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 PREFACE

' The eating disorders of bulimia and-anorexia have becorne the plague of the
. 80s. Descriptions have mundated everything from T.V.' specials to Redbook to a
-recent. issue of Ms. Yet we members of the helping professions have. been caught
wnth our proverbial ponts around our ankles—our literature has beeh lagging behind

" the populor media and presenting us mostly with statistics and conflicts.

. This is- not to deny the validity of statistics or the reollty of conflict. The
evidence from both suggests our struggle to define the problems and to deal with
them, As a clinical psychologist working with the eoting disordered, | often feel that
ly too, am a victim of this plague. People come to me with problems, questions, and
yearnings and | feel like 'some long-forgotten explorer charting the MISSISSIppI-—
charting the flow, noting landmarks, and constantly wondering where it ends,

My purpose in this monograph is to provide fellow voyagers my chorts, '
" landmarks, wonder: ond, perhaps,,a little despoir. | have been working with bulimics
and anorexics for four, years and have treated well over 100 clients. In the beginning
| worked virtually alone, but | do not suggest this route to dnyone. Fortunately,
today it is no longer necessary. , '

Fomnne at the Feast is literally a guidebook, a resource for therdplsts and
counselors working with the eoting disordered. It is designed to acquaint you with
the basic medical and psychological information pertinent to the areq, and to provide
a framework within which to undertnke mdividuol, group, and family counseling, It
will chart rapids, waterfalls, cul-de-sacs and, hopefully, lands-end for you as you
course through your own wilderness river. . S

Nothing in this area can be definitive, Treatment approaches are Just too
___complex to/ge/ate a cookbook program. | only ask that as you chort your own
_journey you share your mformotion. Tdke what you will from this gulde, and good
journeying! )

This work would never have been comp leted without the support and ossnstonce
of Dr. Larry Bright, Dean of the College of Hurman Servnce Professions at the .
Unwersity of Minnesota. The monumental task of decnphernng my penmanship into
legible type was done by Lois Paavola and Marion Fritch, )
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| want. to ackndwledge the loving assistancé of Martha Doane, 'Mury Ellen
 Owens, aﬁ& Peg Martinez. Wprds are not‘enough to thank my co-th_erqp_ists,' Peg
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themselves. Finally, | want to wish. godspeed to Cathy. Bulumia is a fatal disease,
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FAMINE AT THE FEAST: = : \
A THERAPIST'S GUIDE TO WORKING WITH THE EATING DISORDERED

» s

~

This . monograph fOCUSeS on the eating disorders of buhmna and
anorexia, The author presents an.overview ‘of both ‘disorders and
‘outlines the physiological ramifications, the medical consequences, and
the psychological profiles.of this client population, . The author also
‘addresses .the family dynamics associated with the disorders and pro-
vides family, individual, and group.therapy techniques. The monograph
concludes with a brief look at possible future trends.

Era Chapter | _
* WHAT THI{RAPISTS ARE UP AGAINST

As | mentioned in the preface, | got caught short b; the .eating disordsrs of
bulimia and anorexia. My clinical training had focused on anorexia as an oddity and
bulimia -was not even discussed. Unfortunately, my experlence was typical. Perhaps |

~ we could collect a number of reusons why we were so underprepared, but they are
less important than the fact that our madequate preparatior; has lett us ﬁtrugglnng.
What. is ft exactly that we are trying to grasp? Bulimia and anorexia are addictions
.and, like all addictions, they integrate historical, cultural, physiological, genetic, and
sacial patterns. Thege are no simple: solutions or explanatlons, we cannot even agree
on definitions. Yet&we face "simple": clnents-—slmple in the sens\eof "ordinary"
~ human beings who séek out their identities and struggle as we all do, who feel,
--search grieve, and hope. They are addicted.human benngs, but they are not freaks, K |
odditnes, or weirdos. 3 '

My anorexic clients pursue thinness and, as a consequence, they are visible. My
bulimic clients tey to feed their central-emptiness wnth food, but _they can hide their

- disorder. They hide because of shame and fear, because they hate their dependency
on food, but they fear more what life would be like without it, s .

Although | am not suffering from either bulimia or anorexia, | know what it is
to pursue a goal with grim determlnatnon. | khow the. pain of making the goal more N
important than the process of achnevnng ite | know. what it is to fear ’B’ecoming fat,
what that would mean to my womanhood in America of the 1980s. | know about

-

-

-1y




: bmgmg. | remember when | dealt with mx obeslty, how | couldn't belneve that |
' would ever be free from the, domination of food. | know about usmg food to fill
~myself up so “that | would be numb to pain or loneliness. | am a great.deal like my
clients, If you are honest with yourself, you may find that you, too, are more Slmllal'
than d:fferent. _

-Perhaps you pursued the gools of a career or an ambition with the narrow vision
that gundes an anorex:c. Perhaps you learned to ease your pain or your-fear of mode-
quacy with food, olcohol, drugs, ‘sex, work, sports or whatever.. Mony of us shied

. away fronf'working with 1hé eating disordered because the very thought disgusted us. °
‘Cauwels (1983) quotes a psychiatrist about an experience with an anorexic
clients . ﬁ ’
One of our earliest _patients gave the nurses the tmpressnon that she
was hoarding food, but we never quite caught her at it. ‘One day a most
violent stench begon to emanate from her room, so the head of the
service ordered the nurses to strip the room and search it completely.
We found twelve containets of rotting butter, all sorts of rotting
vegetables and other foods hidden around the room. It was nauseating

~ for both the doctors and the nurses. We're only human--we felt dis-
gusted by the whole thing: (pp. 31-32) )

Thls psychlafr.st is lruthful. Mony of us do find the eating disorders dlsgusnng,

-but what we find so repellent may well be. how much of ourselves we see in these
cl:ents. We cdver up our obsessions and compulsions. “We dnsgutse them to fit.

' sometal norms. And yet, | know how often | hoard what | love, keepmg it hidden
away. | know how | struggle with my addictions of smoking, of work, cf perfechon. '
‘Am | so different? No, The disgust | need to overcomie arises not out of my clients

_ but out of myself, Daily, my clients teach me about the hazards of Judgmg, for |f |

. Judge them, | judge myself. \

A Brief Hlstorlcul Perspeetive ) .
Anorezua nervoso was described- by Morton in l694. Morton's pohent was a 20-
'yeor-old Engltsh woman who had been restricting her food intake and suffering for -
* two years from dmenorrheo, weight loss, digestive dtsorders, and fainting. Morton
attempted to treat her ‘with salts, waters, and tmctures, but she continued to lose
welght cnd dled ofter three months of treatment. Morton diagnosed the yeyng

-~
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woman as suffering .from. "nervous consumption stemming frgm "sadness and anxious
care" (p. 4).. ‘ - ‘ ,

In an excellent article, Casper (1 983) outlines a succinct historical view of both
eating d_isordérs. She quotes Gull (1873), who grapples to understand anorexia:

! have endeavored to obtain from the patients some more Frecise

*- information concerning the sensations they had experienced, and which

had induced them to avoid food. None of ‘thern have been able -to

_furnish me with anything more exact than what | have reported. The

typical formula employed during the course of the disease was repro-

duciﬁc.i-z'l c9<;uld not; it was\tm %trong for me, and, moreover, | was very
well.” p.. '

»

La_séque (1873) struggles with the same enigma:’

What dominates in the mental condition of the hysterical patient is

,above all, the state of quietude—!| might almost say a condition- of

contentment truly pathological. Not only -does she not sigh for

recovery, but she is not ill-pleased with her condition, notwithstanding
~ all the unpleasantness it is attended with. (p. 10) - T

Casper (1983) boints out that it was not'_,until’ the |940s that clinicians accepted
anorexia as‘ﬂg manifestation of an overwhelming desire for thinness and began to
search for its psycho[ogiz:gl and phys_iologicq'l underpinnings. Bulimic behavior, which -
was often mentioned in the early anorexic literature, was also not studied as a
syndrome until the 1'940s, Clinician;,régctéd_to tHe disorder with éonsternaﬁon and
- pdzzlement: '

When we first leatned- of bulimia, we found it hard to believe for a
couple of reasons. So little had been written about bulimia that when ,
- we first began to hear of bulimic episodes, we couldn't really reconcile » -
them with the rest of what we knew about anorexia nervosa: Here
these girls were -starving themselves to emaciation, yet they also
described binging, and it just didn't seem cghsistent, ‘Nhen we began to
‘believe” that it "happened because’ we heard about it from so many
anorectic patients, we then found the nature of the gorging hard to
believe. So much food is eaten--and in a virtual dissociated state in
‘which the woman is almost oblivious to the environment and totally
incapable of terminating the binge at a reasonable point. : '

" Yet when we first started to work with bulimic patients, we were
probably more confident than we shoyld have been. It was easier for

~ us, in d sense,, to relate to this behavior than to anorexia nervosa, Most
of us don't sfarve ourselves, but we do often snack excessively-in front -
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of the TV set, at a party, ina restouront-so we felt blngnng to be more

‘comprehensible. fhan starving. We thought that allrwe'd have to do

would be to identify what triggers the binges and then explore why the
" victims have so much trouble ending them. That's a major problem-—to
* -gpproach bulimia too confidently without recognizing how pernicious
. thé symptoms are and kow out of control the patient is. (Couwels,

1983, pp. 32 33)

R . ’ -
4 . |
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 AFew Words About Epiderniology and Etiology L T .

Whatever the historical roots of the dlsorders, they are very much with us |
today. Holml, Falk .and Swartz (1981) report a 13% incidence rate for bulimia in.-
college populations. Pyle, Mltchell, Eckert, Holvorsen, Neumon and Goff (l983)~‘

- report that 50% of college students bnnge occosnonolly, 60%. of femole students

binge. ’ Overoll, they prednct that 8% of the college population are llkely to be
bulimic. = - . _ ‘

‘| believe-these statistics underestimate the problem because the data come

from self-reports. BUIlmlCS suffer from shame about their problem and are unllkely

to-confess it even anonymously. Accordlng to Dr. Crolg Johnson (quoted. by Cauwels,
1983),"A lot more women have bullmlo than we thnnk. Not a lot more than we know,
* . alot more thon we think* (p. 58)." - o '

“

The. incndence of onorexlo is not- as high and the rate is lower. lt affects .

opproxlmately one out of every 200 young women between the ages of 12-18 yeors
-.(Vlgersky, 1977). . - ' ' _
" The . mu,ornty of sufferers of ‘both ‘disorders. are femole. Only 5-10% of

anorexics are male and: Holmn et ol. (l98l) find thot l3% of bUllmICS ore mole..

Although the mole sufferers are recenvnng a greot deal of attention, they do not seem
. to be so different ffom their femole counterports (Rouon, Schmit & Duche, 1982); -

Buinmio usuolly developg -in lote ddolescence or eorly odulthood. It is not

uncon;mon for sufferers to seek help yeors after its onset, sometlmes as mony as |5

years later. Anorexno, on the other hand, seems to exhibit a bnmodol populotion-one :

" group in early odolescence oround the onset of.puberty, ond the other in lote odoles-
“cence ard on into- the twentles (Vigersky, l977). ’ : .

2 .

non. This classless phenomenon is. portlculorly prominent among college students.'
The dlso;ders seem to occur prnmorlly among whites, but my . prellmlnory investiga-.

-
woo-

"Both dlsorders, and especnolly bUllmlO, occur ocross closses, olthough Bruch:
(1973, 1978) and others orlginolly thought that onorexno was a middle closs phenome- ;



tion of the Nativ _American population in northern Minnesota suggests an 8% inci-
dence rate for Tot-risk‘ women.. The disorders also extend beyond national
boundaries. The ational Association of'Anorexia Nervosa and Assocnoted Disorders
reports occurrencfs in Japan, Western Europe, Indonesia, Malaysia, and Central and
South America (Cauwels, 1983), In short, the problems are global in both ‘incidence
. and severlty. r

2
s

A thorough nscussnon of etlology is beyond the scope of this wor\k but suffice

it to say that we are products of our current high-stress culture. The compllcohons
" of our times lead 10 d variety of problems, especially to eating disorders, and | do not

believe it is a coincidence that these disorders have recently become more wide-

spread. Readers oTe referred to Boskind-Lodahl (1976) for a detailed presentation of
thns issue. -

As noted earlier the majority of the eating disordered are. female, and in our
age it is particularily difficult to be a fernale. Women are experiencing a greater
array of life choices—while careers are the expectonon, the traditional roles of yvnfe
and mother are still-very much with us. We are in the age of superwomen, of women
who cook, clean, and bnng home the bacon. Our’ young women must face the new‘
demanding world without beneflt of role models or an "old-girls network." It is no
-wonder so many seek solace in anorexia or’ bulimia. Anorexia provides a way to seek
control of self ina world where control is hard won, ond bulimics resort to the solace
of food and the control of purging.

Men and women alike are victims of todoy's emphasis upon seekmg the
"perfect” body. We live in a culture where food is plentiful, where food abuse is
common,’ "Can you think . of any holiday which doesn't center around' food? = At
Christmas, we celebrate by gorging for a month stroight. 'On Valentine's Doy, young
- men bestow on their Iovely ladies 50,000 chocolate covered colornes. When we -
celebrote blrths or grieve /:Iedths, we do so with food. And yet, the greotest sin in
" our culture is to Ge fat. We can indulge, but we had better not gain. This i is a setup
“which for some: results in o no-win: situation, ond the primary losers are women, An
older generoﬁon, raised durnng the depression, would never thmk of throwmg up good
B} food-moybe bmglng occosnonolly or hoarding ogoinst hard times, but never choosmg

© - to. storve or gorge and then purge. ,
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My generation understands this much better. We live with Madison Avenue
telling Eus how to look, feel, dress, and be. Our movieAid.ols are svelte, skinny
women%.' The Betty Grables, Dorothy LaMours, and Marilyn Monroes are nbj longer
with us Instead, we have Jgine Fonda, an openly professed recovering bulimic, and
the detceased Karen Carpenter. The world becomes increq;ingly' ‘dangerous,
'especiq'lly for people who seek .validation outside themselves, and ‘that is precisely
‘what ﬂpe eating disordered do. They are victims of the culture because they seek
‘affir’n_\c"lﬁon frc"\:m it. Your job and mine is to turn their- focus inward, to help them *
take back theiil' lives from w!homevér they have given them to--Madison Avenue, TV,
their peers, théir lovers, their families. We rieed to teach our clients and ourselves -
to live in toda'{, to resist the temptation to look for culprits we can blame, and to
acknow ledge the reéponsibility as our own. ' !

* ) . - . v (]
———A-Note About Terms - _ -
b . .
“ Anorexia \nervosa is the commonly accepted term. You will see both anorectic
and anorexic i‘n describing the population.. "Anorectic" is primarily British in
origine | use "anorexic" as | find it easier to spell and to say, but for no other
réasons; both terms are equally acceptable. C o
1 Bulimia is referred to as bulimia, bulimia nervosa, and bulimarexia. Bulimia is -
ﬂje most commonly accepted term. Bulimarexia has been made popular_ by the team
of Boskind-Whi‘lte and White (1983). This term possesses a specific bias. These
-° researchers objéct to the notion that bulimia is a psychiatric illness. Cauwels (1983)
quotes Boskind-White on this issue:
A - | \ B
| don't e\‘/‘en want to call it bulimarexia.: We believe bulimarexia is a
~ habit.’ l‘l.ike cigarette smoking and alcohol abuse, it may be a very
serious habit, but it is still a habit. It has been learned, and it can be
unlearned. Many of these women learn to gorge and purge by imitation .
after having heard of someone else doing it. "|Iness" implies the whole
medjcal model. These women don't have a psychopathological problem;
"they're normal, healthy women who want to be skinny, and most of
them would be terrified to think that they had a psychiatric illness.
.Even labeling the habit "bulimarexia" was the. least palatable part of
our work, because we felt women could use it as a safe edifice, a

medical illness to hide behind until they found therapists on whom to
shift their own responsibility for binging. (p. 22)-

15
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! Chapter Il
DEF INITION AND CLINICAL CHARACTERISTICS-

- STARVING, BINGING, AND PURGING ARE HAZARDOUS TO YOUR HEALTH

This chapter is desngned to clearly define the two disorders and to make special
ncte of thenr medical lmphcanons. Both disorders can kill (Halmi, Brodland, &

Regas, I975) and it is paramount that therapists working in this. area know about
possible ramnfncahons and compllcatlons. Approprlate!y for our era of holistic
approaches to medncme, eatmg dnsorders demand attenhon to the entire person--not '

to do so mlght well be lethal. ' . o

Bulimiu S . - B

The term "bullmia" Ilterally means ~ox-hunger, and _the_ingestion of _large
amounts of food s its hailmark. Pyle, Mntchell, and Eckert (1981) define a binge as a
rapid ingestion of food in a relatively short period of time where the eating is out of

control._ Typically, bulimics do not think of eatirig a sandwnch as a binge. Thelr

‘focus iis on the loaf of bread, perhaps on the contents of the\ refrigerator, or even the

confents of a superrnarkef. They see themselvés as a giant mouth gorging s woy
through a mounfoin of food and in turn becoming a walking blimp. Mitchell and Pyle
(l982) rqport that in a typical binge bulimics eat an average of 3,000-4,000 calories.
The range |is even more frightening, as it is between 1,200-15,000 calories. per epi-

_ sode! \ »

Bingn g. fakes time and Iots of it. The median binge Iasts about one hour

’ (Mnfchell, P Ie, & Eckert, 1981). When my clients seek treatment, they are typically
bmging 14, 1\imes weekly. Thus, at @ minimum, they are spending two hours a day

maintaining | their addictive behavior. That is on a .good day--days which are

characterize by stress, fatigue, premenstrual symptoms, or uncomfortable feelmgs '
: :usually resul in @ much higher incidence, ‘

 The 1t ,picol binge foods are {‘Usually densely caloric and easnly vomited.

' Mntchell et a‘l. (|98|) reports that ice c\ream is_the most popular binge food included
in 60% of fhe binges. In 30% of b’tnges, -you will find bread, doughnuts, candy and

sof‘r-drinks.‘ ther common ‘foods include cookies, popcorn, mllk, cheese, - and
|

'

‘ . ~
|
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cereal.>'If the bulimic client is parhcularly concerned about Iosmg we:ght, she may
begin to binge on salads and other "diet" foods. -

From this discussion, there are three things you need fo- remember. (1) Binging .

involves a loss of control, one which is highly similar to, that of an alcohohc.
(2) Your clients are spending apprecmble amounts of time engaging in their behavior
and may often have an impaired memory of just what they ate or did. (3) They
.defme their world on the basis of their dlsorder. Ih fect, they typically plan their
-de arodnd binge-purge times and restrlct their lives accordmgly. ,
At this point, | want to refer you to Table | which contains the Diagnostic and

Stahstncal Manual for Mental Dlsorders (DSM) (1,980) criterio for;ndennfymg bulimia.
|-

Table I .
DSM-lII Dlagnosnc Crnterla for Buhmm

A. Recurrent episodes of’ bmge-eahng (rapid consumphon of a Iarge amount of food
in'a discrete period of time, usually less than two hours).”
B. . At least three of the following: -1 _‘
%, (1) Consumption of high iy caloric, ensnly mgested food durmg a binge.
" (2) Inconspicuous eating during a binge. .
(3) Termination of such eatiny epis: '=s by abdommal pain, sleep, social inter-
rupiion, or self-induced vomiting. - .

(4) Repeated attempts to lose weight by sfvere ly restrlctwe dnets, self-mduced

(5) Frequent weight fluctuations greater \than ten pounds due to alternatmg
“binges and fasts. : "\\ _ _ .

vommng, or use of cathartics and/or d\uretlcs.

C. Awareness that the eating pattern is abnormal and fear of not bemg able to stop
~ eating voluntarily. - - . K ‘!.
D. Depressed mood and self-deprecatmg thought;) followmg eating bmges.

E. Bulimic episodes are not due to anorexia n\erv sd or any known physical disorder.
. > . . . . . \' - N .

- - | i
o \ :

Points A and B([) hove already been conslqered, and | WI" now dnscuss the
remoimng criteria. B(2): Typically the bmgmg is hone in secret. Most bulimics are



i hornbly ashamed of their loss of control and will do onythmg to hide it, Often they ,’/
have eaten normolly with fomnly or rocmmates pnor to the binge. However, as the I
) dnsorder progresses,’ they find the desire‘to binge increasingly difficult to contiol, At ji
7 this ponnt, they remove themselves enﬂrely from open sating (Russell, 1979), '
' B(3): Not olwoys does the blnge end in purging. In an attempt to stop the = |
-purging process, many go to sieep, seek company, etc. They may also engage in - |
ritualistic behaviors to try to bring their eating into contro.
B(4): The mojority do purge and the method of chonce is vomiting. In my client - |
| -population, 88%. use bnmonly vomiting. This is in line with the 90% reported by |
Mitchell, Pyle, and Miner (1982). Most bulimics start out by putting their finger |
down their throat, However, they quickly learn to ingest large amounts of fluid-
during a bmge to make the vomiting process easier, less painful, and more rapid. 1 /
oddiﬁon, mony clien‘rs abuse onoﬂves-—hO% of the clients at the University of, .
Minnesota . Clinic, for example. My clients typically. egperimen? ‘with- loxohves / -
mnﬁolly but soon stop, reporting that they feel too sick ond tired all the time. wnh
the 3% of my clients who use laxdﬂves as their primary purgative, the typicol ,
amount is 30-60 capsules faken as muny times per week as they can tolerate. Addn- /
- tionally, clients frequenﬂy experiment with diu }-eﬁcs, diet pills,and enemgg. y ;'
B(5): “Bulimia is often a hidden 3isorder in the sense that bulimics do not/
appear emocioted. of the 93 clients | have worked with, 42% are overweight, AB%
are at ideal weight, and the remaining (0% are below sugd{sted weight, with only
~. two clients of this group drastically underweight. Weight fluctuations are. common .
as the result of binge-purge/fdsﬂng routines. Fairburn (l98l) reports that purgnngl /is
_ a relatively poor weight control device. This research indicates that 100% of/ tlhe
' surveyed indeuols gained weight after o year of binging and purging, becau th
purges are not totally effective and the size of binges often increases over nme. |
Cs Mast bulimics, when they seek treatmerit, are in severe distress over their
behavior. They fedr Iosing control in public and many have done just thot, but they
do not know how' fo stop. They are in a state of panic. - .
- Ds Depression is a crucial issue In bulimia, but it presents the researcher with
* tHe chicken-egg quandary. s the depression a result of the disorder or does depres-
sion iniﬁote "11? Researchers QCasper, 1983; Eckert, Goldberg, Halmi, Cosper, &
Dovis, I982; Fairburn )& Cooper, 1982; Pope & Hudson, 19823 and Pyle et al, 1981).

/ . _dlq-




purport that bulimia is part of ¢ broad-based depression, Typ‘ically,j depression is

common among t_he families of bulimics. Regardless of the etiolog} of the depres-

sion, many individuals.will binge durlng a depressed time and the depression will
deepen after a binge. Research on the effective use: of arti-depressants with
bulimics is unclear (Pope & Hudson, 1982) and is still hlghly controversnal. | will
discuss the topic of depression more’ thoroughly in subsequent chapters.

E: Vommng does not always indicate bulimia. It may “also be a converslon-
rea‘ction or a reaction to another psychologlcal dasorder. It, is not uncommon
behavior wnthln schlzophrenla. There are also cases of vommng as part of a life-
style, for example, among actors before a performance as a highly effective tension-
- release mechanism. In.addition, many athletes regularly use vommng, fasnng,
- laxatives and dluretlcs as part of tralnlng. Although these techniques may become

hal;ntual, hey are acceplable behavior within their group and may not lndlcate/.‘-

_ psychological dysfunction. ~? . ’ L

UL, S

- There are also numerous physncal malfunctlons that may result in bnnge-

- eating, These include epilepsy, CNS Tumors, Kluver-Bucy syndromes, Klenn-Levnn
syndrome and lesions  within 'the hypothalamus. ‘Because of the physiological reasons

- for hyperphagla (increased appeme, leadlng to oy,ereallng). it is good practice to
" insist your ¢lients get a thorough medical examination,

"- Medical lmpllcaﬁms. Bulimia results in decided physiological changes and

clients’ should pe mode fully aware of them. Typical complaints. include weakness,
lethargy, abdeminal pann,_ and lrregular menses (Mitchell, Pyle, Eckert, Hatsukami, &
Lentz, in press), Other common featutes include dental caries, perimyolsis (the
eating away of toolh enamel), and. swellmg of the parotid glands (parolndomegaly)
which are found betweeh the soft ﬂssue between the ear and the lower jaw.-

_ The paroﬁa glands produce saliva and the enzyme, arny lase, The pancreas also
produces amylase.’ Amylase is the enzyme. chiefly responslble'for breaking down
starch for further dlgesllon. In both eating disorders, amylase producl‘orl\seemrto
be higher ‘than nbrmal. Researchers lheorlze lhatﬂ parotidomegaly may be\due to
increased amylase production along with irritation due to, the presence of slomach
acid. if yor clients: are experlencnng parohd swelllng,\theur cheeks swell and are
tender along .the lower cheeks near the jawllne. - TR

el
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Mitchell and Pyle (1982) hypothesize that parotidomegaly may also be
associated with delayed gastric emptying ‘which is evidenced in both disorders.
Evidently, the body ddjusts to the insults of fasting and vomiting by holding onte food
longer in the stomach. The mechanism which accounts for this is not fully under-
stood. However, the result is that the bady becomes more efficient at uptaking -
available calories. For example, a piece of bread has a total of 75 avanlable'
calories. However, 10-15% of those calories are usually lost during digestion. In’ the
case of active bulimics and anorexics, the body may incredse amylase production and'__~
delay emptying the stomach contents which results in uptakmg almost all the avail-

" able calories. THese two responses are also present in other mammals durmg times
of starvaﬂon (Slattery & Potter, 1983). .

Therapists can use the information in helping thelr clients, . First, a thorough

dental examinaﬂon is- in order. Second, clients may often complain of abdorninal

~ painafter eating. - The pain is real and may well be the result of delayed gastric

‘ emptying and gastric dilation (the swelling of the stomach due to the ingesﬂon of
food). Mitchell et al. (1982) report that stomach rupture may even occur in
bulimia. For these reasons, clients should eat small, evenly spaced meals threughout
the day and this should conﬂnue for at least six months until the body resumes
narmalcy. Parotid swelling may last: for up to fhree months after abstinence from
‘binging. and vomiting; swelling after this point may indicate resumed bulimic
behavior.

- Vomiting and laxative and diurem: uae lead to ioss of body fluids. This in turn
may result in alkalosis and dehydration (Mitchell et al., 1982). The alkalosis may be
serious.as reduced levels of potassium (rare), sodium (rare), and chloride may result

’ in cardiac arhythmaa (irregular heartbeat) Since this is the case, clients shouid
increase water intake and be sure to eat adequate amounts of potassium-rich foods:

_ 1omatoes, melons, pineapples, potataes, bananas, to name a few. '
2 ' . e
) Amrexla ‘ : : .

e ?’m{rexia nervosa lnerally means "loss of appeMe due to a nervous disorder,"
which({seems sirnple enaugh but is grossly dastarfed. Anorexia - may nat involve a "loss

of appetite" at allj.rather, the anorexic may be in canstant pain fram starvation. A

rmore appropriate definition of anorexia rnight bes an inteﬁse fear of gaining Welghf
and becoming fat that results in self-induced starvahon.




The DSM I states that the major criterion for anorexia is at least a 25% .
“«  weight loss of a body weight of 25% below. normal (see Table Il). Although anorexia
may often be detected long before this crnternon is met, such wenght loss is the norm
rather than the exception.(Halmi et ol., l975)

I3

: 0 Tablell
~.DSM-Ill Diagriostic Criteria For Anorexia

A, Ihtense fear of becorning obese, which does not diminish as weight loss
: progresses. ' f
B.. Disturbance of body lmage, e.g., claiming to "fee| fat" even when emdciated.
C. Weight loss of at [east 25% of original body weight or, if under I8 years of age,
weight loss from original body weight plus projected weight gain expected from:

. growth charts may be combined to make the 25%. : : (‘ <
" D. Refusal to maintaih body weighi over a minimal normal weight for &geNeand
. height.: :

"E. No'known physical iliness that would account for wenght Ioss.

Anorexia is a progressive disorder that starts out innocuously enough. The
'clnent goes on a diet. Typically, she is not ovefweight and intends only to lose a few
. pounds, but one pound leads to another. If a ten-pound weight loss feels good, How
much better will she feel about'a 20-pound- loss; she is dancing the limbo dnd seeing
how low she can go. It is as if the client becomnes addicted to dieting, enamored with
the power of her aelf-conirol, and gratified by her increasing thinness. Emaciation
becomes beauty. : _ o _ :
Along with the weigh1 loss, pﬂl’OnOIO increases. Friends and family who}
initially applauded the weight loss now panic, and the client interprets their concern
as’'a conspiracy. "They are trying to make me fat.” They are envious of my beauty
and my control."” The paranoia. produces even more determined dieting, and yet ihe
fecr of fat increases as she loses weight. =~

- . o




Thls pervaswe fear results in a distorted body image where the.client actually
sees herself as fat, This is anothet clear indication of anorexia:, although the
anorexic sees other bodies for what they are, she sees herself as having hlps and
: thlghs and a stomach that are gargantuan. To make matters worse, she typically
refuses to see herself as ill and often reslsts intervention,

Initially anorexics are obysessed w:th dieting, They refraln from highly caloric
foods and systematically ellmlnate others until they are comfortable eating only a
small number of "safe" foods, for example, fruit, vegetables, yogurt, and fish, ete.
Many anorexics also agus&laxatwes, divretics, and enemas, and a signlflcant number
‘begin self-induced vomniting, The vomiting may or may not be assocuated with
binging. Many clinicians and researchers suggest that these individuals represent a
different type of client and refer to them as anorexic-bulimics to distinguish them
from “food-restrictors" (Holmgen, Humble, Norring, Roos, Rosmark, & Sohlberg,
19833 Strober, Salkin, Burrough, & Moore, 1982). | will discuss the psychological
differences between the two groups more fully in Chapter IiI,

Another highly obvious behavior pattern is exerclse-abuse. Many clients push
themselves to engage in hlghly strenuous physical actwuty, even in hospital settings,

™" where they try to pace their calories away. (Yates, Leehey, & Shisslake, 1983, point

out the striking similarity in exercise patterns between "obligatory" long-dnstance.
runners and anorexlcs.) ' '

As a consequence of these numerous abuses, several body changes oceur;
Almost all anorexics: lose thelr menses (amenorrhea) (Frazier, Hall, & Silverman,
1979), and about 40% stop menstruatlng even before they lose a great deal of
'welght. ‘No one is sure why, but several. investigators believe it may indicate a
primary hormonal dysfunctlon (Fichter, Doerr, Pirke, & Lund, 1982; Richard, Rodier,
Brlnger, Bellet, & Mirouze, 1982).

" The most popular theory to date attempting to explain anorexic amenorrhea is -
the "critical body-weight hypothesis" (Falk & Halmi, 1982).  The evidence suggests
that 15% of the total body weight must be fat tissue in order to maintain a menses.
This is a biological adaptatlon possibly to avoid pregnancy during periods of star-
vation, This does not account, however, for those who become amenorrheic even
before drastic weight loss. While researchers must try to understand this puzzle,
what is.of even greater importance is that many mll not resume menstruatlon after




gaining normal weight. Here again we have no answers, only problems. Although
lack of menstruation does not always indicate lack of ovulation, and anorexics may
become pregnant, most of them do not. Your client may well be making the terrible
choice of pefmanent sterility (Ghosg,' 1982; Seidensticker & Tzagournis, 1968).

Physiological Problems. The list of pﬁysiological problems “associated with

" anorexia is large. | have listed them in Table Il to assist your diagnosis. Where
figures are available for percentages, | have included them. The material-was taken

from Silverman's Anorexia Nervosa (I977) S s
Table Il
Physnologlcal Problems of Anorexia Nervosa )
Symptoms = ’ % of Popu Iatlon
Amenorrhea S . .100%
‘Constipation ' . 40-!02% ‘
Abdominal Pai~ o 20-30% -
Cold Intolerance . - 20%
Hyperkinetiem - - 20-35%
Lethargy - . 2%
Low Blood Pressure (90/50) . - 20-85%
Low Body Core Temperature (34 2-35.9°C) "~ 15-100%
Dry Skin : " 60%
Lanugo ‘ T | 5285%

- Bradycardia (Iow resting pulse) (60 pr. minute) - 25-90%
Edema (swelling in wrists and ankles) 15-30%
Petechiae (bleeding under the surface of skin) ' 10%

_ Paroﬂdomegaly perimyolsis .. _ ?
Dental caries - o ?-

Almost all the symptomns are understandable in hght of starvation. One that
may be unfamiliar is the growth of lanugo hair on the body. Thns hair is fine, long,
almost down-hke; most often it will grow on the back- and buttocks and is probably

7 _the body's way of trying to retain warmth. Scalp hair, on the other hand, becomnes

sparse and dry, and although the anorexic is worried abo\ut its unattractive
appearance, she may be protective and even fond of lanugo if it develops. Many

stroke it lovingly--an mteresﬂng, yet odd badge of honor w)hnch | don't pretend to’

undersfand . B . 1

~
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 As mentioned earher, many anoreXIcs will expenence delayed emptylng of the
stomach contents as a means to make caloric uptake more effective. There is also a
risk of gastric dnlatnon or rupture which may be fatal, and therefore the eatmg must
be carefully momtored with small and frequent meals. Because of this, the host of
medical problems,.and the recalcitrance of the population, the safest initial place-
ment for an anorexic is usually-in the hospital. |n later chapters, | will discuss out- ’
,patient therapeutic procedures for anorexia, - However, it is my experience that
‘advanced anorexlcs do not respond well or at qall to an initial placement in outpatient
treatment, they need the - structure of an m-hospltal treétment program,
‘(lnterestmgly, bulimics respond better.to outpatient treatment but medical super-
vision should still be required ) Therap:sts who undertake treatment of an anorexic
still in the throes of starvation are as foolhardy as chemical dependency counselors
trying to work with active drunks. Starvation induces neurosis (Bruch, 1973,-1978),
and many of the psychological characteristics of anorexia due to starvation will
ameliorate with weight gain; for example, irritability, anxiety, depression, social
withdrawal, a "decreased leve| of concentration, lethardy, insomnia, and
obsessionality. Weight gain certainly will not eliminate all thesé symptoms, but yau-
will not know who you are working with until the nutritional insult is removed,
The:apists and counselors clearly should not work with anorexics who are not
~under the care of a dector. There should be absolutely no excegttons to_this rule.
Moreover, because eating disorders are diseases of the whole person, no one profes- '

sional has all the answers. We must recogmze the limits of our expertise as
therapists and expand our mteractlons with other professionals.

-
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Chapter i
PSYCHODEVELOPMENT AL PROFILE OF ANOREXIC AND BULIMIC CLIENT S°

SEEKING IDENTITY, OR YOU ARE WHAT YOU EAT

e

- As | discussed in the prefdce, dealing with thls population is akln to chartlng an
ounexplored river. Full of twists, tums, and new lnsnghts, the process is occasuonally
.overwhelmnng and sometimes conﬂlctmg. The ‘information | present in this chapter
is an attempt fo compile not only my observations but those of several others, - The:
charts do not always agree but consensus about the rwer's flow will be reached only
when the river is studied at its extremes of flood and trickle, ‘ _

In this chapter, | will not discuss ‘the two.disorders separately, as there are
more similarities than differences. - Sepnrating the two might create the illusion of
dichotomy, and although dichotomous fhlnking is a problem with both groups, lt is not

' representanve of the problem. The’ ultimate problem that both face is simply puts it

- is the resuit of seeing themselves as never good enough and not knowing how to take .
the risk of fully loving themselves. " It is as if their nvers flow through a: desert,
desert of empnness, loneliness, and despair. The eaﬁng disorder is a way of dealing
with the isolanon; it-is a dam to prevent going forward into the wasteland. You, as a
therapist, may well have to go into that desert with them or at Ieast describe anf
alternate route through which to flow. , ) /

Few clients will be ‘able to pm-ponnt the start of their disorder. In about 66%
of the cases, you will find a likely precnpnfahng stress such as a dnvorce, a death, an

) illness, a family tragedy (Eckert, ‘1982)." But it is almost impaossible to ponnt to a
particular trauma and say unequ;vocally that is the cause, This is not to /minimize
life stress but to emphasnu that the disorders are typical for the 20th century, ihey
are as complex as our times, | wm d:scuss how to deal with these traumos more fully
in subsequent « i*cp’ers. D ,v’.' /’ ‘

Remember that the eoﬁng disordered are tvmcally female.. | concur with

'Bo ind-Lodah! (1976) - who hypo:hesn*es that these are diso rders rising out. of a
mbman's place in our ‘culture, a place that is highly dependent. She quotes
T. L. Laws, author of The Second X: Sex Role and SocnaV Role, in describing the .
outcomes of this dependencv. ’ - .- o
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Social dependence, as a habit of respondmg, has a number of conse-

" quences...First, the reliance qn rewards coming from others makes the
individual very flexible and adaptable, réady to’ alter her behavior (or .

. herself) in response to words and threats.” Second, she.is limited to

" others as a source of rewards, including self-esteem, for two reasons:

P (1) the, necessity of being accommodating and responsive works against

. the.development of a sense of self which might oppose. the demands of

others, and (2) any evidence of the development -of the self as a source

of approval or of alternative dirsctions is punished by others. The

n "responsweness" and the sote rellance on social support make .the

womon extraordinarily vulnerable’ to rejecnon (medmng failure).
; _\p. 38) ;

This gets d|rectly to the heart of the problem. "Both anorexics ‘and bulimics

- suffer from terribly low self-esteem, an almost crippling need for opprovol from

others, and an dnxious desire to achieve und receive recogmﬂon which culminates in
setting unachnevably high expectations for themselves, The vast majority are highly

,perfecﬂonisﬂc and ‘overly compulsive (Eckert et al.,, 1982), They are trying to
__ achieve not only the perfect body but the perfect "“everything." They focus on
'grddes,.spor/ts/ achievements, social acceptance, to name a few, Obsessed is the only

word -adequate to describe their quest for perfection, ”_and whatever they do or
accomplish is. na? enough. Their thinking focuses on "what | should. have done" or
"whdt | am going to do."" They dance the tarantella, viciously pursuing more, faster,
betrer until they give up in defedt, die, or emoﬂonally collapse. ) -
You would think that such low se:f-esfeem would indicate a terrible sense of

mferiorny, but, surprisingly, thot is not the case. These mdnvnduols are highly
~ narcissistic ond have a tremendous need fo feel superior to others. They constantly

compare 1hemselves ‘to others and when they feel 1hey are better than someone else
in almost nnything, their egos swell, They become mternal peacocks struttmg and
pufﬂng with self-pride.’ -

A typical comment | make in group theropy isy "Who died and left you queen?"
This confronmﬁon is often shattering because in mokmg such a statement, | briak a
paramount rule, | make public: their narcissism, Not only do they have an inordinate
desire to feel superior, but the superiority must always be' secretive. They hide their
narcissism behind a facade of inferiority’and. typlcolly deprecate themselves with
such remarks as, "'m so fat, I'm so stupid, I'm so lazy." No one must ever know that

_they search -almost evéryone looking for wvulnerabilities and foibles. They are

-




_ _searchlng for ways to feel better than others, but they don't want this known because
it would destroy their "nice. little girl" cover. ' ke

' ‘These  people raise impression management to a high art. Their need for
approvol and their social dependency result in desperate attempts to please others,
. As Silverman (l977) states about anorexia and is equally true of bulimia:

Typlcally, the mother of an anorectic glrl wnll say, "Thns child was:
-always so good, a perfect kid. Of all my kids, this was the one | never
thought would give any trouble!™ Well, these weren't just good
Chlldl’en“ they. were almost’ pathologncally good, almost psychopatho-
loglcally‘complncmt. (p. 148) -

| see this compllance as a form of almost pathological lynng. As | explain tomy

cllents, there are two predominant ways of lying, enher by commnssnon or by omis- ’

snon. Lying by ]commassion is" the telling of an outright fib. Usually this is done to
avond blame or to impress ofhers with our personal unnqueness or grandnosuty. Lying
by omission is far more subtle but just as’'much a lle. 1t involves not telling “the
whole truth, edmng our comments to protect our feelings or those of others. Lylng
by - omnssuon helps the. cllent to. be whoever the other person wants her to be.
Therapists need to be aware of both types of lylng-cllents will often exaggerote
their progress and try to be what they .think the theraplst wants, Don't be sucked
in. You are as easlly impression-managed as onyone else. Beware of qunck cures and
progress that is full of, sweetness and light.

The need to please others_ not only sets the client up to lie but may also result
- in social withdrawal, . Imagine going'to a party with the desire to be liked, admired,
and approved of by everyone. How many masks will you have to wear and what
happens if the group is not homogeneous" Who do youg/use" How do you avoid
) havnng your phoniness discovered? As a consequence of the masking, most clnents
wnll retreat socially and limit soclal participation to small, highly similar groups or
fo individuals. \

Ano‘rher typlcal pattern, especially for bUlImICS, is to be more extroverted and
outgonng. They hlde their phoniness by a cover of ‘gregariousness. Usually, they
possess highly developed social skills, express themselves in an arncu late manner and
” _yet fear l/nnchy just as much as the anorexic.

2|
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This fear-of intimacy has not only resulted from fear of discover; of their
plastic facade, but may be related to fear of sexual intimacy as well. In the early -
Iitérature, there was a great de;:I of theorizing concerning the sexual nature ;.f-?he
disorders, especiaily anorexia. ’

Explanations, as proposed ) by Waller, Kaufman, and Deutsch (1940), were

, commons

We see, then, a syndrome the main symptoms of which represent an

~ elaboration and acting out in the somatic sphere of a specific type of
fantasy. The wish to be impregnated through the mouth, which results
at times in corripulsive eating and at other times in guilt and conse-
quent rejection of food, the constipation symbolizing the child in the
abdomen and the amenorrhea as direct psychological repercussion of
pregnanc'ly fantasies. (p.l4) ‘

Ten yeérs later we find Nemiah (1950) stating: -

We have so fér:;‘\_considdred the mouth, eating and the gastrointestinal
tract from the point of. view of its role in the function of nutrition.
However, not only were disturbances found in the more sexual function
of the mouth, but alimentation was associated with various unusual
fears and attitudes.” Six patients found kissing flat, distasteful,
disgusting or irritating. (p. 241) -

These explanations are a bit too psychoanalytic for my taste and yet problems
with sexual intimacy are common. Most anorexics have little or no sexual
experience and they fear sexual involvement. Bulimics tend to be more eclectic. My
clients seem to fall into three distinct categories: those who, like the ahorexics,
avoid sexual contact; those who are highly promiscuous; and those who do not seem
" to be sexually dysfunctional and yet, like mdny_ of us, do not feel totally comfortable

with their sexuality. S o ‘ ’
‘ My bosiﬁon is that fear of intimacy is more a.developmental phenomenon than
a sexual problem. How is one to be comfortdble in engaging in a highly physical,
intimate behavior when one is suffering from low self-esteem, a dislike of her body,
and an inadequate, sense of self, hence identity? These problems do not make -
comfortable bed fellows. A - L

Sexual issues need to be addressed by ‘therapists, especially’ in light of my
find'irigs of -the high incidence of incest and rape or near-rape experiences am_oné my
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d buIimic clients (Doane, I983_d). | find that 39% of my clients are victims of incest, -

2

B

which is defined as sexual behavior with g, child or adolescent by a family member,
family friend, or trusted individual sich as a neighbor. The incidence of rape among
my clients is 32%. My figures are at odds with those of Eckert (1982) who reports a

much lower incidence rate. . My belief is thdt the difference liesin the way informa-

tnon is obtained, based on my- experlence with the sharing of complete sexual
histories as part of our group therapy program. | will .discuss that more in the sec-
tions on mtervnewing and therapeutic techniques,

' My clients are d|chotomous or dualistic thinkers. They constantly categorize
themseives and their expernences as good or bad, right or wrong, and black or white,
There is no middle ground.‘ They are people who are extreme in almost everything.
They ore either on or off, up or down. This dualism sets them up to be highly judg-
mentol of thernselves and others. Interestmgly, they don't often perceive-themselves
as judgmentol of others, but rather they see others as the judges and thus see them.
se@es as persecuted victims. Regardless of their age, they exhibit the typicol
adolescent egocentric thinking patterns. They believe everyone is constantly iookmg
at them and finding fault, Roommates and family members don't understand; they

, condemn. Walking down the "Street, they perceive themselves as tke center of atten-

tion. And it is no wonder that they think that ways; it is a classic case of projection-
they accuse others of doing exactly what they themselves do. . r

Given the duolism, the projection, and the extremes, it is cieor why so many of
them are anxious. Anxlety pervodes their Iives, and the eating disorder provides: a
way to cope with anxiety. For the bulimic, food is @ mood-oltering drug. It sedotes;
it fills ups it relieves tension; it diverts .attention. For the food-restrictmg onorexlc,
food is almost an object of worshlp. Mony think constontly of food (a typncol
behavior with dnyone undergoing storvdtion) They may cook for others and mony
are avid food pushers. It is not uncommon for anorexics to fatten up anyone they
live with. ' : o

In both these cdses, we are dealing with an oddiction. The bulimic is addicted
to the binge, addicted to the time it takes, oddicted to the feeling of wild abondon.
As one of /my clients so succmctiy descrlbed it, "It is easier to feel full than it is to

- be fuifill¢7d " The bulimic is also addicted to the tension release of vomiting, to the

: sense of urposiveness ond control she gets out of vomitmg. "Yes, | binged but | took
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care of my pigging'out by vomiting. | know how to handle rny excess." Similarly, the
anorexic |s addicted to her perceived sense of power or control over food. She is also
addicted to the attention she receives and to her feeling of "specnalness." ‘

Whether restricter or binger, there is addiction and dependency. The patterns
" of food dependencies are no different from those of chemical dependency. You will

ee denial and minimizing. Food is a drug used t'é’%%h’u’t'-'6Uf"'flne"\&or"ld"ddf ‘there; it is

used to alter or stop feelings; it is used for soluce and for self-punishment.
~* Even the disorders take on a specialness. They provide a way to define them-
selves, a way to identify who they are. So many of my clients are therough ly pleased:
when labeled anorexic or bulimig:; "It is as if they finally have a sense of who they
are. They are no longer Mary Sunshine or Janey Dark; they are bulimic or anorexic.
Many will go around and literally tell everyone they meet, "See, I'm special, I'm
“ bulimic."—Being-enamored of the label can also ee a dangerous dE’;Sgndeney. It
becomes a scapegoat. It becomes an excuse. It is as if within the client's heart
~ there exists a chamber labeled anorexia or bulimia. No matter what problem or
 difficulty presents itself, the client is likely to open that chamber and blame the
problem on her disorder. "My dad doesn't understand my bulimia. That is why he
doesn't have time for me." "My roommates can't understand my anorexia." "l failed
the test because | binged last night._“ The examples go on and on. The therapist's job
is to confront this nonsense head on, and it's not an easy process--no one likes to give
’ up scapegoating. o a

Not only is food abuse addlctwe, but many clients are also chemlcally '
dependent. ‘Goff (1982) reports that one out of every six bulimics is.also chemlcally
dependent. The bulimia is usually the older dddlctlon dnd will typically worsen
during or shortly after treatment if it is not addressed dunng the process. :

The most common chemical dependency is alcoholism. It makes sense that .
“aleohol is the drug of choice (although speed and downers are also quite popular).
Alcohol use raises ambient’ blood sugdr levels after a'purge. ' This eliminates the
and anxnety, whnch are 1ypica| bulnmnc problem Ol;eds, and the haze shrouds the
person‘s feelnngs of lnsecumy and inadequacy. - Alcohol abuse also provides a good

- cover for vommng at parnes. ‘"So what that Mary | is vommng. Why shouldn't she? -

" She drank all that beer.“ What goes unnoticed |s dII the chips and up that Mary ate
as well.

~
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The _ywnger adolescent anorexic is not fypncall chemically dependent. The
mere'quesﬁoning about drug use may send her injo a tailspin, How dare you accuse
her of doing something that despicable" She is nice little girl and she Is a snob,
‘She even resists the analogy of chemical depen ency- \with anorexia. . You must be
_crazy to think she might be addicted—she isn't that kind .of person, The later onset
anorexic is much more likely to be chemncdlly ependent and fhe incidence is only

slightly less than that for bulimia. _

What does this mean for you as a therapist? It medns' that you will often be

~dealing with a double addiction. Hupefully, the eating disorder will be addressed
during chemical treatment. But unforfundtely, 1reafmenf centers may not be aware .
~ of the. problern, may choose to ignore it, or 7!107 feel that their program is ill-
equipped to handle "fond issues. As a consequence, you will likely find ywrself
working with a cliem whose eaﬁng disorder has spun out of control after treatment.
Whatever you do, don't’ try to work with a buli[nie or anorexic who is still actively

using drugs. - .
. A history of chemical dependency /ofren akes’ ynur ;ob as a- counselor easier.’ .
Your client will have a deeper understandtng f her own dddicﬂve processes if she
has gone.through. rrecnment. Use the dndlogy of “all Ws worth because the paﬂerns

will be the same. - " ] ‘

- l am a developmemdl psychologis‘r by An ining. | always begin working with a
client by askiﬁyself, "Where is the eltenf functioning develppmentdlly?" Once |.
krnow this, it becornes’ much- easier’ 10 .ask/- "Where does she need to go?" My
experience with both eating disorders is that the client is dealing wifh adolescent
issues whether she is 15 or 39, Of course, fhe hallmark issue is "Who am I"“ The

'v following discussion focuses-on this search for idenﬂfy dnd is borrowed from a work -

of mine (Doane, in press). , o

' Since Erikson (1968a, I%Bb) first postuldfed the “idenMy crisns," many - "
theorists have modified his noﬂons. One of the most intriguing expansions has been

presented by Marcia (I966, 1976), who hypothesized that young people (fypicdlly o

late adolescence or young adulthood) have more than two ways of dealing with the

;Jﬁﬁidenmy cﬂsis._Bemember_inthu? Erikson postulated-that-an- adolescer.t, when faced Tl

with a crisis, reaches either ego identity or diffusion, Marcia proposed that fhere :
- were .two_alternate outcomes based on his hotion of identity status. in this model
(See Figure 1), the establishment of identity occurs_as a function of at least two




i " Flgure |

\ : .
IDENTITY STATUS DEVELOPMENT
l,! i . , . - ) o '.‘.\
| . | : ~ Crisis / No Crisis
Corﬁmitrnent to Issues - . ldentity Achievement‘ o // - Foreclosure
. . N /,, : -
Nu Co itmem to lssues . Moratorium o - Identity Diffuse "
7 B rgm : (or identity Diffuse) -

i

; Nutez F rom "Development and Validation of Ego-identity Status" by T, Murciu, Journal of Personulit
"and Social Psycholo 1966, 3, SSI -558, Copyrigm 1966 by the American Psychologicui Association,
Fieprmted by permission.
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~ beliefs, ' N

-

dimensions: ' the existence of a crisis and the degree of commntment to key lssues.
These issues are religion, morality, politics, occupation, sex roles, ond self-concept
(Marcia, 1966). The existence;or non-existence of Q crisis, when combmed with
commitent or lack of it to the above issues, results in four outcomes or identlty
statuses.r .~ - : T ’ ' ’ / o :
Young people labeled "identity ochieving," when faced with Q CI'ISIS, grapple
with their own stand on the issues. ‘Fhey seek to discern parental influences, to

evaluate ‘what fnts for themselves, and then to rake a decision bosed on their own

l

Foreclosed mdivlduols have circumvented the crisis ossocioted with identity

significant othors‘ stands on the issues.” Outwardly, foreclosed young persons seem
ideologicolly commstted and highly motivoted, whether A/ pursuit of/ ‘careers or their

~ acquisition, ;They do so by co-opting ond totally occepfing their p/c/'.lrents or any

beliefs about ethicol or moral volues. Flowever, they . lock a true identity. lt isasif

identity ochievers and foreclosed ‘young adu!ts are highly verbal and oble to express-
their opnnions and are not reodily distingu ishable from one ‘another, '
On the other hand, those in the state of morotorium or ide/ntity diffusion are

~ adrift and unable to make de/ClleM. The morotorium individuc/lls foce crisis after

7

crusis, but instead of dealing rith thern, they put the/ crisis in obeyonce. They want
to }mow who they are, but they are unable to moke any decisions at- the point of
crisis. They are hlghly intense young people, but confused. lt is not a permanent .
state: it is simply on ovoidonce procedure, a running owoy until the time seems
right. ' /’ ,f _

. Diffuse individuols may or may not be in crisis. In either case, they do not

"That's just the woy life /is." Ther seem.fo observe themselves, somewhat disinter-

- are carried by a stream/where all decisions are/ not only o function of the current in

~ which they find themselves, but also out of their control or ken,

estedly; they osk few qufstions. Coalloquially, | /obel these indivnduols "floaters," who

—_u_musLbe—remembchd%oFMoreio—GPééHMmot—eMm s

7 typologies. As Erikson (I%So, 1968b) recognized, they ore stafes and states are not/

B Y

" they wropped themselves in the clook of onoth:-r, there/by ovoiding conflict. Both
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stable. They are seen as an ever-changlng' proae;s. ;,‘People may” move- in or out of
- .any one of these. and may evidence several aspects simultaneously. _

One may then ask, if the states are so unstable, how ccn they be useful?
Addltlonally, how might the model provide a counselor with clues to understanding
the ‘mechanisms of the bulimic or anorexic? .They do so by providing o frame of
reference. By giving counselors a place to start,- the model enables us to see the
problem as if captured in a still photograph. The danger for praclmoners, however,
‘ls to forget that the still photo is also part of a moving plcture.

- Where, then, does the food-abusing client fit? "Anywhere" is my flrst response
-and probably the most true; however, | think that typically: you will find ‘the young
food-abuser in the farec'lased Eategary. While working with this population, over and
over again | saw lntense young women, hlghly moral, highly motlvated, and propelled
by an overwhelming desire o be validated, to be approved of, to pe accepted. The -
“little perfect’ "princess" as. described by Bruch (19 is'a mosl appropos analogy.
They appear S0 deslraUs of parental appraval andéer validation ‘that they lose
lhemselves in the identities of olhers. Given that these individuals have foreclosed
e upan themselves and their quest of who they are, the counselmg process will often
enrall l’denrlry seeklng.

Male Bulimics and Anorexics ,

Up to this polnl | have said nothing - abaut males whao suffer from eating
‘disorders because it Is nor a typically male problem. Males are about 1I% of the '
anorexic populaﬁan and even ‘less are bullmlc (Cauwels, 1983). ‘Their numters have
been so. few it is dlfflcull to make generallzaﬁans, and those generalizations that
exist have been tentative and speculative.:

My expertise is limited. | have warked with rhree male arorexics and two male
bulimics. Suffice it to say that males are /hlghly similar te the females in pattern.
o HoWever, they are usually appreciably slcker.‘ Most rypirally you will see d definite,

preclpltallng traumatic event such as a dealh or divor:e. Treat them as you do your
. ermale cllems. Don't highlight their "speclalness.'! it is their belief in their unique-
nes*wmch“harmr“lhEW*skﬁ“Dﬁﬁ*lWl pr 5bl"——06ﬁ‘ﬂ§6laﬁ‘them. Tf—yT:T—
run a therapy or supporl group, they belong ir it. And don'l behd over backwards -
lrylng & make lhern feel comfortable or fit in.. Their problem does not arise aul of
/thelr penis, but out of rhelr humanness. T

: - .
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TFERAPEUTIC TE;J-NIGLES FOR INDIVIDUALS

In this chapter, | Qvill address the therapeutic work of other clinicians, How-
ever, most of both this chapter and the one on group therapy is my own work, | will
address what has workeéd for my co-theraplsts and me- and, perhaps equally
lmportant, what has not worked. The data | will share are my own and are based on

at least a six-month follow up. Where it was possnble to follow clients further, that
is also reported. - F )

. To date, I have worked with 131 clients: 29 were primarily anorexic; 14 were
anorexic-bulimic; and the remaimng 88 were bUlIﬂ'llC. My’ expertise is largely biased
toward bulimia. '

What | do w’ith my clients works and, as | become more knowledgeable in' the
area, client remissian rate increases. | refer to remission rate because | believe that
eating disarders, like any_addiction, are nof cured. |t will be an issue your clients

' may well struggle with for the rest of their lives. | concur with what Dr, Shervert
" Frazier (Frazier et al., 1979) has said abaut anorexia, and in many ways it is Just as
applicable to bulimiaa

We don*t use 1he word 'cure' in treatlng anorexia nervosa.: Once the
patient has recovered from the major symptomatology that doesn't
. mean she is well. The symptoms are only an external manifestation of
- an internal biochemical, hormonal, and Pyschological disorder. (p. 148)

- What then is the prognosis for the disorders" Fi |gures are more readily avail-
able for anorexia since the disorder has been researched longer. The Eating
Disorders Clinic af the University’ of Minnesota Hospital reports the followmg prog-
nostic data (Eckert, 1982), ‘They estimate that from 2% to 20% of anorexics will die
from the. dlsorder, usually due to starvatjon or electrolyte |mbalance, about |% of
the clients will commit suicide, (Suvicidal thoughts are common among this group,

——_although-- fewwiikaetualiy attempt-it; then- again;-their-disorder is: already a way of
" committing suncide) Approximately 50% of the clinic clients fully recover, i.e.,
regain a norma'l weight and normal eating habits, Another 25% will |mprove, but -

. -
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they still will 'have a pronounced weight problem and/or poor eating habits. The

remaining 25% will remain chronic anorexics, resistant to any intervention. It is out -

of this group thot mortallty is high.

As | mentioned edrlier, 13-50% will remain amenorrhenc. Additionally, over
half the “clients will still suffer from psychological problems such as kleptomania,
weight obsessnorl, drug abuse, and social withdrawal. The University of Minnesota
Clinic reports that 90% of their cllents are employed after treatment even when

they are severely debilitated. This may not be surprising because they are classic -

obsessive-compulsives. However, about one-half contmue to have problems in their
interpersonal relationships (Eckert, 1982).

The data reported above are corroborated by other clumcs and researchers and,
mdeed, can be considered \typlcal (Agras & Kraemer,  1982; Hsu, Crisp & Harding,

1979; Theander, 1970). * The diagnosticians are also in agreement about the most

prominent outcome indicators, Those which indicate a good proonos:s are as
follows: (1) the younger the client is when the dlsorder begins; (2) the less welght she

has lost; (3) the shorter time she has had the |llness, and (4) the less use of purging,

It is clear that early diagnosis is crucial, and perhaps the recent media coverage has
opened the eyes of parents, physicians, and educators. . ‘

The data about the prognosis of bulimia are. more scarce and yet not as
alarmung. Pyle (personal communication, 1983) reports that 80% of the clients are

binge-free after going through a ‘well-designed and intensive outpanent treatment -
program. Unfortunately, most of us do not find ourselves close to a major treatment -

center such as the Universny of anesota (Mlnneapolls) or Muchael Reese Hospitals
(Chicago). However, our limited program in Duluth is almost as successful In the
- program | run, which is a combmanon of individual and group therapy and adjunctive
. support, groups, 74% of our clients are still binge-purge fiee at a’ ‘three-month follow
up. The percentages drop to 69% and 63% after six months and one year,
. respecnvely. For those clients who enter famlly therapy, the percentages are even
* higher:. 89% at three months; 82% at six months; and 79% at one year::’ -‘Family,
therapy has a decided impact. -However, since many of my chents are college stu-
dents living . a far distance from home,. family therapy is not even an option,

| must warn -you about the' above data. These figures qre based solely on self-
-reborts. Where possible, | interv_iew'tlie former clients, but llme ,majority of reporting

L
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is done by mail. There'is a distinct pf:ssibility that clients are lying by omission.
Fortunately, Duluth is a small city and secrets are hard. kept here,
On then to a-discussion of therapy. Where do you begm" At the begmnmg, of

‘ course, and your two most important tools are your mmal contact and your initial
interview, . : - - .o

Initial Contact
. | speok to most of my clients flrst over the phone. The ecmng‘ disordered
- experience a great deal of shame about their problem, and most will want the
- security of a phone for their first reaching out for help. Whether you see or talk to
) thern first, don't scare them. They are easily spooked. Keep the contact brief and
‘ lnght. If they are experiencing pamc, calm them and canfirm that you hear them.

' typicaliy say to a bulimic mdnvidual, "l don't care if you continue to binge
.and vomit until | see you. I'm not going to ask you to stop now. So go akiead and do
it if you need to." In many cases, | find that giving the ciieanermissnon often
results in their stopping-that we are dealing with dan adolescerit, regardless of
' chronoiogicai age. Use thm information for all it's-worth. | also want my clients to
" assume chargp of their own _he_aling,_ and | must beware of exerting too much power
or control. If | am dealing with an i‘r:dividual struggling to define herself, what is the
“value in my felling her what t&dc’ There is @ more appropnaie time for guidance
once trust and rapport exist. '

Initial Interview . | _
' Handlirig the initial session requires far more structure, eébeciall9 for the
therapist. You must find. out. who and what you are dealing with, and proceed
accordingly. | assume most people reading this are’ well-versed in the dynam»cs of
interviewing, What | offer now is a guide to the information you wnll need.
My first piece of advice is not to focus immediately n the eating disorder.
Start out with the basics: name, address, age, etc.. Get fhe'person comfortable with
answéring questions. -Then focus on her social history: - Where is she lnvmg, with
whom; is she datmg, where is she ‘workings what are her favonte activities, perhaps
' even social goals. But beware of this last item~she may be ina state of turmoil, and
asking about gools may exacerbate thdt and lead to qelf-deprecat,non. ' \
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- Next, do a thorough inventory of heér eating patterns and His.tdry"._ Table IV

provides a listing of pertinent questions.

l
2.
3.
.
5.

6.

_j

Table V.
" Eating History and Patterns

What are your present weight and heigﬁ‘j?
What has been your lowest adult weight?
What has been your highest adult Weight?

-~

When did each occur? What was going on in your life at the time?

‘What is your "dnehng" hisfory” Have you ever gone toa specnal program: like

Weight Wafchers, TOPS, or a commercial weight oss chmc” What was the

outcome of such a progrnm” ‘ e
When you 'diet," what do you do? What happens to. you emotaonah; and

__.,‘ s ihysically when you diet?

A

§8.

‘When you are not dieting, what is your eating pattern like? .
" Can you remember the time when your eating disorder began”
a. |f so, whatowas going on in your. life?

b. For example, how were you feeling about your body”

c. What was your work (school) life like?

~d.  What was going on in your family?

e. What was your social life like?

‘What is your eating like now?

a. How many meals do you eat a day” When do you eat them?
b. How much do you eaf at one time?
c. Are you a fast or,lslow eater?

‘d. Where do you eat|and with whom?
e. Who does your cooking?

f." Do you binge? (E')e'fineAbinge for the client.)

g. If so, how often dnd what do you usually eat? .

h. :Have you noticed a pattern fo your binging; i.e. are there times, places,
"or situations where y'ou'are more lik'ely to binge? '



/.
'_/

i« What kind of feelmgs do- you eapﬂrlence before, durmg, and after a.
binge? ) .
jo Have you notlced certain thmgs which tngger a deslre to binge for you?
k. Do you nver fast or go on a really low calerie diet?
o How offe'\ do you do this?” What is it like for you? How long does a fast
or d;et last for you? '
o .om, Whg4 usualiy gets you to start such a program?
10. Do vou/ make yourself vomnt”
Q. (f so, how do xovdo it?
b._/ Do you vomit after a binge?
/c’f Do yGu aver induce vommng when you haven't binged? lf so, when?
’ d Does anyone know you vomit? 4
/" e if so what has been the reaction? .

// " f. How often do you vomit?
= g. How much time do you spend eatmg and vomiting per day?: o
‘// : h. Do you e;perience any physical problems from your vommng, such as
sore throat\ swollen. glands, bad breath, hoarseness, bleedmg, sore
'mwth"‘

AY

i. Do you ever eVper.ence having vomitus in your mouth while you are
' '-mmg, f.e. starting to vomit when you hadn't planned to?
i{. Do you ever chew your food and then spnt it out without swallowing it? (See
following text for explanation.) - - .
12, Are you constipated a lot? |
a. Do you use laxatives?
bs  If so, what kmd, how many, ‘and how often”
c. What happens to you physically whén you use laxatives?
d. Have you ever experienced explosive dmrrhea or having diarrhea in _
publie? L e
~“13. What, if any, prescription drugs are you taking?
a. Dayou ever use diet pills?
b. Do you ever use diuretics (water pills)?
‘e. Have you ever used amphétamines?
4. How much and what kinds of exercise do you do dajly?

>
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a. Do you ever exercise after you have eaten?

. b. Are there times when you just have to exercise because you are full of

15,

16,

17,

energy'? (Here you are Iookmg for hyperactivity.)
How do you feel about your body right now?
a. What weight would you like to be at?
b. How strongly do you want to be__qf that weight?

. ¢, Have you been at that weight in the past? If so, how did you feel about

yourself then? ,
d. - How often do you wengh yourself"
How old were you when your period started?
a. _Are you taking birth control pills?’ '
b. Are you regular now? If not, tell me how you see the pattern of your
" period changing within the last year or so?
How much do you think about food and when you are going to eat next?
a. How often do you talk about food and eating with other people? ~
b. Mow much do you think about your weight? Do you talk about your
B weight- with others? If so, with whom do you 1alk?
c. Areyw ever envious of the figures of other. pe_ople? Who?

L d s there dnybody in your family with a weight problem? If so, do you

worry about having the same problem? .
e.” Do you ever diet with other people and if so, who? (Here you are
looking for a pattern of competition. )
f. Has anybody ever mocked or feased you @bout your welght" How do you
feel about what they said? How do you feel about them? '
g. - Do you constantly think dbout the calories you've eaten? .
h. How much do you cook? Who do you cook for?
Do you ever experience mood swings, i.e., where you are up and then you find
yourse|f down" ' ‘

a. Mow tense are you"

b. When you are under a lot of pressure, how do you try to take care of

your sfress9

. c. Do you ever find yourself snappy or nrmable" Who are you likely to be

irritable around? ~

" A
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20,

21,

bs
T e
d.

22,

d.

e,

’f'_

What do you do when you get angry? Are there people you find it easier
to get angry with? How do you feel when other people are angry with
you? What do you do when this happens?

Do you ever ge‘t derressed? What happens to you when :you are

depressed? How long does a typical depressnon last?
Have you ever thought about commmmg suicide? What do you thmk
about when you do?

Do you ever steal food from people?

Q.

b.

c.

1f so, who do you steal from? -

Hdve you ever shoplifted? If so, what did you steal and what were the
circumstances?

~

Have you ever stolen onythmg besides food from someone? Who?
When? -

Are .you having problems wnth your sleepmg, elther sleepmg too much or too
llttle'7 '

a.
b.

Do you eat at night, especially- late at night?
If you can't get to sleep, what do you do?

Tell me about your social life, |
a. - What is your dating history? [

Are you-currently dating anyone now?

Do you get out and socialize. much?

How often do you go to par;ies? :

How much alcohol do you use?

a.
b.
c.
d.

. e,
f.

ge

Is there a pattern to your drinking?
How often do you get "drunk," .and what are you Ilke when you do?

Do you ever vomit after drinking?
Do.you ever drink after vomiting?
Do you ever.drink instead of eating? .
Is there anyone in your family who dnnks" Does any one of them have @
dnnkmg problem? ‘ '

‘Do you smoke? How much? When did you start? Has your smoking
- increased lately? Do you ever smoke instead of eat?
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h. Do yof; ose other drugs, such as marijuana, cocaine, tranquilizers etc? If
so, tell me about your use. -
i« Do you drink caffeinated beverages such as coffee, diet sodo, etc? How
" much do you drmk"
23. If you see yourself as hovmg a problem with your eating, what do you think is
keepmg you doing it? v
a. Do you ever use your problem to relieve tensnon or try to relox"
b. Do you ever use it to'try to stop gaining wenght"
c. Do you ever use it to try to cope with uncomfortable feelings like onger,
hurt, loss, feehng inadequate? If so, which ones and what is a typncol
situation for each?
d. Do you want to stop being bulimic or, anorexic? Why"
e. What got you to come see me? ) )
24. Have you ever been touched in @ way you didn't like?
.The_ last question needs some ex’plonoﬁon. As | mentioned earlier, there isa
hlgh mcndence of sexual assault" omong the bulimic population especially. Few '
| cllenfs respond wlth the truth when osked if they have been a victim of mcesf or
rape. This question takes the client off guard, and it isa quesnon few women-can
answer negatively. The questlon is crucml-—even though your clients may not tell the
~truth mlnolly, you have asked the quesnon. It snts and simmers and will not go oway '
until it is dealt with. ‘ 0 '
Although the listing in Table, 1V is extenswe, it is not exhaustive. |t only begins
to scrotch the surface of the problem. However, after completing it, both you and .
your client will know a great deql, not only about the presenting problem, but about
who the individual is. And yet you have far more to do. )
.-There is one question that still needs explanation. There are bUllmlC indivi-
'duols who chew their food ond then spit. it out. | have one client who did this exclu-
sively and never used any other purging techmque. Although the exclusive use of
chewing and splttlng is rare, rany bullmncs will do that on occasion. The issue needs
to be addressed becouse many of them ratlonolnze that this isn't really a problem.
Although it is not as serious as inducing vemiting, this behavior can get out of hand
ahd needs to be brought under control. - o '



Next, it is important to check out the medical history and the physical symp-
toms that may be present,‘ particularly: fatigue, bloating, gas, diarrhea or constipa-
tion, edema, swollen cheeks (parotid glands), polpltotlons, dental and mouth
problems, poor concentronon, hair loss, stomach pain, dry skin, cold intolerance.
After checking these | usuully describe in detonl the physical consequences of the
disorders. | tell the client that this is'not. a scare tactic but information that she
needs to be aware of. | usually insist upon a complete pnysicol examination, If you
are working in a health service, this is usually not a problem. If you are not, you may
want to make a referral at this potnt. As you well know, some physicians are more
odept and comfortable at working with this type of problem. If you don't have a
physician that you feel comfortable worklng with, beat the bushes until you find

one, The best therapy utilizes a team approach. -In this case, a physncnon is a crucial
" member of that team. | believe. in this so strongly that | will refuse to continue to
'work with a client who refuses to see a physician. | also urge them to have a
complete dental examination. They will usually not balk at this one. Remember,
most of them are really concerned obout their Iooks and disfigured teeth are the last
thlng they want,

IMMMI Therapy Techniques for Bulimics | |

. Once | have completed the initial interview, | find that subsequent sessions
need to be highly structured. Much of my work closely parallels the work of Fairburn
(1981), Ferguson’ (497'6),( and Rimm and Masters (1979). All ‘three
reseorchers/clinicions are ‘highly behavioral, ond behavior change is the prnmory
treatment goal. Set out cleorlr for your cllents that the major torget of the initial
sessions is to interrupr their binge-purge cycles and vitimately to reach complere and
lasting abstinence. | liken the initial stages of individual therapy to chemnical detoxi-

- fication. | also assure clients that once they are bnnge-purge free, then, and only

then, will underlying issues be examined. v

So many of my clients say to me, "Why do | do this? My buhmlo is destroying
my life. How did | ever get into this mess in the first ploce"" My typical response
is, "Do you know why Duluth is cold?". They look at me quizzncolly and say almost
bitingly, "What has that to do with anything?" | reply, "Just answer my quesnon. Do
you know why Duluth is cold"" In their typical people-pleasing foshnon, they give me
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a host of answers. Then | say, "O.K. Does knowing ob‘out our latitude, the chill of
'-L'ake Superior, or the Canadian wind currents enable you to do one thing about
making Duluth wormer"' "No of course not," they reply. "All right, my guess is the
same holds true for you and your bulimia. | could give you a number of reasons why
you do it cujd so could you. . Right now, however, knowing why probably isn't as
important as knowing what, where, when, and how. T_hecwhy's you may not be dble to
change now. The others you have control over. Are you game to takihg control of
your life? . ' ' .

-So first and foremost, stress for your clnents what the end result of treatment - -

. will be, i.e., taking back their lwes. They are going to learn to put food back in its

place, a place of celebration, not fear and imprisonment, a place - in whnch they
acknowledge dailyt "When | eat, | choose life. | choose to celebrate me. | choose to

honor myself and | do so by eating, not by gorging." \\’
How do you guide-your clients to this place of celebrat®n? What they need

most is information. | go over the definition of bulimia, its medical and psychol- |

‘ oaical symptorns and outcomes, and | typically provide reading material. An excel-

"lent book for them to read is Cauwels' Bulimias The Binge-Purge Compulsion (1983).

Then, both of us need data. To this end, | require that the client keep a journal

monitoring her binges and purges. " The rules are highly explicits (1) Record every

" time you get the urge to binge. Pay porﬂcolar attention to where you are, who you
“are with, what time it is, what feelings you are experiencing,; and what went on just
prior to the ofiset-of_the. binge. (2)'Write all this Information down before you pro-
ceed to binge. Make no exceptions. You are in charge of your healing. | am not
asking you not to binge.‘ I'am osking you simply to interrupt the sequence of your
. urge qnd put that interrupﬂon into behavior. (3) Write in your journal, "l choose to
binge" or "l chqose not to binge." | want the client to be aware of the choice and
therefore of the control she has. Too often, she convinces herself that she has no
choice. This is simply not the case, and she needs to start being aware of how she

abdicates her responsibility. (4) Follow the same sequence whenever you feel the -

desire to purge. (3) Write in your ]ournal, " choose “to vomit" or "l choose to keep

-what | ate." Whatever word the client finds repulsive in describing her purging-e.g.,
puke, vomit, throw up-is theiword she should use both in the journal and in therapy.
Beware of aIIowing her to use euphemisms such as "l made myself sick" or "l had an
upset sfomuch." :
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| cannot overemphasize the importance of the journal. As Rimm and Masters
(1979) point out, the only way to change a behavior is to know'what is controlling it.
The journal provides both you and the client the necessary knowledge of the antece-

dent stimulus events that trigger the behavior. These antecedent events fall into .

. four major categories: situational, social, emotional, and cognitive.

For trigger situations, have your client look for par,tlcular lacations where food
is abused such as. the_kitchen, parent's home, car, school; work, restaurants, stores,
~ bakeries. Also have her look for particular times of the day. The ntaic zity of my
" clients binge-in-the late afternoon or early evenlng. This is often due to skipping
breakfast or lunch, and it is also a convenient alone time. -

In the social category, have the client analyze - whether her binging is

associated with particular people. Usually, certain people such as roommates are the

triggers. Also make her aware of what she does with food in s’ac|a| situations such as .

- parties. Explore with her how blnglng or the fear of it may result in becoming more
socially withdrawn or isolated as a way to avoid the embarrassment of lack of
control.

* Feelings are also important to'blnglng. All of us experlence eatlng to relieve
boredom, ease tension, release anger. Many times | tear into a sandwich instead of @

person with whom | am _upset. .Eating has a calming effect--my co-therapist calls
this "numbing out* Mave your client examine how she "numbs out" when she binges,

and how she uses eating as a release. As one of my clients so aptly states, "I eat

becduse | am full. - Full-of rage; hurt, loneliness, or whatever and | want so

\ desperately to be empty of feelings. | even eat when I'm too happy. It seems that, if

| let myself feel anylhlng, | might spin out of control. And then who would | be?"

The cognitive categary is the most complex. Here, you want your client to be -

awdre of her self-talk-=what is she saying to herself that sets her up to binge and
vamll" This. category lnclucles such self-deprecating talk as, "I'm q fat slob" or "I'm @
failure. ‘She also needs to-be aware of rationalizations: "l ate too much today
-’already, so | will go ahead -and pig out and then 1. throw up's or | deserve to do

this. I'm so uptlght and Il get it out of my system and then I'll start fresh in“the

morntng." .
Your cllent needs o be aware of the two-eclged nature of the dnsorder. Iitisa

release, but also a sword of self-punlshment; it rescues, but it also victimizes. It is -

'bath cure and disease.
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Expecl resistance to rhe' journc/:l-keeplng. Very quickly, most of your clients
reoule how the very act of ‘writing not. only lnterrupts the behavior but also stops ;
it.” Many find any excuse in the book 1o avoid dolng it. Confront your client on this
and insist that you wlll not continue to work with her if she doesn't keep the
journal. As | say, "If you are not ‘willing to change, why are you coming to see me? |
' can't do this for you. That's your job = - : o v
' The next therapeutic step is to have your client exomlne the posmve and -
negative consequences of the buiimic behavior. An exomple of a positive outcome is
_the belief thol she can eat. whqtever she likes without weight goln. AOf colrse, you
~ will hove shown her otherwise.) Other positive outcomes include relief from tension
and boredom and the security of swallowing feelings, such as\ anger, and then
vomlﬂng them up. The negative consequences are legion. They include guilt, shame,
the . financial burden, ill-health, lack of .concentration, social isolation, fear of dis-
 covery, lnefficlency; poor work performance, and even legal problems for '
shopllfling; Have the client work up her own list, monitor the actual cost to herself . ;
in both time.and money, and weigh these consequences against the pitifully few "
positive outcomes. This, in and of itself, won't stop the behovior', but it begins to put
the bulimia into a larger perspecﬂve. Bulimics have a fendency to minimize and
raﬂonu'lze their behavlor by focusing on lndivlduul bulimic incidénts instead of the
larger costs over time.
Once the cllent and | get a hundle on her purﬂoulor poﬂern, then lnlervenﬂon ,"’
—beglns ln eornesl. 1 follow a five~fold plon whose end result-is ploolng the client in
roup 1herapy (which | will discuss.in a later chupler) in fact, as in detoxification
gmg\rafﬁs, my co-lheroplsls and | do not allow anyone ‘in the group who is not absti-
nent or, as we say, "clean." The flve-fold intervention includes: structuring a.nutri-
tlonal progrum, altering antecedent - events, uﬂllzlng a cognitive-behavioral °
approuoh rnonlpuloﬂng consequences, and eliciting support from family and friends.
Nutritional Infervention. | do not attempt to guide the nutritional progrom
: .alone. | enlist lhe ald of a registered dietician with whom | work jolntly, but
separalely. Once | define the patameters of the program to the client, Lisend her to
the nutritionist. My job is to monitor . behovlor and deal with feellngs; the nutrie
tionist monitors food records, meal plans, and intake. | strongly urge you to do the

same.’ Allhough | am well-versed-in nutrlﬂon, | am not-an experf. Utllllnng outside

Fe -~
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expertise allows me to concentrate on what | do well and also provide; clients wnth '
complete program. . ) /

| insist. that my cllents eat at least three meals a day and that breakfast is ™.

~ crucial. Many of them panic when'| tell them this. | handle the panlc by giving them
' information about the hypothalamus. - / :

The hypothalamus is a central bram structure. You can appl/'oxnmate its loca-
tion by drawing imaginary lines between your eyes and your ears, The place whére -
they intersect is about where it is found. It is extremely close go the pituitary, the
master gland of your body, and the two work .in conjunction./ The hypothalamus
controls and influences a variety of body functions such as temperature, sleep, sexual -
arousal, secondary sex. characterisncs, ‘water balance, ond food intake. The hypo-

B thalamus is @ master mtegrater connectmg emotional and hormonal responses ‘with
_bodily sensations. . : v /

The hypothalamus monitors the ambient blood sugar levéls. When the blood '
~sugar level drops, it friggers our appetites. When the blood sugar level rises, it |
triggers the sensation of satiety or fullness. Researchers find that starvation,
fasﬁng, and dieting often interfere with the normal funcﬂoning of the satiety center
within the’ hypothalamus. This results in the appetite not being turned off when
blood sugar levels rise. It is as'if the body is so alarmed by the nutritional insult that
it "dernands" binging. For this reason, bulimics need to eat adequate amounts and at
regularly spaced intervals. Mot doing so may result in @ binge initiated by the body's '
own physiology. Eaﬁng three meals a day dfasﬂcglly reduces the incidence of

binging, | - B /

If ywr client is uncomfortable ‘with eatmg three meals a day because she feels _'
it's too much, your nutritionist can design a progr7m of mini-meals throughout the
day. Many of wr/ clients eat six times daily. In any case, counsel your client never

* to go longer 1han’four to six hours during the day without eating.

For an adequate assessment of what is eaten and when, your client must keep
thorough food records in-dddition to the journal. It is important that she weigh and
measure thé food and record the intake when she’ eats. This allows the nutritionist to
thoroughly assess nutritional intake and adjust it where necessary, She also helps the

' client plan menus each week, In the beginning, she asks her to list the "unsafe" foods
: on which she is likely to binge and removes these foods from the initial meal plans, -
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Typically, these foods are high in sugar or fat and their absence doesn't put the client

“in nutritional jeopardy. The nutritionist also designs alternanve food sources where - .

possible. After the client's eating has stabilized, the nutfitionist slowly begins to
_ reintroduce the "banned" foods so that the client can-learn to control them. |

Since many of our clients are obséssed with“couhting calories, we utilize a
nutritionc! program which does not require calorie counting. We use a modified,
diabetic meal-exchange plan. Spoce does not- permit me to go into detail about the
meal exchange system, but literature on it is widely available_lf you are without the
benefit ‘of a nutritionist.. Basicallf, it divides food into six categorjes: dairy,
'\,\,‘,vegetables, fruits, breads and other starches, protein, and fat. We provide -our
clients with lists of foods in each ccnegory. Then the nutritionist plans a meal pre-
scription for each client that deals with amounts to be eaten from each category, not
calories. She adjusts the calorie intake fo the individual needs of the client. We
. usually insist that ‘clients stabilize their weight for at least a month, If they want to
lose weight, they. can do so graduully (no more than two pounds per week) after they
are familiar and, comfortuble with the exchange‘systemn. -

A typical prescripﬁon for breakfast might be one fruit, one dairy, one protem,
’_cmd two breads. The client goes to the list of foods in each category and selects
accordingly. For exumple, she chooses to eat half a banana (one fruit exchange),
eight ounces of ‘skim milk (one dairy exchange), one egg (one protein exchange) and
two pieces of dry toast (two bread exchanges). See Appendix | for the handout we
‘use describing bus:c nufriﬁon on the exchange plan.

A note is in order here about weighmg. | discourage my bulimic clients from-

weighing more than once_ per week. | advise that they get rid of any scale they have
in their’ homea and to weigh themselves only at my_office or at the nutritionist's. 1|
'do fhis because my clients are cbsessed with weighing. The numbers mke precedence
over: any other indication. | wunt them to get in touch with their bodies, by being
_ awore of how their clothes fit, for exumple.
‘ , v l1 is well known that our bodies react to nufrmonal change initially wnth water
_retenﬁon. This, in turn, may result in weight gain but it is only temporary. It is the’
body's way of maintaining balance.” Often clients panic after going on the exchange
| system because of weight gain, and the panic may result in purging. Explain the
' phenomenon to your clients and insist fhat they stay with the program for at least
'fwo weeks before they ubandon it o




- events. .

t

- Altering Antecedent Events. An underlymg principle of behavior therapy is
that behavior patterns are often elicited by stimulus events. The next step is to
examine these anteced?/snmuh and change them where possible. This is where the
journal is of paramount/importance because it enables the client to see the relation-
Sh!p between what ,she does and. what else is going on. Ferguson's work, Habits Not
Dlets (1976), is an mvaluable toolfor focusing on the habitual aspects of binging. ‘

Below | provide ten general rules the- ‘ave aided my clients' recovery, These

"rules are. lcose adaptanans from Fergus: 'd target several common antecdent

L’]’ LY

Ten Steps Toward Freedom

I, Limit the amount of time spent in the kitchen, Do not socialize there,
2.  Eliminate "binge" and "junk" foods from the horme. Foods which you may
-; abuse, such as bread, need to be kept out of sight.
3. Always eat at a table Jjo-a kitchen or dming area. ‘Do not eat anzwhere
. else in your home, even for snacks. Never eat standing up.
4 When you arrive home, avoid the kitchen. Go and do something else like
" brushing your teeth, talking to someone, listening to music. '
3. 'When you eat a meal, always set the Fable, the fancier the better..
Remember that you are choosing life, Make it a celebration.
6. Do not read, watch T.V,, talk on the phong, or other distracting thmgs
while you are eating. Concentrate on that, Savor your food. ° -
‘7. - Many find it helpful fo say grace before a meal. Whether you choose to )
- do so or not, spend a little time centering yourself. Be aware of who
' you are and why are are eating.

8. -Eat slowly. . You- may find, it helpful to put your fork down between
) bites. ' : :

9, If you feel full, stop for a whlle. ‘The foad isn't going anywhere.

10. Leaph to leave- so_methmg on your plate. You do not have to lick the
" . pldtter clean, - N '




| often counsel my clients to eat with ofhe_r,"people as much as possible. The
- social atmosphere often constrains binging. kbwe,Qer, be sure the client does not eat
around people she associates with binging, e.g. poi'fy buddies. Other advice includes ]
complete avoidance of alcohol and marijuana, whose use often results in binging. If
- clients are particularly likely to associate cerfoln stores or restaurants with binging,
these, too, need to be avoided. /

We also counsel reducing the intake of dlef soda, sugorless gum, and coffenne.
Diet soda is high in sodium and often causes blooflng and edema, Additionally, many
clients use diet soda as an aid in purglng. Suggest they limit their intake to no more’ N

than three cans daily. I suggest my chenfs ‘drink water wnfh a dash of lemon. The
' '|ncreosed water mfoke along with the mild dnureflc of the lemon reduces edema, if it
is present, : .

Mony clients chew gum mcessonfly. Of course, most choose sugorless gum due
to the misnomer that it is colone-free. it isn't. It has only two to three fewer
colones per stick than regular-gum. The sweetening agent is usuolly sorbitol or
simnlar substances. Excess amounts of ‘these sweeteners can cause bloating and
diarrhea. Advise your clients to limit their intake to one pack dcnly.

| also advise limiting caffeine /intake. Mony of them abuse caffeine-based

, drinks such as coffee, Tdb, and Diet Coke. I find that clients who limit their intake

to _f\wo to three cups of coffee per /day or, fwo cans of Tab feel far more relaxed.
Coffee. especially can: ‘cause increosed stomdch acid production. If your clients
suffer from gastric disfress, coffeine irnfofes the problem,

Mony clients use eating-as a; woy of controlling feelings or easing stress. Foeus
first on-other behdviors they can; engoge in that will accomplish the same result but
exclude binging., My suggesf:ons for stress include taking a walk, taking ‘@ bath,
- calling someone, massaging fhefr bodies, poinfnng their nails, saying a prayer. Your

/

clients need fo work up their

wn Iisf, focusing especially on what they find pleast re
- in doing. :

-1 find, feaching reld;ofuon ‘and medifofnon techniques highly-successful. You are
dealing with people w 6 do hot know how to unwind and they need fo learn. | use
guided meditation fechniques that start with complete body reloxofnon, as in
Jacobsen (1964). Typlcolly, | use music as a background devnce; Pachelbel's "Kanon

in D" and Paul Horn's "lnsude" are porflculorly relaxing. | mention oppropnofe music




|

. because | suggest the cllent use such music at home when prachcmg the relaxation
exercises. It then becomes a controllmg stimulus and seems to increase their use of’
relaxation techmques. ) '

When the client is completely relax=:, | use crdesensmzanon technique. |
presen- -or with a \ariety of situ -ions wnich ar= antecedent stimuli for the binging
behavior, Fc = am-ie: '

Hlln, now tha: , cu are compiciciy and totally relaxed, warm, and
comfortable, | want you to imagine that you are in a grocery store. |t
is a store that you know well, See yourself selecting a cart and puohmg
it down the flrst aisle. ‘You are not hungry. You are riot ina hurry.
You are in control. Scan the ansle for items that are found on your
exchange lists, ’ )

Begin to select some safe foods. Feel yourself. You are warm,
relaxed, and comfortable as you place those foods in yoyr cart. You
know that these foods sustain your life.” They celebrate you. Revel in

_ ‘heir color, their smell, their texture.

As you move through the store, you begin to notice foods tixat you
have abused in the past.” (ere include one or two items you know your
client nas abused.) Go up fo the doughnuts, (for example). Look. at -
them. Allow yourself to plck up the package. As.you do so, remember
that you are warm and relaxed. Know, as you look at the deughnuts, -
that you have abused this food, Remember Iosmg control with dough-
‘nuts, Remember having to vomnt doughnuts. Is that what you want to
do? ' ‘

Remember that you are warm, relaxed, and in control. Ann,
place the doughnuts back on the shelf and know that you do not need
~ them to survive, They do not celebrate you. Feel yourself smile as you
i put therh back on the shelf, Feel yourself beloornlng lighter and more -
relaxed as you push your cart away from the doughnuts, . |
Know that you are in conlrol and celebrate you. Krow- that you
choose the food. The food does not choose yous Know. that and be
proud and comforted. T IR
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The above example covers only one particular situofion. Utilize the informa-
tion you have about your client's antecedent stimulus situations and do exercises like
the above often. Insist that your client take the responsibility to practice at home,
and have her report the successes to you. As for failures, listen to them, but teach
ycur client about how she may have sabotaged herself, about how she argues for her
limitations. It is not the 1echmque that goesn't work; it is she who isn't working.

To help deal with feelings thet the client finds uncomfortable, again | turn to
writing or taping as an outlet. | advise her to write down or tape what she is
experiencing, and we then discuss it during theropyv. If a client prefers not to write, |
counse! her to seek someone or someplace in which she feels secure and to go there
to compose herself. | ' ‘ - .

Utilizing Cognitive-Behavioral Techniques. Most therapists are familiar with
Ellis' rational-emotive therapy (Ellis, l975;' Ellis & Harper, 1971). Ellis asserts that
much emotional distress is caused by irrational ideas or negative self-talk. | believe
that such irrational thoughts play a role in bulimia. Common irrational ideas among
clients are that everyone' must like them, approve of them, validate them. They

_believe that their past experiences will always influence “their present -and future.
For example, "My dad didn't love me. Why should cny other man?" The list could go
on and on; focus on what your clients-say ond seek thelr underlying bellefs. Their
irrationality becomes obv ious. _ _

~ When you discover such thoughts or negative self-talk, have them practice
replacing the ideas with more positive ones. When clients are miserable about over-

"eo?,ing, for example, | focus on how overeating is decidedly different from binging. |

osk them to f_ocus on hqow far they have come, rather than on Ij'_aow far they have to
go. )
Woolfolk and Rlchordson (1978), expondmg on Ellis' work, provide a distillation

of the most commonly unlnzed irrational ‘ideas. These notions keep us all stuck in a

quogmnre of negotwnsm., Tne list, provided below, is highly opplncoble to both
anokexics and bulimics. - o |

|. Believing (superstitiously) that wofry helps prevent future
-mistakes or bad fortune. ' ' '

/AN
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2. Ewvaluating ourselves as fmlures because we fall shorf on some-
standard of performance or expectation of ofhers.

3, Believing that we are inferior or dlsadvantaged which’ mokes lt |
dnffncult or impossible- for us to lead sahsfymg lives, 3

4. . Hovmg d competmve, wm-lose orientation that makes lwmg into a
~ series of contestswand puts our self-esteem on the line in every .
situation. *
%

" "5, Engaging in moralistic- thinking about how others should behove
that leads to frequent feelings of frustration, anger, and moral
indignation. .

6. Believing that. tife should be free of dlsc0mfort so that we have a
low tolerance for life's inevitable frustrations, - )

A

No one can avond pain. And would we want to? Asa fnend once told me, "Pmn
s everyone's pnvnlege.", ‘We learn and grow from pain. Most of our discomfort
comes not from our pain, but our resistance to it. ‘Your ¢lients need to learn that
their attitudes about therhselves and the world color all their experiences. It is their
outlandish expectations of themselves and others that get them info trouble. These
expecfaﬁons set them ‘up to bmge and then they rage at the world through their
- vomiting. 4 .

So often clients say to me, "My parents expect too much of me.," "My friends
and family look down on me," While these may, indeed, be true, | often‘dlsccver it is
they who have the expectations and judgrﬁents,-not others. They are so unconifort-
able with who they are that they project those ideas onto others.s They set other
people up to be the villains, whnle they are the mnocent victims, That way they can
blame. And oh, do they love fo blame. : .

_ This pattern needs to be confront€d and changed. You can accompllsh this by
using cognmve restructuring, Schmidt (1976) defines this as "any ‘therapeunc tech-
nique that employs the change of 'self-thoughis' in order to alter emotional reactions
and behaviors toward more favorable outcomes" (p. 72). . Such techniques might
include teaching clients to contradict self-abusive thoughts. When a client starts
thinking, "l need to binge," teach’her to yell mternally, "Stop it! | don't need to
bmge." Have her follow through by asking herself what she does need and give it to
herself.
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Another technique is "countering," where you confirm the "ger_m'of teuth" in
the client's thought but oppose the exaggerated negativism. For example: Your
client says, "I'll never be able to eat like a normal person." You rephrase it this way,
“Right now, you are having dlfhculty. But thot is not forever. Look how far you've
come. You didn't become bulimic overnight and you won't get better overnlght. All
Ayou need is practice.” 4

You must teach your clients not to be "thtle Mary Sunshines" but reollty-bosed

~ men and women. Life is never black and white, it is mostly somewhere in between.

They need guidance in seeing the gray, in seeing the posmve wnthnn the negative. As
| teach them, feelings are like rainbows. In a rainbow no one color ever occurs:
alohe. Some may be brighter than others or clearer, but ronnbows are never all . -
green. Feelings are like that, too. In the mldst of our deepest sorrow, there is

:usuolly some relief. In relief, there may well be SOrrow.

‘ Many of your clients make catastrophes out of everything. | call it "creuting
sanddevils." As you may know, sanddevils are small pufés of dust that rise with the
wind from the desert floor. Sanddevils have the. potential to become terrible sand-
storms but most never do. My clients. create- sonddevils dlmost continually. Any-
thnng that isn't exoctly right is séen. as a potenhol threotening sandstorm.

| see this thinking as satisfying a need for something to worry obout, to focus

upon. | also recognize this sonddevnlmg as ‘a major source of stress in thelr lives.

. First, | point out thenr "catastrophizing" ond ocknowledge that, mdeed their problem
. -may well become serious. Then, borrowmg from Sporks (1981), | ask the following:

What's the worst possible thing that could happen in this situation? What's the

probability that terrible consequences will occur? Would it really be so unbearable if

that event occurred? Have you handled situtions like this in the post and survnved
them okay?

. By focusing ofh the worst possible outcome, many of my cllmts realize thot if it “

happened, they would still get. through it. Moreover, as we practice, they begin to

understand that sondstorms are rare and thot they create sanddevils in order to avoid

looking at problems within themselves. By connnuolly focusing outside themselves

and villifying ‘the world, ‘they do not have to ocknowledge how they vnllnfy

themselves. By examining this process, you help your clients ‘alter their negative .

self-images and, as a consequence, perceive the world as a safer. pldce in which to
live and risk. ‘

48

59



- ~Another helpful cognitive-behaviorial technique is "imaging."- Teach your

clients to use both positive and’ negative imagery. Let's imagine that you have a

client who binges on ice cream. Have her imagine that when she opens the

container, it is I|terally alive with- maggots. Have her utilize as _many. senses_as .

possible. Focus on the putrid smell, the faint, squishing sound of the masses of
maggots;-the acrid taste that the smell elicits; the slight vibration of the squirming

bodies. Negative imagery like this is highly succassful, However, | limit my use of it.

because |t can generalize too easnly, and | don't want my clients afrald to eat. lts
use is appropnate for high-incidence binge foods when those foods are not necessary
to good nutrition.

| much prefer the use-of pcsitive imagery. |t operates out of affirmation
rathet than fear or disgust. Let's imagine that your client has been invited to a
party, one she would really like to go to, but she is afraid. She is afraid of losing
control, of binging in public, of needing to vomit. Have her imagine going to the
party. Have her repeat ‘to herselft "l can do this. | am in control." Have her
im&gine walking right by the goodies, smiling inwardly. Put her focus on how good

she feels about being there with her friends and being in control. Have her visualize .

. herself as laughing and. having a good time without needmg to binge, Have her focus
on the positive outcomes of going -to the party. Agam, vtilize as/many senses as
possnble-posityve amaging works, if it is practiced.
Mcniw;luﬁhg Consequences. Abstinence needs to be rewarded. To accomplnsh
this, | use a variety of strategems: : .
|. Have your client scrape together as much money as she can. Work out a
‘repayment schedule; i.e., give her a portion of the money back for
remaining abstinent.” Space the pay-offs through several sessions.

2. Have your client draw up a contract governing the above. If she breaks ]

" the contract, she does not receive any repayment until she fulfills the
agreement. _

3. If y’ou'r client is-poor or unable to get together a sum large enough to be
rewarding, have her bring to you a number of highly prized; persona|
belongings.. Such items usually include jewelry, sentimental possessnons,
valued clothing.
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4. Have the client draw up a contract governing what she needs to do to get

~ each item back. Always start with her most valued items flrst.

5. Have her work up a list of things she enjoys doing. Have her reward her="

~ self for daily abstinence with at |least one behavior from the list. Have her °
keep a brief, daily log of achievements and how she rewarded herself.

6. Avoid the use of punishment; by either client or counselor, as a behavior
modifier.. Self-punishment usually leads to depression and self-deprecating
anger. - | |

7. It is my behef that people need to make an investment in thelr own
healing. If you are in private practice, always set a fee for.your services.
When a client IS poor, | ask her to come up with an amount that would hurt
to pay, but one that doesn't cripple. Remind her of how much ‘rioney she
spends keepmg hetself in ‘binge-foods. | find that paying for therapy is a
highly successful motivator. :

Eliciting the: Support of Family and Friends. Your clients need the support of .
people who care about them. But they do not need people who either police or
enable fhelr bulimic behavior. | request my clients to invite their friends, room-
| mates, and family members to come to therapy with them. . (The next chapter
focuses on family therapy.) It is not my experience that friends or roommates need
" to be in therapy, but they do need information-and guidelines..

Many times mi'sguided friends go to extremes trying to deal with their bulimic
friends. They wdtch hawkishly what they eat. They make comments about their
food choices or the quantity they eat. - They go barging ‘i'nto the bathroom when they
suspect the person is vomiting. They throw out or hlde the ‘laxatives, diet pills, binge .»

Af,}oods, etc. While all of this is well-mtenhoned, the result of such "parenting" is
usually disastrous. Faced with this type of behavior, my clients start becoming
sneakers. . They .binge or ‘vomit more just to spite others. If their anger gets out of
control, they either explode or retreat. R -

" At the other-extreme are "friends" and roommates who enable. They sdy such
things as, "Come on, let's go get a plzza," or "One cookie won't hurt," Some do this
with intended mahce, but most are trymg to make their friends feel better,” to get
them .out of the dumps, or to calm them down.
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What, then, should rdommates and friends do? Ffrst, they: need information
about bUllmIO. After giving them this, | ask my clients to drcw up a list of ways that
friends can help. Below are some general guidelines | give to roommates, friends,

and family, =~ -

2,

3.

9.

Remove "binge":foods from the house.

If your friends are unwilling to do so, then label the food with their name
and put the food out of sight. _ i

Allow your friends to be in charge of their own eating. Do not interfere,
spy, or parent. ' '

Try not to'socialize around food or alcohol. Come up with other activi-

. ties that you can'do together,

Be available. Listen to your friends."i an'f minimize their pain.
Listening is perhaps one of the best ways to show caring. However, don't

let yourself get dumped on. If your friends talk incessantly about their -

problems, say something like this: "| care and yet | am tired of you
always being %o negative, | will not listen to that anymore. Tell me what
you need and I'll see if | can give it to you. | can't convince you that you
are okay or that everything is going to be all nght. | can only ask you to

“tell me how | can help."

Don't go on about your weight or your diet around your frlends. Thls is

like putting salt in @ wound. L "
Don't allow your friends to steal from you. If they eat your food and then
thiow' it up, they are stealing. Confront them on this and demand

. compensation.

If you shdre' a bathroom, let them know you obje&:t' to the odoi' of vomit
and the condition of the toilet. Ask them either to clean up thelr mess or
to vomnf somewhere else. Be insistent on thns one. They do not need to
screw up your life, too. "

If your fnend§ frequently ask «yoo about their weight or how they look,

say to them;"What do you think? 1t is how you feel about yourself that- is
_important, not what | think,"

&

Af your friends continue to binge and purge, expect them to be moody.

They have a right to their moods, just as you do. But don't let them dump

-4
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on you. Confront them on their irritability, their anger, their depres-
sion, Ask them not to be around you when they can't be sociable.” You
aren't a doarrhaf; you aretheir friend. '

/

,14

Indivimal Therapy Techniqws for/Amrexics '

Much of what | have presented for bulimics is appltcable to anorexics. That is,
their program also uses a five-fold approach Instead of repeatmg myself, | will
focus in this section on what to do dlfferently with anorexics.

Let me say again, if your chent's weight is 15-25% below normal, put her in the
hOSprQI., You cannot provide the massive nutritional intervention that is required. -
As | mentioned earlier, many of her psychological and behavioral problems are a
direct result of poor nutrition. It is a _f_uhle task to attempt therapy with someone
who is starving. Additionally, many anorexics are highly resistant to therapy, and
the hospital is the place in which to overcome that resistance. ’

Fortunately, there are several major treatment programs around the country.
(There is a list provided for you in Appendix II.) Many of these centers may be far-
from you and almost all have long wamng lists. In spite of these problems, | suggest
you refer your client to one.

| am fortunate to have a good working relationship with a psychiatrist in
Duluth. : Often, if | have a client who is unable to get into a treatment program in

L Minr{eapolis, | place the client in a mental health unit in a local hospital. | work *

conjomﬂy with the psychiatrist in designing a program for the client. Usually, this is

only a temporary measure until space becomes available in a treatment center.

If you follow the above route, here are some suggestions:

. 0f you believe the need is great, insist your client go into the hospttal.
Low weight, severe .depression, sélfmutilation, ‘suicidal tendencies, and
nll-health are all indications of the need for hospltahzanon. '

2. |If your client resists going into the hospital, refuse to work with her. - ‘This
sounds extremely harsh, bat treating an advanced anorexic on an out-
patient basis might prove fatal.' Do you want the responsibility? ’

3. ' Initially, | place anorexics in an-open unit. If she eats the prescribed food
and does not vomit, she can stay there. If not, | have her moved to @

. closed unit and work her way out of it by following her prpgra e
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4. Have her take part in all the group and individual therdp‘/ sess'ionsprbvided
in the unit. She may resist, insisting that she isn't likn the oﬂ)er people
there. Don't budge on this. She is not unique and she needs to take part in

~ the sessions. ‘ // '

5. Make rewards connngent not oniy on weight gain,/ but on the amount
eaten, meal size, participation in group activities. Typical rewards include
visitors, T.V., or phone c.alls; some researchers use, physical‘activif} as a
reward., This is okay as long as it is closely monitored-remember,
anorexics abuse exercise, : , v

6. Do not reward comploining. Ignore it. The client usually nags about how

-bad the food is, how fat she feels, etc. Exiinguish/ such behavior..
7. Typically, an anorexic client will do better eating several times a day. -
- Advise the nutritionist to present more food than is needed at each meal;
this often results in the client eating more.

The process of recovery from anorexia is often long (Palmer, 1980) and involves
medical, nu/trifional, and psychological intervention. As a therapist, you can be most
helpfui/when the ciieni's weight stabilizes, because she needs infensive and extended
afjer-care. . - .

The nutritional focus fieeds fo be weighf gain or weight sfabilizafion. For an
_anorexic, who s less than 15% below ideal weighf, I insisi that- we set- a goal .
. weight.. Once this goal weight is set, we then make a coniracf for the weekly weight
gain, which | suggesf should-be no more than one pound per week, (Remember that
here | am not talking about clients who are severely underweight) Since many
anorexics are terrified of weight gain, of becoming "fat," weight gain needs to be
slow and gradual. .

If your client is pumping’ herself full of fluid before weighing-in, don't panic,
‘You will discover this after a week or two. Rermember that her weight gains need to

-

~ be cumulative. If you find that she does not maintain her ‘weight, confront her with

your concerns about the manipulation, Also be wary of her wearing heavy-clothes,
and always have her remove her shoes. Often, | requesi that she weigh-nn at the

i nutritionist's office, who then informs me of the weighf. This’ way the client has to -

weigh only once a week, for example, It olso frees our sessions to deal witly «ther
issues. | counsel an anorexic not to weigh ot home and to get rid of her sCu,



Once your client has reached gool weignt, then a weight Stabilization program
needs to begin. Here is where a nutritionist is invaluable, It is-a ‘tricky process to
desngn a maintenance program, and the client needs intensive monitoring.

: | require that an anorexic client keep food records, go on the exchadnge system;,
and do-wezkly meal planning. Typically, she does better eating more frequently than -

three times a day. It is often helpful to eat with your client. By doing so, you can
deal directly With any feelings she is experiencing. It also reintroduces her to SOCIOl
eatings she is even more uncomfortable with public eating than a bulimic client.

For anorexic-bulimics, follow the sarne procedures described previously to
~ control vomiting. In this population, the bulimic behavior typically surpasses . food
restriction as @ problem, , V

Moderate depression is common among anorexics (Eckert et al., 1982) a3 well
as their family members (Winokur, March, & Mendels, 1980). Increased depressive
symptoms are more likely with low body weight, @ greater disturbance in body image,
a greater use of purging, abnormal eating patterns and attitudes, and greater denial
of the anorexia. Anti-depressants, such as Elavil, seem to be somewhat effective in

‘moderating depressive symptoms (Eckert et al., l982) Lithium-carbonote also .

- evidences effectivepess (Gross, Ebert, Faden, Goldberg, Nee, & Kaye, 1981). The
research results utilizing monoamine-oxidase inhibitors appears promising, even in
the depression seen within bulimia. (Walsh, Stewart,” Wright, Harrison, Roose, &
‘Glassman,  1982). If your client continues to ‘experience difficulty with depression, it
_ {3 in the best intercst of both of yau to investigate psxchochemical therapy. .

A feature*of\allorexla isa disturbance in body image (Bruch; 19623 Meermann &
Fichter, 1982). Yet even here, the’ literafure is-alive with dispute (Button, Fransellq,
& Slade, 1977; Garner & Garfinkel, 19813 Garner, Garfinkel, & -Moldofsky, 1978).
Klesges (1983) finds that female college students are more apt 10 see themselves as

heavier than they are. -Interestingly, he reports_that overweight men and women
underestimate their degree of obesity. His data suggests that women strive ‘for an
.ideal body frame. If they are overwelght, they underestimate’ their weight. If they
are .ot normal weight or underweight, they overestimate their weight. Therefore,
anorexics who' see themselves as l’ieavner than they really are are engaging in a
comman behavnar pattern. '
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- In" addition, the Klesges' study did not find that over- or underweight female
_college students saw ihemseh/es -as - less attractive, less likable, or less likely to
date. Anorexics, however, have a negative seif-image whuch results in their
experiencing all three of the /characiernsiics. :

/

~If your client evidences a disturbance in bady image, work on addressing it in
both group and individual iherapy. Useful techniques include: comparisons of before
and after pictures, videoiaping, eliciting feedback from group members, the use of
movable calipers, and who"‘le body outlining. Wnafever you do, be patient, Don't
berate or try to convince her; jusi keep providing a reality base. ,

Eliminate "fat" talk from clients' vocabulary. Instead of - taikmg aboui gaining
weight, use the words "geiiing healihy." We do not refer-to 1he exchange system as
a diet; it is a meal plan. ' -

To assist clients in dealing with negative self-image, focus on improving their
social skills. -Two important areas are social communication and assertion. | use role
playing and modeling in deaiing‘wiih improving their skills in these areas. After ihey "

become comfortable with me in terms of role playing, etc,, then these aciiviﬂes can .

be |mpariani components within a group setting. -

The poor self-concept often arises out of their inadequate expression of certain
feeiings.,‘ Many anorexics experience problems in even acknowledging anger, much
less recognizing it. 'Aridifianaliy“,' they are inept at asking for what they need. In

both cases, they fear rejection, Facilitate ‘their recognition of their feelings by

/havmg ihem keep a journal., This enubles ihem to begin to label and deal wiih their
y feelings. ~ .

Give them concrete behavioral assignments’ to practice, One | find particularly

helpful is to praeiice iaking praise. So often when someone gives them a compliment

/such as, "My what a pretty dress you're wearing," they start a litany of self-

deprecation, - "Oh, it is old "It makes me/fook fat,n v got it on sale. Have ihem ;

learn to say "Thank you" and nothing ejse. Illusiraie for them that when they minj~

mize the praise people give them, they in fact minimize the people. Learning ta,

. accept praise graciously not only increases the ‘likelihood that- they will be praised,

"but also results in their bec;ming more comfortable with and apprecnarwe of. ihem-v
selves, ‘ ‘
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" Poor stress'management is @ common problem with my c/:li/en_ts. | use ﬁl_c_kmg_
Your Stress Habits (1981) by Tubesing as a vehicle to work’ on stress. This well-
written paperback is a stepéby-step guide to stress management. It has a workbook
format -and is appropriate for both individual and group work. It emphasizes time
.vmqnagement, affective problems that result in stress, assertion, and even the
spiritual components of stress. ; - -

A}

- Concomitant with stress, anorexics are usually bereft of pleasurable activi-
ties. Their lives focus on food. They reward themselves with food, Food is the
center of their lives. Many hoard foqd, cook a great deal, and fantasize about food.
They need to learn other self-rewarding behaviors, They need to acquire hobbies and
relaxing outlets. Work on expanding their repertonre of pleasurable activities and get
them to practice them, :

One fmal comment: Many anorexlcs are highly dependent upon thelr famnhes '
and. even boy- and glrlfnends. This dependency is akin to an addiction, | cannot
overemphaslze the importance of workmg with fami Iy and friends. The next chapter
focuses on this very issue. ' g 7 )
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Chapter V.
THE FAMILY DYNAMICS

s

To attempt to understand individuals outside of their families is okm to trying
to understand the workings of the heart by examining only' one chamber. Our eating
~patterns develop within a family context, and that context needs to be explor ed.
Beware of onmg blame as you work with the families of your cllents. Too often i in
trying to grapple with etlology, we rush to pomt a finger at mom, dad, or baby
sister. A family is an organism. Can we say that the mitochondria within a cell are

the most crucial element" Can we say that even of the nucleus? Of course nots No

one part is all-important. Families, like cells, are whole organisms and, also like
" cells, they malfunction, Even if you discover the malfunctioning unit, remember the
disorder affects all members. Etiology is complex and not easily pinpointed, .

This chapter does not purport to instruct you in the technlques of family -
therapy. Its olm is to alert yau to” the "typical" fomlly dynamics of the eating dis-
ordered. It also provldes some therapeutic directions for you to pursue,

Lewis, Beavers, Gossett, and Phillips (1976) state that a fami ly serves as a
molrlx of identity for each of us. Internally, families provide both a sense of protec-
‘tion and a sense of belonging. Externally, families transmit to each of us g sense of
culfure. In accomplishing the job of occullurotlng us to the world outside, families -
teoch us about our separateness, our humonness, and our mdependence. Lewis et al.
(1976) propose that our sense of identity arises out of the interplay between '
-belonging to our families and belongllf% to the world. Identity develops out of
seeking balance, the balance between belonging and autonomy. It is no’ ‘easy task.
And. if you remember my discussion in Chapter lil, the seekirg of ldenmy is a major
issue with the eating disordered population. To underslond your cllents and thelr
. struggle, you must seek to understand where they come from. ' "
in the book, No Slggle Thread: Pszcholgglcol Health®in Fomllz Systems Lewis
" et al. (1976) present five porometers on which to assess the well-bemg of families.
These are: power slructure, degree of lndlvnduohon, occeptonce of separation and
loss, perception of reollfy, and offect. Let me briefly define thése for you and then
~ focus on what my experlence and that of others has been wnth the mell es of the
a o/

’eofmgdlsordered. . o ‘o /o
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Power Structure’
| VWithin’/ healthy families, power is shared. Children are empowered as they
mature. ’.P,cwer is not dumped on thern; rather the amount of power is matched with
their developmen_tal abilities. Early on children are taught to choose, and their
choices dre not minimized. Parents are in control, but not always in charge. In two-
-parent famnhes, one parent is not more powerful than the other.
ln belonging to such a family, the individual experiences a sense of complete-
ness. /Healthy families enrich a person's power, not diminish it. There is a clear
recognmon of each person's value and contribution to the power of the group. Asa
consequence, the power of the family is greater than the sum of the power of each
mdwnduol member. ’
Healthy families are not- democracnes, autocracies, or anarchies. Such families

, s,ﬁ'ive for consensus, and while consensus may not always be reached, each individual

h’cs a. chance_to be heard. This avoids the "tyranny of the majority over the
mmornty" often common to democratic families, as well as the obvnous problems of
autocrocles or anarchies. 'This is not to suggest that healthy famlhes don't have

leoderu_ihey do. It is vsually one or both of the. parents, but they are leaders not .

powe}r-brokers. 7

Selvini-Palazzoli (1978) points out that the families of anorexics (and bulimics)
often struggle with power. Typically, the family doesn't possess sound leadership,
and the members waffle on the issue. Perhaps dad is the supposed leader, but mom is
really the one in charge. It is never really clear who is guiding the family. The
whole issue of power makes the family uncomfortable. Power has the connotation of
Q dnrty word. More lmportantly, the children do not see themselves as empowered.
Seeing themselves as coretakers, parents typically say in therapy, "Tell us what we-

- can do to make you happy."

Most of my clients do not even know what personal power is. They see them-
. selves as needing to be rescued, as nstuck." This is to be expected. If they have no
background in making chonces, in sharlng power, it is no wonder they see themselves
_as victims. This, in turn, sets up the parents. No matter what they do, eating dis-
ordered clients perceive their parents as commg to the rescue with too little or too

late.
"3 .
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" The lack of shared power results in piacing blame. Many times, parents say,
"What did we do wrong?" Since the children aren't empowered, then someone needs
to be at-fault. Parents assurne responsibility for the problem and they want you to
tell them how to fix it. Clients always respond with, "It's nobody's fault." Although
this is'i};hat ‘they say, it is not what they mean. Again it points to the unclear nature- ‘
of power within the family. At one level the client is saying, "l don't know who to"
blame." "At another level, the client implies that it is everybody's fault including her
own. All in all, blaming is a fruitiess process. Everyone rushes up to take it, then
whoever gets it feels resentful or guilty. The reason families do this is the misguided
~,“notion that Iaymg blame on someone will enable that someone to fix the problem. It

' doesn't work. It becomes a qame. A game | call "My Fault, Your Fault." And no one
wins, ' :

!
!

What can you do about this? First, confront the blaming head on. Second,
don't become discouraged if the family continues to blame. Remember that they
have been playing My Fault, Your Fault for years. You may be able to change the
rules but not eliminate the game, ' _

—— —Degree of Individwation »

Here Lewis et al. (1976) contend that healthy famihes respect individual
differences. Each person is a separate individual with a different perspective of the
family and of the world. This doesn't mean that healthy families always enjoy the
differences. They may simply tolerate them. But the important ‘points are that such

. families encourage individual growth and appreciate each person's uniqueness. .

Minuchin, Rosman, and Baker (1978) find that families of the eating disordered
are highly enrmeshed. These families firmly beheve in the adage, "all for one and one |
for all." You should not be an individual. You should define yourself as one of the
Smiths, Joneses, or Olsons. Family membership often entails sacrificing your
separate identity. But why should you need one; doesn't the family take care of you,-
love you, keep you safe? ’

- My clients have been taught a Ilst of should's: You should like thls. You should -
do this. You shouldn't say that. You shouldn't feel that way. These should's are
' _based on what is perceived fo be good for the family and not necessarily what is' good
for.the person. | S {\ '
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- Althaugh an individual is allowed to ask about what to do, s;ay, feel or think,

~ somehow she is supposed to know already. Any deviation from the fami Iy'§ pattern is
~ seen as desertion or, worse, betrayal. Deviation is punished covertly, via guilt induc-

- tion. Most commonly, guilt is mduced by statements such as "How could you do that '

'

to your mother?" "How could you be so selfnsh"" "Don't ‘you know that we love you

.and we only want what is best for you?"

Under all of this lies a threat, Although it is never _stated overtly, the punish-
ment for deviation is abandonmen -perhaps not physical abandonment, but the
family sees the individual as not ing in anymore. This fear of rejection often
keeps the family members in line. It is your biggest block to helping the client attain
a sense of selfhood. | ' |

When you see. your client's family, it will be in crisis. The members will be
scared and wary. They will say thlngs Ilke, "We don't understand. Janey was always
such a good girl. Janey was always so happy and well adjusted.” They will expect
you fo attack. Since they are so enmeshed, they will assume that if you think their
. daughter is "sick," so must they all be sick. Since they see what she is doing as
"bad," then you will see them as bad.

Facus on seeing the whole family and yet make it comfortable for each mem-

" ber to be an individual. Insist that each member speak for her/hlmself. Don't focus

on the past, stay in the present. Don't put the family on the defensive, or they will
likely close ranks and become rn/ore enmeshed. If they do, you will be the enemy,
instead af the helpef. And you will lose because they outnumber you.

Aaceptance of Separattm and Lass

Lewis et al. (I976) state that healthy famnlles "self-destruct. What they mean
“is that such famtlles do not’ encase themselves in lucite. Members grow, change,
die. Families grow, change, and cre reborn. There is an understandung that life
doesn't always remain- the same. . And |f life changes so, too, must the fomily.
Healthy famnlnes realize that children -grow into adults, that- parents die, and that
new children are born: Such families are flexible and adaptable. These famnhes may
not like change, but they acknawledge its inevitability. :

The parents prepare their shlldren for change. They do so by teaching their -
children to make decisions, to value themselves, and to recognnze the limits of their
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power. "By the Iast item, | mean that such families teach their children to know what
they can control and what they can't They teach them to sail on the river of life,
rather than to fight it or dam it up‘ ' -

The parents in such famllles celebrate their chlldren's aduithood. They recog-
nize their sorrow and loss as their children grow. Yet, they are able to applaud their
children's maturity. They are able to let go. "

The families of the eating disordered t}pically_ have problems in separating, in
letting go (Kaluey, Crisp, & Harding, 19775 Minuchin et al., 1978; Yager, i98!1). They
cling to each other. Loyalty,to the family is a paramount virtue. Individuals may go
off to school, work, or to marriage. But they may not leave. They are to cail-
frequently. They are to keep everyone mformed as to thexr whereabouts and what .
they are doing.

These families purposely encase themselves in lucite by Ilmxtmg the members'
freedom to choose, to grow, to change. Change is the enemy. Change means that
members won't be able to predict each other's behavior. They won't be able to
influence each other's decisions. They won't be able to control each other's lives.

These families are studies in rigidity. They attempt to dam up life's river so
that they will not have to experience flood or crisis. Yet this damming proeess
requires a tremendous expenditure of energy. To do so, they must constantly surveil
each other's movements, They must keep a hnghtwatch on the future. Not only

‘change is the enemy, but the future as well. Famllnes such as these live in dread of °
separating,. of losing each other. If that were to happen, then who would they be?
Where would they go? What would they know? - _ ' ,

The primary building block of their dam is demal If they don't acknowle&ge
that Jane is gettmg older, then they don't have to deal with it. If they minimize
dad's heart attack, maybe he will get better faster. If they deny mom has a cirihking
problem, maybe she will stop or at least keep it in line. They build their dam by
demm, they maintain it by minimizing; they enlarge it by co-opting others into their
famnly system. Boyfrxends and glrlfnends become new sons and daughters. Crc_u e
children are to be.loved, protected, and controlled. And so the story rep peats itsalf -
again and again. _ _ )

"You, as a therapist, represent a three-fold danger. You represent chqnge. You

represent a problem that no longer can be denied. You represent a future that is
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unpredictable. Moreover, you represent a breach of f_orriily loyalty, a leak in the
dam. . - 7 A _
Don't expect them to greet you with open arms and beware of honey-cooted
arsenic. The concern the fomnly members have for the "sick" member is real, and
yet they do not want to change to promote her healing, They woyt/o make Janey
into what she was. They want to make thenr family feel the wa it. used to. ‘They
¢on't want to lose Janey. What is scarier is that some of the family .would pre fer it
"if Janey stayed sick. At least that way they can take care of’'her; they can keep her.

If Jane is s(;ccessful in becoming independent from her family, the fomily
blqmes the therapist. The following comment is- 1yp)cal- "Oh Jane, this couldn't be
your |deo. Mitzi put this in your head and she doesn't understand our family. This
nsn't the way you want to be. Maybe you should see another. psychologist. One who
understonds you and your family better." _ .

What do | do in-this type of situation? -| keep supporting my clnent's seorch for
idenhty and-| keep remmdmg my clients that thejr families are engaged in a dance.-
"If you change the dance on your portners, if you start not keeping in step, you.can
_expect hesitancy, having your feet trompled, and some even refusing to donce with
'you anymore. But most partners will adjust to the new dance. Being mdependent
‘from your famnly doesn't mean 'you resign from |f. You can't, It 5|mply means that
you choose to accept a new role.  You are no longer only Jane Doe, daughter of
" Mr. & Mrs. Doe. You are Jane Whoever You Choose To Be. Thé search for identity
is un exercise not in subtraction but in addition. ) .
Percephon of Reality

" Reality, like beauty, is in the eye of the beholder. We learn about reality from
our families. Our initial experiences in values, in stereotypes, in gools come from

our families. Healthy families develop their realities by mteroctmg, transacting, and

~ reacting . wuth ‘the.world and its people. They engage in a constant exchange of
information both externolly and mternally. The parents' power is a shared

expernence. Members communicate to each other about the world as they perceive

ity No one person's vision of reality is superior, perhaps only dlfferent. anference
_ of opnmon is .acceptable for it nourishes further commumccmon, growth, ond

‘change. These families are open to the wor Id of possibility. -
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Among the families of the eating disordered, you find a sorhewhdt different
state of affairs. The families are more msular. They are suspicious of the outside
world. They carve g niche for themselves in their community. They are comfortable
within that- mche and seldom stray out of it. . They attend clubs, churches,
restaurants, and’ schools that their friends within their mche attend. On the surface
they seem to be open, but a great deal of this is pretensg. Parents pretend to be
open to children, children to parents. And yet, so often, each is hearing only what
s/he’ wantstoj hear. When the messages from inside or outside the fomnly are in
conflict with the preferred reality, the family usually discounts or rejects them. A

if you remember my discussion of psychological development for Chapter iy 1
theorized that most of my clients have foreclosed on their own development. They
have done so by co-_optlng the values of their parents in order to avoid conflict. As |
have worked with my clients' families, | have found that foréclosure is common to
the families in general. For yeors, the ‘families have operated out of the value.
system of others--the values of their niche peers, the values of their. famnhes of
orngm. They have done this to avoid having conflict, to avoid being different, to
avoid creating a sense of self. The parents, as well as the children, are stuck in
adolescence. . ' _

As you begin to expand the horizon of possibilities for identity with your client,
the families resist. The resistance arises out of fear, fear of change.  Remember as
well that Marcia (1976) contends that identity is aciieved out of the dynamic tension - .
" between valves and-crisis. As ycu explore‘new reclities with your client, this pre-,
cipitates crisis within the farhily. Don't fear this. Crisis is exactly what ‘the family
needs in order to grow, in order for members to grasp their identity. Reality based
on the status que comes crashing down. Celebrate its fall. In its demnse, the hope
exists for rebirth for all, especially for your client.

Affect .
Lewis et al. (1976) theorize that it feels guod to be in a healthy family. Within
such fomnlnes, there is an emphasns upon' the positive. - Such families do not foster
worry or doomsdav thmkmg. There is a feeling of securnty which permeates such
famnhes. Because of this security, empathy is present. Family members feel secure
enough to share themselves intimately with each other, without the need to hide
behind mosks. '
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Empathy and inrimocy are most likely- a result of each member having a sense -
of personal povéer. When we see ourselves- as empowered, we also recognize our
limits. For example, if }ou find yourself on a raft out in the ocean, you have several
ophon§ One is to feel’ overwhelmed and-do riothing. TtrisFesults in being a victim
and ollowmg yourself to floot vnl{/mlly. Another option is to rant and rave ogomst
the inequity of your predicament.. This, too, results in occomplnshmg nothing but
exhaustion and frustration. Another option is to do what you can with your situation
by paddling with your hands, by rigging up a makeshift sail or rudder. In this final
option, you are still less powerful then the ocean but you make your presence signifi-
cant. Healthy families help to create individuals who are able to make themselves
significant. ’

In the families of the ecmng disordered, there is a tendency for people to
‘operate out of guilt or blame. Guilt is a way of denying the limits of power..  If dad
has died, the remaining family members often feel guilty. They assume that if they
"had only done things differently, dad would still be alive. In this way, they refuse-to
acknow ledge the ocean is larger than they, that there are limits to their power.

Guilt leads to blame. Blame is a woy of giving away your power. If | say to my
‘mother, "You give me a headache," | give my mother my power. What if she were to .
take it ond say, "Weli, if you think that is bad, wait till | give you a stomach ache and
then cromps." If my mother says this, she is acknowledging openly my transference
. of power. Of course, mothers do not soy this. Taking power openly is @ breach of

etiquette. It is—tgo bad we don't use this approach. Thmk of how quickly blame
would stop. \ ' 7

n the families of the ecmng disordered, ehqueﬁe is followed: gunlt is assumed,
and blame placed. Each member is taught that self-denial, _self-effacement, self-
sacrifice are "good" things to do for the sake of the. family. . As a result,’ members
are 1ought to hide 1he|r feelmgs and their personal power. Intimacy and empothy
have become almost |mp055|ble since they are seen as threats to family stability.

Help your cliznts discover their personal power and ‘their limits. Help them
learn to forglve themselves instead of staying stuck in guilt. Help them focus that

forgiveness outword so they can escape from the nmpoverlshment of blame. Help
them learn to celebrate themselves, to moke themselves slgmflcont. If you help your
clients learn a new donce most of their family members will follow.
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Before | proceed further, | want to make a few points concernlng worry. Worry
,‘ond fear of the future are common to my clients and their families. | once heard a .
splrltuol teacher defme worry as "satanic prayer." He believes that worry is the
obsolute faith that God is going to screw up. It is a conviction that the world is set
up totolly incorrectly and that the worst is going to happen. Worry takes a great
deal of energy and results in each of us minimizing our significance. It is a belief
that we cannot make a rudder, a sail, or a paddle for our raft. Worry either
immobilizes or creates what Shokespeore referred to as "sound and fury, signifying
nothlng."

Help your clients realize the self-defeotmg nature of worry. Help them focus
on todoy and leave tomorrow where it is. Don't play the "what if" game with them.
If they. start catastrophizing, affirm that indeed all those bad things may hoppen.
Don't rescue; don't console. Let them realize that right now is what they have -
control over. If they start focusing elsewhere, they lose control. They are neither
prisoners of their past nor victims of their future, Worrymg obout bridges before you
come to them results in paying the toll twice,

Before l leove this section, | want to state emphoncolly that what you have
just read is generollzonon. Each family is dnfferent and unique. Your clients'

. families are not exceptions. Not all of them ore_,dysfunctionol. Not all of them
" evidence the pattern | present. | trust that you will not label such_families as "bad"
or "sick." They are simpiy families. If you discover how they operate, that
knowledge is useful in o|d|ng your cllent's growth. Use the information as a gulde
 and not as dogma.

s

Intra~-Family Dynamics’ ) _ |
Minuchin, Baker, Rosman, Liebman, Milman, and Todd (1975) present a family
model which focuses on psychosomatic iilness in children. | find this model

particularly helpful in working with my clients and their families. They propose
three crucidl points: the child is physnologlcolly vulnerable, the fornlly has a par-
ticular style of interaction; and the sick child plays a crucial role within the family.
‘Physiological Vulnerobllny. As Bruch (1973) points out, our eating patterns
. develop within a family structure. Most typically, my clients come from families
where slimness is |mportont or at leost weight is focused upon. My clients remember

65



7
being_ ridiculed as children or adolescents .about their weight. They report parents
who were constantly dieting, worrying about their weight, or giving a host of reasons
why they were overweight. Siblings, taa, are highly weight conscious. ‘

Food was (and perhaps is) a central issue in their families. Affection is often
shown' through food. The "bake someone -happy" phenomenon has become part of the :
family scene. Power, too, is often exerted through food. Many of my clients were
told to clean their plates. Their portions were placed on their plates. They were not
often allowed a great deal of chaice or control over food.: As they agec, comments
were made abaut thelr eating habits and their faad choices. They were subjected to
lectures about gannnng weight, fattening foods, etc. i

No wonder these young people become physiologically wulnerable. On the one

hand, food means love and acceptanf‘e. .On the other, it becomes the enemy and a

power issue. lt makes lntumve sense that, as these young men and women mature,

'they begin to expernence problems with-eating. For the anorexic, refusing to. eat is

, an enormous power play. For. the ‘bulimic, losing control cround food is understand-
able. Food represents emotiondl nurturance, but it is a nurti»ance based on fear.

Family Interactive Patterns. It is my experience cnd that of others (Bruch,

1973; Yager, 1981) that a particular parenting pattern exists. within the family. |
find the mothers to be overinvolved and fathers underinvolved. This is not to place
blame on either parent; it is simply a pattern. Moms want to know details about "
their children. They ask about friends, food, school, clothes, on and on. The‘children
have little or no privacy. This pattern is longstanding and-the mothers are well-

_.__mtentnaned. They_are_doing the job of two _parents. Dad is usually there but not
always present; it is not that dad doesn't care, but he is at a loss to shaw his caring.
He works; he watches television; he reads the newspaper, he offers ddvice; he
rescues but he is usually not intimate. The lack of intimacy becomes more pro-.
naunced as the children enter adolescence, especlally with his female children.’

P nnterestnng to note that both my anorexic and bulimic clients fall lnta four
distinct categarnes where their fathers are cancerned._ In about 15% of my clients,
the father ‘is deceased. In l8%,'1hé parents are divorced and ‘dad was the “'throw
away parent " In 24%, they never had a close relationship with their fathers. The

remannnng 43% experienced their- fathers pulling away from them as they entered

- adolescence. At one time they were close to their dads and did a variety of thnngs _

with them—they were their fathers' "little girls."
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. In all four categories, dad is missing and mom rushes in to fill the gap. It is

obvlous how the death of a parent often creates guilt in a child, Guilt ond with-
drawal are equally abvious. in divorce sntuatnons. The last two categories are more

complex. “In both cases, the child perceives herself as abandoned. During

adolescence, a girl continues to-need her dad as she {earns how to be a young woman
and to discover |nt|macy with men outside a sexual context, It is no wonder that a
' ~g|rl approachmg young womanhood whose father has withdrawn ‘chooses a behavior

that results in arresting maturity and.r!egoting intimacy. '

ot ere attemot.to foster a new and deeper relationship between your client
and her . If dad is no longer .available due to death or divorce, focus on the
‘guilt-anger issues surroundlng your client's sense of abandonment, Focus on the
mother's overnnvolvement. Stress the need that chnldren have for prnvacy. Many
“times I find my clnent telling her mother everything wlthout even having been
' asked. "This is a ‘learned behavior which the client often feels gvilty for not doing,

Help your client start making cholces about what - to keep\pnvafe. Thns often,

involves training her in assertlon, |.e., how to say no" without anger, malnce, or. self-
abuse. _ ) ) : v

Other * lssues relevant to the famlly pattern are enmeshment, overprotectuon,
rigidity, and avoldance of conflict or, if it occurs, the Iack of conflict resolution.
Enmeshment, as discussed prevlously, refers to the lack of perceNed, separate
|dentltles within the famlly. You find mom speaking for dad, yout client spedking for
parents, etc. Everyone is into "mlndreadnng," and-often it is poorly done. Mary of
R assumptlorls about what some* -, -lse ‘s feelmg or .thinking are inaccurate
_because 1.c conclusions are based on what one fears the others are feellng or

' thinking, not on what they are, in fact, expernenclng.

Overprotectnveness is cpmmon among all famlly members, Agaln, thls arnses

. because of fear, a fear of the outside world. Parents give mixed messages. they set
up goals for their-children, and then they. question- thenr children's capablln‘les for
reaching them. . They worry that their children mlght get hurt, mnght not make it,
The result is that the children. doubt themselves, . - “ - .

These families are rigid. Rules are for everyone. If the faml ly decides to go.
on vacation, everyone must go.. If the family goes out to eat, everyone must go. The
list goes on. The reason that fules are rngldly adhered to is to avoid unfanrness.

Remember the adage of all for one.
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. These families avoid conflict. Everyone is into p-leasing everyone else. This
leads to inner feelings of ‘hostility or anger since trying to please others usually

results in not pleasing yourself. Dad feels ignored; mom feels dumped on; the child-

ren feel discounted. Since hostility is rarely openly expressed, typical patterns of

handling it include: withdrawal, joking, teasing, pouting, and punishing via passive.

" aggression. : _
Family Roles Played by Clients. Minuchin et al. (1975) propose that clients

typically act out one of three common roles. These are trlangulatlon, parent-chlld
coalition, and detourmg.

- n trnangulatnon, your client feels trapped. The client fears expressing herself

happens. Or at least the side-taking is what the parents perceive. Typlcally, the

. parents are . in a caalmon against their child. Obvnously, it is lanely and lsolated out

there. These feellngs tend to exacerbaté. the eahng disorder.

" A sécond pattern is the parent-child caalmon. Your client moves into a stable:
alliance with one parentr The child and one parent now form the base. They become

. "the parent and the other parent is on the lonely apex. Selvmi-PaIazzoli (1978) refers

. to this as a three-way- marrfage and even more descriphvely as "psychological '
incest." Your client tries to make up. for the shortcomings of the isolated parent..

" The chil’ ~ttempts to replace the banned spou'se. It is a witchhunt that results in one
" parent be..y 'rned at the stake.. ."Obvnously dad is the villain because he is never

home and he doesn't care abauf us" "'Obvnausly mom is the problem. If only she’

~weren't so overcontrolling, so snoopy; so demandmg, everyane would be fine."

-

. aftenhan on their ngick" child. They hide' their coqflncts ‘and insist that their child's
- _eating problem is the onlz real family .problem. Their focus is either blame or over-

" protection. Of caurse, thns is nonsense. And yet, families practlcmg detouring are .
sure they have no other prablems. Even your ‘client believes this: In fact, yaur client )

E often is "slck" to’ save. the famidy. from havmg to focus on other issues. Since such

. famllles are mept at resolvmg confhct, being sick switches the focus. That way,
your’ client is nrotectmg the family from issues that might not be sc easy to fix. - The o

chilc o nes fhe‘.martyr. o )
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because such -expression is tantamount to taking sides. She does not want to come-
’between mom and dad. ‘And unfortunately when she does speak, that is exactly what

The ‘last pattern is an act of subterfug -The parents vnite and then focus thenr '



Family Responses to the. Problem _

Eorl} 'in: this work, | likened the eating disorders to chemical oddictions.' | have
found the chemical dependency. literature, especiolly in the area of family systems,‘
to. be extremely . helvpful ( (Chemicol Dependency, 1978; Wegscheider, 1983).
Particularly |mporf‘ont to my work has been the concept of enoblmg.

As concerned fomlly members react to my client's disorder, many unwittingly -

aid the dis-ease process and enable it to. continue and flourish. In orcer to protect
' themselves against the pomful feellngs due to my. clnent's problem, they adopt one of
three defensive strotegles. being too good to be true' being rebelllous, or bemg
opothehc (Chemical Dependency, | 978).

‘a

Bemg too good to be trye is a way to camouflage the problem. lf other mem-
bers are really. nice and well put together, then mdybe no one will realize the fdmlly
“has a problem: It is an attempt to fix the _dddlcted person., Parents often think to
themselves, "If | am a better parent, if |'do all | posslb‘ly can, then maybe my child
will get better." Being too good is a way to get attention. Usually the entire fami ly
focuses on the eating disordered member. How then do other members get the
attention they need? One way is to try to be so wonderful that everyone will have to °

" notice,

The Johnson lnstntute (Chemlcdl Dependencz, l978) provides a good working
list of the types of behovnor typlcol to this defenslve strotegy. '

e

- Achieving for the famlly, in school, at work, in sports, in the
community. ‘
Doing more than one's share oround the house; '
Counseling the family, patching up fomlly fnghts and relation-

. ships. - ’

- Being cute and funny at inappropriate- times, ‘entertolmng to
relieve stressful situation.

= Struggling for perfechon, not ollowmg for any mlstokes, denying
mistakes.

- Intellectualizing, acknowledging family stress and pain only on a
thinking level, denying feelings about the stress.

- Parenting, children acting as parents, disciplining other children,
worrying about family finances, adults acting as parents to-other

. adults, -
- Meeting everyone's expectotlons, trying to keep everyone hoppy.
- Being rngndly obedient, olwoys foliowing all the rules. (p. 15 °
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The above behaviors are especially prominent “in my clients' families.
Interestingly, being too ttern common to my clients b 2 the
onset of their dlsorder. o ., ary to contiﬁue even in the throes of their dis-~
ease, Of course, the phys:ologncol and psychologlcal consequences of anorexia or .
buhmla make their chosen role almost impossible. My clients who are too good to be
true are protecting the famlly. How could Jane have a problem when she does so
well in all she tries, _ .

Whot is unhelpful about this strategy’7 Most often, the members who are being
too good_ protect the ,afflacted family member from experiencing the consequences ‘of

‘their behavior. This makes it easier to stay bulimic or anorexic. '

Another strategy is to be rebellious. This paﬂern most often occurs (if at all)

/amohg the siblings. The rebellious individual ‘'diverts attention away from the eating
disordered member, It is also a way to hide pain. These individuals adopt an attitude

of "nobody can hurt me." Again the Johnson Institute (Chemncal Degendencz, I978) ’
provides a hst° '

Being dishonest.
Being late for work. : .
Acting out in school and at home. - -
Breaking house rules. - o
Being defiant of authority at home or on the job
Starting arguments with neighbors,
Being a bully, laying hurtful pranks.
. Boss! «~ ~hk -r's children, :
Rejech. . i sunnly, developing a "family" of fnends of whom
__parents would not approve,
- Neglecting one's children or becoming abusive. (p. I8)

R

The final common strategy is opcthy. Apathy usually ‘starts as -denial. There

.are limits to how long one can deny the gallon of vanished ice cream, the remains of "

vorfiit on the tmlet, the emaciated body of an anorexic. And yet those limits can be

extreme. | remember a client who had been actively bulimic for 15 years. |

~ remember her husbar insisting that he had no idea_she had a problem. Now this man

- wasn't blind u 1e. 3 ~ curing, To protect himseli from his inability to do any-

‘thing, he just chose to lgnore the problem, His behavior was not excephonal or bad,
just sad. Yet even he had to abandon demal and then of course became apathehc.

o
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. MoSK{hdividuals who choose th_g/,ﬁba__thétig réute don't do much of anything.
\}' They withdraw from stféss, from the'/a_ffected ihdiyidual. They seem to be calm,

- controlled, and philosophical. Th., protect themselves with an "l don't care" atti-
tuu., but internally, ; are anxic  ind m::*Wrought. M“ofher:sn'f"nm ass me the
apathetic role; fathers do'so with a higi frequency, as do siblings. .

Family members need ’to be aware of these enabling strategies and'how these -
strategies help to maintain the,proglem. -As-a therapist, you' are not immune to
enabling either. Read what Wegscheider (1983) writes about-chemical dependency
counselors and fake heed for your practice with the eating disordered, . -

Even though the community system exists to crovide services to the
other two systems, it can also subvert its own best intentions—-it can
enable the alcoholic. Counselors belong to. the community family
system, and there are many who bring their own unresolved personal

and professional self-doubts.into treatment, '

With these seif-doubts operating on his psyche, the Counselor ‘sets out
to win the approval of the alcoholic family. Easy answers for his
clients may spring to his lips and this encourages their approbation of
him. But the family system.remains sick, and at this point he may even
enter it. Me will take responsibility for.the Dependent, admire the
Enabler, and even reject the Scapegoat. F inally, it becomes apparent
to all that the Counselor has failed. Me is rejected by the family, by
his colleagues, and even by himself. This same sad situation can occur
witf:‘ inexperienced or unwary psychiatrists, ministers and social
workers, a '

Decling with alcoholic families requires a commitment on the- part of -.

the counselor to unflinching honesty, He must be willing to help them
“experience the pain as well as the joy of each moment. He must be

objective; he must let them take responsibility for the changes they are
going to make; and ultimately, he must let go of them. (p. 30)

Family Therapy Techniques S o
This final section provides you with some >genefafl~guidelines, and it is not a
“how to" approach. Now that you are familiar with some possible fdmily dynamics
and patterns, you may find these suggestions herlpful. They are a composite of the =
work of Liebman, Minuchin & Baker, 1974; Minuchin et al., 1978; Selvini-Palazzoli,
1978; Yager, 19813 and my own. . '




First, get rid of the mystery surrounding the disorders. '| suggest you set the
pr%‘i:m in context. Discuss with the family how the disorder is affecting each
> member, how each member, may be end,b'ling the client. Focus on what the limits of
control and fespoﬁsibi!ity_ are for each person. ) |
Se'cond;"- .assess where each meniber ‘of the family is functioning
d 'opmentoliy. Design tasks that fit each one's developmental level. For example,
if you find one or 1wure . the < "parenting," discourage fhis. Focus on
pfqblem;-solvbing and set the stage so thar yo.. eni  an de .onstrate competence,
" Don't inundate your client\_with' power that she is not ready to assume.
Third, explore the family's pattern of response to the problerﬁ. Enact a situa-
tion in therapy thq£ isa tybical problem for the family. Observe how they interact,
|

what roles they play, and how they enable. Share with the family your observations

~ and explore with them alternate ways of behaving.
. Fourth, work on the power dynamics. To this end, | usually suggest that family
members adopt the following guidelines. T

I; Allow the eating disordered member control over her eating.
Discourage family members butting in with their opinions or com-
ments about food choice, food intake, weight, etc, The client needs
to_learn responsibility for her own behavior. Besides, trying to
control is a fruitless process. [t only tends to increase the eating
disorder. ' o .

2. Make the eating disordered member aware of the consequences. For

' example, if your adolescent anorexic continues to lose weight, then

1she must go to the hospital. |f the member is older than 18, the

» parents need to state what personal consequences will ensues such as,
"if you binge and vomit while you are home, you will have to leave."

3. If the family member is bulimic make that person responsible for her
‘own habit. If she needs to binge, that is her choice. However, she
needs to supply her own food. éinging on the family's food is the
same as stedling if the person purges after eating, it is no different

* from throwing out a gallon of ice cream that cost $2.59. Family
members need to confront binging on family food and treat .it as

A

-+ stealing. . - L

4. The bulimic client needs to be responsible for cleaning up after
herself. It is not acceptable to have vomit swim in the toilet, a
bathroom that reeks of vomit, or containers of vomit in the
garbage. This intrudes on the rights of others.

8 -
- -
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5. - Don't tease or ridicule the person about the behavior.

THese rules help to demarcate who has control ond responsnbllnfy over what, |
They also stress that each individual hos nghts and those rights don't mclude dumpmg
upon others.

Fifth, determine how adequately the family members are meeting each other's
emotional needs. Focus on teaching the members to risk asking for what they need.
Also emphasize that if someone chooses to say "no," it is not a rejection of.the
person; it is a rejection of the request., The feor of personal reJecnon is whot stops
each member from oskmg.
Eonng dnsorders, like chemical addictions, often run in families. In my proch«.e, |
fmd 22% of my clients have a family member who is also eating disordered. In 16%
of my clients, someone in the family is chemlcolly dependent. Don't overlook these

~ crucial issues.

73



Chnpter VI
GROUP THERAPY TECHNIQUES: STRENGTH LIES IN MJMERS

" This .upter focuses exclusively on group therapy techmques that | and others

have developed over the last four years. It is not the only way groups for the eotmg'

disordered can or should be organized. |t is the way my co-therapists and | have:

implemented our program. The program reflects our environmental limitations and

our therapeutic biases. A dlscussmn of these areas is necessary to understondmg our
approach. ) 4

First, we are located in a small, midwestern city of less than 100,000 people

| (Duluth)—and therefore not blessed with an eating disorders clinic.  Although such

¥

clinics were available in Minneapolis (about |80 miles away), the diéfonce, the cost,

and the waiting lists often prevented people fronf going to them. To compound our

diffaculty, there were only a handful of therapists (psychologusts, counselors, psychia- -

trists, or social workers) working with eating disorders in Duluth. Many therapists
have shied away from this populohon for a variety of reasons, from fear to ignorance
and everythmg in between. ‘

Given this situation, there was a tremendous need to start a program in the -

- area. Candidates for the group were not a problem, as Duluth is a umversuty town, |
- had bulimics and or\orexics coming to me in drozes. Word spread not only through
_the student network/but also through the medlo. *Fortunotely, l‘begon the program
just’as the media wgas becoming mterested in the dlsorder. | was interviewed by local
radio and TV stgtions numerous times. - | also begon an educational program-.at the
Duluth campus of Umversaty -of Minneso/m and at the College of St. Scholastica. |

spoke to closses; | d|d inservices for the health services and chemical dependency .

programs; | agreed to newspaper interviews. Perhaps | got the word out too well, for
_ | was often hard-pressed to meet the client load.

Originally, | ran the gfoup program oloné. This was a t;nistolce. | was not able
to fheet the diverse needs of the clients. | was overworked too often. When clients
éeded fo be. hospitalized or when they spun out of control, | made the error of

tokmg these events too personally. | had few professnonol suppport systems. And oll
the tlrr;e, | was experimenting with methodology and techmque.

a o
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‘During that first year, | felt as if | weré blind and trying to grope a path for
, blind fellow voyagers. The stress was unbelieva: vle, and | belleve it was not coinci-
" dental that in the spring of that.year | suffered a stroke. ‘After my recovery, |
started out dnew. | elicited help from nutriﬁonists, a psychiatrist, and graduate
students, and | hired a co-_fherqpist. As a consequence, not only did | recover but .
"our" program was vastly improved\ It was a hard lesson to learn, but out of it carne
a tremendous amount of- posmve energy and growth ; ’

The personal biases of my co-therapists and me are reflected in our pmgmm.
My co-therapists received a majority of their training wnhln a chernical dependency
framework. My -train'in;_';j as a psychologist was highly eclectic. It was an inwtegr-a{ed
- combination of experimental, clinical and developmental approaches.

As a result, our program focuses on the addictive” nature of the eating
disorders. We work @ modified |2 Step Program that we borrowed from Alceholics
Anonymous. The program also attends to assessing ‘the developrrientql'lével of the
client along ‘with a strong experimental flavor. in modifying. and adapting
rr'\ethodology. _ ' o

‘ Su-ﬂmg Up a Group ,,
Before you begin a group program, | s.:ggest you focus on - the fol!owmg~ .

(1) what type of group you want, either open-ended or hme-referenced, (2) how often |

ycu plan to meet; (3) what, if any, fee vnll be chiarged; (4) vtho should be in the group;
and (5) guidelines for group membership.. )

First, let's fecus on type of group. Several of the:major eohng disorder chmcs
utilize a time-referenced program (Cauwels, 1983). The University of anesota
Hospital prograrn is a respected leader in outpatient treatment. -That program is
intensive and lasts two months. During the first week, clients attend group s‘essiohs
five nights a week. Then they attend four'nights 'during'the_second week, and three
nights the third. During the fourth week they meet three nights, two in ‘group.
therapy and one in an Overeaters Anqn_ymous format. During the fifth through
eighth weeks, there are two nightly meetings. one a therapy group and one the O.A.
group. After finishing the two month program, clients can elect to go into a follow-
up group for .three ‘months. - This' program “is not only time-referenced but also -
sequential.
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Currently, we do not have the resources within our commumty to have such an
mtensnve program. Our groups meet only once a week for two hours. Many clients
also recelve individual therapy durmg “their group experience. Our group is open-
ended. Due to the smaller size of the community, a limited number of therapists,
and variations in demand (according to the unwersnty/coliege calendar), we find it
difficult to set Up a program of specific length, Therefore, people come ond go into

the group as they are ready. . ' |

How often your group meets depends on your resources. If you have the avail-
able counselors and the finances, | suggest your group meet at least twice a week, If
.resources are mnmmal, runmng an open-endad group more than once a week can be
burdensome.

Our group. is a ‘rherapy group and therefore a fee is charged. As | have said, it
is my; conviction that putting a monetary investment into healing |s beneficial and
therapeutic. It is too easy for a client to ‘minimize the import of theropy when it is .
free. The fee serves as a constant reminder of the need for continued progress. Our
fee schedule is odoptoble and no one is ever refused treatment for monetary

~ reasons. If you are working in a semng where it is not péssnble to charge g fee, |

7 suggest that each session your clients contribute to their "graduation fund." Thot is,

after their completion of your program, they are. given back the money they conm-
buted. Don't undereshmate the heolmg power of money. L

You need to decide what the composition of your group will be--whether to:_' i

have separate groups for ‘anorexics and _bulimics or whefher to .include both’
dlsorders. -Some groups also include obese individuals who bmge. You need to decide-

whether your groups wn!l include males. Our group is a mixed group in terms of both ~

the eating disorders and sexi We did this out of necessity. We don't have a large

" enough onorexnc Ppopulation to warrant a separate group. The same is true of males. o

It is our experience that there are more snmnlarmes than differences between both |
the disorders and the sexes, '

There is o caution to note: Age is an |mportant factor. We find that clients |7
ant younger do not do well with an older group. Since the moJornry of our clients are
.buhmlc, the average age of the group members is 22, There is a world of dnfferencer
between the developmental tasks of |4 and 22 year-olds. | suggest that you run a:

seporcﬁe group for the younger adolescents.




Group Guidelines

Setting up guidelines in many ways entails setting up structure. Beware of
"having your structure too loose. Remember that your clients are experts at impres-
sion-management and manipulation. When the group rules are explicit, there is less
opportunity for your clients to pleod‘ignordnce or misunderstanding.

Originally, our only requirerﬁent for entry into the group was the desire to
recover. ‘We did not insist on abstinence olthough it was strongly encouraged. We
sought only to provide a safe heolmg environment. Although such high prmcnples
sound wonderful, they didn't work. First, we found that as people shared the inti-
mate details of their binge-purge or fasting techniques, group members ofter;
percelved it as permission to experiment. We ended up with a number of clients who
got better, but they got better at being bulimic or anorexic and not at recovering.
Second, we found that we were inadvertently enabling the disorders. Reasoning such
as the following was typical: “Well, | have a problem. | am bullmlc. | am still
binging and vommng, but I'm getting better. Besides, | am going to. this group for
“ help." As long as clients saw attending group as doing somethmg constructive,
something that ‘would "fix" their: problem, they didn't have to "own" their recovery.
They used going to group as a cover to continue their problem. For those reasons, we
began to require demonstrated abstinence for admittance. :

We are very, explncnt about abstinence. The person has to work with a therapist
individuallv before bemg admitted inte ‘group. The length of time in individual

~ therapy varies; most clients need at least four to six one hour sessions, some less,
some more. During these sessions, we set the stage for abstinence (as discussed in
Chapter V). Furthermore, wé require that she see a dietician and her physician.
The goal of all this is to have the client experience at least two full weeks of "being
clean," i.e., no binges, no purges, no fainting, no 'dieting behavior. This is the mini-
Amurﬁ requirement for group admittance. It works well since we Iim'it_ our group size
to ten and can use any time spent on a wqmng list constructively.

< We further delineate abstinence once the ' client comes into Igroup.b

~ Colloguially, the rule is "three strikes and out." This means that if a bulimic client
binges or purges more than twice whlle in group, she has to leave, but not

a permonently. Notice that we requnre leaving for bmgmg or purging. We are frying
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to eliminate food 'abuse, not jbst vomiting. The first time, the |eave has to be for a
minimum of three weeks. It can be longer if the fndividual feels more time is
needed. ” | | _ '

In the case of anorexics,bwe requif_e either a weight gain or weight stabiliza-
tion. If she does not show the ’prescribed weight gain at the end of three weeks, she
has to ledve for ‘three weeks. If she is on a weight stabilization program after three
consecutive weeks of weight loss, she |eaves.

The. leave of absence is highly successful. It provides the client an opportumty
* to assess what she needs ond wants without having to acquiesce to group pressure. |t

is a time to re-affirm her commitment to herself. We usually suggest that she see
one of the therapists individually during her leave. The remaining members call and
check in with her on a daily basis-she is still part of the group, just not in it.

During the last two years 57% of the greqp members have taken the inifial
leave. . Of these, 93% return. We do lose a few individuals, the majority of whom are
anorexics. The cnes who return are renewed, re-energized, re-committed. .

If an individual continues to experience problems after the initial leave, we
+leave the decnsnon about what to do up to that person and the group. We keep this
process open-ended. Typically, the individual decides to take another leave and the

length of time is negotiated by her and the group. The 'rherapnsts stay out of- ity
although* occasionally (three .times thus far) we request individuals to leave
permanently. Here we make a referral to a more intensive outpatient program or to
an in-hospital clinic. We do so when the person is snmply mokmg little or no pro-
gress. Such a decnsnon is in the best interests of the cllent. Some people need more~
help than we can gnve them.

You may wonder if clients lie ‘about their abstihence._ Of course, they do.
Many times the bulimic individuals come to g'roup and pretend that they are neither
bmgmg nor purging. Don't let this worry you.  These young people possess a high
degree of integrity, and in their own time they let the group.-know the truth. It isa
. very -painful process to participate "in group and pretend. The lie becomes
increasingly burdensome. We do not chastise anyone for-not telling the truth. 'We
~ focus on the |ssueiof bmgmg and vommng and how to handle them,

~ Anorexics have a more dnfflcult time in lying since. they wengh-m. However, as -
| mentioned previously, they occasionally use measures to manipulate ‘their weight.
“This, too, eventually comes out and again we handle it without chastisement.

<



There is no reason to punish. These individuals ore ‘already experts at self-
punishment. Focus on stopping that self-punitive behavior and getting them to
realize how. self-defeating it is. Do not present the leave as punishment. ‘It is a time
to reflect, to grow, to seek more intensive individual or family therapy. It is a time
" fo realize that the disorder is bigger than the client is and she is powerless over it
She cannot continue the bobusive pattern in-moderation. Sne must stop or not stop. |
Soying that she'll try has got her nowhere. When people say they are going’ to try,
they usuolly mean they are not going to do something and do not wont to accept the
consequences of not doing it: The leave ns a time to find the couroge to say yes of no
to one's recovery, ,

"Entry info an open-ended group can be a difficuit process. The person may feel
like an "outsider." To make the process eosier, we have adopted the following proce-
dure. First, at least a week before someone comes into the group, we make an
announcement to the members. We share some biographical information obout the
new member with the group. We then ask if anyone feels comfortoble bemg the
‘person's sponsor. That mdnvnduol then calls the new member ond sets up a meetmg. :
. In this way, the newcomer has a special relcmonshlp with one member before ‘her .
initial group sessuon. This makes the introduction to the group eosner, ond often the
sponsor prowdes supporf similar to a Big Sister program,

a

‘Originally, we had newcomers share their stornes at the first session. Thns wos"&,'-
often difficult for them. They were. nervous and edgy, and thelr stornes were -
edited. Either they were overcome with feelings, or their stories were expunged of
" feelings. Due to these extreiies we have dropped the requirement unléss the individ-

uval wants to do so. We racked our brains searching for another way. We wanted the
individuals to speak; we wanted them to feel a part of the group qunckly. We dnd nof
want them to hong back in silence or to come in and commondeer ottenhon. anolly,

- T

we settled on the following formot. _ :
We have everyone draw a family pncture. The gunde[nnes are snmple ond _

' stronghtforword. Draw a pncture of .your family of origin as you, gee them. Align

- _ people up by who is closest to whom. Moke sure you include yourself and where you

*-fit .within your family. If someone is dead or. gone, nnclude her/him as well,
especially if you 8till think about the person a. lot. If you are currently in a relotion-

o

ship, morrled, or have children, include these people too.
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If ‘there are typical messages.you receive from a family member, include
~ those.- Do it as if you were drawing cartoon d|alogue. Some messages might be: "Do
you understand?!' "You are never good enough." "Do you know, | only want what is
best for you?" These are only examples. ' )

_ Don't worry about the artistic part. Stick figures are fine. This isn't an art
contest. |t is_a way to begin sharing with the group, and the picture wnll make
sharing easier. }

~ We find this to be a highly successful technlque. It not only makes initial
'- sharnng easier but also results in a high level of lnnmacy. A picture is worth a host
of words. It tells a great deal about the person, as;rw/sharnng a central part of

 herself. Each group member examines the picture is free to ask questiuns or to

make comments. It is a wonderful tool to” start dialogue. The members are
; especnally perceptlve«they pick up missing arms ‘and hands and note size
dlfferences. Often they share with the newcomer how fhelr families are similar.

We ask group members to abstain from mood-alfermg drugs such as ‘alcohol
during their tenure in the gréup. We do not police ihis but we ask about it. Since a_
" number of these people experience chemical dependency (Dr. E. Eckert reports that
" 34% of the individuals are chemically dependent at the Unlversny of Mlnnesota.
'Hospnal Eatlng Disorders Clinic), we monitor their drug usage, |If people are
'exper;encmg problems, it Usually comes out.- When it does, we suggest placement in
‘either a local outpaflenf or 'inpatient chemical dependency program. | agree with
Dr. Eckert that chemncal dependency should be dealt with first because the problem
so lmpaars the individual's ablllty to function ("Eahng Disorders," 1983).

We also suggest dunng their first two months in group that they refrain from
getting involved in new romantic relanonshlps. Many clients become highly depen-
dent on boyfnends, and we find fhat deallng wnth their dependent nature helps avoid
future dependencies. Too often a client has Ieft therapy when she got into a new
relahonshlp. She stated that she didn't need it anyrnore, that she was better since
- so-and-so carrie into her life. Usually, the eating disorder d|d abate--the new lover -

'replaced her "fax." But the relatlonshlp didn't last and the persan ‘would come back’

' because once the relahonshp ended, the eatmg problem would dramatlcallx and often.

L
vncnously reappear.__ . :

D]



Now, we cannot police either chemical use or new relationsiiins, .We simply
share the reasons. for our warnings with the clients. The. rest is 'up to them. Our
experience suggests that if euther happens, it usually provndes a good healmg crisis
- for the client, .

We strongly urge regular attendance at group. We insist they call one of the
therapnsts in advance if they can't make a session. If they do not, we charge them
anyway. People are free’ to leave group whenever they like, If they decide to leave
before they are finished, we request they come to group and say gee.dbye. We follow
S up people who rniss two consecutive meetings. If they . have- decided to leave, | ask to
see them individually for a de-bneflng. This is as much for me as for them. | don't
) like loose ends. It also enables me to let the clients kriow that they are free to come
:' back if they need to do so. | don't try to pressure them into staying, They are the

best'judges"of what _they need. | don't interfere. They experience enough over-
.invdlved guidance from their families. | find this appreach results ih 80% of the
clients returning to group. So it works. Applaud their independenee and, perhaps,
they will mdependently choose to return, But'don't-let them slip out like nomads in
the desert; they need to learn to say good-bve. They need to learn that they aren't
“hurting our feelings. We care about them regardless of their decisions. They need to

S Iearn to tcke responsibility for themselves.

We require each group meémber to call a different group member each day. .
~ This increases the cohesiveness of the group. It also results in a continuation of
group sharing in the absence of group sessions, We require calling a different person '
each day for qbvieus reasons. It is important to try to aveid the development of
cliques. We ask the members to hand in a list at each session of the people they have
called. This enables us to-keep on top of 'c'ases where some individuals might be
: excluded. "If we find this happening, we discuss it openly in -group and seek -solu-
. tions, | suggest that you require and not just advise calling, especially i vou c,an't
meet several times a week. ‘ o

We also insist that group members see the dietician at least once a month. ° If
people dre experiencing dlfflculty with the|r nutntlon, have them see the nutritionist
more frequently.
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Educational Focus _ . : _
‘Each group has a portion of the time devoted to education, Abom_;t_-'once" a
month, the nutritionist covers the educaiional portion of the group. What the dieti-.
~ cian discusses is cften‘/ the result of expressed interest on the part of group
members. Common topics includeé meal planning, the effects of sugar and salt on the
body, adapting recipes to the exchange system, and analyzing the diet for adequate
' nutrients; Ask your members what they want to learn. v
In addi.ion to nutritional informcvtion~'we cover the following topncs. fdhnly
dynamncs, dependency, stress manogement, women's issues, depressmn, feehngs,
sexuality, and assertion trmnnng. Since - you are Ilkely to be familiar with these
topics, my discussion of each. is bnef. _ : 7 o
We discuss fdmnly dynamncs in detail. We focus on rigidity, power, loss and
sepa_rdhon,.enmeshment, and’ enabling, " We ‘encourage members to share their own
experience,- We make handouts of the Johnson Institute publication, Chemical
Dependency: A Family Affair (1978), We use this as a basis of discussion, We have -
members analyze how théir. disorder has impacted upon their families.” We get them
16 focus on both the positive and negative outcomes for themselves. and their fami-
lies.” It is my contention that this topic-is extremely important and needs a number
. of sessions devoted to it, S |

Dependencv is an enormous issue. These people have addictive persozdlmes
- and they need to be aware of that, We focus on why people seek dependency. " They
do so because of feelings of inadequacy, fear of not being okay or good enough, gunlf‘
or shame. We find Peele's book, Love and Addiction (1976), helpful in exposing the-
" clients to 1he notion that dependency |sn't always limited to substances, They are -
dependent on fdmtltes, friends, lovers. They need to learn how to be both - indepen-
dent and mterdependent. For those who think they are independent we discuss

counter-dependence, the technique of hndmg dependence under.a mask of indepen-
dence. ’ : . :

, We help them find behaviors that they can engage in to devr'op greater self-’
confidence. We usually do this in the for_m of homework that they report on in the
next group. One -exercise consists of hoving them answer requests with yes or/no and
‘to eliminate maybe. Then they are to foliow ihrough wn what they have committed -
" themsalves .to. T_oo often, they overcemmit ":-;emeei\)es. - They have difficulty



saying no becousé they fear being rejected or not liked. They need to learn to say no
without offering excuses. They need to stop hiding behind excuses such as "I'm too
tired." . '

As | mentioned earlier, we use Tubesing's Kicking Your Stress Hoblts (l98|) as

the resource for our stress sessions. We work through the entire book and assign -
chaptes and homework for each session. We focus on stress management and teach
relaxation techniques, especially meditative breathing exercises, posmve lmogmg, »
" and centering techniques. We educate about the relononshnp between stress and
illness, especially the illness as a result of their- edtiﬁg disorder. -

Women's issues are extremely important components.- Such issues include a
belief in second-class status, dlffermg reolmes, dependency in women, the pressure
~ of being female in the age of "superwomen. We use Schaef's Women's Reality

(1981). Schaef covers the "original sin of being born female," how men and-women
interact in relationships, and how women differ from white males in defining time,
relcjtionsh_ip, power, responsibility, sexuality and a host of other topics. When we
have men in the group,' we use the same resource. Schaef's book focuses on men and
women. . Our discussions are far richer when men are present for their presence
encourages dialogue. We do not present men as villains but as victims, too. - '

| We also use Kanter's A Tale of "O" (1980). This work focuses on what it means
to be different within an orgomzotqon. We modify this tc include being different
within your family, among your friends, etc. it also is available on slide or video--
tape. It is an extremely useful tool to aid all of us in seeing what hoppens to us when
we are isolated. It offers concrete ways to cope with being different.

We educate about depressuon. We discuss the relationship between depression.
and physiological states. For example, we are currently collectmg data about the
incidence of premenstruol syndrome (PMS) among our population. PMS is a hormonal
disorder with a wide orroy of efnotional and thSlCOl svmptoms. At the same phase
 of eoch menstrual cycle, women with PMS may expernence.

- Tensuon
Depressnon
Anxiety or panic attacks
Irritability .
Crying for no reoson(‘\
-Fatigue
Forgetfulness or mental confusion
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- Clumsiness

- Cravings for sweets, carbohydrates, solty foods or alcohol )

- Water retention- that may cause breast tenderness, bloating of the
stomach, ankles, feet, or fingers and joint ponns .

- Headaches, backaches, acne, cold sores, sties, s:nus problems, asthmatic
attacks and seizures _

The causes of PMS are unknown but Dalton (1977) thought that women suffer

from PMS because: they lack sufficient amounts of progesterone, a female ovarian

hormone. Mony women respond well to progesterone therapy. If our clienfs are
experiencing any of these symptoms, we refer them to a gynecolognst with experhse
in the area. .

Diagnosing PMS requires keeping a doily calendar not only during menstruation,
but for the entire cycle. No conclusive medical test is available, The tnmnng of
symptoms in each menstrual cycle is crucial to the diagnosis of PMS, as is the consis-
tent absence of symptoms postmenstrually (Reid & Yen, 1981). . ‘

We d:scuss other physiological problems that can result in depressnon such as
hypoglycem.a, |llness, and stress. We focus on how the clients can take care of

~ themselves when they are depressed. We ask them to reach out to groop members
. when they experience depression. We teach about the healing effects of laughter.

We instruct in ho_w to deal with depression, not necessarily how to avoid it. Periods

of depression ‘are’ normal and often can be predicted. Focus; then, on ways to mini-

mize the consequences. We often call depression "sickness of the spirit." Have your |

clients attend to ways to feed their spirits with beouty, laughter, peace, and compas- -
sion, o , o

Feelings, or more accurately hiding or masking feelings, are crucial issues. To
aid i in our discussion, we ask them to keep a journal of their feelrngs. We ask them to
lqbel their feelings and what they did with them. We teach about the fact that
hovmg feelings and putting them into behovnor are two decidedly' different things.- N

~ They ‘need first to distinguish feelings, label them, and then make decmons
obouf what to do. They need to own their feelings. Too often, they dump fhem on
somebody else by blaming. "Mom makes me so mad." "John hurt me so deeply."
Theay need to practice soying, "l am ongry wnth rnom." "i am hurf when John does
that" _ : ' ' - '
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- They need to learn to risk. One of the clients of Boskind-White and Whute |
(1983) wrote the following about nskmg-

- To Iaugh is to risk appeoring the fool,
To weep is to risk appearing sentimental,
To reach out for another is to risk-invclvement,
To expose feelings is to risk.exposing the self,
To place ideas and dreams before the crowd is to risk loss,
To love is to risk reiection,
To live is to risk dying, , .
To hope is to risk despair, : ) o
To try at all is to risk failure, '
But risk we must
Because the greatest hazard of all is to risk nothing,
For those who risk nothing do nothing, have nothing, are no’hlng. (p. 149)

~ Two resources are particularfy helpful-—Visc&tt's Risking (1977) and Kennedy's If You A
Really Knew Me Would You Still Like Me? (1975). Both books are easy reading and
- -are full of suggesnons. We assign them to be read qnd design homework arcund
them.

&

Many of our clients need to Iearn to be assernve. There are.a host of good
‘books available on the topic. We find role playing the most helpful in-group
“activity_ "It is a lot of fun. And your clients need the laughter to overcome their

fears. , | . A |
, Sexuality is a- major problem area for clients. One treatment center in
White Pine, Michigan, reports a 75% mcest rate (personal commumcanon, 1983)..
The topics of rape, incest, and abornon need to he addressed in an open and carmg'
manner. Sexual preference needs to be explored‘ Tg% of our clients are lesbians. We
not only educate our clients about sexuality, but also make it comfbrtabl; for them
to explore their sexuality. o , . B

As | mentioned earlier, before someone "graduates" from group, she must shate
a completeA sexual history with the group. This _task_requnres courage, intimacy, and
self-confidence, all of which are' tools they will need when they leave group. We ask
them to write their sexual histories but to reLate them to the group orally. We 4
'suggest that they focus on- thetr earliest sexual memories and their sexual. atmudes
and habits, and that they asse;s any s’exual patteras they have developed,

-
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‘There is a great deal of fear about this assignment. Yet the relief that comes
when they have f|n|shed is dramancally "1erapeut|c-they discover - their similar
experiences. We focus on lnberahng them. from the shame associated with their
sexuality. For many of our lesbian and homosexual clients, this is usually the fnrsf
flme they've come out &f the closet, and they find that people still can. about them.

We stress that sexuality implies choice and that it in something o be enjoyed,
not. endured or abused _They need sexual conflrmanon. They are also woefully
|gnoranf, and many need information about birth control. About 32% of my clients -
are virgins. They usually protest that they don't have any thing to share, but, in fact,

" most experience shame about their virginity. In these cases, we stress that sex is far
more than lnfercourse. Have them focus on what they feel and think about sex and
- have them examine thejr reasons for celibacy. Cellbacy is a |legitimate choice as
“long as it is a choice. So often it is the result of fear. = -
| suggesf you share your own sexual history as well.° So often clienfs look at me
and say, "You mean, Mitzi, that you feel that way too. Gee, | thRught you were so
well put together." Share your humanness with them. As one of my professors once
said to me, "leZl, when you become a clinician learn to share yourself without
fear." | replled, "But what if I'm afraid.! He sand "Share your fear." Share your
fear and your joy. lf works.

: Therapeuﬂc Devices

“We ‘'work (and | mean work) the 12 Step Program borrowed from Alcoholics

Anonymous., When we decnded to: adopf the program a lot of colleagues said it

. wouldn't work, that the |2 Step Program wasn'f modlflable to therapy. It isn't true,
The program 'vorks. A

Perhaps the nofion of a higher power 'is whaf‘so many professionals obJecf to..
To believe in God is not always fashnonable within psychology. There is a long
\history of avo|d|ng spiritual issues in counsellng. Alfhough/l am a fhelsf, hlgher
power doesn‘féeed fo refer to God in the orthodox sense--the group, frnends, a tree
can be a hlgher power. It is simply the nation that there is a power greafer than the
individual and that power can give a person strength, ® ' .

_ Fortunately, Hazelden (Steps [-9, 1982) has published a series of pamphlets
fhaf adapt the AA. 12 Step Program for people with eating problems. 'They have been

a
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wonderful therapeutic tools although the series i_;n'f yet éom-plefe; it gbes- only
through Step 9 at present, The AA |2 Steps are as follows (rephrased for eating
disorders): = -

- . We adrnitted we were po(«verless over our eatlng--that our

’ ~ lives have become unmanageable. ‘

2.  We came to believe that a Power greater than ourselves could
restore us to sanity. ‘ .

3. We made a decision to turn our will and our lives over to the
- . care of that Higher Power (God) as we understand it.
"4, We made a searching and fearless moral inventory of our-
: selves. [ :
5 ‘We admitted to-our Higher Power, to owsélves and t6 another.

" human being the exact nature of our wrong.
*

. 6. Wé have become entirely' ready to have the‘Higher Power
' remove all these defects of character. v

7.  We humbly asked the Higher Power to remove our short-
comings. :

8. We made a list of all persons we have harmed, and became
willing to make amends to them all.

9.. We made direct’ qmer‘i’ds’ to such peoplé wherever ‘possible, _.
~ except when to do so would injure them or ,otheré:\ .

10. We continued to take personal inventory and when we were
wroiig promptly admitted it. )

Il. - We sought through -prayef_and meditation to improve our
conscious contact with the Higher Power praying only for
knowledge of God's will for us and the power to carry that

. out, ' '

. 12.  Having had a spiritual awakenirig as the result of these steps,
we tried to carry these messages to other people suffering
from eating disorders, and to practice these principles in all
our affairs. (Alcoholics Anonymous, 1976, pp. 59-60)

There is an;in_herent danger to thng program, and that is the external focus
it fosters. A higher power does not have to exist putside an individual. Each person -
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needs to seek within her/himself for a source of personal power. | find the following
story helpful in guiding people into their inner power. It is from Alan Watt's The
Book: On the Taboo Against Knowing Who You Are (1972):

There was never a time when the world began, because it goes round
and round like a circle, and there is no place on a circle where it
begins. Look at my watch, which tells the time; it goes round, and. so -
the world repeats itself again and again. But just as the hour-hand of
the watch goes up to twelve and down to six, so, too, there is day and
night, waking and sleeping, living and dying, summer and winter. You -
can't have any one of these without the other, because you wouldn't be
able to know what black is unless you had seen it side-by-side with
white, or white unless side-by-side with:black. '

In-the same way, there are times when the world is, and times when it
isn't, for if the world went on and on without rest for ever and ever, it
would get horribly tired of itself: It comes and it goes. Now you see
it; now you donlf. So because it doesn't get tired of itself, it always .
comes back again after it disappears, It's like your breath; it goes in
and out, and if you try fo hold it in all the time you feel terrible. It's
also like the game of hide-and-seek, because it's always fun to find new
ways of hiding, and to seek for someone who doesn't always hide in the
same place, ‘ - ‘

God also likes to play hide-and-seek, but because there is nothing
outside God, he has no one but himself to play with. But he gets over e
this difficulty by pretending that he is not himself. This is his way of
hiding from himself. He pretends that he is you and | and all the people -

in the world, all the animals, alt the plants, all the rocks, and all the
‘stars. - In this way he has strange and wonderful adventures, some of
which are terrible and frightening.. But these are just like bad dreams,

for when he wakes up they will disappear. :

Now when God plays hide and pretends that he is you and l, he doe)s it
so well that it takes him a long time to remember where and how- he

hid himself. But that's the whole fun of it--just what he wanted to do,

He doesn't want to find himself too quickly, for that-would spoil the

game. That is why it is so difficult for you and me to find out that we

are God in disguise, pretending not to be himself. But when -the game

has gone on long enough, all of us will. wake up, stop pretending, and

remember that'we are all ane single-Self--the God who is all that there -
"is and who lives for ever and ever., '

- Of course, you must remember that 'God isn't shaped like @ person,
RN - . People have skins and there is always something outside our skins. If
© there weren't, we wouldn't ‘know the difference between what is inside

and autsic our bodies. But Gud has no skin and no shape because there
isn't any ouiside to him. (With q suf.figiently intelligent child, | illus-
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! trate this with a Mobius strip—-a ring of paper mpe fwisted once in such

“ a 'way that it has only one side and one edge.) The inside and the
outside of God are the same. And though | have been talking about God N
as "he" and not "she," God isn't @ rnan or @ woman. | didn't say "it"
because we usually say "n" for things that aren't alive.

God is the Self of the world, but you can't see God for the same reason
that, without‘a mirror, you can't see your own eyes, and you cermmly
can't bite your own teeth or look inside your head. Your self is that
cleverly hndden because it is God hiding.

G

You may ask why God somehme hides in the form of horrible people, or
pretends to be people who suffer great disease and pain. Remember,
. first, that he isn't really doing this to anyone but himself. Remember, - .

© too, that in almost all the stories you enjoy there ha 2 to be bad people
as well as good people, for the thrill of the tale is to find out how the
good people will get the better of the bad. It's the same as when we
plqy cards. At the beginning of the game we shuffle them all into a
mess, which is like the bad things in the world, but the point- of the
game is to put the mess into good crder, and the one who does it best is
,'the winner Then we shuffle the tards once more and’ play .again, and *

/ so it goes with the world. (pp. |3-IS) R

/

N

/ "Deep down in every man, woman, and chlld is the fundamental idea of God," .

says the "Big Book" of AA, It is a great reallty within each of us. It is my copviction
/ that addncnons arise “out of spiritual bereavement, We see ourselves ﬁnély,

inadequate, sick, bad, crdzy, ugly; stupid, or fat. To stop these ﬁeélfngs, we turn to

. some substance, 'to some person, to somethihg. We do so to cope. We do so to
‘escape. And most addictions hook us because m the beginning, they work. They dull
the fear, the lonelmess, the pain. But we enter Q: vicious cycle, needing to use the
addnchon more. Because as we engage in more adducnve behavior, it becomes less
effechve. : i »
Your clnents need to lose more weight, or they need to binge-purge more in

order to display -some semblance of normalcy. They are riding a roller codster to .
nowhere except ‘down.. In the process of holding onto thear dignity ard their souls,

. they lose them. T'ney need io recover iheir souls and their selves and the AA!
program provides a way that works. | am not an alcoholic, but | have rny addlcnom
and in all hkehhood so do ycu. I am benef-ttmg from this program as much as my

= clients. ‘ - : .

.
iy 1
Q. <o 1‘
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Read the section from the Hazelden pamphlet (Sfegs 1-9, 1982) on Sieb 3 called
. Giving Up the Game: ‘ . o .

It is ‘@ paradox that the harder’ we, try to find freedom and pleasure
through indulging our .wants, the more enslaved and unhappy we
become. The langer we work this program, the morc firmly convinced -
we are that trying to go against God's Will is at the root of our dissatis-
-faction.and frustration. To be hooked on oneself is perhaps the ‘worst
addiction of all! ~Working through substance addiction-food abuse’
brings all of us into a confrontation With self-centeredness, °
< Self-centeredness has driven us to the wall. We have tried to make
ourselves-happy .by every conceivable means and find that the harder
wé try, the more miserable we become. One-minufe we think we will
, -be happy if we can just be thid, The next minute, all we want is a
pizza. A little while“iater, more money appears to be the solution to
‘@very problet.. Then more love, more sex, more power, The’list goes
onandon, . o ' to- '
In order to make ourselves happy, we try to control not only our own
lives but everyone else's too--especially the lives of those we love, We
think we know best,, We have the mistaken idea-that power 'and controi
will give us freedom, when in fact the-effort to hang on makes us
fearful and anxious. (pp.12-13) "
7 . - ) ‘
S e —~ . . o .
.1 suggest you order thése pamphlets. The Hazelden telephone num&r" is 1-800-

328-9000. They also offer a daily meditation bo‘;nk called Food for Tho()/g;ht which my
' 'c_lients’ and | have found helpful and inspiring. If after examining these materials, -

you decide that they might work,, try them, The steps lead to.a great dealiof discus-
sion ang-Asight. Our. group designed their own homework assignments around each
step.,;AW_g wark on a step each week. We spend a great deal of time on steps | -4 and

T 8-§.er9n't worry if.you are on Step 10 and have olnev;/ arrivat in group; the discussion
! always goes back to Step.\i, to the admission that the addiction of choice is bigger
than,we are/

: We also use massage in group. We find the personal touching impprtont. Monv

. . of our clieats: are uptight @bout touching or being touched. -We teach basic face and
foot massage. |f we are having a celebration ahd have more time, we teach back
“massage. We_ find that ¢lients.learn to feel comfortable with the touching.° Most

.come to,ehjoy both giving oﬂd receiving the massage. We find that after a mosskge,

they take more risks-in grédp. , _— B
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¢ the Self (1980) for some excellent (ntuol exercises.

%

We also develop rituals. Rituals are |mportont. They separate the ordinary
from the extroordnnory. They sngnol thot somethnng wonderful and powerful is taking

place.

.A graduation rntuol is crucial. It sngno{s,on ending and a Deglnnlng. We require

the graduating member to.work up an after-care plan for herself. This should include

what support systems she will utilize such as ANAD meéﬁngis, Overeoters Anbny-
mous, ALANON (if they are close to someone who is chemncolly dependent) or AA (if

‘ I/f\l)s oppropnote) The plon atso should include steps they can take if they experience

0 relapse, suéh as contact a group member or theropnst. They are aware that if they
n’ed to-return to group, they can. They are not alone. They need to state at least
five life goals and five gool§ they wont to attain within the next six months. These

Is should be highly specific and shoUld emphasize how to ochneve them.,

Our graduation ceremony is beautiful.. It involves presenting the member with

a guardian angel pin to remind her of her highet power and our caring. Each-group
member says good-bye, stressing what she has learned from the groduohng member,

It ends wnth a chants’

.Y

" * Rainbow __Name , Rainbow __Name
Go where you want to. Do what you want to. N
For Love is guiding you. -

o

\ . N . ,

Then the groduohng member ° goes to each member and physncolly says good-bye,

~—

w:thou)‘r’words._ Groduohons are times to Celehrote and the hopplness is highly infec-
. X Y T *
tious. [ .

We use ‘a variety of other ritvals. Most involve candles, smgmg, ond cleonsmg

. experneQCes. | refer you to Houston's Life ForCe. The Psychohistorical Recovery of

£
»

Deciding when a clie.:nt is ready to graduate is not difficult. The ’per§on
omounces her ‘intent to the group usually about a month before she is to leave. Both
the, therapists and the grOup members confer together as to whether the person is
ready. She usually is." Occasionally, someone rushes graduation. If other members
have reservotiens, they say so, We require the’groduoting members to announce each
week for three weeks the date of her graduation. The process is similar to

onnouncmg marriage bonns. On each occosnon, the clients are told they can chonge

—

u.'h



LIS

L'

‘their minds.. We do this to remforce the nature of the chcbnce and that it is not .

written i in stone.

¢

Although"'people seldom rush grqduation, many more deloy |t. Be wory of
clients who become dependenf on the group. You may have to confronf them on
the:r dependency. Do so gently, but fnrmly. In oU_coses, discuss the ofter-core plon
thoroughly with each graduating member. Seek suggeshons from the whole group.-

As is probably evndenh, the therapy we do in group cepresents an eclectic
approach. We use r’otlor\ol-emohonol techmques, Gestalt. Ond prbcess techmques,
spnrntuol _counselingy neurollngmstlc progrommmg,, behovnor modification, desensm—j
zation and confrontotlon. We do not believe that any one opprooch is best. They all
work What is important is that you use a wide array of fechmques. Your bag of
trncks needs t¢ be large enough to meet the demands of the dlsorders. If you can, Yry

" to utilize o theropnst team where the bockgrounds and biases are different.

Differences of style and technique are hlghly successful, They result in meeting the

“needs of more clients, broodening the clinical perspective, making therapist behovnor

more unpredictatle and. hence less open to mompulohon, and enrlchmg the

theropeuhc experlence. ,
Expernment. Observe. Keep good data. Remain open. And enjoy. W'e do.

BN
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. .- Chapter VIl *
FROM HERE, WHERE?

| don't possess a crystal ball and examining future trends is not my expertise.
But as a proctmoner and researcher, | can share with you what | hope will happen.

First, drug research will continue to advance. Future pharmacological studies
will focus on eliminating the hormonal imbalance that is often found in both eating
dlsorders. Research. will contlnue into the use of anti-depressants and other mood- -
oltermg drugs. Phc;moco'loglsts will attempt to develop drugs which both stimulate
and decrease appetite without harmful side-effects.

Second, researchers will try to unravel whether there is a physiological base to
the eafing disorders. Even if this is not found, they will examine the effects of these
disorders on the body's functioning, especially within the hormonal and nervous .

systems. Much of this research will probably be focused on obes:ty rather than
" anorexia or bulimia, ; \ ‘

We will see the spread of ,cting disorder clinics offering: iqtensive outpatient
and inpatient care. You will likely see such programs in mid-sized cities. Most will
be modeled ‘after the currently existing chemical dependency progroms. Hobefull'y,.
future therapists and counSelors from all the helping professions will receive:
graduate training in the area. _ _

The .relationship between chemical dependency and eating disorders needs to be

examined. Right now, many major chemical dependency treatment programs, such

that disorder first. Dr. Eckert at th

suggests that chemical dependency needs to be addressed first ("Eotmg Dltorders,"-

as Hazelden, refer all active eoﬁngjsordered clienfs ‘to treatment programs for

University of Minnesota progrom, however, '

1983). This is the classic_case of not knowing who should take resporps:bnlnty. it is
my contentlon that chemlcol dependency needs immediate mterventlon. That mter-
vention provides the client with a more easily understood model. of oqdlchon. The1
client can then apply that model to her/his food issues. The best of all possible
worlds i§ to deal with both disor/cjers simultaneously. This can happen when providers

focus on the similarities between the dependencies, rather than on their differences. N
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The whole area of incest and rape as it relates to later addiction needs more
_jinvestigoﬁon. Incest is far more common in the populotioﬁ\ than anyone has
realized. | wonder how much of all addictive behavior to subston‘ées, people, and
things is related to this national trauma. Clinicians and researchers need fo oddress
more deeply the sexual issves surrounding anorexia and bulimia. '

Premenstrual syndrome needs thorough mveshgcmon. 'Many femlmsts fmd the
disorder uncomfortable because it seems to gnve_credence to some discriminatory,
societal notions. These include the ideas that women are unstable, unreliable, or
unpredictable because they menstruate. Yet, | fear that people who hold thes‘e
notions will use PMS to assert their contentions anyway. | can't change what some
misquided individuals might choose to do. Incremosinglf, there seems to be a crucial
relationship between PMS symptoms and urgeS to binge and consume alcohol. We
need more thorough research. We have te change our state of ignorance.

* We will see the development of more adjunctive support systems. Overeaters
Anonymous will become more accepting of bulimics. More Bulimics Anonymous
groups will be formed. Even small towns may host ANAD and other supgort groups.

The most important focus needs to. turn from healing .the disorders to
preventing them. | don't believe the eating disorders.are going to leave us quickly,
short of famine or a chong‘e in our society's view of being overweight. We neéd to *
address the entire issue of food abuse in our schools.. Stortmg in elementory school,
children need to learn more about nutrition than the five basic food groups. Junior-
high age children need to learn about Row to cope with puberty, not just what it is. -
High -school students need help in learning how to validate themselves. They need
information about anorexia and bulimia. Food obuse needs as much attention as we
cur.rently give to preventing drug abuse. These young people don't need propaganda;
they need information about: which they can make choices. Even if they choose to
become bulimic or. anorexic, they need ta be awcre that it is a choice.

Families need help. Future treatment approaches must focus on the mdlvnduol
as she exists within a family. The family members are sufferlng‘as much as, and
perhaps more than the afflicted member. ' »

Finally, |.believe that anorexia and bulimia can help breok down the trodmonol

barriers between the helping professions. Physncnons can no longer afford not to talk .

_ to psychologists, counselors, or social workers, and these three need to learn to talk

o
[\ . n
.
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and share with each other without malice and feelings of territoriality. All of us
need thg help of dieticians and, as practitioners, need to have more knowledge of
nutrition. . o

These disorders may be a blessing in disquise. Perﬁops they will bring about a
true team approach to treatment, a team in which <very member is importor{t, every
member is of volue, and every member cares about it only the client but eoch
other. ) )

As the author Richord Bach says, "Every problem comes bearing a gift." Per-
haps the -gift of anorexia ond Bulimia is the development of a sense of commumty

among the helping professions.

4 -
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Appendix I
BASIC NUTRlTlON USING THE EXCHANGE SYSTEM

e

" Basic nufriﬁzan is important for everyone's health. Whether undergoing weight
loss or weight gain, or maintaining present ‘'weight, an individual must pohsume the
correct bolanee of all nufrienfe in erder to maintain 4 healthy body. The following
plan, the exchange system, is a controlled way to qchieve good nutrifion. 1t divides
the foods you eat into six groups accordmg to fhenr content of the three energy

vproducmg nutrients: carbohydrate, protein, and fat. It also takes into consideration
their vitamin and mineral content so that by followmg your prescribed plon, you will-
automatically receive an, adequate knlocolorle _level and the proper bolonce of

-nufnenfs.

How Your Meal Plan Works

Eoch participant, depending on nufrmonol needs and personal eating habits and

preferences, will be given a food prescnpﬂon by the nutritionist. To use the
exchange system and your prescription, follow these instructions:

When your meal plan calls for one exchange from a list, select one item

f}om that Iisf and use only the amount listed. If it calls for two

exchanges from the same list, use two times the amount of one |tem or

~ select two different items. Three meat exchanges in the same meol is

three ounces of meat, as one meat exchange is.one ounce. Include one

vitamin C source dmly and one vnfqmm A source every two days. The

' nutritionist will explam sources of these.

&

105



Your meal prescription is: '

B AM L . PM™m D’ HS
___skim milk - ___skimmilk ©___skim milk
___fruit : __ fruit fruit
___bread/starch ___vegetdbles ___vegetables ~
__meat _ . ___bread/starch «__bread/starch
___fat ' ___meat .. _meat

__fat fat
Basic Rules

3.

4.

5.

Cooked foods should be prepared by baking, broiling, steaming, boiling. Do not
add fat (oil, butter, margarine) unless you count it in your fat exchanges. Use
of oils and margarines is recommended in higher level prescriptions where
weight gain is desirable: In lower kilocalorie prescriptions, most users prefer
to save their fat exchanges for medium or high-fat meats, salad dressings, or
margarine and butter. - - ‘

Measure—-know your serving sizes. There is a lot of kilocalorie difference
between one and two teaspoons of margarine. The use of a gram scale is
beneficiql for weighing meats. Measuring cups and spoons should be available.
Those - eating away from home should make estimates of portion sizes oS

" accurate as possible.

“Eat three or more meals a day as prescribed. If you prefer smaller amounts of
*food, divide your prescription into six meals. |f you prefe;' fewer, larger meals,
your food should be consumed in at least three meals. Do not go below three
meals, i

Stick to your plan. If you go off your plan one day or meal, GET BACK ON
YOUR PLAN--you have not failed, only taken a temporary detour. You can
control your habits. ‘
Seek the support of others in your support group. If you are not in a group, -
bring y‘our questions to our next appointment with the nutritionist. Write down

questions as they occur.



j

6. If you w./ish, you may purchase cookbooks which use the exchange system. Most
< of these are written for the diabetic but give excellent nutritious recipes for
anyone usmg the exchonge system.
7. Keep food records. Wrmng down what you eat helps you evaluate your own
progress. . _
8. If you preporé your own meals, plan each day's menu prior to each day and stick
to it. You may want to plan out menus for an entire weék so that you can
grocery shop less often. If large supplies of food tempt you to binge, keep only
~ minimal amounts on hand. . If you eat in a residence hall dining center, check "
the menu each morning at breakfast and plan your menu ot that time. This will
help you stay within:your exchange prescription. 4
g. Do not consume excess amounts of sugarless gum or diet pop. The sweeteners
in sugarless gum can cause gas, bloating, and possibly diarrhea. Some diet pops
high in sodium will also contnbute to bloating. Usually two eans of pop a day
and one pack of gum shou|d be a maximum if you experience these problems.
0. Do not weigh every day. Your body weight will vary from day to doy with the
type ond quonfny of food you consume, the amount of water you are retaining,
the <€alt content of your diet, and the weather. Weighing once a week is the
very best. Preferably weigh with either the nutritionist or the psychologist.
1. Your prescription will 01’ first contom primarily your "safe foods. As you feel
control strengthenlng, you will be advised to start including your binge foods.
Those who have not been binging will be advised to staft out ‘their prescription
wnth nutrient dense foods in order to assure proper nutrient intake. at the
prescribed kilocalorie level. : ¥
12, If you hove been consuming very low quontmes of food or have been purging by
' vomiting or using onot{‘\;es, you could possibly experlence the foIIowmg’
symptoms. They are natural responses of your body and will pass as you

" continue your food plorj. . . ¥
Constlpotnon. - ﬁ/ -

Include whole grom breads and cereals and fresh fruits and vegetables i in

your. plon to help overcome this problem. \ Your -intestinal tract hos ,
" slowed down because of your abuse and needs tiref

0 adapt to new levels
of food intake.

{’* | | BT R . <
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Bloating: ~ T ! \"‘

. This will subside shortly if you stick to your plan. Go easy on the salt’/and
salty foods for a while. . "/

Feeling fat:.
Your body has been conserving every kilocalorie and Yov may ir}iticlly
gain weight that you may not consider desirable. By checking in with the

nutritionist, you can adjust your prescription to fit the desired weight you

levels, -

Weight fluctuations:

Py

wish to achieve. After time your body will adapt to normal kilocalorie

Your weight will fluctuate. You could gain two pounds one week and lose

three the next. Your ncturql body cycles and your water balance can
cause this, ‘ Voo
Gas or flatulence:
This can be caused by sugarless gums or bacterial fermentation (a natural
occurrence) in the intestine. Until natural gastrointestinal bacteria
: stabilize, sticking to the\food plan and staying away from gas-producing
T~ foods may help.
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o Appendlx i
, _ EATING DISORDERS CLINICS AND OTHER PROGRAMS

("
\ ot A ; \

“If you live near any of the following major centers, ask about their treatment
pro"grams. If they don't suit you, or if their waiting lists are long, ask for referrals,
You can also contact your local hospital for referrals.

-

East Coast o $

David B. Herzog, M.D., Director _ —
Eating Disorders Unit

Massachusetts General Hospltol

Fruit Street s

Boston, MA 02114 *

Kotherme A, Halml, M.D., Dnrec?or

Eating Disorders Program

New York Hospital-Cornell Medical- Center. -
Westchester Division

2| Bloomingdale Road

White Plains, NY 10605

B. Timothy Walsh, M.D., Director il
Eating Disorders Research and Treatment Program

New York State Psychiatric Institute .

Columbia Presbyterian Medical Center

722 West |68th Street

New York, NY 10032.

Judith Brisman, Ph.D. (or Ellen Schor, Ph.D.) \
Center for Bulimia and Related Disorders R
3| West |0th Street -
New York, NY 100t |

William Davis, Ph.D.
Center for the Study of Anorexia ond Bulimia

| West 9]st Street
‘New York, NY 10024 -

109

g 113




-~
Arnold E. Andérsen, M.D., Director
Eating and Weight Disorders Clinic
4 Henry Phipps Psychiatric Clinic
- %, Johns Hopkins Hospital '
600 North Wolfe Street
Baltimore, MD 21205

Midwest

Craig Johnson, Ph.D., Direc -or
Anorexia Nervosa Project .
Michael Reese Medical Center e
Psychosomatic and Psychiatric Institute
2959 Southottage Grove o
Chicago, IL %0616 , o7
Richard L. Pyle, M.D., Director /
Behavioral Health Clinic '
University of Minnesota
- Box 30/, Mayo Memorial Building
420 Delaware Street, SE
Minneapolis, MN 55455

West Coast

Jral Yager, M.D., Medical Direcior
Eating Disorders Clinic
Neuropsychiatric Institute

Center for the Health Sciences
University of California at Los Angeies
760 Westwood Plaza

Los Angeles, CA 90024

Barton J. Blinder, M.D., Director
Eating Disorders Program |
Department of Psychiatry and Human Behavior
College of Medicine’
" University of California at Irvine
Irvine, CA 92717
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Appendix Il
EATING DISORDERS ASSOCIATIONS

*
National Association of Anorexia‘Nervosd:and Associated Disorders, Inc.
Box 271
Highland Park, IL 60035
(312) 831-3438 ‘ '
(Individuals requesting information should send a self-addressed envelope with $.37
postage; organizations should send $1.00 to cover postage and handling.)

American Anorexia.Nervosa Association, Inc.
133 Cedar Lane

Teaneck, NJ 07666 ‘

(201) 836-1800 (10 a.m. to 2 p.m. EST)

American Anorexia Nervosa Association of Philadelphia, Inc.
Philadelphia Child Guidance Clinic

Philadelphia, PA 19104

(215) 387-1919

National Anorexic Aid Society
Box 2946 | '
Columbus, OH 43229

Anoréxia Nervosa and Related Eating Disorders, Inc. 4
P.O. Box 5102
‘Eugene, OR 97405

Anorexia Nervosa Aid Societ); of Massachusetts, Ing.
Box 213 N
-Lincoln Center, MA 01773

American Anorexia Nervosa Association of Atlanta -
3533 Kingsboro Road, NE - -

Atlanta, GA 30319
- (404) 233-7058
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