pager. She called the 
client in the hospital and they had a cornrersation. She talked [the client] into 
sîaying. They worked out an agreement Everythïng was 6ae. (Puuse) I meaa she 
wasn't happy to be in the hospital at Christmas, but she was @ad she stayed And 
as it worked out, she was very, very fi But 1 think it was the relationship with the 
activation worker tbat maybe made a ciifference in this case. In Calking with the 



patient I got a sense that that had been important to her. . . . She had a Id ùftnist 
with this person and this client feels very good about her and th& relatimhip. . . . 
I have known this woman for many years and 1 think she just felt safe and tbat it 
was okay. With this parti'cular individuai in the past this would bave been a rage 
situation and she would have just left against medical advice, the police probably 
would have had to go to her house and pick her up because she was at that high 
risk. (Christine, 06/01/97 p. 28-29) 

Having an outreach worker, someone with whom the client had estabIished a si@wt 

relationship, available at a tirne of crisis was a significant change for this client. To bave such a 

person avaüable during Christmas Eve, a time when staff are not traditionally available was 

important to achieving an more positive outcome in this situation. 

Sarah and Michelle had different experiences than the one Christine relates. In their 

interviews, they outlined the importance of availability. When their outreach workers were 

unavailable, Sarah and Michelle were disappointed, fiustrated, and angry. Each of tbe women 

recounts their feelings and the impact of staff unavailability-sarah with her activation worker 

moving; Michelie with the lack of time available to work with her worker. Sarah' s outreach 

worker had once lived closer to both Sarah and the program at the beginning of iheir 

relationship. But since her outreach worker moveâ, Sarah had fond it difficult to maintain 

contact with her. For Sarah, her ouüeach wotker's Iack of availability also came at a time of 

great transition. As Sarah States thtee different times throughout the one hour interview, she had 

no control over the fact that her activation worker moved but it caused her hardship nonetheless, 

Sarah seems to use the busy-ness of her life to rationalize why she doesn't bother to get a new 

activation worker. It's as if Sarah rejects her outreach worker rather than feeling rejected 

because of a situation she is helpless to control: 

1 had the problem that my [ouûeach worker] is restricted with movement so that 1 
have to go see her rather than her come here. She was closer before she got 
manied. She used to be right beside the hospital and now she is in [a suburb] and 1 
can't change that. 1 can't change the fact that she works part-time elsewhere so I 
can't even see her on certain days. (Sarah, 14/03/97 p. 24) 



My outreach worker also works in anoîher place so she has ümited capacity as weU. 
1 would have to see someone else as weii if 1 want more time ... and 1 don't think I 
want to. 1 have a g d  relationship with [my outreach wocker]; I like her. (Sarah, 
14/03/97 p. 15) 

My outreach worker got marrieci and moved [across the city] and 1 find that d y  
hard Because meeting her now is like a problem. It's been a problem. 1 don't fiel 
like 1 can meet her. 1 have a problem going downtown, because I don't like being 
in the middle of nowhere and 1 don't like rush hour (and she doesn't really like rush 
bour either). And she doesn't want to have to come tbrough b t h  bridges, so we 
meet once a week-we on& meet once a week. We could meet more if 1 really 
wanted to. 1 am not pressed at this point because 1 have also gone back to school 
and it has been like, "Oh!" And 1 have had to find a new therapist. So 1 have been 
going through a lot of transitions as well. (Sarah, 14/03/97 p. 6) 

Michelle's responses reveal her disappointment and anger that she was not able to see her 

outneach worker as much as she would have liked. She was quite negative about this aspect of 

the program availability. She talked about how an "ideal" program would be in terms of 

flexi'bility and availability: 

She's d l y  helpfiil but 1 hardly get to see her. It's the way my schedule works and 
the way her schedule works. 1 virtually don't have an outreach worker. It looks 
good on paper but when it comes right down to it [shakes head side to side] 
-practical getting-together-bd-of-things. It's really ûustrating. 1 see her once a 
week (Michelle, 25/02/97 p. 7) 

It's certainly not as big a deal as they [the program] make it sound. They reaiiy 
make it sound like there's someone around seven days a week to try to go out for 
coffee with or get meal support with. And it's not! (Michelle, 25/02/97 p. Il) 

it would be nice if we could meet once a day, every &y. [And] on the weekends- 
because sometimes weekends are when you're the most ustable. A d  especially, 
especiaIZy, bving] workers available around holidays and long weekends. They 
are just nightmares when you're by yourselE Unfominately the eating disorder is a 
24-hou-a-day, 7-&y-a-week thiog. (Micheik, 25/02/97 p. 17) 

I've thought about short-term [support]. For times when you're having a lot of 
problems, or you've kind of got an emergmcy that's come up, or you just feel very 
out of control. Having access to beds-that aren't necessarily hospitai beds-but a 
way for getting out of an area where you're isolated. ... If someone's look@ at a 
birthday or a signiflcant &y and it's going to be rough-it's a long weekend (the 
worse case scenario is this one)-it would be nice ifyou had tbat back up ifyou 
knew trouble was coming. (Michelle, 25/02/97 p. 18-19) 



I'm the one who is falihg behind. ûther women are out there needing these 
outreach progtams and outmach workers [and) thaî's what the program is 
developed for-that's what they're king paid for. And they [outreach workers] 
spend half their time on taking their days off, and then they spend a lot of time 
taking time out because they're doing education, meetings, or they're doing rounds 
or something else has corne up. Or it's a holiday. And then you bave to try to fit 
your time in with everybody else's tirne. So you really get ripped off? This 
happeneci with my tbt outreach worker too. 1 just don't like that one thing is 
written on papa but d i t y  is something else, (Michelle, 25/02/97 p. 11) 

The attachment that forms for clients to their activation workers cannot be under-eshted. 

The clients demonstrated their fnistration when theh outreach worker and, by extension the 

program, was unavailable, and thus, couid not meet their needs. Michelle identified that 

availabiiity outside of regular hours was important to dealing with the extent to which eating 

disorders are present in the clients' lives. Sarah taiked about ber fnistration when her outreach 

worker becarne less available and her reluctance to see someone else in order to have that 

increased contact. Natalie asserted that the availability of her outreach worker in the evenings 

coincided with het ability to loosm the grip on her isolation and return to college. The needs of 

the clients were clearly articulated, however the program was often incapable of meeting those 

needs as the clients saw as necessary. Christine noted change in the extraordinary circumstance 

when a client was bmught to hospital during the Christmas hoîidays. The availability of the 

outreach worker and the co~ection the client had with her prevented the hospitalization h m  

becoming a power sûuggle. The needs of the clients to have available to them the people they 

had created significant relatiomhips with is evidentiy important to attend to. Availability was 

signüïcant according to the client and Mfemazks,  Where people were unavailable, the clients 

stated it was an impediment to their gtowth and recovery. 

Fle~iility and availability were two important components of the program model. The 

progtam intendecl to be flexible and available in its establishment. Where the program was 
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successfùl hi pviding flexiiiiity and availability, clients stated it entianoed their eqexience in 

the program. Where the program Med to meet the mark the clients or the pgram mode1 set 

fw flexibility and availability, the program was Less benefïciai. tufiembility and unavailability 

engendered duappointment, fnrstration and anger in the clients. 

Skills and stratenies - of meram modei. 

Skills and strategies descrii the techniques activation workers and other program stan 

used to assist the clients with their goals and to support healthy behaviour. The only source of 

documentation for skills and shiegies to be mployed was found in the job description of the 

activation worker position, attached to the COP proposal for fiinding (Niblock, 1995). The 

outreach worker position required die "key tasks" of 

. . . implementing a stnictured program by providing organizatioaal assistance to the 
client to perfom tasks of daily living as hkpendeny as possible. T h  areas of 
focus rnay include: meal support and meal prepafation, household management, 
"breakhg the isolation" of aaorexia using activation sûategies; liaison wiîh 
appropriate community resources and furthes development of coping strategies. .. 
(P. 7). 

Whde skills and strategies were aot outlined in detail, the clients' responses indicateà that 

oertain strategies were successfiil in helping improve their quality of iife. These stnitegies 

pertained to issues such as initiating contact by meeting for mffee, maintainhg conversation, 

articulating coping strategies for the client to remember at a tirne of crisis, assistance with 

sîudying, getting tbe client out of her home and into public, and having Yim" Although these 

seem üke relatively simple things to aaomplish, the achievement of these events was 

signifi-cant given the degree of isolation to which these cfients were accustomed. Thus, both 

clients and staEpositively acknowiedged activation strategies: 



Trisha has a way of gethg the conversation going. 1 remember the fht tirne I met 
her, we were Like this (moves ha& in a gestwe that suggests quick-pced taïking) 
-the whole tirne just chatting away. And it was because she got it going and 1 just 
felt comfortable. We just kept chaîting and it was like 'Whoa, this is a bit 
different!" 1 have seen some of the fill-in workers and it hasn't been quite the same 
and I am not sure why that is. (NaCalie, 07/01/97 p. 5) 

If we're just meeting for a coffee and it's something rve M into the previous day 
and if it's still bugging me, we have a full hour to try and discuss certain issues. 
Thq. tq and help me get it into perspective or encourage me to do something about 
it. If it's stüi bugging me and 1 think it's wrong, [they] just support me in whatever 
options 1 take. (Michelle, 1 1/02/97 p. 22) 

She [the activation worker] has been so supportive with me going back to college. 
She d l y ,  really helped me. She has an Engtish degree and she really helped me 
study for the English exams and M... 1 don? think I would have done it. She 
really helped me out with that. Even getting to the exarn the day 1 wote-she 
picked me up, we went out for breakfast, and 1 went! So yeah she's been really 
terrifie. Like someone there to hold your hand. (Natalie, 07/01/97 p. 8) 

1 was very specific. 1 certainly wasn't going to ignore that she had a ttad day-but 1 
wasn't going to get into her issues with her. 1 would do meal support and tben we 
would tallc about if she'd had a rough the. But 1 would be more of a reminder of 
"Okay, what can you do now? What are your support systems? Who can you cdl? 
How are you going to make it through the next twenty four hours?" More just 
cnsis kind of interventions. But it was meal support (Amber, 20/01/97 p. 10) 

The clients spoke of the inherent personal qualities of their activation workers and how 

these impacted whether an interpersonal comection was made. When such comections were 

made, recovery was enbancd When the client and staf'fmembers did not connect, recovery 

was greatly inhibited. Natalie provides an example of her eathusiasm with Trisha, her second 

activation worker, and then ber lack of cornmitment to her goals with her third and ne- 

activation worker 

msha] is just so easy going and she's h y .  Sometimes we can be reaîiy süiy 
togetber. We sort of joke with each other and sometimes take the mickey out of 
each other* (Rrîicipanî and interviewer laugh.) We seem to come from fair1y 
similar places. 1 don? mean like geographidy or anything like that nature but 
more mindset-our belief system. Plus she's so friendly. 1 don't think Trisha 
could not get almg with someone. She is just one of those people. She is very wa- 
judgmental. (Natalie, 07/01/97 p. 4) 
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It can be quite h y .  Sometimes I'11 say sometbing aad I'U kmw it sounds really 
stupid what 1 have just said. And then she'll start joking at m ~ h e  makes it into a 
joke-like "Oh, yeah cight!" She'U sort of tum it around and 1 always end up 
laujjhing- And it realiy seems stupid after thet (raughrer$ But y* 1 am going to 
miss k r .  Every time I've always gone to meet her, I've really looked fotward to it. 
(Natalie, 07/01/97 p. 9) 

It just felt like a chore. The meetings were just go, go, go. p y  new activation 
worker] wanted me to do lots of goals, wbich was not what 1 wanted to do. 1 mean 
I wanted to have fun-somethiag I really iacked in my life. And Trisha and 1 
would have fun. (Nataiie, 29/04/97 p. 10) 

Trisha's non-judgementainess, her playfiilnes~~ and her abiliiy io challenge Natalie's negative or 

self-punitive thoughts were instmentd in Natalie's growth in the program. The inability of 

Natalie's third activation worker to engender that with Natalie seemed to affect Natalie's 

enthusiasm for the program 

Another example of this type of ski1 set was found in Sarah's experience with the 

nutritionist, Sandi. It aiso provides an example of the effectkeness of meeting the client at her 

lave1 of readiness. Sandi was present at team matings, but not insistent about Sarah's eating 

Sandi made herself available to Sarah, but was not intnisive. Her presence and respect of 

Sarah's defensiveness about food created a slowdeveloping tnist in Sarah that, eventually, 

permitted her to work with S a d i  as her time in COP progresseci. Sarah recounts a prior history 

with a nuüitionist and Amber descn i  the prmss six witnessed between Sarah and Sandi. 

There was another dietician 1 was going to work with and 1 ended up walking out 
on her because she kept telling me, "This is what you have to eaf' and 1 was Iike, "ï 
can't." And she'd be "You bave ta" It would be a joke. 1 was like, "I'm not going 
to play games with you guys" ... 1 get too tired to do îbat. (Sarah, 14103197 p. 11) 

Sandi wasn't imposing on [Sarah] any kind of weight she had to get to. 1 know it 
was a real sûuggle for San& too, to say, "Well if you're stable." As long as you'fe 
stable, use Sand however you want [Sandi had] dway s been there and always 
offered support [Sarah] just slowiy started to bave more and more discussions 
with Sandi. We'd talk and have a üttie more feedback. And that tmt that if 
[Sarah] might see someone individually, she bad to be d e .  (Amber, 20/01/97 p. 
25-26) 



174 

Meeting the client at her level of readiness was imperaîive to this relationship in order for Sarah 

to do well in the program. Tbis pîience and focus on the client's current level of abilities 

created safety for Sarah and permitteci her to take part more fbily in an area she, historically, b d  

much difficulty with. 

Another important ski11 of the program staff was to be able to mode1 a healthy interpersonal 

reIationship. Having the ability to resolve confiict in a productive and heaithy mamer was also 

important. Amber identifies this in her interview and Natalie acknowledges how Trisha's 

frankness, care, and consideration were important to their relatiowhip: 

I see one of the biggest goals for activation workers is to mode1 a relationsbip. 
Being there. Especially a long-tenn relationship. Especiaily one that doesn't 
disappear at the fht sign of confiict. Able to provide some modeling [as] to what 
"chit chat" would look like. But also not to slip into a dependent k h i  of situation 
where they think you [the activation worker] are their best fnend (Amber, 
2010 1/97 p. 1 1) 

We'd chat. It's just one of those situations where you start leaming about each 
other. You lcnow things corne up in conversations and we might have a discussion 
about thai. And we have had discussions where we don't agree too. She is one of 
those people who if she's got something, she's not going to change her mind on it. 
And 1'11 say "Weli, whatever, Trisha! That's not what 1 think!" (Lmghs). But um, 
yeah, we just had-1 don? know! It's just, 1 guess I've just found it-rigbt away, 1 
was really cornfortable with her. Cornmunicaficafion was really fiee and easy. 
(Natalie' 0710 1/97 p. 5) 

[Trisha] certainly comes fiom [an] empowering [apptoach]. We might go through 
some problems or r e h e  things-like the way 1 am thinking about somethiLlg. 
She'll question some of the things that 1 am saying. She's pretty point blank and 
she'll Say, "Oh come on now Natalie, that's really [whatever]." It's like, "What are 
you taîking about?" And 1 like that, 1 like that kind of appnuich. (Natalie, 07/01/97 
P- 7) 

Trisha's ability to be consistent and honest and to aüow room for Natalie's mering point 

of Mew created a sense of safety and empowerment for Natalie. Natalie recounts one partMar 

incident where Trisha's ability to be present with Natalie during strong emotions of ihsüation, 



anger, and seif-denigdon, as weli as Trisha's abiLity to teframe the problem, w m  very 

signiticant for Natalie: 

At one point I had written an essay or SO-g. 1 showed it to her to see what she 
hugbt. Thme were a few mistaka in it Not d y  drasticaüy many, there were a 
few grammatical things. But 1 got so mad and so pissed off that (I look back on it 
and it's teally embsurassing, really, about how 1 reacted to it) îhat 1 wouid never be 
able to write again, that 1 would never be able to go to coilege, or write this exam, 
or do English! It was just this whole catastrophipng. I tbought, "Weil I'U just be a 
cleaner for the rest of my life" (laugks). (Zong pause). But, you h o w  it was r d l y  
serious. And it is so stupid and pathetic now, but it was just very-1 got very mgry 
that night And we talked through it a lot . . ( j e ) .  When 1 left, later 1 sort of 
mded over what we bad Ealked about and what she had said to me. "WeU yeab, 1 
do have chices and 1 can fearn to Unprove" sort of thiag. niat's what 1 finally 
came away with. Rather [than] saying, "Weli, fuck it dl," which has been usually 
one of my tbings (loughs). (Natalie, O7/O 1/97 p. 8) 

The relationship skilis that Trisha employai created change for Natalie, tiom a selfdefating 

khaviour to a self-forgiving and more self-empowered position. 

Skiils and strategies were the techniques that staff usai to implement the program's 

philosophy. Some skills and strategies were congruent witii the activation workers' 

personalities, i.e., king consistent in the relationship, king honest and non-judgemental when 

there was a differeace of opinion, and the ability to be encouraging and comforting. ûther skills 

and strategies were directiy employed to decrease the client's isolation and increase the client's 

trust in the program or in the personnel, such as the telatiombip between Sarah anrt the 

nutritionist, and the one between Michelle and ber activation worker. Skilis, such as the ability 

to ùlitiate and maintain conversation and co~ection and the abtlity to provide information and 

support âuring a crisis, were also important. According to the client and staff reports, when the 

ciient connecteci with others, decreased her isolasion, was supported in her activities, or seemed 

to have 'Th," her quaiity of life seemed to improve and her feeLings of hopelessness were l a s  

entrenched, Thus, according to the reseatch participants, the skilis and stratesies the staff used 
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to suc~essfully relate or comect with the clients was vital to the program g d s  of increasing 

quality of life for clients and decreasing their hospitalizatons. 

This section has detailed the components of the Outreach program's model tbat helped to 

deliver the program's philosophy to its clients. The program model included the ability of the 

program and its participants to be flexible and available to the ne& of the clients, and to 

provide highiy individualized services to its In addition, this discussion of the 

program model has also looked at the skiUs and strategies that program staffemployed while 

working with the clients. 

The program mode1 and the program philosophy are bound together by the cornmon 

intention of having the women improve their quality of life and to encounige and support their 

physical, psychological, social, and emotional well-being. The program philosophy included 

locating treatment in the client's community rather than the hospital setting, using a paradoXical 

approach that insists on having a client-centred treatment focus, and providing the treatment 

necessary to improving health of this particular population of women. The program model 

incorporates flexibility and availability of services and the skills and strategies that staff 

provided to clients. The clients and staff indicated that what enhanced recovery were these 

aspects of the program. Where movery was inhibited was when the length of îmtment was set 

accordhg to the needs of the funder rather than to the needs of the client and when staffwere 

unavailable to work with the clients as the client required. The next section of this chapter 

discusses the quaiities of interactions between îhe staff, the clients and the program that 

enbanced qdity of Me and recovery for these women. 



Oualities of Interactions 

The qualities of interactions that occurred between the program, the staffl and the clients 

were also found to inhiiit or enhance quality of life for participants andlof decrease their 

hospitalizations. These qualities of interactions included interpersonai interactions (i.e., 

interactions occuning between people or behveen people and the program) or intrapermnai (i-e., 

interactions o c c d g  within the perm+ e.g., a personal change in attitude or behaviours). 

Participants reporteci that both interpersonal and intrapersonal quaiities were beneficial to th& 

well-king. These qualities include consistency and reliability, comection, trust, and self- 

awareness. These qualities of interactions will be discussed to illuminate what the research 

participants found to be beneficial to recovery. 

Consistencv and Reliability 

Consistency, in this discussion, is used to descni the ability to maintain the same stance or 

course of action in a relationship. Reliability is demonstrated by the belief that a person can be 

safely ûusted and counted on to do orbe whaî is expected, wanted, or needed and that one caa 

be completely confident in the good judgement or honesty in the other person. The degree of 

consistency and reliability in the relationships clients established with the prognun and staff was 

associated with greater satisfactian and successfil outcornes, 

Natalie speaks of the way in which getting to know someone, over a peciod of the,  

enbances her ability to connect with tbat person. She remarks on how her relatiomhip with her 

activation worker, Trisha, was different than with previous care providers, such as nurses or 

therapists. Natalie gets to 'know' Trisha personaiiy-Le., as a petson-more so than with other 

previous care providers. This créates an opportun@ for Natalie to connect with Trisha and 

permits a deeper interpersonal involvement and interaction with Trisha: 



1 haven't worked with someone this long before [eight or nine montbs]. Like in 
tbis context. 1 mean, I'm not talkuig about like with a therapist-because she's not 
a therapist. Some of the nurses on the ward [during previous long-tenn hospitaka- 
tions] 1 used to get dong with really well because we could laugh and joke. But it 
was not quite the sarne because it's a completely ciiffernt relationship. It's really 
different because 1 have come to know Tnsha a lot more personally than 1 would 
have done a nurse, You don't really have the opportunity or the setting or the t h e  
with it ait's with the nurse. (Natalie, 07101197 p. 5) 

Natalie also notes how she experienced the consistent presence of the program and staff as 

helpful with her range of emotions through a variety of situations. In fact, Natalie credits the 

program with her ability to tetuni to college and to regulate her emotions: 

Support with going back to school and stuffand king ceally encomged. 1 don't 
think 1 would have made it unless 1 had been in the program in that way. And 
geâting through a couple of tough spots too, where my mood just kind of went 
dom again and 1 tbink it probably, weU, might have got worse or m might have 
crashed a bit without the program. (Natalie, 07/01/97 p. 29) 

Natalie aclrnowledges the way in which Trisha and the program were consistent and reliable in 

their presence and how this was encouraging and supportive in her recovery. 

Amber also addresses the issue of consistency and reliability. She feels that her role of 

activation worker requires her to be reliably present with the client, despite the circumstances 

the client is in. It is in the consistency of her presence and her reliability in not "disappearing" 

when c d c t  arises in the relationship that the client is best supported in her personal growth. 

In addition, hospitalizations are viewed as a part of a process of recovery and nota "failure" to 

1 hear about it [conflict] through some of the other members of the team because 
taiking directly to me-dimt contlict resolutior+is reatly scary [for clients]. For 
me it is just abut  consistently being there. And just king consistent-that 1 don't 
disappear. (Amber' 2010 1/97 p. 12) 

It's tôat consistency ofbeing with them whether they're in hospitaî, or in 
community. We just assume we will follow them wherever they go. 1 think that's 
he1ped a lot ofthem see their hospitalizations diffetently- It's notas isolating. 
They're not on hold for the test of their We. It's on a continuum, as fir as recovery, 
with their lives-it's not tbis separate piece. (Amber, 20/01/9 p. 25) 
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Ambec dso fin& that consistency and reliability aüow her to take advantage ofopporhuie 

moments to connect with the client These are moments that happen over time in a relatimhip 

and cannot be designed into the program agenda Like in the field of ducation when a teacher 

finds a 'teachable moment' opening up in the classroom dynamic, Amber speaks of what could 

be d e d  a 'connectable moment' that arises from king in telationship with the client: 

For a lot of hem, certainiy the trust issue. They aiî have a lot of tnist issues. But 1 
tbinlr ifs about catching them at the right moments. If you do, they might feel 
positive and think ifs the best thing they've ever done. The next week, ifs in that 
hopeless p l a c e  wtiat was the point. 1 thinlc it's just catching them when 
they're in the right place. (Amber, 20/0 1/97 p. 27) 

Being a consistent and reliable presence is important to this group because of their issues and 

Amber's remacks bring attention to another finding regarding connection, i.e. that this client 

group does not manage cbange easily. The clients intervieweci had had numerous changes in 

their histories of tmaûnent. The comments by boîh staff and clients demonstrate how change, 

when clients do not fee1 ceady for it, can have a negative impact on them. Amber rem& how 

ctients have had 'ûps and downs" as a result of the numerous program changes; Michelle States 

that in her "ideal prognuny' she would have lots of notice about change; and Sarah has had 

several changes in psychiatnsts, therapists, and program sûûf in previous programs and in COP 

and finds herseIf having to "step out" due to a disagreement 

I fe i  a lot more secure and beüer. mew clients to COP are] getting a more 
coherent picture in what they can expect versus clients whom started with us 
[earlier]. They leamed as we did as we went dong and thete are some reai ups and 
doms of things changing for them (Amber, 20/01/97 p. 6 )  

[.ere ne& to bel lots of warning when thece's going tu be program changes. 
(Michelie, 25/02/97 p. 17) 

1 bave made five, six, men-1 îhink I've gotten seven therapists, cause 1 saw one 
lady for tbtee months and it wits like 'Tm pying a lot of money to say one word 
for one hour." 1 donYi talk very w d  with her and it took me a long time to trust 



myseifthat this wasnyt working, and say, 'Tll look for someone else." (Sarah, 
14/03/97 p. 7) 

We aren't doing anything for a month That has to do with the fact that they have a 
new team coordinator, and my team coordinator right now has a very powerful 
personality. 1 have trouble W g  with that. So, 1 think I am having a problem 
witbbermtherthantherestofmyteam .... i'vehadlikefourdinerentcoorâinators 
so and they've al1 of them done things differently. Some of them have been really 
involved and some of them baven't been involved at dl. (Sarah, 14/03/97 p. 14- 15) 

Consistency and reliability were qualities of interactions that both clients and stafîreported 

as beneficial to change. Change was not viewed or experienced as beneficial by clients unless 

accompanied by the presence of a reliable coanection with the program staa. Therefore, as an 

interpersonai interaction, consistency and reliabiliîy seemed to enhance client well-king, 

accordhg to the remarks made by clients and staff during theù time in the program. 

connection 

Christine's earlier quote indicated that the importance of hospitals cannot be underestimated 

with this client group From the comments of the research participants, the importance of 

comection also can not be underestimated Comection is a term used to descrii the closeness, 

validation and attachments felt for another person. M a t  seerns to foster comection are the 

qualities of acceptance, non-judgementahess, consistent contact, a conpency between what is 

said aod what is carried into action or behavious. The issue of hospitalization brings attention 

to the need for connection that is felt by those so isolated, Men desperately discomected, it 

appears that the program clientele formed unexpected atclichrnents to the hospital. Christine 

notes how the hospital becomes a place of connection and indiates the de* of isolation and 

disconnection some of the ciients have Lived with: 



If you were to ask some of these people who they're most connected to in their 
lives, some of them would even Say St. Paul's. 1 mean, hey, that's the way it's 
ken. 1 don't mean to sound arrogant in any manner ... 1 hope îhat doesn't sound you 
know, but 1 think that's what patients say. (Christine, 05/23/97 p. 2) 

When connwtion is made, it is precious and healing. Natalie notes how her relationships with 

ber two activation workers helped her to heai a negative beiief about herself, 

1 guess where it reaUy helped me, especially last year, was getting to know Tnsha 
and Jane [first case manager]. Usking that comection with them and seeing that 1 
did get dong with thern. Breaking that idea in my head tbat no one likes me. 
(Natalie, 29/04/97 p. 3 1) 

The value Michelle places on her connection with her activation worker is that it is as essential a 

rdationship as her connection to a therapist: 

Activation workers are-weli, the same thing as therapists almost. 1 got lucky 
with my fht activation worker. She was just fabulous! She was the one who 
really began to help me take the stigma away of the bulimia By calling a spade, a 
spade. [Byj her acceptance of what other people would find fault in. We were 
talking about drug abuse one day and she saià, "You know, pain is pain. .. " tôat was 
one of the things that came up. 1 can rernember her saying that, "...and their drug 
abuse is their way of surviving." (Michelle, 11/02/97 p. 30) 

For Michelle, the stigma she has attached to her eating disorder has been a driving force in her 

isolation. Her connection with her activation worker and her trust in the activation worker's 

beiief about pain, begin a process whereby Michelie couid slowly move out of her isolation and 

connect with othets. The activation worker made it clear to Michelle that she could accept 

Michelle despite her buiimic behaviouts. This, according to Michelle was a major breakthrough 

for her and enhanceci her selfiacceptance. 

Amber reveals how a client's primary connection with activation worker provides a secure 

base M m  which the client can try other components of the program. This demonstrates how 

B&g that isolation-1 saw h a  [the client] as a tittle different against the 
individuaiity of the program, where a lot of the goals for the activation workers 
[were] to help clients get coonected with their cornrnuaity. Whereas 1 saw my role 
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was providing a "holding eaviroment." She was quite good at counecting with her 
community herseif, but she just needed a consistent holding environment so she 
couid feel d e  enough to try Little bits and pieces [of the program]. Her being in 
COP was a big reason why she was able to connect with the therapisî, which was 
one of the issues she was stniggiing with al1 of the time (Amber, 2010 1/97 p. 8) 

For Amber, her position as a temporary "holdingn place allows the client to connect with 

other team members-and in particuhr, with a therapist. This is similar to aliowing Sarah to 

make the connection with Sandi duhg team meetings was an important change and a successfui 

interaction versus Sarah's previous negative experiences with nutritionists. 

Deborah claims that one of the important understandings she has corne to in her wotk with 

COP clients is the challenge in estabiishiag connections: 

1 leamed fiom my work is] it was al1 about developing a therapeutic ailiance 
with people who bven't generaiiy developed strong alliances with therapists in the 
past. (Deborah, 13/05/97 p. 7) 

This dinicuity with developing therapeutic alliances ükely results in a reluctance for these 

clients to work with therapists and for therapists work with these clients, thus making it difficult 

for these women to attain the therapeutic support they need. 

A rupturing of connection is an inhiiiting interaction for the clients in the program. 

Sometimes, connections are severed by chance and the disconnectioa becomes progressively 

worse. Other times, the rupture has a negative effect simply because the connedon to someone 

was an important part of the client's life. Michelie details how her isolation progressed because 

of ber loss of connection to others and how bulimia began to fil the tirne created by this 

1 was working nights too. There wasn't even anybody else on the sh& so 1 was by 
myself. My day consisted of sleeping diiring the day, getting up in the afternoon, 
eating until it was time to go to work, going to wo& not having anything to eat at 
work and o b r  than Emerge calling or the warck calling for blood work, 1 never 
saw snybody. It was very, very isolating. 1 didn't have tbat cbance during the day 
to get out and meet anybudy. (Michefie, 11/02/97 p. 13-14) 



No contact with people and no opportunity to make connections-like rnany shift 
workers. As time went on 1 got more and more1  would spend more and more 
time with the buiimic cycle, eating and getting rid of it, eating and getting rid of it. 
Making sure tbat 1 was getting i d  of enou* so tbat 1 could keep losing weight. 
Then eventuaüy 1 increased the amount of time spent doing this to the point whece 1 
no longer haà time for a social life. 1 was feeling guilty and depressecl too because 1 
was getting more and more isolated. Eventually, work was the only thing 1 had 
outside of the bulimia. (Michelle, 1 1102197 p. 9) 

Natalie notes how she bas becorne disconnecteci h m  things that used to bring her laughter 

1 just met with a rec [recreation] therapist (which is part of COP) to hopefully sort 
of work on having fun. Which is one of the reasons I'm staying in [the program] 
because 1 need to work on my leisure time and entertainment. I've really noticeà, 
particularly in the last while, that 1 rarely laugh. It's horrible. 1 don't have much 
fun. And 1 really miss that. I'm intense tcw much. (Natalie, 29/04/97 p. 10) 

Sarah marks on how great an impact losing ha therapist had on her, given that sbe bas 

end& several changes in programs, psychiatrists, and other personnel prior to this. When she 

finally connects with the hospital psychiatrist, only to have this co~ection abrupted too, Sarah 

I saw her [the therapist] in hospital and it ended up that 1 was allowed to keep 
seeing her. So 1 saw her for quite a while and then 1 had to stop seeing her and that 
was devastating. (Sarah, 14/03/97 p. 6) 

Natalie echoes Sarah's sentiments and demonstrates tiirther the impact a rupture of 

connectim has. By the second interview, Natalie had been informai that Trisha, her activation 

worker, would be leaving the program in one month. Natalie expressed disappointment and 

began to t ak  about leaving the program herself: 

1 think that when 1 eventually do lave the propuw-well not eventualiy, when 1 
do leave the program-1 think that's going to be really difticuit. More thau 
anything. It's just that the rapport that we've had and the fact tbat I've enjoyed 
spending the tirne [with Trisha]. It's not so much the program, or anything about 
laving the program, or anything like that. It might have been that in the past. But 
that 1 think 1 wiil really miss her. (Pumes) 1 like my new activation worker. She 
seems nice enough but 1 don't bave the same c o ~ ~ o n  as 1 did with Trisha I'rn 
sure she's great at her job, but it's not-and 1 try not to compare them, as she bas a 
cornpletely different pemnality. As obviously they're not the same people. It's 
just one of those kind of things. (Puwes) At one point 1 said that 1 was thinking 



about quitting. I feh it was a big chore meeting with my worker. It's not 
something 1 look f o d  to like 1 used to. 1 don't think it's any fault ofthe 
ptogram. 1 mean how can you haud-pick a worker for each pefsou, right? 1 don't 
know. It might have been diffèrent if I'd mer had Trisha, right? (Nataiie, 
29/04/97 p 8-9) 

Michelle demonstrates a more extreme reaction to disconnedion. Her reaction to the 

idormation that she is required to lave the program in the upcoming months has an element of 

self-destructiveness to it because it seems to reinforce, or preserve, her bulimia: 

I've caught myself thinking the last couple of weeks-with everything that's been 
going on and I'm looking at the end of my stay in the COP program-urank God 
I've at least got this eating problem because it, at Ieast, 1 can hang on to. It rnay be 
the only thing that keeps me going. I figure it &es me fiel haiSdecent. 
ûtherwise there would be nothing. (Michelle, 25/02/97 p. 25) 

By îheir responses, Sarah and Natalie demonstrate how precious and thetapeutic the bond of 

attachment can be, once made, and Michelle displays how minous detachment can be to 

someone who uses an eating disorder to cope with feelings of isolation, loneliness, and 

Although the clients may need to form a dose attachment with at least one person, as 

Nataiie did with Tnsha and Sarah did with Amber, before king able to connect with others, the 

program seems to be at odds with this need for attachent. Clients and staff expressed in their 

interview responses how tirne must be given to estabiish close comection. Unfortunately, the 

needs of the fiinder and the paradigms' objective of reducing hospitaiizations and containing 

costs by off-loading these clients into tbe community nui contrary to the clients' needs to 

establish a consistent, tnistiug reiationsbip over time. Again, length of treatment has a vital 

impact and a part of the program's philosophy s m  to stiott-change the prerequisites necessary 

to move clients into the community in a meanin@ way. In a few of the staffrespouses, tbe 

issue of clients' "depeadency" was discussed in a uegative mimer 



Deborah is dohg one-teone; she is not dohg it with eveqhdy. In her une-mne 
she is connecting, but she is also disconnectiag. She is trying to get the pmn 
teady to leave. And that's bat& 1 mean especiaI3, with îhis group of people who 
do need in a major way to conaect (Christine, 01/06/97 p. 23). 

The difncult par& will be in disengaging. (Christine, O I/O6197 p. 29) 

As 1 *ci, 1 don't think that they're going to be the really big goodbye. 1 think that 
we'll continue to see them in some way. @eborah, OS/ 13/97 p. 16) 

The way in wbich this can be viewed as a negative attitude to cmmtion is that disengaging 

h m  clients ought no: to be difficult if the client is ready and in an appropriate motional space 

for discbarge, transition, or "weaniag" fiom the program ta occur. The timing, however, must 

corne tiom the client. Furthemore, there may be incongruency between the therapist's skiU, the 

program's sbategies and objectives, anâ the client's needs that make disengagkg h m  

"dependency" necessary. It is possible that connection is seen as "dependency" when the client 

is not ready to disconnect but the program needs to have her detach. 

~ h e  progrkn'o administrative changes seem to emphasize decrearhg chenîs' contact with 

activation workers, and thecefore not allowing them to aîîach: 

The activation workers would oniy want to do meal support in the context of 
planning some community activity [rather than] meai support in itself. What they 
would like to do is move towards geüing other people in the person's life to do 
those things so they [activation workers] don't become the oniy person that the 
client can eat with They want to decrease dependency and [bave] wfiatever 
they're doing be happening with other people. And keeping the focus of their 
contact with the client on things that only [activation workers] can do. (Deborah, 
05/13/97 p. 15) 

However, perhaps it is important to attend to the possibility that an activation worker may be the 

only person the client kels sde with. It seems unfoxtuuate that b e f i  the client c m  depend on, 

attach to, or connect with someone, it is taken away. 

Several of the client spoke of the difficulty of transitions and discbarge dates. 

With her comments, Michelle states powerfully how the major transition of discharge dates 



negatively impacts her. She recognizes that she is, in kt, dependent on the program. The 

strength of this connection is symboüzed in her belief in the safèty and "sacreûness" ofthe meal 

supplements she receives h m  the program. Furthetmore, sbe speaks to the need to have a 

consistent bridging of the people and places she is currently feeling conaected to and tbe anas 

and people she must eventuaüy begin to move toward in her life outside the program: 

Within the COP Program they've kind of come to a point where they're saying that 
we're now going to look at the time frame- ûr we now bave a time fiame for 
people going through the program. We've just started talking about that and i'm 
fiadhg it's really knocked me sideways because 1 didn't realize how dependent I'd 
becorne on the program, (Pause). Not just dependent but how much 1 need the 
program for practical issues, to help me with the isolation, just someone to tdk to. 
(Michelle, 11/02/97 p. 3) 

Ensure is something 1 won't purge 'cause it cornes from the hospital. It's sacre& 
because they're supplying it and 1 won't waste it. 1 refuse to waste i t  1 will not 
have it rather than waste it. Ifs my bottom-line sde ffood (Michelle, 1 1 /O2/97 p. 6) 

Before leaving, even if it's like a bridge to get you out and resettied into anotber 
place to live. Making sure that ewerything is followed up on, that you've gotten a 
therapist. That you're settled with that therapist, tbat you're settled with your 
doctor, and your meds are in order. Where that might only take a few weeks or a 
couple of months, and then hou] won? need the COP team. (Michelle, 25/OU97 p. 
26) 

Michelle's statements summarize the importance of comection for program participants 

particularly as transition is made. The co~ection is, essentidly, h t  and last in the relationship 

because it reduces isolation and facilitates transition. For this client group, transition or change 

of any nature is safely mediated by co~ection. Co~mection is the second quality of in tedon  

that has an impact on client well-king and clients' abilities to recover h m  the debilitating 



Trust in the relationship is a third quality of interactions that eahances client quality of life, 

while mistrust inhibits it. Trust is engendered by connection, consistency, and reliability. 

Mistnist arises h m  previous negative experiences whete peopie and programs were not 

congruent with stated goals or interactions. The clients and staff provided many examples of 

how trust factored into their interpetsonal relationships. Sarah speaks to her t m t  with the 

nuûitionist. As she begins to t .  the nutntionist as a person, she can therefore feel safer in the 

relationship because Sandi stays consistent over tirne and h n ' t  becorne forcefiil with Sarah-. 

1 can ask her questions and 1 don't feel like I am putting myself in that-in a trap. 
And that is why 1 üke the COP program, because it is not so trapped a feeling. 
(Sarah, 14/03/97 p. 1 1) 

Conversely, Natalie feeL defensive and distnistful. Her miçtnist has mots in her historical 

experiences of the progtam and her personai worldview. She Mks about this with regard to the 

team meetings and how her mistrust has changed through her experiences with COP: 

This whole thing around team meetings.. . 1 just can' t stand it. It's bard for me to 
pinpoint what about it that 1 don't like. And then what to replace it with? 1 don't 
know. 1 don't know if it has to do with three people so 1 sort of feel sometimes like 
it's three against one. Even though I know it's not, I've always had that problem in 
the programs. (Natalie, 18/12/96 p. 1%) 

F other programs] if1 felt something was unjust or 1 didn't agree with something 1 
wouId tell them. When 1 was pissed off1 would tell them. 1 tW it's almost like 
that rebellion against that kind of authority. 1 don? feel üke that there's that within 
bis [COPI program-that authority kind of tbing. I don't feel that.. . it is more of a 
t a n .  1 think that's partly too where 1 am in recovery 'cause 1 don't see it so much 
as a 'Them" and "Us" anymore, like 1 migbt have doue a long tirne ago. (Natalie, 
18/12/96 p. 19) 

Natalie also bas reason not to trust the proceediugs of team meetings as she is aware that the 

meetings are not held in her best interest but often are conducted in the interest of the funder 

1 can't reaily put my tlnger on what I diske [about the team meetings]. in a sense 
because it does feel lîke I'm the patient. And then you've got al1 these workers and 
you're the facus and they're asking ail these questions, what goals do you have, la- 



la-la-la. Trisha noticed that 1 just catry myself, in that situation, 1 almost get 
defensive. 1 know there needs to be a certain amount of questions for the 
program-1 know they need tbaî sîuff for îùnding. (Natalie, 29/04/97 p. 15) 

Michelle also addresses the issue of trust. Again the fiinder's need takes precedence over her 

need for consistent contact. As she is being told she wiîi be terminated fiom the program, she 

fin& the process of doing work with a therapist pointless: 

The goal is to spiit our tirne now. So the minority of [thenipy session] time is spent 
looking at future issues-getting a place if I want a place, the logistics of how to do 
that. Getting set up with a new therapist. Easing out of the COP program. The 
bulk of the work is going to be focuseci on what the issues are and stiiî working on 
them. But because it seems Like the last couple of weeks-it's been aii about this 
future stuff, you know, what's the point of going into therapy if you're only talking 
about ending it. (Michelle 25/02/97 p. 33) 

From that staff perspective, Christine ais0 h w s  attention to the fact that the thought of 

tminating is distressing for many of these clients as it disrupis the conndon and ûust they 

have placed in the progran~ and the staff. Christine describes how tnist is an issue with this 

client group and the difficulîy they have expressing their need for connection and the sense of 

beûayal they feel. She may also provide a due as to why previous treatment programs have 

hiled with these women: 

They Say, "1 can't imagine what am 1 going to do? 1 how p u  now. 1 trust you!" 
It's very, very scary [for them]. And some people cadt even say that. What they 
do is they cut off al1 communication with us as soon as the discharge starts to 
approach so that they cm kind ofreject us before we reject them. It's that 
abandoameut kind of stuffthat cornes up for people. (Christine, 05/23/97 p. 2) 

Trust that develops in the therapeutic relatioaships over time bas pfofound intrapersonal 

impacts as weU. Natalie discovers many things about herself during her time in COP. In the 

comistency of the relationships she deveiops with Trisha andother members of the COP team, 

Natalie fin& that she cm trust t h  sbe is a good anâ worthy person to be in relationship with: 

I've always seen it as 1 wlts the patient so they kind of had to like me. In COP, it 
was a slightly diffetent relationshig. I was seen as a person and not as a patieat 
They generally enjoyed the t h e  that we spent togethet. (Natalie, 29/04/97 p. 3 1) 



la9 
Trust, therefore, is an important quality of the relationships established between clients and 

staff in the COP program. When trust is created, a thempeutic relationship is also created; when 

trust is shaken or disrupted, there are several dramatic reactions that affect clients 

intespemnaiiy and intrapersonaUy. Trust demonstrates a cornmitment made by the staffand the 

program to clients' care and well-being and, thus, is vital to recovery. 

Self-awareness 

Self-awareness was the fouith quality of interactions that research participants spoke of 

imwng client's recovery and quaiity of life. Self-awareness was an intrapersona1 interaction 

wherein the person, client or staff, had more positive insight into their attitudes, beliefs, and 

interactions with others. This category is been divided into two sections, the first deaiing with 

the increased self-aweness of the clients, the second the increased self-awareness of the staff. 

Client ~e~awareness was evident in the way in which participants spoke of their learning 

about themselves during their time in the program. Many of these leamings arose as a result of 

the interactions the clients had with others and the way in which they began to see themselves as 

a result of these interactions. Al1 thtee client participants spoke of how the personal 

relationships they developed with the team members in COP increased their self-aweness and 

self-acceptance. The clients' responses indice an increased compassion for themseIves and 

their struggles with their eating disorden. Natalie discusses her realization that she can d o w  

herseif to be affectcd by another person without it king a sign of '%eakness": 

I'm not sure ...( long pause)...it's sort of like ifs one of those (whisprs) "Oh, i'm 
tough. 1 can deal with th!" (4 rems and b r m ~ ) .  It's also about-ven for 
the longest time-being able to admit that something might actually ufect me. 
Because 1 guess it's growing up with that kind of like ''1 can't let anyone know I'rn 
hurt" kinda thing. 1 still have that in me. It's like somewhat of an 
embarrassment-or I'm ashamed to admit i t  To admit that 1 might k sad, or 
something Uce that And that that woutd be some khd of a weakness. It's just the 



way 1 grew up. You don't say that kinda s e  (Natalie, Oïl0 1/97 p. 10) 

1 felt like it was more than they had to put up with me. 1 W e d  to Trisba about it. 1 
always had felt like a number. 1 always had this image, and it's starting to break 
now, 1 used to feel that everyone hated me at the hospital-I've had a few wild 
times, 1 have to admit. But I know [now] that most of it was really low self- 
codbnce. It was more the case of 1 was there as a patient and tbey to treat 
me. That old voice =yin& "ûh, Natalie, they're just tolaating you 1 was always 
making comments Ne, "Oh, 1 don't want to take up your time," or, "You shouldn't 
be doing this; you've probably got better things to do." And its stiU very much 
there. And it was very much there at school. You b w 7  everyone hates me! That 
kind of SM, (Natalie, 29/04/97 p. 32) 

Michelle States she has a new cwiousity about the meaning of her bulimia and is less self- 

condemaing about it: 

It's been a subtle change t h ' s  taken time but I'm coming to view it [the eating 
disorder] a little bit more objectively. And not to be quite so hatd on myself 1 still 
don't accept it [entirely]. There's better ways of haadling a situation. And 
finaacially I'm cutting my throat every time to do this. There's a cost in king 
bulimic. I forgot all that 1 had lost. On the other band itk served a purpose and I'm 
trying to find out wbat the purpose was-is. To try and sort that out because this 
behaviour is just not acceptable. (Michelie, 11/02/97 p. 26-27) 

Sarah begins to more accurately and honestly articulate her relationship with food: 

When I Say that I can't eat it it's not üke that 1 can't eat it. It's thaî 1 doa't want 
to-l'm @aid to eat it. And if 1 purged it, 1 can't say that i didn't do i t  1 did. 
(Sarah, 14/03/97 p. 12) 

The staffalso show Uicreased self-awareness. This was foutid in their comments regardhg 

their understanding of the client's situation, their increased respect for the clients, and their own 

awareness of the impact they have on the client. Staff's increascà self-awaceness rnanifests in 

greater respect for the client and m more understandhg and compassion. For example, Deborah 

realizes that she must be "genuine" in her interaction with clients rather tban simply embodying 

a clinical thempeutic stance that her training bas taught her. With reference to her new approach 



1 leamed this fiom the women in the program. Because thqr used their voices loud 
and clear with me when 1 screwed up by not being genuine and saying ail the things 
that therapists are taught they're supposed to say-understanding, empathic b d  of 
sniff. But only [to say] validating things that are absolutely 10W0 felt within me as 
being tme. And that required a lot of work on my part to be able to do that. 
@eborab, 05/13/97 p8) 

This group has been burned too many times. They don? have the same resilience 
to moments of un-genuineness. 'Cause they're not going to tell you about it. 
They're either not going to tell you about it ut al1 or it's going to be in yourface! 
(Deborah, 05/13/97 p. 12) 

Debotah leams a more respectful interaction in her work with these women. They need 

genuineness in the relationship, 0th-se trust and coanection cannot be attained 

Christine's recollection of an issue that arose in the program also reveals a problem of 

respecthl interactions. Christine seems to hune the issues of exercise and enmeshment as a 

problem created by the client with which the staff must deal: 

Walking, for most of our clients has to do with purging. It has a mission attached 
to it. If someone is very emaciated, are you aiding and abetting [the anorexia]? 
How do you help the client, um, and at the same time tolerate the symptomology? 
. . . One of the people [progtam s t m  is just deathly afraid that one of her clients is 
just going to &op dead (Christine, 05/23/97 p 20) 

We have some clients right now who are really interesting. Where there is a real 
issue of enmeshrnent. (Christine, 01/06/97 p.44) 

Perhaps it is possible that both of ihese issues have to do with co~ection in the relationship. 

1s Christine's assurnption that waiking is a fonn of purging and enmeshment is problematic 

condescending? 1s it possible that walking may also be an opportunity for "co~ectabie 

moments" between the client and the activation worker? 1s walking a coping mechanism similar 

to Michelle's understanding of purging? 1s identifying enmeshment as a negative issue 

demonstrating a lack of insight and empathy for clients' abilities to articulate their ne&? There 

does mt appear to be an apparent development of a mechanism for facilîatiag the staff's 

undentandhg îhm the client's perspective. The interaction is less respectful as it assumes the 
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client's mai-intent, refiises to accept the symptom, and does not look to see what other possible 

dynamics or interactions may be happening with this circumstance. 

Christine and Amber also speak of the seKawareness they develop in their experiences of 

the program. For example, Christine grappled with the philosophical question of what is the 

orientation and understanding of the program when ideal is put into action: 

The other day, we were ûying to decide, whether this patient really wanted to die or 
not. Was this a death wish for this parîicular individual? That was really bard for 
people. It is d l y  bard to think "Well, are we actually providing a paliiation 
program or is this really a quality of life program aimed at, or with the underlying 
hope that there might be mvery  one day?" (Christine, 01/06 p. 16) 

Amber recognizes the impact that her interactions with clients has on her own well-king 

and peace of mind and the practices she must implement in order to ensure her own self-care: 

But also hopelessness too, king prepared, and taking it home with me al1 weekend 
I'd be concemed about that person's safety or something like that. There's a certain 
piae in my gut anytime if someone's feeling really suicida1 [given the deaths in the 
program]. There is a piece of me that reacts and stül r a t s  to that. 1 am sure that it 
will take some tirne. So, just constantly checking out my own baundacies with that, 
getting support when 1 need it ... . (Amber, 2010 1/97 p. 2 1) 

One example of lack of self-awareness aises in Deborah's statements. It does not appear 

that she is aware of the incongruity of her words and actions. In pazticular, Deborah has 

descn'bed a cunent part of her research where she and the nutritionkt have begun to document 

in detail the clinical and nutritional interventions made with clients: 

We're really just at the beginning now [to record data] so we're just going to be 
completely descriptive because we don't even know how to ask questions, we don't 
even know what the big questions are going to be. We really just ûied to be overly 
inclusive and look at everything in sight. Hopefully we can share the information 
with other people. (Deborah, 05/13/97 p.5) 

The ones for who it's more subtle are the ones where 1 think a lot of the work is 
happening inside their heads and their hearts; and who are just not ready to touch 
the eating. (Deboxah, 05/13/97 p. 13) 
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nie attempt to quant@ the effect of interventions with clients is wntmy to the fact that many 

of the successfiil interactions are not quantifiable but are, rather, qualitative in nature. Deborah 

acknowledges, on one han4 that for this client group quaiity of life scores were below a 

recordable or quantifiable level. She also acknowledges that for the some of the clients, 

recordhg information on eating behaviours will not begin to veri@ the changes that occur 

i n t d y .  However, Deborah continues to try to measure and quanti@ the effect of the 

nutritional interventions. This lack of se&awareness may, once again, be linked to the issue of 

the fiinder's need for measurable, statistical outcomes that, in effect, negate the qualitative 

changes occuning on a more descriptive level. 

Self-awareness is an important component for delinating and descniing some of the 

positive outcomes of successful interactions between program clients and staff. As indicated 

fkom staff and client responses, self-awareness increases respectful interactions, self-acceptance, 

and compassion. A lack of self-awareness, particularly when awareness is necessary to 

developing a more wmprehensive understanding of eating disorders and recovery, is a 

hindrance. The lack of self-awareness may in fact result in "red herring" outcomes where what 

does not encompass what is happening in the arena of human interactions. SeKawareness is, 

then, an important component of intrapersonai and interpersonai interactions that research 

demonstrated as having an influence program outcornes. 

The qualities of interactions that seemed to enhance client outcomes are found oa both the 

interpersonal and intnipemnal level. These quaiïties incIude consistency and reliability, 

cunnection, ûust and self-awareness. Both staff and clients teported that when these qualities 

w r e  apparent in interactions between clients, staffand the program, the outcornes were positive 

and therapeutic. Where these interactions were missiug, outcornes were less favourable and 

recovery was inhiiited. 



The respollses fiom the research parîicipants were various and the 6ndings are summatized 

here and in Tabk 3.3 to friciliîate futther discussion in Chapter Five. With regard to the 

quaiities of tbe pmgmm-its philosophy and modeE-clients and staff commented on COP's 

emphasis on an out-ofihospital m g ,  a paradoxical apptoach to treatment, and the length of 

treatment. Treatment set outside of the hospitai was viewed as beneficial, pticularly given 

clients' pievious experiences in prograsns that included forced feediog, involuntary commiaals 

for treatment, and emphasized a focus on weight gain. Ciients saw in-hospita1 ûeaûnent as 

negative because of the program testrictions on bingeing and pwging behaviouts and the 

hoplessness of repeatedly witnessing ortiers continuhg to struggle with an eating disorder. 

When matment was placed ouiside of the hospital setting, clients stated they had increased 

motivation and enhanced attitude to talwig part in the program. in addition, they felt the setting 

was more relaxed and more redistic. Finally, clients stated that as their treahnent moved into 

the community, they began to see themselves as more than just an eating disotdet. 

Staff speculated ttiat hospitalizations wete expenenced as dehumanizing and crated more 

upheaval and isolation in the clients' lives. Moving the treatment settiag hto the commwiity, 

thmfore, may be significant to the decreased hospitaiizations seen in the prelirninary outcome 

reports. An out-of-hospital ûeatment &ng requimi change in staff d e s  to those of 

commuaity cousuitaats. Activation workers were seen as the COR workers who would provide 

consistent coatact with the client as she cornecteci with comniunity care providers. Activation 

workers were seen as providing essential support b u g h  transitions. The shifi to a community 

setting ais0 assisted with administraiive concerns regardhg reducing wait lists for services and 

iacreasing cost contaiornent for the Eating Disodes Clinic. One surprishg fïnding was tfiat, 
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for wme clients who's isolation was were, hospital pv ided  an important thenputic fiincfion 

of reconnection and increasing human contact. 

Findings regardhg the paradoXical approach to treatment focuseci on tùree aspects: 

reducing clients' hopelesmess and isolation, using barm reduction techniques, and providiug a 

client-centreci focus and activation strabgies. Preliminary scores for client's perception of 

quaüty of life were so low as to be irnmeasmble by the Quality of Life Scale. Hopelessness 

was exacetbatd by clients' isolation and seen as a barrier to recavery for staff and clients alike. 

Accotding to Mreports, hope and isolation shifted as clients spent more time in tbe program 

and that their eating disorder behaviours were reduced. 

The use of harm reduction techniques, particularly the ernphasis on accepting the eating 

disorder symptoms while still mainiainhg contact with the cIients, was helpful to b~aking 

isolation. Clients reported that an acceptance of the symptoms increased their seKawareness 

and self-compassion with regard to their eaîing disorden, and increased theù eathusiasm and 

involvement with the staffand p r o p .  Acceptance also permitteci clients to examine thek 

quaiity of life aside fiom their activities with mmaa aad bulimia and they reported a challenge 

in identifying their wants and needs when not pneoccupied with fiwi and weight-related 

behaviours. Treatment was more invitational and the client could take part in treatment without 

necessarily smendeting ber eating disorder. 

An activation and client-centred appcoach was implemented to have clients actively tecIaim 

aspects of their Me that they took part in before their eatbg disorder became so predorninant. 

Staffreporied that c h t s  became more active in community pursuits and increased their quaüty 

of Me as they develaped higtdy izmdMduaiized and persona1 g d s .  Stagfound that when clients 

were &en the W o m  to be part of the decision-makiug process arormd th& treatment they 

were more LikeIy to meet their goals. When clients were proactively included in decision- 
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making around tûeir medical care, theré was an i n d  client cornpliance with bospitaliPition 

and al1 admissions d u h g  the pilot project w e r ~  voluatary. Staffalso stgted that brealring dom 

tûe client's self- goals into small, manageable, pieces was essential to encouraging 

clients' success. The staff noted tbat significant changes were occutring with clients (although 

these cbanges may not have beea measurable using standard outcome measures) and their 

attention to these changes was UnpotCant ta motivate the client to m e r  cbaage. Finatly, with 

regard to activation, staff noted that the clients needed to have =me level of motivation, 

initiative, or "readiness," with which to ensure a pater  level ofsuccessful outcome. This 

statement was made despite contradictory knowledge that, with this client grwp, hopelessness 

makes motivation difkdt. 

The client-wnîred approach meant that the treatment ficus was highly individuaiized rather 

than a gmup f i  or focus. Clients reported they felt e r n p o w ~  by this approach as it 

permitted a sbift away h m  a "victim" perspective to allowing them to reclaim theu voice 

around their trament and Life direction. Clients did report difficulty in articulating goals and 

stating their ne&, paiticulatly when these p d n e d  to weigbt goals. 

Length of treatment was a coatroversial component of the program phiiosophy. In some 

aspects it wntradicted the program philosophy of a client-centred approach as treatrnent was aot 

based on what the client ne& or required, but raîher on what the fiinder required. Restrictions 

mund length oftreatment were detennined by the funder's need to put people through the 

progntm and to d u c e  the wait lists for eating disorder services. However, what the 

. . admuiistratots and staffknew (and what was supprted by opinions h m  an intedonai field 

of cate p r o v i b )  was that 12-18 months of treabnent was an ULUealjStic pmgram objective 

given the burden of illness with some of these clients. In addition, some clients may require 

Lifdong support given the chronic nature of their d g  disorders. 
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Hastening treatment bad negative impacts on the clients. As trust and abandoment was an 

issue for this group of patients, terminating their treatment just as thqr were seeing some 

progress was devastating. Clients found the newly placed tirne b i t s  to be a difncult transition 

to d e  and also stated how these restrictions had devastating impacts on their treatment. This 

included feelings of rejection, increased self-loathhg, and renewed hopelessness. Given that 

even subtle change was difZicult for this client group, staff feit diat it was ofien unethical to be 

terminating ûeaûnent when clients were beginning to do well in the progrm. Length of 

treatment was an issue that was viewed negatively by staEand clients aiike. 

Interview responses regardhg the program model fmwed on flexi'bility and availability of 

the program and the skills and strategies employed to deliver the program philosophy. Clients 

found the program's flexiiility in shaping itself to the clients' chging needs, skills, and goals 

and the employment of a bighly-individualized, rather than "cookie-cutter," apprmh beneficial 

in comparison to existent programs. Flexiiility was seen as essential to meeting the client at her 

ptesent level of ability to work on goals, and to employ program components as she was ready 

for them. Availability was also an important quality of the program model. Where the staff and 

the program were available to the client, the client had greater satisfaction and more successful 

outcornes. Unavdability was experienced negatively by clients and they expressed anger and 

disappointment. In some circumstances, clients seemed to reject the program and to deny their 

own need for the program rather than experience the distress of the program or staff not king 

available. Clients found that when outreach workers were avaiIable outside regular office hours, 

their quaiity of life improved. Clients ideutified that having stanavaiiable for evenings and 

weekends was beneficiai, however, more availability would be better-pdcularly on weekends 

and holïdays as an eatiag disorder is a $24 hotu per day" problem Skills and strategiegies staff 

employed tbat were identifid by clients as beneficial had to do with initiating contact, 
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maintainhg conversation, providing coping stnitegies, mdeiling healthy relatiomhip dynamics, 

and king a person wlio can generate fim and laughter. 

Quelities of interactions that faciiitated recovery and increased quality of life for 

participants were both interpersonal and intrapetsonai in nature. The research responhts 

wmmented on q d t i e s  of interactions such as consistency and reliability, cornedion, trust, and 

self-awareness. Both clients and staff made statements that indicated the degree to which these 

qualities were beneficial to weli-king, quai@ oflife, and recovery. 

The greater the degree of consistency and reliability in the relationships betweea clients and 

the program staff, the pater the degree of client satisfaction. Clients remarked that consistency 

was established by getting to lcnow someone more personally over a period of time and that 

increased consistency resulted in an Uicreased sense of reliability. Consistency was fostered by 

the client's sense of the staffs staying with the client through a variety of situations and range 

ofemotions. Changes to the program were not beneficial without the consistent and reliable 

contact with the program staff. In fact, staff members'-especially outreach 

workers'-consistency was beneficial to the client's ability to manage change or transition. 

Comection was an important quality of interpersonal rdationships with the research 

respondents. Clients identifiecl îhat connection was made when there was a climate of 

acceptance, non-judgemenîainess, reliable contact, aad congniency with team members. 

Connection was healing particdarly given that co~ecîions have aot been easily made with this 

client group given their histories of ruptures in relatioaships. Comection proviâed a secure base 

from which clients couid by othet program components and facilitateci transition to community 

Living. Comection seemed to incnease the client's seWawareness and self-acceptance. The 

program, however, seemed at odds wiîh clients' need to comect and fonn aîîachments and 

refened to this as "dependency." For some of the clients, dependency is a reality in that the 
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clients do fonn dependent attachmenîs to the pgram. nie program staff spoke of needing to 

have the clients detach It seems, however, more beneficial to have the detachment initiated by 

the client. 

Trust was eageadered by qdities of consistency, reliability, and connection, Misbust was 

a remuant of negative experieaces and incongruencies in previous programs and relationships. 

The development of trust in the interpersonal interactions between staff and clients had 

profound impacts that included hcreased understanding of the self and the eating disorder 

behaviours, compassion, and the sense that the relationship was more honest and genuine. 

Within a trusting relationship, clients remarked that they found a more profound understanding 

of themselves. 

Self-awareness was defined as a positive insight toward the self and greater self-awareaess 

resulted, again, in greater understanding and self-compassion. When staff reported increased 

self-awareness, their interactions with clients became more respectful and genuine. One 

instance of a negative self-awafeness, or a less respectful interaction, was found when Deborah 

aîtempts to measure the quantifiable effècts of interventions and negates the degree to which 

change in clients is personal, qualitative, and inherent to the qualities of relationships within 

which the changes have occurreà 

Summarv 

This chapter has presented the profiles of the research participants and the anecdotal data 

fiom the study. Participants responded to the basic research interview question of what they 

fouad to be qualites of the program tbat enhanced their experiences in COP, enhanced their 

Quality of Mie, or assistai in successfidly üeating their eaîing disorder. These hdings were 

presented in two categories (a) the qualities of the program pûilosophy and mode1 and (b) the 
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quaiities of the interactions between staff, clients, and the program. The themes tbat emerged in 

each category were discussed and supported using the words of research participants (both 

ciients and staff) and, where appropriate or avdable, triangulated with written documents fiom 

the program. 

The quaiities of the program that the research respondents addresseù in their interviews 

centred on the program philosophy and program model. Participants identified qualities of the 

program philosophy as the program's setting outside of hospital, the use of a m a c a l  

approach emphasizing decreasiag hope1essness and isolation, acceptane of the symptoms, 

providing activation and a client-centred focus, and the program's length of treatment. 

Amrding to the participants, these qualities of the program philosophy and model enhanced 

recovery and quality of life, and decreased hospitalizations. Identified qualities of the program 

model pertained to flexibility and avdability of the program and its staff, and the skills and 

strategies that staEemployed. Quatities of interactions that participants identified as enhancing 

recovery and quaiity of life andfor decreasing hospitalization included interpersonal and 

intrapemnal interactions of consistency and reliability, co~ection, trust, and self-awareness. 

The chapter concludes with a summary of the fkhgs .  The discussion and implications of the 

hdings, the limitations of the study, and suggestions for M e r  research are addressed in 

Chapter Five. 



Table 3 

Summarv of the Resemch Finhina 

Philasophy 

Setting outside of hospiid 

Use of a pmdoxicai apprwich 

- Focus on decreasing hopelessness and isolation 

- AccepQnce of symptoms 

- Praviding activation and ciient-centred approach 

@ Flexilility and availability of pro- staff 

1 @ Skills and strategies 



Implications of the Findings 

-n 

This sniiiy was designeci to examine participants' perspectives on the success of the 

Comrnunity Outreach Program. Three clients of the program and three members of the 

in~rdisciplinary staff were intmiewed The results of the intewiews were presented in the 

previous chapîer and summarized. In this chapter, 1 present the significance of the findings by 

addressing the initiai research questions and the apriori knowledge or hypotheses upon 

beginaing this work. First, 1 apply my critiques of the literature review to the findings and look 

at the implications of the literaîure on chronicity and iatrogenesis. 1 also examine the roles of 

biomedical, psychogenic, and the trauma-based theories in light of the study's findings. The 

second pari of this chapter discusses the implication of the findings with regard to developing 

responsive treatment for eating disorders, in particular, what the findings suggest about the 

therapeutic relationships. In this section 1 bring in relevant literaîure on object relations (self-in.. 

relation) and attachent theory. Finally, 1 look at the issue of the continueû mis-identification 

of the problem and the pursuant difficulties in addressing the issue of eating disorders 

effectively. 1 suggest how this is m e r  perpetuated by a false economics. This chapter thus 

presents a process of "theory-buildingy' that has arisen fiom the confluence of apriori 

knowledge, the fieldwork, and the findings. 



203 
SiBaificance of the Fuidinns 

In this initkl &on of the chapter, 1 reflect on the previous critiques of the literaaire 

review of Chapter Two and h w  they pertain to the findings h m  the s;Rady. 1 begin with îbe 

Iiterature on chronicity and iatrogenesis, continue with biomedical and psychogenic mdels, and 

conclude with the trauma-based tbeories. The fïndings h m  the study are wmpared and 

contrasteci with the hdings h m  the literatwe review. 

Chronicitv 

The literaaire on chronicity did not identifi j r t  "causes" an eating disorder to become 

chnic, but &et was more descriptive of what qualities and circumstances are correlated to 

chroaicity. The literature showed tbat most shrdies have been short-terrn in duration and have 

tended to focus on weight restoration and mortality. Estimates that one in five eaîing disorden 

is likely to become intransigent are difficult to assess given the lack of long-term follow-up 

stuclies. Most follow-up shidies have b e n  attempts to measure the efficacy of tratments (of a 

usdly brief sature) rathm than to monitor the longtemi course of eating disorders and the 

long-fenn e f f i  of treatment. 

My thoughts fiom conductiag îhis research are that dinicians, cesearctiers, and theorists 

must examine evidence that eating disorders are lilrely tci be long-term illnesses-and often 

longer than cwrently anticipted in treatment progmm. In Eact, the language used to describe 

e b g  disordm (Theander, 1992) rdects a growing awareness tbat eating disordecs are 

Iong+rm issues, i.e, "protraicted" eating disorden (15 years or l e s  duration) versus "cûroaic" 

eating disordes (continuou for more tban 15 years). Thus, treatmebt program that are a féw 

months in duration are unIikely to provide the on-going support nemsary to make "recovery" 

meaningfiil or efktive. 
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The lack of awareness of the long-tenn nature of the disorders seems to be inherent to the 

issue of treatment design. Most treatment programs have been of a relatively short duration or 

selectively focus on weight restoration and symptom management. (Certainly this had been the 

case with clients inte~ewed tiom the COP program.) The iiterature on chronicity is showing 

h t  good outcornes are expected in only 50% of patients wittr, 30% having intermediate 

outwmes, and 20% becoming chronic or intractable. Thus, it is necessary for treatment 

programs to be designed to address al1 degrees of transigency in order to promote efféctive 

recovery for al1 clients. Russell (1992) supports this, sîating his belief that variability in 

outcornes may be due to a lack of knowledge regarding the natwal long-tem course of the 

illness in an eating disorder. 

The client participants in this study had histories of hospitaIizations and treatments that 

faîled to address the problems of their eating disorder despite having had extensive care 

provided within the private and public health a r e  system and (for Sarah) out of province 

treatment. Theif illnesses fit with Theander's (1992) criteria for "protracted" eating disorders as 

al1 had a duration of less t h  15 years, however, al1 three were at risk of mortality fiom the 

effects of their prolonged ilinesses. While the Commun& ûuûeach Program was originally 

designed to address their specific and individual tmîmtmt issues, the progtam was unable to 

provide the length of treatment al1 three women felt was necessary to iheir recovery. 1 believe a 

prime concem that mut be seriously addressed in the treatment of eahg disorders is the 

expectation that service provision cari be short-term, i.e., less then two yem, for the most 

serious degree of afitliction. Russell (1992) advcicates not ody for more long-term follow-up 

studies for clinicians but for more ongoing support for patients. Tolstnip (1992) States that 

treatment design must be wgnïzant of îhe fact that cüents who do not recover in the short-term 

will require long-term support to prevent the feelings of failure thaî promote chronicity. 
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-fore, a more realistic tirneframe for treatment must be adopted within the Community 

Outreach Program and all eathg disorder treatment programs. 

A second consideration that arises fiom the literature on chronicity is the issue of relapse. 

Relapses must be expected and mechanisms should be built-in to treatment programs to assist 

clients with relapses. The literature shows that relapses occur when there is crisis or disruption 

in the client's life (Theander, 1992). Relapses were certainly evident in the allopathic-based 

treatment models bat clients had encountered in previous programs in the province: symptoms 

were attended to but the underlying issues were not; women were repeatedly retumed to their 

homes, fiunilies, workplaces, and communities once symptoms subsided but without treatment 

of the problem; and subsequently, relapses occurred. Relapses cannot be viewed as failures on 

îhe client's part but an expected par& of the recovery process. Relapses must be anticipated, 

planued for in m e n t  design and delivery, and not viewed as the "institutionalization" of 

clients but a part of the process of attachent and separation fiom the program and staff. 

COP was meant to stop the revolving door of treatment that resulted 6om this past 

approach, however, it is uncertain whether the issue of relapse could be accounted for within a 

proposed 1%-month treatment plan with so few commuaity cesources avaiiable to these clients. 

Ce-, Michelie's distress about king discharged from the program could not have been 

conducive to recovery, and was likely to promote relapse. In particular with protracted and 

chronic ating disorders, it seems reasonable that support must be provideci throughout the 

recovery pracess-not just duhg treatment-in order to appropriately manage and possïbly 

prevent relapse. Most Mportantly, relapse prevention and mauagement would likely prevent 

eating disorders h m  bccoming more enûenched because of repeatd "failures" upon discharge 

and the emotional toii that this places on clients and families. 
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Therefore, the iiterature on chronicity and relapse was supported by the findings from the 

interviews. The intent of COP was to stop the revolving door of treatment-tbe institutionaliz- 

ation of clients-for both fiscal and compassionate reasons. However, length of tmtment was 

unrealistic given the iiterature on course of iliness, degree of transigency, and relapse. Thus, an 

18-month length of treatment is unreasonable for clients with protracted or chronic eating 

disorders. Instead, treatment may require a life-long provision of attention, support, and 

services throughout the course of illness. 

honenesis 

Ganier (1985) found that iatrogenesis was a common phenornenon rather than an isolateci 

event in eating disorder treatment, a result of lack of knowledge and misguided assumptions 

about eating disorders, and the negative emotional restions that eating disorder patients eliciteâ 

in the care providecs. Goldner et al. (1997) found that iatrogenesis was also a result of 

pessimisrn. Thus, there is a strong need to educate and support the persons providing services 

regarding the nature of the iliness, what the course of treatment will look like, and the effect 

providing services has on cafegivers themselves. 

When analyzing the hdings fiom the study of the Community Outreach program 

participants, questions regaràing iatrogenesis occur. For example, Sarah is asked to "step out" 

of the program when she bas difficulty setting goals, despite the program knowing that Sarah 

had inûequent and inconsistent contact with caregivers, has requu.ed a considetable amount of 

time to form relationships wiîh staff in COP. Sarah also had great difflcuity witb weight gain 

(one of the goah she is asked to set) and a horrific history with weight restoration which 

included baving her requests not to be tube-fed ovemdden. . Ahhough 1 was not privy to either 

Sarah's undetstanâing of, nor the COP team's 1ie8sons for, ber king asked to "step out," it 
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seems counterproductive to have Sarah stepping away fiom a program that has provideci some 

initial de ty  and support for her and in which a positive connection with her activation worker 

and a nutritionist was nnally formed Michelle, on the other hand, is working bard to meet her 

go& and seems to benefit fiom the program on many levels: decreasing her isolation; 

increasing her self-awareness, knowledge, and self-compassion; decreasing her shame about her 

bingeing and purging; voluntady admitting herself to hospital for medical stabilization; and 

developing a tnisting relationship with the psychologist. However, Michelle is king dischargeci 

h m  the program before she feels she is ready to do so wbich causes her much anxiety, anger, 

and desperation. Thus she clings to her eating Cisorder with even more vehemence. Her 

bulimia seerns to provide psychological reassurance and sec@ while her world is king 

drastically changevat  least 1 still have my eating disorder." Decisions about terminahg 

tmtment seem to be based on an interpersonal conflict (e.g., Sarah's dismay wiîh her case 

manager) andm concern for the growing need for services (e.g., the waitlist). Althougb it is 

difacuit to assess the effect of these treatment decisions for Sarah, such decisions are deleterious 

and iatrogenic in Michelle's case. 

1s it possible that pessimism regarding client's recovery or outcome also influences such 

treatment decisions? For Sarah and Michelle, decisions to have them step out of treatment occur 

at a tirne when more short-tecm clients are entering the program. Amber talked of short-tm 

clients king less onerous than long-term, and the decision to include them in the program was 

to give "a break" to activation workers. Decisions to bring in short-tecm clients appear to be 

based on COP's need to accommodate the wait iist for seMces, the funder's need to decrease 

costs, and the needs of activation workers rather than on the needs of current clients (for whom 

the program was initially designed). 1 think the program's lack of awareness to the current 

clients' needs, the lack of attunement and cornmitment to their subsequent distress, and the 
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wealistic expectations on length of treatment create a negative and iatrogenic impact because 

they are based on "rnisguided assumptioasy' about course of treatment. For example, Sesan 

(1994, p. 262) wmments about inpatient treatment, claiming that "women who continue to be 

symptomtic,. .are ofien expressing longing for or fears of connection with others, When 

symptom expression is prevented, these women may not be able to share themselves with 

otbers," Sesan advocates that instead of imposing greater isolation or disconnection on the 

patient, opportunities for enhancing connection should be made. Thus, 1 suggest that when 

Sarah continues to be "syrnptomati~'~ by failing to establish weight goals, the team's job is to 

enquire as to what the significance of this resistance may mean to Sarah rather than seeing her 

as treatment resistant and asking her to "stepout." Furthennore, removing Michelle ftom the 

program because of an arbitrary decision on length of treatment only serves to disrupt her 

progress and disconnect her from the relationships that assisted in reducing her symptoms. 

An additional concem regarding the introduction of short-tem clients to the program 

comes fiom Amber's explanation that short-term clients were to provide relief for activation 

workers fiom the burden of working with more chronic clients. The issue of caregiver burden is 

important for as Garner (1985) States, lack of self-awareness, rnisguided assumptions, lack of 

information, and caregiver hsîration contriiute to iatrogenic treaûnent Micheile and Sarah 

talked about the decreased service they perceived themselves receiving fiom their activation 

workers as the program progressed. Both Sarah and MicheUe viewed tbis as a negative aspect 

of the program's popularity and a hindrance to their recovery. They felt that they did not get an 

*te amount of tirne to spend with their activation workers and spoke of the dif?hities and 

challenges activation workers had in travelling to meet with them. Furthemore, Amber's 

description of her 17.5-hour work week only emphasized the logistical challenges for activation 

wockexs. 
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Transition aiso played an iattogenic role in client's recovery, Natalie spoke of the 

difliculty of adjusting to three different activation workers in her nine months in the program 

and Sarah of the disappointment of having a new case manager make changes to her program. 

Mer  connechg with Trisha, Natalie is required to adjust to another activation worker when she 

leaves the program; Sarah attniutes her dficulties in the program (and her subsequent 

"stepping out") to the interpersonal difficulties with the new case manager. Ail of these 

challenges and hindrances can be attributed to changes the program makes and not to any 

actions on the part of clients. The fact that the program was in constant transitior+for both 

clients and staffalike-contributes to the negative outcornes as reported by the clients. While 

there is Iikely to be transitions in any on-going program, COP did not prepare for the emotional 

fall-out for clients as a result of these transitions. Instead, clients are asked to prepare to step 

out of the program. in addition, none of the clients 1 spoke to had been able to make successful 

connections with healthcare providers in the community. While staff participants also spoke of 

the need to make comections with comrnunity providers, it was likely that such community 

connections would also take time to develop. This had not occuned when Michelle was king 

prepared for discharge. 

With regard to caregiver butden, it is important ta see how the work the activation 

workers provided was valueâ, undervalued, or devalued. This was done either by the workers 

themselves, by the program's outcome measures, or by the funder's decisions. Amber spoke of 

the need to constantiy remind herself that her job, in essence, required her to pay attention to the 

subtle but significaat changes clients demonstratecl. As she stated, it was easy to minimize what 

clients were doing around food, isolation, and assertiveness, ad bus easy to minimize her own 

work and its value. 
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The program itself devalued the work that seemed to go on in the relationships between 

activation workers and clients. Deborah's research focus continues to measure the 

"measurable" by trachg nutritionai interventions. Wbat is not recorded are the subtle, less 

measurable, relationd interactions between worker and client that proved so instrumental to 

supporting change-for example, Trisha helping Natalie study ôefore an exam, taking Natalie to 

breakfast and waiting until the exam is finished, and bstçically "holding [her] hand." While 

Deborah's research work may be Iegitirnate given the dearrh of such research siudies in this 

area, what seems incongruent is the valuing of one pouadigm (quantitative) over another 

(qualitative). This is evident in the funding decisions to support such use of the psychologist's 

tirne when concems about cost containment is the rationale for reducing services to the current 

clients. Another example of value bias is evident in the fâct that the activation workers were the 

lowest paid positions in the progiam afkr secretarial and administrative support staff yet seemed 

to have the most instrumental role in assisting with client recovery. Sarah reports king  

concerned about the activities she can take part in with her activation worker because she is 

unsure of how much money Amber is allowed to spend on such pursuits. Also, according to 

Sarah and Micheile, the (funder's) decision to bring in additional, short-tecm clients 

compromised the existing quality of relationships with long-term clients. 

Neither does the program appear to be designed with concems for the exhaustive work for 

activation workers in servicing this population of clients-as Amber's description of her 17.5 

hour week reveals. The staff comment on the degree of difficulty encountered in working with 

these clients given their high degree of social isolation or impairment and theù requirements for 

longer-term, securely-attached relationships with COP staff. Both Sarah and Michelle spoke of 

the dif'ficu1î.y in meeting with their activation workers and the disappointment and anger they 

felt about time together being compromised. Thus when caregivers are compromised in terms of 
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support, access, financial compensation, and energy, client well-being is also compromised. 

Such decisions and actions can be viewed as iatrogenic. 

Chronicity and iatrogenesis are inextricably W e d  in treatment planning, design and 

delivery for the clients in the COP program- While the original program design and execution 

was conducive to recovery, the decisions around funding and length of treatment were based on 

a narrow view of what eating disorder recovery involves, and thus proved to be iatrogenic. The 

next section fo this chapter examines the findings fiom the study and compares these with the 

findings on the biomedical, psychogenic, and trauma-based models of causality . 

Biomedical Mode1 

The histories of the client participants in this study demonstrated the shortcomings of the 

biomedical model of treatment as parûcipants had M n  through al1 treatment programs this 

model had to offer in the province in their collective 3 1 years of treatment. Sarah in particular 

demonstrated this when she attended the "speciaiized" treatment program in the U.S., failed to 

meet their protocols, and was returned home early. As stated in the literature review chapter, [ 

feel strongly that the biomedical perspective, while adept at m m g i n g  the symptoms of clients' 

eating disorders, should no be viewed as treament for an eating disorder-particularly for 

clients who have intractable anorexia and buiimia. For such clients, the biomedical model has 

failed to address the complex underlying ernotionai and social problems that b ~ g  them to the 

point of tequiring medical treatment. Medical treatment must be seen as an adjunct to other 

forms of therapies that address the issue of how an eating disorder works on the client's behalf 

and which attempt to contextuaiize the persunai and sociopolitical meanings ofsymptoms 

(Moore, 1998). 
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What is disheartening about the COP program is the continued detennination to make a 

link between dietary behaviours and eating disorders as evidenced in Deborah's focus on 

developing a database with the nutntionist to examine the correlation between dietary 

interventions and client well-king, in the meantirne, clients talked about the importance of 

relationships they are establishing (or failing to establish in the case of comrnunity connections) 

yet this goes "unmeasured" and devalueci, While weight and food are important issues to 

address for these clients in ternis of ha&, al1 three clients were reluctant and hamperd by 

continued efforts to make and meet weight goals. 1 am reminded of Michelle's enthusiasm that 

the COP program was not going to reduce her to a "register of body values" such as previous 

prograrns haci, while the irony is that "body values" continue to play an important roIe in the 

psychologist and nutritionist's the.  1s this perbaps because such values are easier to measure 

than examining, describing, and qualifiing the nature of human relationships? My concem is 

that the continued habit and practice of working a the biomedical perspective preveats 

careproviders fiom looking elsewhere to expand the understanding of eating disorders and to, 

therefore, develop effective treatments. 1s the nutritional interventions database not sUnply 

"putting old wiae in new botties" while what may be really infiuencing recovery and creating 

change goes unacknowledged, mecorded and unrecognized? 

1 had hypothesized that the focus on restoring "health' based h m  a biomedicai 

perspective of weight restoration and other symptom reduction had led to what had been 

labelled as "client failure" in previous treatment programs and, thus, increased chronicity. It 

would appear that the continued biomedicai focus of the COP program (despite the stated 

intention to move beyond this and to implement social rehabilitation strategies) continues to 

influence treatment outcornes because treatment efficacy is still measured by weight goals, 

hospital usage, and client improvement d e r  relatively short-term interventions. 
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My observation is that the problem continues to be defined through a bio-medical lem 

rather than through a concem for the relational nature of both the development of and recovery 

tiom an eating disorder. Despite spoken agreement and discussion from al1 interview 

participants that the interpersonal relational nature of COP s e ~ k e  providers and clients seemed 

to be making a significant difference in the client's recovery, treatrnent decisions seemed to 'Yly 

in the fke" of such collective knowledge. Wooley (1994a and 1994b) speaks of a tendency for 

women's common knowledge to be lost or ignored in scientific fomdatioeparticularly in the 

field of eating disorders: "Women's lifelong marginal status positions them to perceive, if not 

always to articulate easiIy, aspects of female experience not captured by our current 

science"(1994a, p. 196). She also states that psychology's W n d  faith in empiricism is 

misplaced and implies that knowledge, a product of transactions, is as rich or as impoverished as 

the breadth of participation in the discoutse." Certainiy the voices of women with eating 

disorders has not often been included in treatment design nor in theorizing in the bio-medicai 

perspective. COP's use of the tindings fiom the patient focus group set the program on the nght 

course-as evident in the unique treatment design for this eating disorders program. Peters and 

Fallon, (1994) state that "studies of eating-disordered women have been primarily studies of 

treatment outcome that employ behavioural parameters; they focus on what the person does 

rather than what she feels or who she is" (p. 546). Streigel-Moore (1994) states that an 

interactive stance with research participants expands knowledge of the phenomena under stud-y 

and allows for more '7extured analysis" of the problem, and 1 adâ, a more contextuaiized 

understanding of what is required in treatment. Peters aud Fallon (1994) fouad that women they 

intervieweci who had recovered from an eating disorders stated that recovery was a multi- 

dimensional process that "involves a progression of changes in relationships to self, body, 

f d y  and culturen (p. 352) and that reciprocity between individds both w i t .  and outside of 
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therapy resulted in women feeling connected and that this conaectioa was the foudation for 

persoid developmeat and recovery. Therefore, the cunent biomeûical theoretical orientation 

and treatment model does not promote recovery because it refuses to acknowledge the relational 

nature of recovery from an eating disorder. 

Sesan (1994) and Belenky et al. (1988) note the need for interactive teaching in education 

and therapy with women "Connected teaching" is a model in which students gain knowtedge 

within "the context of a relationship" (Sesan, 1994, p. 264) and where education is a "dialogue 

in assisting the students in giving birth to their own ideas, in making their knowledge explicit 

and elaborating on it" (Belenky et al. p. 264). Steiner-Adair (1994) suggests that therapy needs 

to be "a dialogue, a two-way interactive process" rather than a mirroring because a comected 

teachhg mode1 helps to demystify the therapy relationship and helps clients to l e m  important 

information about themselves while remaining connected. In addition, a connected teaching 

model helps clients by modelling a "real-self' as opposed to 'TaIse-self' relationships (Sesan, 

1994). The COP clients remarked on such "connected teachings" and interactions with COP 

staff. For example, Sarah, Michelle, and Natalie al1 spoke of the ways in which they increased 

self-awareness of their disordered eating and its meanings in their lives while dialoguing with 

thek activation workers. 

A fast footing in a biomedical perspective may have hindered not only client's recovery in 

COP, but also COP's success in effectively treating clients. As Peters and Fallon (1994) 

suggest, the voices of eating disordered women must be 'camplified" and dowed to teach 

service providem what is (and mwt) be involved in the process of recovery. In this case, client's 

voices were important in designing the program, however they were lost in the delivq of 

seMces as the aeed for cbresults" and cost containment dominated the process of recovery. 



Psvcho~enic Model 

The advantage of the psychogenic model is that it moves beyond the individual's 

physicaiity and presents a more wholistic approach to viewing the person as a hwnan king with 

individual characteristics and family and social connections. Certahly the client participants' 

responses were conducive to an undetstanding of eaiing disorders from a psychogenic 

perspective. For example, Natalie spoke of her perfectionist tendencies with regard to her 

college entrance essay. Michelle and Natalie spoke of their negative self-regard and Sarah 

spoke of her difficulties with interpersoaal conflict. Al1 three COP clients spoke of their 

concems about themselves in relationship to othecs. In addition, the participants did provide 

some information regarding their family situations (Michelie spoke of teasing and stigmatization 

as a child with an obese parent, Natalie told of physicai abuse) but these were limited in detail. 

My length of and infiequent contact with participants did not promote more analysis of other 

psychogenic factors that may have contributed to the development of their eating disorders. 

Staff participants spoke in general of the COP client group and had more contact with 

participants and greater access to client files. Staff participants alluded to abuse backgrounds 

and "abandonment" issues with the COP population. 

The psychogenic model is useful for understanding the impact of the relationships a 

person has with the world. As mentioned in the titerature review, feminist critiques of the 

model centre on the tendency for the model to be individually- and family-focused without 

regard for the systemic influences that sbape these relationships. Larger systemic pressures that 

impact women in general, such as violence, harassment, teasing, sexuai abuse, were likely to 

have been a part of these clients' Iives-but, 1 attained ümited information on these. The 

literature does show a high correlation between abuse and eating disorders, however, it would be 

interesthg to examine more closely the correlation of abuse of women with more intransigent 
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eating disorders (Wooley, 1994a). Wooley (1994a) discusses the "concealed debate" regardhg 

sexual abuse and eaîing disorders, noting the field's curious and historical reluctance to listen to 

and address the extent of sexual abuse reported by ciients in the formulation of eating disorder 

etiological theory and treatrnent. She -tes that failure to do so by clinicians and researchers 

will force women to "eventually abandon treatments that don't rneet their needs" (p. 200) and 

suggests that abuse histories are likely to be associated with "eatment failure, especially (but 

not solely) when abuse has not k e n  addcessed" (p. 192). 

in tenns of findings from the interviews, the activation workers and other staff in COP 

were developing on-going relationships with clients and getting to know varying aspects of their 

personal lives. For example, Amber talked about realizing that the client she was having coffee 

with had never eaten without her partner for years. Natalie spoke about having Trisha stay 

emotionaily and physicaily connected with her through her college entrance work and the 

overwhelming negativity she felt about herself. Michelle talked about reaiizing how much she 

had corne to rely on the program for simply talking tu someone and her profound awareness that 

her eating disorder was a coping mechanism for dealing with etnotional pain. In al1 these 

circurnstances, activation workers were present in the places and ways that clients lived with 

their eating disorders. infonnation that may never be presented in a clinical situation is not only 

known and understood but also witnessed by activation workers and integrated into m e r  

treatment because of team meetings. Certainly, this type of contact would present information 

to staff not otherwise available regarding the psychogenic factors and influences that contniute 

to the development and maintenance of an eaîing disorder. Therefore, the unique setting of 

COP and the consistent contact the program provided promoted greater recognition and 

understanding of the psychogenic (and relational) factors-the places the women Iived and had 

INe6-and the contributions to the development and recovery fiom their eating disorders. 



The litentute on trauma indiates that clients may not recognize, remember, or reveal 

trauma until a strong therapeutic alliance is established and weight is testored (Wooley, 1994a). 

In addition, Larkin et al. (19%) suggest that women experience trauma in a varïety of everyday 

occurrences that cenüe on their fernale bodies. An eating disorder, according to trauma-based 

theohes, is a mecbanism by which women have learned to cope with distress. Michelie 

exemplifies this when she states her belief it is a good thing she still has her eating disorder 

intact when she is being dischargeci from the program because "otherwise I'd have nothing." 

Trauma is often kept "secret" because of the shame and isolation traumatized individuals 

experience m&or b u s e  they may have been ignored when trying to tell someone about their 

experiences (Herman, 1992). Given my Iirnited contact with client parûcipants, 1 did not 

enwunter direct information tbat revded further accowits of trauma than mentioned above. 

However, 1 believe that there were likely many traumas in the women's lives although i may not 

have been invited to share this information regarding theu experiences. i aIso suspect that what 

1 was seeing in my brief contact with clients was the aPermath of trauma. For example, it may 

be possible that the degree of social isolation the women described was indicative of historical 

experiences of trauma (Hennan, 1992). In tenns of the COP program, the long-term 

relationships and close attachments the clients form with the staff may help to illuminate clients' 

histories of trauma and begin to mate "the bdamentals of recovery . .. establishing safety, 

reconstnicting the trauma story, and restoring the comection between survivors and their 

cornmunity" (p. 3). 

Trauma-based theories describe the way in which women use an eahg  disotder to cope 

with the resultant emotiom, mernocies, and sensations of trauma Ifwomen have experîenced 

trauma, we need to examine what is significant about trauma to the development of eating 
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disordm on both a psychological (Herman, 1992; Schwartz & Cohn, 1996; Wooley, 1994a) and 

physiological basis (Wooley, 1994; Levine, 1997). It is likely that the degree to which women 

experience a variety of disorderd eating relationships to food and their bodies corresponds to 

the varieci ways in which they experience trama-perbaps daily-throughout their lives. In 

addition, it is important to understand the issue of resiliency and its connection to more chronic 

forms of eating disorders. 

Herman (1992), Masson (1996), and Wooley (1994% 1994b) recount the historical 

reluctance of the field of psychology to examine abuse and trauma. Hennan states that late 19' 

century sidies on hysteria, led by Freud, Janet, and Breuer, foundered on the question of sexual 

trauma and childhood exploitation and promulgated with Freud's recantation of his theory of the 

etiology of hysteria because of the social, professional, and politicai pressures of his time. As 

Heman states, "Freud glimpsed this truth and retreated in horror" (p.28). Early 2 0 ~  century 

studies regarding trauma focused on men in combat retuming from World War 1 and LT, but this 

too lost scientific zeal as the world settled into Cold War "peace" time. Whiie the Vietnam war 

renewed interest in trauma and pst-traumatic stress, Herman claims it wasn't until the feminist 

movement of the 1970's that it was recognized that "the most common pst-traumatic disorders 

are those not of men in war but of women in civilian life" (p. 28.). 

1 found Heman's (1992) account of the "therapeutic" interactions with between Breuer, 

Janet, Freud and their patients to be of considerable interest in my review of the research 

. . . Rivalry was particularly intense between Janet and Freud Each wanted to be the 
fint to make the great discovery. in pursuit of their goai, these investigators found 
that it was not suflicient to observe and classfi hystencs. It was necessary CO tdk 
with [hem, For a brief decade, men of science iistened to women with devotion and 
respect unparalleleci before or since. Daily meetings with hysterical patients, oflen 
lasting for hours, were not uncornmon. The case studies of this period read aimost 
like collaborations berneen doctor and patient. . . . The collaborations between 



dwtor and patient took on the quality of a quest, in which the solution to the 
mystery of hysteria could be found in the painstaking reconstruction of the patient's 
pst. Janet, describing his work with one patient noted that as treatrnent proceeded, 
the uncovering of recent traumas gave way to the exploration of earlier 
events. .. .Breuer, describing his work with Anna 0, spoke of "following back the 
thread of memory." (p. 1 1- 12 [emphasis added)) 

Herman continues: 

By the tum of the century, the political impulse that had given birth to the heroic 
age of hysteria had dissipated .... The study of hysteria..had required k m  Freud, 
Charcot, and Breuer] to listen to women far more îhan they bad ever expected to 
listen, and to find out much more about women's lives than they bd ever wanted 
to know. Certainly they had never intended to investigate the sexual traumas in 
the lives of women. ... The backlash began even before Charcot's death in 
1893.. . As Charcot retreated from the world of hypnosis and hysteria, Breuer 
retreated fiom the world of women7s emotional attachments. The tïrst "talking 
cure" ended with Breuer's precipitate flight fiom Anna O.. . Abruptly he 
discontinued a course of treatment which had involved prolonged, almost daily . 
meetings with his patient over a petiod of two years. The sudden termination 
provoked a crisis not oniy for the patient, who had to be hospitalized, but 
appently also for the doctor, who was appalled at the realization that his patient 
had becorne passionately attached to him. He lefi his fimi session with Anna O in 
a "cold sweat" (p. 17- 18). 

1 find these passages analogous to the interaction within the Community Outreach 

Program. It was "in pursuit" of fmding specialized services for clients who had been failed by 

previous prograrns and were demanding treatment, and because of the growing pressure from 

pss-roots consumers and feminist practitioners insisting that treatment and research move 

beyond the biomedical inclination for classification and nosology, the "%orking group" was 

established. This working group invited and listened extensively to what clients had to say with 

"devotion and respect unparalleled before." The Community Outreach Program philosophy and 

design arose fiom these conversations. In accordance with this, clients received almost daily 

contact with the program via team meetings, appointments with clinical staff, and contact in 

their communities with activation workers. "Coilaborations" between clients and the team were 

foinid in the "client-centrai" approaçh and development of individualized goals. Like Breuer 
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foflowing back the %ead of memory," COP staff were privy and witness to the clients 

histories and experiences. But cm COP staff, program administrators, and funàing bodies bear 

to Listen, long and hard, to what participants have to say? Can participants tell their stories that 

overtly or covertly indicate the degree of their need and still be heard? Participants spoke of 

needing companionship, financial and physicai security, fun, and acceptance. Herman (1993) 

details the conscious and unconscious reluctance and denial often conveyed toward listening to 

what women have to Say- particularly about trauma Wooley (1994a) States that women will 

not be able to speak the 'ûnspeakable" until the ne& they currently present are met. Wooley 

(1994a and 1994b) also remarks on the reluctance of the research and theory to integrate 

common knowledge about sexual abuse and other traumas into the popular research literature. 

Historically (and again with COP), programs have not been designed to adequately provide time 

and conditions for women to develop the therapeutic relationships that will ensure their 

testirnonies can be told and heard. My view is that neither the funciers nor the public are 

prepared to examine how prevalent disordered eating and trauma is in the [ives of fernales. 

This first section of the chapter has looked back to the findings of the literature review 

and examined these within the context of the findings ftom the participant interviews, [n the 

nexî section, 1 look at the original questions, hypotheses, and assumptions that 1 brought to the 

research to suggest what would make treatment responsive and what is at the heart of a 

therapeutic relationship. 

What is Resmnsive Treatment with Eating Disorders? 

in this second section, 1 look at two outcornes from the 6ndings that address h e  issue of 

developing responsive treatment for eating disorders. The f h t  is listening to what participants 

have to say about their needs, The second is to theorking what contn'butes to developing a 
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therapeutic relationship. Both outcomes answer some of the initiai questions and hypotheses 1 

brou@ to this work. 

Listenine; to M a t  Women Sav Thev Need 

Streigel-Moore (1994) and Wooley (1994a) state that in the field of eating disorders the 

repertoire of treatment theories must be expanded in order to identifL and implement more 

appropriate treatment and prevention initiatives. To do so, we must first and more increasingly 

listen to what clients Say they want and need, Therefore, according to the research findings 

fiom this study, basic needs such as safe and secure housing, and financial and physical security 

mut be fwidamental to any treatrnent program. Clients cannot do well if they are not able to 

take basic care of themselves. While COP attempted to address these fundamental needs, 

physical and financial security are ongoing issues in the lives of women and were certainly so 

for the COP participants. On a less primary, but nonetheless important level, companionship 

was also a Fundamental need the program attempted to address and, given their isolation, 

something tbat the participants needed in significant amounts. Clients indicated, however, that 

while this component of the program was instrumental to their success, it was met less 

consistently as COP progressed. This was largely a result of increasing the ratio of clients to 

staff in the program and implementing a time limit on length of treatment. 

Decisions to do so were based on "economics"-i.e., the waitlist for services and pressures 

to provide treatment to more women who heard about COP fiom other programs. At some 

level, COP was a victim of its own success. As women who were considered to be treatment 

resistant began to do better, other women, who were at less criticai levels of ihess aiso wanted 

access to the program. 



1 would consider the decision to limit the original clients' time in the program as a decision 

based on "false economics." Not permitting participants to complete the program as they 

needed to and removing them before they felt ready only sewed to increase anxiety and trigger 

more eating disordered behaviour. The decision to not provide treatment on an on-going basis 

increases the likelihood that clients wouid be returning for treatment in future when they 

relapse. If, however, eating disorder programs built-in relapse support-which I see as a part of 

on-going recovery-the likelihood that someone would return to the program in serious medical 

condition would be lessened. In essence, the decision to pull people out of treatment before they 

are ready only replicates the revolving door of treatment of previous programs (and which are 

still prevdent throughout the province). i believe that the program shouid have stayed with 

supporting the six original participants and followed them through until the women decided they 

no longer needed the services. 1 hypothesize that clients' need for COP wiil decrease when they 

are reliably, consistently, and thoroughly addressed in the first place. 

A second criticism of the length of treatment is that without adequate services developed in 

the community, clients do not have the opportunity to be supported outside of the program and 

will remain dependent on COP. Community "outreach was not, in my opinion, established and 

thus, clients were at greater risk of relapse. m a t  are community linkages and how are they 

made meaningfid if no time nor money is invested in the development of such services? If 

curent program limitations are necessary for balancing the budget for the provincial eating 

disorders program, then moving clients into community before there are sufBcieat services are 

established is simply "off-loading" the problem into other healthcare department budgets. If the 

underlying aim is to get people out of hospital an4 thus, reduce costs by reducing depenâency, 

then other services mu t  be made available ia the community before clients are "de- 

institutionalized" Off-setting costs to other areas (mental health, paramedics) is really nothing 
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more than a "shell game"-where costs are moved kom one ara, to another, to another-and, 

in effect, decontextualized. 

A third criticisrn of decisions based on "false economic" is the still greater costs inherent to 

women being chronicalIy Uicapaciiated andor dying &er many years of on-agaidoff-again 

treaiment. 1 believe, however, that women with eating disorders do not likely "cost" much to 

the system because, given the nature of eating disorders, they will not likely to cal1 attention co 

themselves if they becorne disenfranchised. Women with eating disorders are similar ta many 

women-well-socialized to curtail their activities and themselves and to conform to the 

"tyranny of niceness" (Steiner-Adair, 1994). Women with eating disorders tend to conduct 

themselves in ways that corne at great personal cost in order to avoid inconveniencing others 

and create increasingly smaller worlds of social isolation. Women who are discharged €tom 

treatment in an aiready overburdened public heaith system and who can't afford private 

clinicians are likely to simply die. These costs are not calculateci when operating fiom a 

perspective informed by false economics. Who will be accountable for the types of decisions 

that effect women's lives in this way? What is the impact of cost-cutting mcasures? If there is 

more need than avaiiable services it is imperative that we endeavour to create services that work 

and mate plenty of them. In other words, we need to "tum off the tap instead of stepping on 

the hose" (PEDSC, 1999). This also implies that as a society and cul-we must carefully 

examine the role, meaning, and value of early intervention and prevention. Wolf(199 1) fee1s 

that the lack of response to women and girls struggling with eating disordeddisordered eating 

in indicative of the devduing of fernales in generai: 

How would Arnerica react to the mass self-immolation by hunger of its favourite 
sons? How would Western Europe absorb the export of such a disease? One 
would expect an emergency respoase: crisis tasic forces convened in 
conpsional hearing cuoms, unscbeduled alumni meetings, the best experts 
monq cm hire, cover stones in newsmagazines, a flirrry of editods, blame and 



counterblame, bdetins, warning, symptoms, updates; an epidemic blazoned in 
boldface red. The sons of privilege are the future; the future is committing 
suicide. Of course, this is actually happening rigbt now, only with a gender 
difference. The institutions that help shelter and promote these diseases are 
hibernating. The public conscience is fast asleep. Young women are dying fiom 
institutional catatonia ... .The world is not coming to an end because the chen'shed 
child in five who '%hooses" to die slowly is a girl (p. 180-181). 

What contributes to the problem of false economics is the persistent definition of the 

problem. if the medical mode1 continues to dominate theory and treatment and views the issue 

as simply anorexia and bulimia (rather han a widespread continuum of disordered eating), our 

solutions will continue to be myopic. We will always be at risk for relapse and revolving door 

treatments if we refuse to address the tnie scope of the problem. To better understand the 

problem we must continue to listen to what women say, and in order to do that, we must 

position ourselves in relationships that support women telling their stories. 

Theorv-building: What Did Particimts Sav was Therabeutic? 

The participants stated that what made a difference was the quality of relationship and 

support of the program. But how does this relate to an understanding of providing responsive 

treatment? First, we must make treatment fit with what the client's stated needs are. The 

Comrnuaity Outreach Program attempted to do so. Where is was successful, 1 believe, is when 

it encouraged the formation of attachments; where it failed was when client's need for 

attachment were thought to be too ovenvhelming for program's abilities and protocofs. At this 

point, clients were laùelled as "dependent" and dependency was s m  as problematic and reacted 

to negatively. What constituted a therapeutic relationships were quaüties of contact that 

provided consistency, reliabüïty, trust, comection, conceni, and ~e~awareness. Clients, as 

reported in Chapter 4, stated they found benefit when they were king supporteci and 

encouraged, and when spending time together with their activation workers. Support canot be 



underiestimated and should be centrai to any progmm providing therapeutic treatment to 

individuals with eating disorders. Support is not seconàary to any other treatment 

modality-but is an integrai, adjuvant, component 

According to some reseatchers, an intimate, Ioving relationship as an adult can 
offset mmy of the harmful effects of childhood adversity and parental 
deprivation. Whom you choose to be with in a relationshipand how you relate 
to that person-can either help overicorne adverse cbildhd experiences or 
reinforce them (Onusb, 1998, p. 40). 

Progfams also must value the benefit of support by providing this to the workers (Le., education, 

supervision, reimbursernent) to reflect the value and therapeutic impacts of their work. 

My a priori theoty about eating disorciers hypothesized that it was the contact with the 

activation workers in the cummunity setting that made a difference for clients. What bewne 

more clear to me in analyzing the findings is that eating disorders are about attachent and 

septration in relationships (Belenky et ai., 1986; Larkin et al., 1996; Peters and Falion, 1994; 

Rice, 1996; Steiner-Adair, 1991,1994; Wwley, 1991, 2994a) -clients are hurt in relationship, 

and clients are healed in relationship. The issue of treatment, then, is more cornplex and 

dynamic than current funder/stakehol&rs are prepared to address. Treatment prograrns, then, 

must provide eâucation on the nature of eating disorders to funders in order to develop strong 

philosophical ties-to have them '%uy in" to the solutioeand combat the impact offalse 

ewnomics and limit the human costs (iatcogenesis) of failing to provide adequate services. 

This approach to treatment and the theory behind it are disçussed in the foliowing section using 

the object relations, ~e~psychology, or seif-brelation theory. 



"No single mode1 is comprchensive enougb 
to explain al1 facets of human expuicncc" (Corey, 1996, p. 3) 

1 believe, Wre Corey, that any approach to therapy is Lîkely to be more beneficial when 

various models, techniques, and theories are arranged to best attune interventions to the needs of 

the client. In the area of eating disorders, this is of special importance given the lack of a 

comprehensive understanding of wbat causes an eating disorder in any particuiar individual. 

Given Corey's statement and with an acknowledgement of the limitaîions inherent to any 

theory-building, 1 have found the work of developmental psychologists to present the best way 

to interpret what the interviews revealed and to explain the significance of the t'iidings. In 

doing so, the most poignant and fitting examples 1 found were in Heinz Kohut's (1959,1971, 

1977), Car1 Rogers' (1957,1961,1977), and D. W. Winnicott's (l958,196ûa, 196ûb; 1965; 

1971) descriptions of child development. In fact, as the participants spoke, 1 o M  heard words 

similar to those with which they summarized hurnan development. I will describe the parrtllels 

between the research findings and the developrnental theories of the self. 

Kohut's (1977) self psychology and Rogers' (1961) person-centred tber,ry have largely 

shaped my approach to the findings because of their positive and optùnistic views of hurnan 

nature. Kohut clairns ihat the "self" gets forrned in relationship. Winnicott (1960a) suggests 

that the individual grows, through dependence on another, to a personal way of king and h t  

early envuonment makes this possible. Rogers proposes tbat the underlying motivational force 

in human nature is the "actualizing tedenc,u"-a growthdirected process that pushes us toward 

reaching our fUIl potentiai. 1 agree with these thoughts and suggest that maiadaptive, self- 

limitiag, or self-destructive behaviours are not inational, but can be understood as seKsurvival 

- and, thecefore, amazing adaptations to les  than ideal conditions. 
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The Community ûutreach Program promates similar ideas in its treatmnt approach to 

eating disorders. Tbey see an eating disorder as providing a signifiant coping firaction for the 

clien+and if a tûerapeutic relationship (dependence on unother) is established, perhaps the 

pnthogenic secret (Beaumont, Russell, and Touyz, 1995) behind the self-destructive behaviour 

will be revealed. However, the illaess is not the sole focus of treatment in COP, contrary to 

previous pmgrams the clients aîtended In COP, the client is seea as a whole individual rathet 

tban a "register" of i l h  symptoms. The COP philosophy echoes the idea of a "growth- 

directed process" in that when m e n t  focuses on the whole persan (her interests and values 

outsi& o f f '  weight, or body-related cuncerns), the client is motivated to develop the skiils 

necessary to actiieving social, vocationai, mational g d s  Wbney, Lauritzen, and Zaitsoff, 

2000Fin other words, the seijkctuc~Iizing tendency. COP also recognizes that client change 

occm in relutionship, i.e., "readiness to change is not a client trait, but a fluctuating product of 

interpersonai interactionsw (hbney, Lauritzen, and Zaitsuff, 2000). 

Winni~on (1%0a) smkd tbat the most fundamenta1 need for individu& is the need for 

relationship. Growth is an on-going task of psychosomatic integraiion. Winnicott stressed the 

need for a conthuity of c m  (which he cailed "good-enough mothering") to sustain the "life 

line" of the infant at the earliest stages of its life. He regarded illness as the inhibition of the 

potenrial spontaneity that cbamterized a person's aliveness. Winnicott ciaimed that 

psychopathology originaîed in the breaks in continuiry of relationship, Such breaks were the 

redt of the distractions in a person's early deweiopment, Le., gaps caused by the intrusions and 

deprivations and naturd catastrophes ofchi ldhd  which he saw, mostly, as the result of Mures 

iIl parental provision. 

Kohut (1959) saw psychological problems as a resdt of&ourable conditions for 

growth îûat d "chronic empaihic tàilures" or traumatic events in the individual's ùistory. 



Fauity petsonality development was the result of injuries or empathicfailures and, m m  

severely, derailments at different developmental stages throughout Me. Kohut talked about 

three different stages of development-minoring, idealizing, and twuiship-which fostereà an 

integrated self tbat permitted interdependence, self-direction, and the fieedom to make uiformed 

choices. Whm there were deficits at these stages of development, one's ability to reach one's 

potentid was hindered by compensatory character structures, such as an eating disorder. 

Rogers (196 1) saw pathological personality development arising as a resuit of 

incongruency between an individual's ideal seifand the real self Such incongruency is formed 

by conditional positive regard, as a child l e m  early on to deny or disown authentic parts of the 

self in order to live up to conditions of worth that allow it to remain in emotional conneciion 

with wegivers. Rogers betieved not only were early caretakers infiuential in the development 

of incongniency, but that social forces and social values were problematic when people 

sacnficed inherent self-actualizing tendencies in order to maintain connections with the social 

world. Rogers stated that in doing so, people lost touch with theu b e r  growth process, lemeci 

to distrust theù feelings, and disturbed the nahiral organismic valuingprucess (Corey, 1986). 

Rogers emphasized that signifiant pemnality change does not mur except in relationship 

(1969. 

The Community Outreach program, or aay treatrnent program or care provider, is a 

"holding environment," a "safe place," a '9nother'' on which (or who) the eating disordered 

person can depend while they simultaneously grow. This is precarious, however, because 

prognuns and thapists are not dealing wiîh an infmt but aa adult woman. The program is 

working with a woman who is presumed and appears to be capable of growth or change, when 

she may, in fact, be least capable of helping herself. Sarah is a good example of this s i ~ o ~  

She appears to be highly motivateci for chaage, however, has gmt difficulty making a 
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connection with program staff on whom she is reliant for care. In tiict, her inability to aasich is 

of serious consequeme and she is asked to step out of the program to better discem what ore her 

goals in the program. Amber states the program is not for everyone because "[the client] needs 

to be in a place where she cari set some goals for themselves and have some level of 

commitment. Because tbis isn't a program that's going to hold your hand in a lot of ways.. . ". 

Amber's statement seems to suggest the btration that occurs by this seeming appearance of 

capability and, yet, the r e m  of care. The professional h d s  it difficult to hold the reality of 

the client, precisely because of that appearance ofcapability. This is also mitigated by the fact 

that the client's "reality" is mutable-transfonniag within hom, days, and weeks-depending 

on how stable the clients "self" is at that moment. 

In Winnicott's theory (1971) of human development, it is the mother as the h t  

environment (like the activation worker), who "actively aâapts" to the aeeds of her infant. In 

Winnicott's tenus, the child has the natural right, initially, to use the motber "ruthiessly" for the 

recognition and gratification he requires to develop: "Without someone specifically oriented to 

his needs, the i n h t  cannot find a working relation to extemal reality" (1958, p. 58). But if the 

mother is unable to adapt to the child's needs, due to some rasons in her own pemnai 

development and is, insteaâ, intrusive or demanding the child must becorne falsely cornpliant in 

order to maintain the materna1 corndon. Kohut identifid this intefaction as the development 

of the false self. 

Client growth or recovery is dependent on an experience of "good-enough moîheringn 

wherein the program, or caregiver, provides a continuity of cate attuned to the needs of the 

client. This would require patience, consistency, skilis, and the ability to toletate h g  needed 

by the client for as long 9s the client perceives attention is necessary. Continuity of care means 

not pushing the fledgling out of the nest before it c m  fly. Natalie provides a gaod exampfe of 
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how difflcult this is to do. Firsî, the program needs to provide services to the p r o v i n c ~  

waitbts lengthen and the demand for seMces increases. As Cûristine reveals, "In some ways 

you have to force tbe issue of spreading your wings". Second, the appearance of capability and 

the cornpliance of the false self wmplicate this. Natalie's suggests that others may need the 

program more than she does, because she is dohg weU. Fortunately, Natalie has care providers 

wbo recogaize the "f'alse self' statements, and are attuned to Natalie's needs for support while 

she returns to school. Natalie continues with the program for aaother six months. 

Attunement is a quality inherent in COP's use of the harm-reduction mode1 and the 

activation model. Hm-reduction honoured the client's need for resûicting, bingeing andlor 

puuging and did not try to take away a function that she was not ready to give up, aor that 

treatment had offereô an adequate replacement for. Staying focuseci on enhancing her quality of 

Me rather than on stopping the symptoms of the eating disorder was like the mother attuning to 

the needs of the child in a compassionate and self-esteerning way. Additionally, focusing on the 

client's sttengths and successes by breakhg self-detemiined goals into easily achievable steps 

mates an environment where the client is not overwheirned by the demands of the social world. 

COP "actively adapts" to establish conditions for a "the working relation to extemal reality" for 

the client. 

The failure of the program to attune or to be flexiile to the needs of the 

th- the potential for growth and recovery. Failure on the part of the program equates with 

the chronic empathic failures or breaks in continuity that lead to pathology. Garner (1985) and 

Goldner et ai., (1997) recognized the iaîrogenic nature of these empatbic failures of attmement 

in previous treatment regimes. Sarah and Michelle talk about the breaks in continuity and the 

deleterious effects and -ety caused by activation workers becoming less avaiiable. Michelle 

has a major break in continuity when she is told she must leave the program. Although 
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Deborah, Amber, and Christine al1 speak about the negative impacts of the program's tirne 

limits, the waitlist pressures, and the conssaints and expectations of the fiinder create a 

derailment tantamount to the fiiilures of parental provision that result in pathology. 

Failures can occur at the level of the support system and negatively influence growth and 

recovery. Iaadequate housing, lack of money for food and leisure activities with clients, the 

lack of weekend and holiday support, as Michelle suggests, are al1 growth-inhiiiting. Another 

example is to examine such failures at the systemic level-is there adequate provision for staff 

training, adequate time for meeting clients, supervision and support for activation workers, 

validation, recognition and financial compensation for the services king provided. Finally, 

trauma-based theories of eaiing disocders document the myriad ways in which there is a mietal 

failure to provide basic necessities such as physical and emotional security and human dignity to 

women. 

If the progrsun is unable for a variety of reasons to adapt to the client's needs and was 

"iatnisively demandingn-i-e., as Christine states: 

"I'll help her connect with those people (in the community). And 1 want that to 
happen now. because I want her to establish a relationship with this person ... She 
needs to be moving in ber lifé and tfiat needs to be puîting St. Paul's a bit behind 
her.. . or a lot behind hm. 

4 precocious compliame is fostered in the client in order to meet the demands of the 

Community Outreach Pro- Clients may get good, but not better, such as was indicative of 

Natalie's response. 

Compliance is a crucial issue for Winnicott (1960b) because of the fact of 

dependence-the infant needs the mother to survive, as the clients need the program+there is 

no other treatrnent a v a i l e  at this point. In Winnicott's view, the infant relies on the mother's 

fïnn attentiieness for survival, similariy (and prîicuiarly given the chronicity of these clients) 
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as the clients need COP for sutvjval. For example, Michelle's speaks about how the food 

supplements are her one "safé" ffood how much she has corne to depend on the program, and 

how much she ïieeds the program for practicai issues, to help me with loneliness, just someone 

to Ealk to". Ultimately her death illuminates the true sumival relationship some clients will have 

with the program. But Winnicott also acknowledges the mother's nead to rely and &pend upon 

the people around her that will enable her to be avaüable to attune so weIl to the child. The 

program also needs this type of support-fiom colieagues in the community, wikgiaî relations 

with each other, the funders, the hospital, the families, the social support agencies. Coviagton 

(2000) states that for treatment pmgnuns to have integrity, al1 decision-maken must '8uy in" to 

Wly support the program. If the program lacks integrity, then the clients cannot re-establish 

integrity. The support of the larger social context is identifieci as pertinent to growth and 

rewvery. 

Rogers' research (1957) found that the most significant element in detmining the 

effectiveness of counselling is the client 'sperception of the quality of the relationship with the 

therapist. Kohut (1984, p. 213) echoes the importance of this stance, "The patient, as I W l y  

grasped, insisteci-and had a right to insist-that 1 leam to see îhings exclusively in his way, anâ 

not at all in my way." Duncaa & Miller (2000) state that client perceptions of relationship 

factors such as empathy, warmth, respect, and genuineness account for 30 percent of successN 

outcornes. They cite research demonsttating that client perceptions of the relatiomhip are the 

mat consistentpredictor of improvement and cal1 the client's perception as the " h p  card" of 

therapy outcome, "second only to the winning hand of the client's sûengtbs" (p.72). OrIinsky 

et al. (1994) concluded in their extensive review of the literature on therapeutic diances 

W e e n  clients and caregivers that: 



The quality of the patient's participation in therapy stands out as the most 
important determiairtion of outcorne.. . .The îhempist conûiiuîion toward helping 
the patient acbieve a fivourable outcorne is made rnainly tfirough empathic, 
afllrmative, collaboraiive, aad self-congmat engagement with the 
patient.. . .These coasistent process-outcorne relations, b e d  on literaliy hundreds 
of empirical findings, can be consideredfacs established by forty-plus years of 
research on psychothetapy (p. 36i, italics in original). 

I would suggest that the Community W h  Pcogram continue to focus on tbe 

aîîacbxneats/alliances clients fom. Furthmore, the "success" of COP is directly relateà to the 

clients' perceptions of the therapeutic relationsbips. 

To "successfully sponsor the belopment of another person," Rogers (1967, p. 73) claims, 

requires a strong alliance with the client, the client's own experiences of safety and acceptane, 

and the therapist's empathic undersîanding. Both Natalie and Michelle provide examples of 

Rogers' themies at work When Naailie and Michelle experienced acceptaace, non- 

judgementahess, and empathy with their activation workers, profound seif-acceptance 

happened. Men Natalie experiences Trisha's acceptance of her, she begins to believe she is a 

lovable person; however, when Michelle perceives first her activation worker is rejecting ber, 

then the program, her selfidisgust is rampant 

Rogers (1%7) was also a proponent of establishing si collaborative relationship with the 

client taking an active stance in assuming responsbility for the W o n  of therapy. His intent 

was to foster an alliance, not a relia11ceL-81ihough he tbought that initidly the client may need 

to experience a temporary reliance on the therapist because the therapeutic relationship may be 

the f h t  place the client k l s  hearà and uuderstood, seen and vaiidated for their "teal self? The 

COP progrsim adopted a similar stance, noting that previous pro- failutes teporteci "doing 

more work than the clienî," taking on too much responsiiüity for the client's medical severity 

(forced bspitaiizations, decisions to tube-feed), and estabiishiag "expertlmrecipient" d e s  

between care providers and the client (Dobney et aI., 2000). Instead, COP looked to es?ablish 
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more "partnersbips" with both the client and the couunrmity seNice providerS., incorporated the 

ethicai decision-making model, and had a ciient-centited approach, 

Duncan and Miller (2000) suggest thaî it is clients who determine 6'theory" for therapeutic 

change. They state: 

Because al1 approaches are equivalent with respect to outcorne, and technique 
paies in cornparison to client and relationship factors, an evolving story cast the 
client as not only the star of the îherapeutic stage, but also the director of the 
change process.. . We now consider clients' worldviews, their maps of the 
temtory, as the determinhg "theory" for therapy, directing both the destination 
desired and the routes of restoration (p. 78). 

Thus, listening to clients is essential to the understanding of etiology and direction of treatment. 

In this section of the chapter, I have dram parallels between the developmental theories 

on human development and the estabiishment of a psychological self and the philosophies, 

practices, and experiences in the Comunity Outreach Program. The next section looks at the 

original research question: was COP successfui from the perspectives of participants and why? 

What is m m  meaniagful o h  camiot be mcasud. Whr  is vcrifioblc may 
n a  aeceJsanîy bc what is m o ~ t  imponmt As rhc British scienrist Debis Burkitt 
once wmc, "Na ev«ytbiag tbat counra cm bc coimted." (ûtuish, lm, p.4). 

Was COP successtùl? 

Initialiy, participants in the CommulllUlllty Outreach Program were asked whether they felt 

COP was successful. The question was never answered directly and fiom the hdings 1 6nd 

that the question of "outcomeY' is pecbaps not answerabIe. It is difncult to ascertain c'success" 

because of the limited amount of time spent with -cipants. The data on chronicity and 

recovery indicates that "success" ne& to be evaluated over a longer duration that could extend 
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for decades. It seerns unfair to pronounce whether COP was successfiil fiom the perspectives of 

the research participants given these limitations. 

However, there were indicators of success in the program. As reporteci in the preliminary 

report and by the participants, clients' hospitalizations, acute care and emergency room 

admissions tiad decreased. Two of the clients 1 spoke wiîh reported retuming to school or king 

more active in the community. AU three clients spoke of decreased hopelessness and isolation 

and increased contact with staff members (however, it is possible that this was only a temporary 

state for Michelle and Sarah). Both clients and staff indicated that clients expressed less 

hostility and anger about treatment, were more proactive in treatment, and had met some of the 

goals they had set out for themselves. 

Micators that the program may have been less successfiil were the number of relapses 

clients struggled with, one client's need to "step out'' of the program, and of course Michelle's 

subsequent death. However, unfortunate as these factors were, given Russell's (1992) 6ndings 

on the course of chronic eating disorders and issues of relapse it is unfair to consider these as 

treatment failures. 

One of my criticisms of the program pertains to the program's philosophy of client- 

cenîred Gare and social rehabilitation when this codicts with the program's abiIity to deliver 

services to the clients on an as-needs basis. The question that continued to reoccur wtien 1 

examined this aspect of the program was whose need is being aîtended to-the funder's or the 

client's? Who is ûuiy at the centre of the program's focus? This incongruency was consistent 

with my apriori knowledge that there is a confounding variable of Mse economics with the 

program's success- The main impetus for the development of COP was a funding conceni-the 

need for cost containment and demand for seNices h m  this unique client population. Requests 

for outsf-province treatment were becoming more fiequent and current prognuns were 
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becoming a costly series of repeatd admissions for the Ministry of Health. The program's aim 

was to reduce hospitaiizations and impacr the outcornes of the "hard to t0 who were 

absorbing so much of the limited funding of eating disorder programs. It appeared to me that 

the program was greatly comprornised by the continued pressure to reduce costs rather than to 

t d y  provide the type, sape, and length of sewices required to address the issues these cbmnic 

clients were bringing to treatment For example, the addition of short-term clients to the 

program was likely a decision to duce  the wait lists and appease the fiinder as to reduce the 

burden to program staff. The need to discharge people from the program had more to do with 

the wait list pressures than on the well-being of the clients. The anguish, pain, and fiutration 

that Michelle expressed upon hearing she was needing to detach, her dropping out of the 

interviews imrnediately after the announcement, and her subsequent death are diffcult to 

overlook. Unfortunately, significant changes that the women were making did not necessarily 

translate to the thder's ledger of credits and debits. 

A second hypothesis that was supported by the tïndings was that the role of the activation 

workers was therapeutic and seemed to make a difference to these women's lives. The 

connections and attachments that al1 three of the clients had made with their activation workers 

brought about profound personal change. What was significant was the fact that the clients had 

someone who was consistently available to meet with them in their wmmunities and to spend 

time with, It was in the daily interactions-skim milk lattes; having a bowl of soup; talking 

about a movie; studying with someune and king reassured about personal cornpetence; 

laughing and cryiag in the company of a warm, caxing, and compassionate person; king picked 

up and taken for breal$ast before an important ex9m-and the conversations tlut occurred 

during these interactions that was therapeutic. Again, these are events-comfxtabîe 

moments-that arc not easiiy quantified. 



237 
A third hypthesis was that focusing away fiom weight would be a more helpfd approach 

to treatment. My experience in the support groups iaught me that the women were "more than 

just their eating disorder." The program's purposive focus on qualiiy of life was invitational to 

clients, solicited a higher participation, and fostered trust. The program's flexiiility was crucial 

. . .  
to meeting clients at their level of ability and maiatainuig and deepening that tnist. 

What Oualities of Interactions Facilitateci Chanae? 

A second question that initiateci this research was to determine wbat may have altered the 

"revolving door of treatment" for these clients. The findings indicate that it was the program 

philosophy and mode1 that made a difference. However, 1 also find the literature on attachent 

useful for explainhg the interpersonal phenomena thaî seemed to make this occur. A distresseci 

infit  is comforted by the sight, sound, and touch of its caretaker. The infant wants its caretaker 

and wants to be sure the caretaker is always tbere. As the child grows and develops, it ventures 

fiuther away fiom the caretaker, gaining courage for increasingly more distant expeditions and 

explorations of the world. But the child can only attain dtimate independence when assured 

îbat there is a secwe home base to tetuni to when the child experiences utunantigeable threats or 

challenges. The caretaker is smn as the fuelhg station for the adventures and a safe ùarbour for 

refuge and to gain teassurance and encouragement to venture out again (Hendrix, 1992). 

Separation fiom the caretaker evokes distress. As cùildren get older they become 

increasingly secure in the kaowledge that the mother will be there when needed; they caa rely 

on this and therefore tolerate increasingly longer separations. According to some psychologists, 

this emotional knowledge provides a basic trust which then serves as the foundation for M e r  

attachmenîs and aîlows the child to become independent and a well-adj& adult (Erikson, 

1963). 
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The program staff, and particularly the activation workers provided often daily contact and 

support to women who were extremely isolated and hopeless. The program created a 

transitional holding space-the safe harbour and fiielling station-that allows the client to 

explore the world The program's consistent and longer-tm contact with clients, and the 

personal nature and relaxed locations of intedons between activation workers and clients. 

permitîed the program to recognize the incrediile complexity of these clients' Iives. Tnsha 

helping Natalie study for the exam, reviewed her college application, made sure she had a ride, 

and waifed while she completed the exarn, thus creating safety for Natalie to venture tùrther in 

the world of college and move towwd grmter independence.' 

It cnay be that the thenipeutic benefiî of consistent support is so valuable to growth and 

recovery in women with chronic eating diwrders that it should be central to treatment rather 

than an adjunct to treatment. This has impkations for the M e r  development of support 

services in the commwiity and the ability to teach and leara what supportive relationships look 

like and are manifested. As Ornish (1998) reports: 

When people state that they have others who really are for them, with whom they 
feel close to, who love them, in whom they can confide, and who want to help 
them, their risk of premature death and d i s e  from al2 causes was tbree to five 
tirnes lower than those who reporteci they didn't have this support. Social support 
is defmed as information leading the subject to believe that she is cared for and 
loved. esteemed and a member of a network of mutuai obligations (p. 28-29). 

In summary of this section on the signifiame of the findings, participants were able to 

delineate wâat constituted a thenpeutic relationship. These were the ability to foster 

atîachments via interpersonal qualities of consistency and reliability, connection, trust, self- 

awareness and humour. In addition, attunement to the needs of the clients and their present 

' Of note, Natalie ha9 amipletcd her college training, f o u i  id[-tirne employment, and is involved in a long-rem, 
intimate relationship. 
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level of readiness was imperative. Tbis required a program and statrwho were flexible and 

available, and who believed in the client as a whole human king with strengtbs and abiüîies. 

Summarv 

This chapter has provided a discussion of the significance and implication of the research 

hdings. The use of developmental models on self psychology by Kohut, Rogers, and 

Winnicott were used to describe the interactions anci experiences that research participants 

found enhanced their growth and recovery. The two initial research questions were answered: 

was COP successfiù 6om the participants perspectives and what aspects of the program seemed 

to alter the revolving door of ûeatment ttiese clients appeared to have been trapped in. The 

quaiities of a therapeutic relationsbip and recommendations for eating disorder program 

development were pnrvided in a discussion on developing responsive treatment programs. 

Finally, a contextuaiking of the data was provided by revisiting the literature review and 

juxtaposing the findings with the critiques on chronicity, iatrogenesis, the bio-medical and 

psychogenic models, as weH as looking at the trauma-based theories of eating disorders. 



Provincial Framework of Eatina Disorder Senrices 

Provincial and local grassroots organizations 

Self-help support Groups, Facilitateci Support groups, Family physicians 

(E.g., ANAD, B.C. Eating Disorders Association, 

Eating Disorden Resource Centre of B.C , B.C. Coalition to End Disordered Eating.) 

Secondarv Services 

Diagnostic Assessments, Psychwducation, Nutritional Counselling, 

Monitoring clients released fiom tertiary care 

Psychotherapy (group and individual formats), 

Public Hedth Units, Mental H d t h  Units, Private Practitioners, 

Acute Care Hospitalizatioa, Specidized In-patient treatment, 

Day treatment program, Residential faciîities 

I - St. Paul's Hospital (Adult C m 8  Beds for Province) 

I - B.C. Chüdren's Hospital (Child and Adolescent Care- 3 Beds for Province) 

- Vista Residential Faciîity (Adult) 

- Hudson House Residentid Facility (Child and Adolescent) 



Specialized Intensive Care 

Re-feeding, Acute Psychiaîric Unit, Family Medical Units 

Community Outreach Program 



The following tenns are defined as they were used in the context of this thesis: 

Activation: A process of providing opportunities to clients to participate as fully as possible in 

their retum to health and well-king through increased activity in dethhg goals and decision- 

making, through active engagement with others, and with supported experiences in the 

community . 

Amhment: To bind by affection. A process of leaming to intimately connect with others 

based on the perception of tnistworthiness and reliability in the relationship, over tirne. Bowlby 

(1973) views the ability to form bonds with others as critical to optimal personality development 

and mental heaith. 

Client-centred a~~roach: An approach to treatment which recommends services be designed so 

they are responsive and adaptable to the client's individd needs as the client defines them 

(Moxley & Freddolino, 1990). 

Chronicitv: A .  unrelenthg form of illness that continues for an extended length of the, 

possibly for rest of one's Me. 
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C o n m n q :  Authentic communication reflecting consistency or agreement between expressed 

intentions, thougbts, and philosophies and actual behaviours and actions. Another tenn, which 

refers to tus, is "genuineness" wherein the person presents as what s lhe  seems to be (Kitchener, 

1992). 

Consistency: Maintainhg the same stance, quality, principles, or course of action in a 

relationship that contributes to the textuce of the relationship. 

Emoathv: The ability to recognize, sense, and accurately perceive and communicate 

understanding and acceptance of auother's behavioural and verborl expressions of feelings with 

sufficient detachment to avoid becoming directiy involved in those feefings (Kitchener, 1992). 

in psychology, the process of entering fuily, through the imagination, into another's feelings or 

motives. 

Emuowennent: The promotion or attainment of autonomy and kedom of choice for 

individuais or groups. Non-controlling, non-possessive, non-judgmental behaviour on the part 

of the person "in powef' that creates a safe atmosphere and gives decision-making power to 

others, resulting in a perceived sense of enbanced abilities necessary to successfuiiy influence 

one's environment (Kitchener, 1992). 

Ethical decision-makinn model: A verbai and witten process whereby a course of action to be 

taken by care providers, on behaifof a client, is determinedl During the process, the client ouid 

others involved in her care identify the decision-makers and the client's persoaal iimitations, 

generate alternatives, assess feasibility, and develop ongoing planning. 
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Forced Commiüai: When a person is Iegaliy certifieci mder the Mental Health Act as 

inwmpetent around self-care decisions, andlor poses a threat of violence or h m  to herself or 

&ers. Upon certification, she cm be legally forcd to hospital for treatment against her 

consent. 

Hanu-reduction aa~roach: Adopted h m  policy work in the field of drug and alcohol 

treatment. In eating disorders, an approach to treatment which attempts to decrease the negative 

coasequences ofeating disorder behaviours by tdeiidîing the symptoms rather than insisting on 

abstinence, educathg clients, and permitting access to various treatment options. The aim is to 

reduce the need for disordered eating behaviours by identiQing their usefiilness to the client and 

establishing other mechanisnu for coping. 

Interactions: The exchanging of messages or actions on each other, transmitted physically, 

verbaily or non-verbally, that occurs among people involved in the communication process. 

(Kitchener, 1992) 

OccuDational therapv: A mode1 of rebabilitative practices which works with the client to define, 

establish and meet self-dehed goals. The emphrtsis is on assessing the client's current skiH and 

abilities level and breakhg the g d  down into manageable steps. This approach is used to 

encourage success and motivate the client to continue to strive toward the goal. 

ParadoXical a m w h :  An approach îhat places emphasis on addtessing interpersonal issues and 

less focus on addressing the client's nutritionai smtus aad d g  behaviours. The paradox is 



that in ireating the interpersonal issues, changes in the nutritional and eating behaviours are 

obsexved 

Psvchosocial Rehabilitation Model: A program mode1 where services are designed and 

deliverd in a rnanner that enhances clients' control over tbeu own lives via a cornmitment to 

client self-determination, client involvement in evaluation, and the empowennent of clients as 

advocates (Moxley & Freddolino, 1990). 

ûuaiitv of Life: The perception of areas of importance and satisfaction in one's life, as defined 

by the client, and including but not limited to sab'stàction with hdth, self-esteem, goals and 

values, finances, occupation, recreation, education, creative and leisure pursuits, fnendships, 

family, intimate relationships, sense of community, residence. 

Recovew: A process of coming back to health or normal condition, or rewuping that which 

was los& taken away, or stolen. The act of locating, repossessing, or redaiming one's position 

of mental, physical, emotional, and social heaith. 

Reliability The quality of king reliable, tnistworthy, and dependable. In a relationship, the 

perception and belief that a person can de ly  be busted and counted on to do orbe what is 

expected, wanted or needed. Also the perception of complete confidence in the tnrtht'ulness, 

honesty, good judgement, justice, etc, in the other person. 

Sumort: The attMed provision of contact witb another. The contact may be verbal or non- 

verbai and given in the form ofacluiowtedgernent, validation, empathy, encouragement, 
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information, and strength (whether this be motal support or the teaching of skills and abifities) 

to prevent another fiom falling down emotionally, mentally, physically, or spintually. 

Trust: A firm belief in the honesty, tnithfiitness, justice, or power of a person or thing; a - 
confident expectation or hop. The faith that one can depend on, or leave something with 

another without misgivings or fear of coasequences. A belief in a cornmitment made by 

another to one's cm and well-being. In addition, tmt is the obligation or responsibiliîy 

irnposed in one in whom confidence or authority is placed. 
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&ng a resesrch proiecl on what the parlmganlsol îhe Cammunily aitreach program hova lo say about 

What In th. Ronenich Rom About? 
The Ccmmwb, OulraaehPr~nm has had m e  success as m e d  by the administrauxs and 

youropinion? What was etteetive in me ~ c m m u i i i  ~utreach  ma^ you hariil rsceived in othar 

tamappcwdmlthis1858a1dinWnaquaUaûve~ IamMIint~edmmeaçunnga 
quamitying-l b e i i i  that 7ak is sefiaus'anâ t h a t m  you have Io say sba* Ihe quaiwotive Merences 
in mis prosram (La. how the pro~ram has made a dinerawa to you) rs sitremaiy imporîm and needs 10 



'6 

admissiln to the program. You are Iræ to iah>st io paitmpete or b nadraw f m  mis sîudy at any time 
' without any consequence ta your conünuing m m  care. 

First. you can decide 1 you are interesled in Wing gait in mis study. Mether yw deeide ta 
Pnrtmpate of mt. plaose cMDl8le the botîom of aiis form. seal the enwbm uovided and refurn to me - T ~ -  

as soon as poshk. YOU cari-mm fl b a COP t m  men& or to the reeepboni~s al the ~aüng Disarder 
Umic who mil fornard it Io me. ûr you may send il Y, me diraly-whchever is mofe conmidm and bels 
s e l a  b you. Jus mPke sure the enidope is seekd: in mis way y w r  COP team mambers Q n Y  know 
who is or isn't pafliupaling. and il wiil hopelully Uw micimnts to leel more fieedom 01 exprassocr. 

ûioslknowywareinî~estsd.IwiUcan(sctyar mdanswcrreny~nsyaimayhavcabut 
me, the sludy. and whpt's involved. We will also amange a place and lime Io mm. Ounng this first 

Rsview amimiRees. 
Once your 'inMtaüon' and pennissior, ta do mis worh are recsivsd. aw, Sudy proceeds as sueh: 

3. pocu-. T h e r i i n M r r i l l  us10 getto know m alhar. The 
Wbsequent iii1snneWs will conlinue our d i m s  from the îiia. and 16 krild upon the 

4. Çonfidontirlity: Merthe transcription of me interviews. dt audiotapas will 8e retumed 
to you. Anonymity will be maintained in the study Vie use of psaudonyms; you wilt not 

-2d7 



5. PublicMion: 1 his rssearch ismy thas& woik kr ih6 compbîiwi d rny Masler'sdeglee 
lt will bs pubwshed and bsoame Urs mioint cmmMy of m y W  and Simon Fraser Univsrs!iy 

R.ciproclty: 
The Essus of rsciproci(y is-d to ilis wark of'meafch bymwtabon.' I beliew lhat al1 

researclius should k gmrtg mslhing back to nie peopk wiih whom we da rdsaerch. I would 
appieaate your moughts on srne ways I carld rs0pmcaie you forwhet yw are ganmusiy gwmg b me 
with Me opprîunity to do Miwcrk 

liyou have any qwslbns rsgording paillcipslbn in th& s&dy m c o n f s c l  me (collect): 
D l l ~  Andmon (6M) W6-1006. 

You may contact my Senior Supiwkoi (ariuriher disaission about mis prqect: 
Di. Cd& Hala-Brorrn, 

F~culty of Eduemtion, Slmon Fmiw Unlvinity. 
(4 t 6) 7N-5002 (arionrion W7 8s) 

Plww indiuie U you rra I n t u œ î d  In pariietplng In thia l u e :  

Nrmo: 

Addrerr: (-) 

Phono Numbar(HomW): 

Oluy to krvo nrurg. (yasmo): 
U not ohy to kive nrur# plau8 Indlcrt, whon it Ir but  to contua you 
(motningo, rïtrnoonr, auenInai): 



St. Paul's Hospicel Letta of InfOfllCd Consent 

INFORMED CONSENT 

St. Paul's Hospital 
iIiIR Bumrd S t m t .  Vzne~uws Britirh Ghmbu V62 lY6 (601) 6BZ-2344 

Tille: 'It Vau Knew Where i Lived: AOuaMative Siudy tMh the Partapants 
of the h. Paul's EaOng Disorder Clinifs Community Outreach Program 

Investigrtor: ûiane Anderson. BA. MA (Candidate) 
Faculty of €ducahon, Simon Fraser Univenity 
(604) 438-7006 

Contact Puson: St  Paul's Eatina Disorder Clinic 
JoSieGeHer (604) 631-2344 
V ~ k i  Smye (6W) 631-5582 
Oi i t  Goidner (604) 63 1-5347 

Simcn Fraser UniverW. Facultv ot Education 
Calia Haig-hwn (416) 736- 5002 Faculty Supe~sor 
Roün ûarrow (MJs! 291-3203 Dean of Education 

You have ôeen asked ta parliapale in a research sludy. 1 am interested in iinding OUI what you. 
the pariiipants in me St.Paulps Eating Disurder Clinic's Cornmunity Outreach Program (COP). have IO say 
about your -ences 01 this program in a mailed and diaiogic way. Pancipanon in th6 study is entirely 
vdunîary AlVIough ihisresearch projeci hasbeen approveU by StPaul's Ethics Review Cornmittee. 11 ts 
an indepedmtproject tram St.PaMç Hospilal. the Eating Disorcier Clinc. and the Cornmunity Ou i rea 
Program. Your a e  ftee to refuse b paRicipateor IO wlhdiaw ai any time without any consequence IO your 
continuing rnedicd cara 

The Ccmmunity Ouveach Program has been deemsi successful at some levei by me prcqrams 
administraton and SM. larn inlemSecl in what the periicipants d me program have to Say and will use 
auditaped conversaMnal interviews in an atlmpt Io do sa The purpose of Ihe study is ta record and 
interpret the psrspadi d the Community Ouaeach Program participants in a way that is respecnul and 

Procrdurrs: 
If you deade to take pari in mis Sudy. you WIN be &eâ to detemine the ment to which yw wish 

to parMipaie. and you may limit ywr participatbn. ormay withdraw from the sludy at any time. You wirl be 
asked to sign two informed ansent formsand will be given a subiect feedbaa< form witiich yw may decide 
Io II out during or upon cornplelion of the sludy. 

You will be askd to perüapate in 3-6 inteniiews. apprommateiy 3&6O minutes in brgh @ch (at 
your diielim). These inmHews wüi beopenaided and conversational in format; 1 will ask you one 
question. 'Mat was pur expmenceof the Community ûuîreach Program?' The interview will mnnnue 
naturally from t m  niese inlerviaws wiii be audiolaped (Wh yourperrniçsion). 1 anucipate mat the 
inteMews will occur outside of th clinical Mng. but we wll meet wherever you are most cornfortade. 

The lnSl interview will nedp us to get n know each other. ïhe remainmg interviews will be !c 
continue Our discussions from me lirst, and Io ôuitd upan the themes that have emerged 1 mil r&n 
transcfipts of previous interview and any initid analyses to you wifh each subsequenl meeting. i wili ask 
you to decide which ppmn of lhe interviews pudo nat want used in the r e ~ g r ~  1 WU check with ym tha: 
what ILe recordedis accurate, and to veriîy that my analyses accuratdy reflect your perspective. At we 
final meeting. l will ask your pemiisçion lo use specificquotes in the construction of the fifiai repgrl f h e  
interviews wil aca i r  over 12 weeks b m  Dacember 1996 to March 1997. 

Page4017 



protm wpur m t n y  WM &mmg th lrmpS nd me iimi quotes 
I will be doinp aoontaxtual rsrsaarch on the Canmunitv me& pcoaoni's ck3wMmam. O u m  

Rklrr mnd üamfitr: 
T h m  are ni known nsks or side Jde(s tO pPitieipaling in lins ady. You may fd uwxwnfoftabie 

r6qmnding (o qwstiins Pboul your expemces. howaver, yw are mt o#igsd to answer any questions 
yw do not wish to. My p ievhs  u~aga ai üwsa interuWin9 mniqws mth women mVi diirdered 
eating indiited thal talking lo an intlnested iesearchw was a positive agefience. 

1 hrvr rœd th. aôaw Inîommtion and 1 h r v l  iud i n  ~ r t u n l l y  to ulr 
qWtlOna te h8ip nw unkntind *bit my prillclpi(bn WOU# lnvolva 1 lmly conam 
to prrlklpatr In th. dudy and Iclrnowlidgl reo@t d r copy d th. conamnt btm 
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Simon Ftaser Universitv Letter of lnfomied Coascnt 

SIMON FRlS ER UNIUERSITY 
INFORME0 CONS E Nt 8Y SUWECTS TO PARTICIPRTE 

IN R RESERRCH PRWECT OR EHPEAIMENT 

document. 

I u&rsllvid aie procsdures lo kt ussd in aiiseqmfimant and the psnonal ris& (a8 rpaclfiîed an 
th. "Infommd Conmm Fwmn for SI.Paul'8 HorpLI and the 'InvlUtkn to t J o  Part in 8 
R l lwi th  Projm" Notko to Puticlpanta) to metaking part 

t oko unômfawl Viat I may tegister any cornplaint I mght have about aie experiment rrim me chid 
resesreher named aWve or with 01. M n  lkrrow . ûean of €ducahon. Simon Flsser Universiy. 

l wiii oWain a copy of the ramiîs of this sludy, upon ils cornplsaon. from the principal invssliialcr. 
DUNE ANDEFWON , snd 1 mayobtain eddiüonal copias bycmwmg hem: P.O. Box 1564. 

Ybliilr 8.C.. VON 180 ((011 û3â - .  1006 

#nd th. ~rinieb.1 invoaleilfp- 

M E  (pli.w mm: 
ADDRESS: 

SIGMWRE: WITNESS: 

MT€: ûNCESIûNED.ACOPY OF T H S ~ E N T F O A M  
ANDA SUBiECTFEfDBAO( FORMSHOUU) BE 
PAOVIDEDTO YOU 



SIMON FRASER UNtVERSlTY 
UNIVERSITY RESEARCH ETHlCS REVlEW COMMITTEE 

SUB-IECT FEEDBACK FORM 

Completion of tliis fonn is OPTIONAL, and is not a quirement of panicipation in 
the project. Howewr, if you bave serveci as a subject in a project and would rare to 
comment on the procedures iavotved, you may compkie the foiiowing fonn and send 
it to the Chair, Univenit' Research Ethic's Rwiew Cornmittee. AU Monnation 
ireceived will be ireated in a soictly coofidential manner. 

Name of Principal Investigator: D i e  Andenon 

Title of Project: 
ew Where 1 IJ 'ved: A Qua1 itative Studv wirh the Pam- s . . 

dSt .  Paul'- Disorder h i c  s Co c -  . '  Ouveach Program" 

DeptJ Schwl/ Faculty: Faculrv of Educadon 

Did you sign and lntormed Consent Form before participaring in Lhis project? 

Were there significant deviations from the originally stated procedures? 

1 wish to comment in my involvement in the above project which rook place: 

(Date) (Place) (Time) 

C 0 1 ornoletion of  this section is ODU 

YOLK name: 
Address: 
Telephone: (w) (b) 

This form sbould be sent to the chair, University Ethics Reveiw Cornmittee, 
c/O ViceResident, Research, S i o n  Fraser University. Burnaby. B.C. VSA 1% 



Any restrictions: 

Signature of Paracipant: 

Date: 



"if You Knaw mHn I Llind: A Qwlhtivw !3tudy wlh lîw Paniciprms 
of th. St.Piul'8 Eliilng Olrordr  CIInlc'a Communily Oulruch Progrim" 

1. \ M i a t i s y o u t ~ o f i h a M m u n i t y û n r s i c h p r o g r a m ?  
2. Do you m i i  lhe program had, or is hamg. a poaillve oulcome in you swuggk with amrexh? 

S. What aruld be dona diHumüy lo maks pmgrun more eiiective? 
6. Hlhatdid~nr Ykamoslsbcultheprwipm? 

9. ~ t m t  do-pu thjnk you m n i ~  w to Y go of your anorexia? 
10. iî pu could bnopins mrt wu eould be taken care of in giacllyîhe way you wanteâ. what 
would that bs rie? - 
I l .  WsrsthareWb&pyw saworhbard happening with stait, administrators or activaüun woilcais 
thal you d#nt llke or thut p u  wwidared about? 
12 M e  üwe mings yw saw of Mard hoppsnii w h  othar pattiiipants in me prognm rriat you 
didn't likeorthal yw rboul? 



Community 
Outreach 
Program 
Participants 

January Sth, 1997 

I am 8tIII lodtlng for Community Outreach Program participants to 
bke part in a qwll tath ~ r e h  ludy to talk about what ir or isn't 
worklng for you ln the piognm. A rem8rch package wu 8ent out to you 
through your COP tmm in Novemtisr, howvw I haven't hard back Irom 
everyone yet. Pkam contact ins ln Whistler (colkct) 9311-1006 or ln 
Vancouvat (Tue8day/ Wednedry 9rmSprn) at 665-W1.if you: 

did not rocah6 the package 
* would lika anottier package 

would llka m m  informrtion botors dociding to parüclpato 
* are interested in pa~lprtlng 

Your prrticlpstion ii wddantirl and involves rimply talking about 
your e x ~ i )  In the program, îhrough a series of c o n v ~ n a l  
intewkm. Tha COP activation worker8, admlnlrtntorr, and staff am 
not a m n  ot who k or IrnY plrtkiprtkrg unku ygg ch0080 to inform 
them. 

l appfacîate any fadbrck you could provide and i thank you for 
your tim. 

Diane Anderson, 
Remarcher, YOU ~ n m  whrn I LI-: 
A Qudltativa Study wlth the PlrtlcIpinb 
of St.Plulr8 Eatlng Mlordw Cllnlc'r 
Community Outnach Program" 
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