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Introduction 

If you were to take a picture of what you believe anorexia to be, what would it 

look like? You probably can envision a thin, bony girl standing there. Maybe you know 

that she hasn't eaten more than 15 raisins and three crackers in the past four days, but 

what else do you see? What other clinical features are evident? What made her decide to 

starve herself — did it have something to do with her family? How can a person who is so 

thin and so helpless be treated? In taking a comprehensive look at anorexia nervosa, 

these questions will be answered. So let's widen the lens on the image we have drawn 

about individuals with anorexia, and explore this complex and sometimes 

incomprehensible disorder. 

Definition of Anorexia Nervosa 

The American Anorexia Nervosa Association defines anorexia as a "serious illness 

of deliberate self-starvation with profound psychiatric and physical components" 

(Neuman & Halvorson, 1983). It is characterized by a constant pursuit of thinness and an 

exaggerated dread of weight gain. The term "anorexia nervosa" implies that the disorder 

is founded on a nervous loss of appetite (i.e. lack of desire towards the idea of or results 

caused by food). In contrast, a person with anorexia nervosa usually displays an 

obsessive attitude about food, but it is exhibited as an obsessive resistance to eating or to 

the retention of ingested food. Anorexia often begins by a simple diet in a person's 

attempt to lose weight. The achievement of losing weight by this "simple diet" becomes a 
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symbol of control and rectitude for the person with anorexia. As a client who recovered 

from anorexia once stated, "The thinner I got, the happier I thought I'd be" (Neuman & 

Halvorson, 1983). 

Clinical Features 

Before discussing the psychological aspects of anorexia nervosa, it is important to 

describe die physical manifestations of this disorder. The immediate and prominent 

clinical feature of a person with anorexia is emaciation. This is characterized by a 

skeletal appearance with a marked absence of fat under the skin. A person with anorexia 

may weigh as little as 56 lbs., but the weight typically ranges from 77 to 91 lbs. (Crisp, 

1980a). In addition to emaciation, there is often some loss of scalp hair and the presence 

of dry yellowish skin. Also, common in chronic cases of anorexia is the presence of fine, 

downy hair over the cheeks, neck, forearms, and thighs called lanugo hair. Fingertips and 

toes are usually cold and red or blue in color and the ankles swell due to low protein 

levels. Further examination of the individual may reveal irregular menstrual periods or 

even cessation of menstruation, low body temperature, slow pulse (in the range of 40-60 

beats per minute, unless the individual has recently eaten), and low blood pressure 

(approx. 90/60 mm of mercury) (Agras, 1987). 

Ironically, most people with anorexia are not overweight when they begin to diet. 

Often they see themselves as grossly overweight, even though they may only be 10 lbs 

overweight. To solve their "weight problem" some people with anorexia may eat smaller 
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and smaller amounts of food, take large amounts of laxatives or diuretics, exercise at a 

frantic pace, or vomit after meals. As the illness progresses other psychological changes 

appear such as irritability, stubbornness, unsociability, indecisiveness, helplessness, and a 

dislike of change. People with anorexia often appear to be reserved perfectionists who 

rarely displayed anger, selfishness, or rebellion and who did everything their parents 

asked them to do (Craig, 1986). But behind this "model child" behavior, people with 

anorexia hide feelings of low self-esteem and ineffectiveness. Obsessive, depressive, 

hysterical, and phobic features are also common in people with anorexia. Some 

obsessive behaviors include excessive weighing, frequent measuring of body parts, and 

persistent checking in the mirror for perceived areas of "fat." They tend to avoid 

confrontations about their eating habits by lying about where, when, and what they eat. 

Their obsession with burning calories drives them to exercise at an excessively fast rate. 

For example, some patients report to rising at 4:00 a.m. in order to do as many sit-ups or 

miles of running as they can before school begins, and then exercising late into the night 

as well (Neuman & Halvorson, 1983). Since people with anorexia are often obsessive 

about food, it is not surprising that many of them are obsessive about cooking and eating 

rituals as well. Some examples of this include: washing and rewashing dishes for use, 

hoarding food (even if it's rotten or moldy), and cutting food into hundreds of tiny pieces. 

Cognitive manifestations of anorexia are equally important as the physical and 

psychological aspects in recognizing the clinical features of this disorder because the 
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thought processes of persons with anorexia are what both drive them to develop this 

disorder as well as maintain die disorder. According to Bruch (1973), people with 

anorexia nervosa appear as if they are stuck in the concrete thinking phase, characterized 

by egocentricity and irrational ideas. Bruch was one of the first to make the observation 

that cognitive dysfunction in anorexia nervosa patients is directly related to starvation 

itself̂  and that self-starvation results in narrowed consciousness. "Their thinking and 

goals become bizarre, and they construct weird ideas about what happens to food. Food 

thoughts crowd out their ability to think about anything else. They spend more and more 

time on their school work because of their urgent need to be superior in every respect, but 

they cannot concentrate because food has taken over the mind" (Bruch, 1978, p. 75). 

Garfinkel and Garner (1982) point out three assumptions that underlie the thinking 

of many patients with anorexia: 

1. The assumption that weight, shape, or thinness can serve as the sole or 

predominant basis for inferring personal value or self-worth. This 

assumption gives patients a single standard to uphold, thus they can have 

control over one aspect of their life. 

2. The assumption that complete self-control is necessary or even desirable. 

This assumption is characterized by perfectionist qualities. Families that 

have high expectations of achievement can foster this kind of thinking in a 

person who develops anorexia. 
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3. The assumption that 1absolute certainty" is necessary in making 

decisions. Dichotomous thinking, fear of social rejection, and rigid 

moralistic principles pervade this concept of absolute certainty. 

These cognitive assumptions pointed out by Garfinkel and Garner reflect the impact of 

societal and family pressures, as well as the client's own view of the outside world. 

The assumptions described by Gamer and Bemis are general ideas that they 

believe persons with anorexia accept as true. In addition, Gamer and Bemis (1982) found 

six cognitive distortions in the processing and interpretation of events commonly 

experienced in persons with anorexia. The first is selective abstraction, which means 
4 

basing a conclusion on isolated details while ignoring contradictory and more prominent 

evidence (e.g. "The only way I can be in control is through eating"). The second is 

overgeneralization, or extracting a rule on die basis of one event and applying it to other 

dissimilar situations (e.g. "When 1 used to eat carbohydrates, I was fat; therefore, I must 

avoid them now so I won't become obese"). The third cognitive distortion is 

magnification, which means overestimation of the significance of undesirable consequent 

events. Stimuli are exaggerated with surplus meaning not supported by an objective 

analysis (e.g. I've gained two pounds, so I can't wear shorts anymore"). The fourth is 

dichotomous thinking; which is thinking in absolute terms. Events can be only black or 

white, right or wrong, good or bad (e.g. If I'm not in complete control, I lose all control. 

If I can't master this area of my life, I'll lose everything"). The fifth cognitive distortion is 
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personalization, which means egocentric interpretations of impersonal events or 

overinterpretation of events relating to the self (e.g. "Two people laughed and whispered 

something to each other when I walked by. They were probably saying that I looked 

unattractive. I have gained three pounds"). The last of the six cognitive distortions is 

superstitious thinking, which is believing in the cause-effect relationship of non-

contingent events (e.g. "If I eat a sweet, it will be converted instantly into stomach fat"). 

Gamer and Bemis reported that the most common of the six distortions among then-

patients were dichotomous thinking, personalization, and superstitious thinking. 

History of the Disorder 

While it is generally accepted that anorexia now afflicts a greater number of 

people than ever, this disorder is not a recent phenomena. In the Middle Ages thinness 

was associated with goodness, purity, and virtue because it was the prevailing view that 

the angels were so good and virtuous that they must be quite thin. In their book, Obesity 

and Anorexia Nervosa: A Question of Shape. Peter Dally and Joan Gomez (1980) 

explored the stories from the Middle Ages of the "miracle maidens who purported to live 

on air, were fed by fairies when nobody was there, or toyed occasionally with such 

delicacies as the juice of a roasted raisin." Dally and Gomez (1980) concluded that "most 

were frauds... but a few may well have had anorexia nervosa, a disorder which at that 

time was not recognized." In 1689, Dr. Richard Morton described the first clear case of 

anorexia with the term "nervous consumption" in which a 17-year-old girl looked "like a 
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skeleton only clad with skin yet there was no fever, but on the contrary a coldness of the 

whole body" (Lucas, 1981). In the 1870s this condition was named independently but 

contemporaneously by Sir William Gull as "anorexia hysterica" and Professor Lesegue as 

"anorexia hysterique." It was Gull who finally coined die phrase "anorexia nervosa," a 

term that continues to be used today. 

By the end of the nineteenth century anorexia nervosa was a rare but recognized 

disorder common in the middle and upper socioeconomic classes. In the early 1900s the 

medical community widely believed that all diseases were caused from some pathology 

of the organs and cells. Patients suffering from unexplained weight loss often were 

diagnosed as having Simmond's disease, a disease of pituitary failure, even when there 

were no signs of disfunction in the pituitary gland. In 1942, Escamilla and Liser took a 

thorough look at the 595 reported cases of Simmond's disease, deciding that most of those 

cases were, in all probability, cases of anorexia nervosa. As the psychosomatic 

movement commenced in the 1940s, Walter Common's classical experiments were 

introduced, demonstrating that emotional states produce physiological changes. This 

pointed to the idea that a person's emotional state, such as depression, perfectionistic 

ideations, or low self-esteem, could be linking to physiological changes such as loss of 

weight. By 1961, Hilde Bruch entered the area of eating disorders with a paper entitled 

"Perceptual and Conceptual Disturbances in Anorexia Nervosa." Bruch distinguished 

between "primary anorexia nervosa" (the classic form) and "atypical anorexia nervosa" 
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(self-starvation due to other mental illnesses). According to Bruch, primary anorexia is 

characterized by "a disturbance in body image of delusional proportions, a disturbance in 

the accuracy of perception or cognitive interpretation of stimuli arising within the body 

with failure to recognize signs of nutritional need, and a paralyzing sense of 

ineffectiveness pervading all thinking and activities" (Lucas, 1981). Alexander Lucas, a 

psychologist at the Mayo Clinic, asserts that Bruch "set the stage for a new level of 

understanding" and that his paper was the herald of the modern era. During the 1960s 

and 1970s, an effort was made to understand anorexia from individual perspectives (e.g. 

biologic, psychodynamic, or family systems viewpoints). It wasn't until a decade later 

that the static way of defining eating disorders, such as anorexia nervosa, began to be 

critically questioned. According to Vandereyeken (1984), up until the 1980s many 

psychologists and physicians used their own diagnostic criteria to diagnose patients. In 

1980, the American Psychiatric Association published the Diagnostic and Statistical 

Manual for Mental Disorders (Third Edition), or DSM-IEL which set a standard definition 

of diagnostic criteria for anorexia nervosa. The DSM-in was designed to help therapists 

more effectively diagnose and assess people with anorexia. Also in the early 1980s, 

Engel's biopsychological model was introduced, emphasizing that anorexia has both 

physical and psychological determining factors. In 1994, a revised diagnostic manual, the 

Diagnostic and Statistical Manual of Mental Disorders (Fourth Edition), was published 

by the American Psychiatric Association to update the DSM-IH and to bring the scientific 
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world up to date on anorexia nervosa. 

Epidemiology 

For many years anorexia was considered a rare disorder. In the last 30 years there 

has been an increase in diagnosed cases of anorexia. This is due to increased research 

activity and media attention, which has given this unique disorder a familiarity among 

physicians, mental health professionals, and the general population. The Anorexia 

Nervosa and Related Eating Disorders Organization (ANRED) estimates that one in every 

100 white females between 12 and 18-years-old suffers from anorexia. Approximately 

10 percent of people diagnosed with anorexia are males (Anderson, Hedblom, & 

Hubbard, 1981). A common finding in studies is that anorexia nervosa is prevalent 

among the upper middle and upper class families. Kalucy, Crisp, and Harding (1977) 

found that the upper social class was a good prognostic indicator, and that 50% of their 

patients were from upper middle and upper class families. Supporting Kalucy's finding 

was Hall (1978), with 59% of her patients, and Morgan and Russell (1975), with 70% of 

their patients in the upper social classes. 

Theander (1970) believed that as anorexia nervosa became more common, there 

would be more diagnoses of patients from lower social classes. Rowland (1970) noted 

that anorexia nervosa was almost unheard of in African-Americans and East Indians, but 

since then several psychologists have diagnosed and treated both of these populations 

(Jones, Fox, Babigan, & Hutton, 1980; Kendell, Hall, Hailey, & Babigan, 1973; 
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Nwaefuna, 1981; Warren & Vande Wiele, 1973). Prior to 1979, African-America 

patients had not ever been diagnosed or treated by Garfinkel and Garner (1982). Between 

1980 and 1982, though, Garfinkel and Garner have treated four African-American 

patients out of 120 patients. Three of those four African-American patients were from 

upper-class families. 

The increasing frequency of anorexia nervosa has been demonstrated in many 

studies over the last 30 years. Willi & Grossman (1983) conducted an epidemiologic 

study where the total incidence of cases under treatment was assessed for the same area at 

different points in time spanning 20 years. From 1956 to 1958 the incidence of anorexia 

nervosa for females between the ages of 12 to 25 years, the population at risk, was 3.98 

per 100,000. During the 1973 to 1975 period this incidence rate had risen to 16.76 per 

100,000; a fourfold increase. In Sweden, Nylander (1971) found that nearly 10% of 

female high school students reported some "anorectic" symptoms in connection with 

weight loss and that the majority of these students had "felt fat" at some time. In the 

early 1970s a survey of schools in the United Kingdom showed that, between the ages of 

16 to 18, one in every 250 girls in private school were diagnosed with severe cases of 

anorexia (Crisp, Palmer, & Kalucy, 1976). In Australia, Abraham, Mira, Beumont, 

Sowerbutts, and Llewellyn-Jones (1983) found that 20% of women between the ages of 

15 and 27 may fulfill the criteria for an eating disorder at some stage in their life, and that 

7% abuse diuretics and laxatives in order to be fashionably thin. These studies support 
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the fact that the incidence of anorexia, or at least the number of diagnoses, have increased 

in the last 20 years and that anorexia nervosa is most prevalent for girls between the ages 

of roughly 12 to 27. 

According to the Diagnostic and Statistical Manual of Mental Disorders-fourth 

edition, or DSM-IV. (American Psychiatric Association, 1994), anorexia nervosa is 

prevalent in countries in which there is an abundance of food and being attractive is 

associated with being thin. The countries that the disorder is most common is include: 

the United States, Canada, Western Europe countries, Australia, Japan, New Zealand, and 

South Africa. 

Diagnosis 

The major diagnostic features of anorexia nervosa according to the DSM-IV 

(American Psychiatric Association, 1994) are as follows: 

1. Refusal to maintain body weight at or above a minimally normal weight 

for age and height (e.g. weight loss leading to maintenance of body weight 

less than 85% of that expected; or failure to make expected weight gain 

during period of growth, leading to body weightless than 85% of that 

expected). As anorexia develops in an individual during childhood or 

adolescence, the individual's height increases but they often do not gain the 

expected weight for their height. When an individual weighs less than 85% 

of their expected weight, whether it be an adolescent who purposely did not 



Widening the Lens 
13 

gain enough weight as they grew or an adult that actually loses weight 

below 15% of their expected weight, it is considered to meet the diagnostic 

criterion for the DSM-IV. Popular ways of losing, or not gaining, weight 

for people with anorexia include: eating less (or nothing), self-induced 

vomiting, excessive exercise, decreasing fat and carbohydrate intake, and 

the use of laxatives and diuretics. 

2. An intense fear ofgaining weight or becoming fat, even though 

underweight People with anorexia have a greater fear of gaining weight 

than of dying from self-starvation. This fear of gaining weight can be seen 

in the obsessive qualities that many people with anorexia display. Unlike 

the non-affected person's sense of relief when they lose weight, a person 

with anorexia continues their fear of being overweight and becomes 

increasingly rigid in their approach to food. When individuals diagnosed 

with anorexia exhibit obsessions and/or compulsions not related to food, 

body shape, or weight, an additional diagnosis of Obsessive-Compulsive 

Disorder may be warranted (American Psychiatric Association, 1994). 

3. Disturbance in the way in which one's body weight or shape is 

experienced, undue influence of body weight or shape on seif-evaiuation, or 

denial of the seriousness of the current low body weight (e.g. claiming to 

"feel fat," even when emaciated). Although most people with anorexia 
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have distorted body images, it is an unclear phenomenon to researchers. 

Some people with anorexia perceive that they are immensely overweight, 

while others believe their bony arms and legs are attractive, and still others 

recognize their emaciation, even though they deny the serious medical 

implications of their malnourished state. 

4. In post menarcheal females, amenorrhea, i.e., the absence of at least 

three consecutive menstrual cycles. Amenorrhea is due to unnaturally low 

levels of estrogen secretion, which is in turn due to decreased pituitary 

secretion of follicle-stimulating and luteinizing hormones. Amenorrhea is 

an indicator of physical dysfunction and severity of the disorder. 

Since people with anorexia display their symptoms in many different ways, Kendell 

(1982) advises that psychiatrists and psychologists should use more than one diagnostic 

system. This gives psychiatrists and psychologists several different ways to measure the 

symptoms which will help them diagnose the client more effectively. Another widely 

used source for diagnosing anorexia nervosa is the Feighner-criteria (Feighner, Robins, 

Guze, Woodruff Winokur, & Munoz, 1972). The Feighner-criteria adds to the diagnosis 

because it uses more specific examples for diagnosis. The criteria is as follows: 

1. Age of onsetprior to 25. The mean age of onset for anorexia is 17 years, 

although the peak ages are at 14 years, when the adolescent in transitioning 

from junior high to high school, and 18 years, when the young adult is 
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moving from high school to college (Neuman & Halvorson, 1983). 

However there are two problems with this criterion: the use of age as an 

exclusion criterion and the ambiguousness of the meaning of the word 

"onset." Researchers agree that the majority of people with this disorder 

are, in fact, adolescents. But Vandereycken (1984) points out that the onset 

of anorexia nervosa can occur later in life. As for the term "onset," there is 

still debate over whether it means the actual onset of weight loss, 

emergence of behaviors leading to weight loss, or manifestations of 

pathological symptoms of anorexia. 

2. Anorexia with accompanying weight loss of at least 25% of original 

body weight. Similar to the DSM-IV criterion, except that the DSM-IV 

criterion proposes a 15% loss of expected weight, not a 25% weight loss. 

3. A distorted, implacable attitude toward eating, food, or weight that 

overrides hunger, admonitions, reassurance, and threats: e.g. 

(a) denial of illness with a failure to recognize nutritional 

needs; 

(b) apparent enjoyment in losing weight with overt 

manifestation that food refusal is a pleasurable indulgence; 

(c) a desired body image of extreme thinness with overt 

evidence that it is rewarding to the client to achieve and 
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maintain this state; and 

(d) unusual hoarding or handling of food. 

This criterion identifies whether a person is involved in behaviors 

associated with anorexia. Unfortunately it is difficult to assess this criterion 

because people with anorexia often deny their illness. Ways to avoid the 

problem of relying solely on verbal self-reports include interviewing a third 

party who is familiar with the client (e.g. parent or friend) and giving self-

rating questionnaires. 

4. No known medical illness that could account for the anorexia and weight 

loss. There are several illnesses that can account for weight loss and should 

not be misdiagnosed for anorexia nervosa. These will be discussed later in 

this section. 

5. No other known psychiatric disorder with particular re ference to primary 

affective disorders, schizophrenia, obsessive-compulsive and phobic 

neurosis, (the assumption is made that even though it may appearphobic 

or obsessional, food refusal alone is not sufficient to qualify for obsessive-

compulsive or phobic disease). 

6. At least two of the following manifestations: 

(a) amenorrhea (absence of menstruation); 

(b) lanugo; 
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(c) bradycardia (persistent resting pulse of 60 or less); 

(d) periods of overactivity; 

(e) episodes of bulimia; and 

( f ) vomiting (may be self-induced). 

The links between bulimia nervosa and some cases of anorexia nervosa include binge 

eating, purging, and excessive concern with body shape and weight. However, 

individuals with bulimia nervosa are able to maintain a body weight at or above a 

minimally normal level, unlike individuals with anorexia nervosa. There are two 

subtypes used to specify the presence or absence of binge eating and purging in anorexia 

nervosa: restricting type and binge-eating/purging type. The restricting subtype is 

characterized by the absence of binge-eating or purging. Weight loss in the restricting 

subtype is accomplished mainly through fasting, dieting, or excessive exercise. The 

binge-eating/purging subtype is characterized by the individual daily engaging in binge 

eating and purging methods. Binge eating is when a person eats an amount of food that is 

larger than most people would eat under the same circumstances. It is characterized by a 

lack of control over eating. Purging is the expulsion of food which can occur through 

self-induced vomiting or the misuse of laxatives, diuretics, or enemas. Some individuals 

in this subtype engage regularly in purging methods but do not binge eat. 

Differential Diagnosis Considerations 

It is important to consider other possible physical causes of weight loss before 
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diagnosing someone with anorexia nervosa. In general medical conditions, such as brain 

tumors, gastrointestinal disease, occult malignancies, and acquired immunodeficiency 

syndrome (AIDS), a significant amount of weight loss may occur, but individuals with 

these conditions will not have a desire for further weight loss or possess a distorted body 

image. 

In Major Depressive Disorder, individuals do not have the desire to lose weight or 

the fear of gaining weight, they may simply have a loss of appetite which causes serious 

weight loss. Individuals with schizophrenia do not show body image distortions or the 

fear of gaining weight, but have odd eating habits, sometimes refusing to eat because they 

may think someone is trying to poison them. There are some shared features of anorexia 

nervosa among the diagnostic criteria for Social Phobia, Obsessive-Compulsive Disorder, 

and Body Dysmorphic Disorder. If the phobias, obsessions, compulsions, or distorted 

images are food- or weight-related (e.g. a person may have obsessions such as cutting up 

all of their food into tiny pieces or hoarding food), an additional diagnosis should be 

made. This means that a person can be diagnosed with both Anorexia Nervosa Disorder 

and, in the example given above, Obsessive-Compulsive Disorder. 

Assessment 

In order to appropriately perform an assessment of an individual for this illness, it 

is important to conduct a clinical interview as well as use standardized self-rating and 

assessment scales. The clinical interview is important because it gives the therapist 
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information about the client. Some examples of personal information that requested in 

clinical interviews include demographic information (e.g. age, sex, socioeconomic status), 

family history (e.g. parents/siblings ages and occupations), attitude and behavior toward 

food (e.g. appetite, typical pattern of meals and snacks), attitude toward weight (e.g. 

desire to lose more weight, denial of weight loss), personality before illness (e.g. anxiety, 

normal mood state), and education (e.g. grades, career plans). Medical information, such 

as weight history (e.g. onset and course of illness), history of medical symptoms (e.g. 

fatigue, jaundice), history of psychological illnesses and/or treatment (e.g. psychotherapy, 

hospitalization, medications), activity level (e.g. change in strength or stamina, use of 

activity to decrease weight), and sexuality (e.g. age of menses, sexual experiences), is 

also asked in the clinical interview. The interview is conducted by asking the client both 

close-ended questions (e.g. Do you "binge eat?" (yes or no)) and open-ended questions 

(e.g. Why do you binge eat? ( The response would be more than just "yes" or "no." An 

example of an open-ended response might be, "Because I'm hungry, I crave certain foods, 

and I can't control my appetite.")) 

Self-rating and assessment scales give the client an opportunity to report their 

attitudes about themselves. These scales are important because they may provide 

information for the therapist that was not shared in the clinical interview. The Analogue 

Scale Measurement (Folstein, Wakeling, & De Souza, 1977) is a self-rating scale in 

which the person being assessed is asked to report his/her inner feelings by marking on a 
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scale their level of hunger and thirst and his/her state of "fat" and "blown out." The 

Eating Attitudes Test - £4 T (Garner & Garfinkel, 1979) is one of the most widely used 

self-rating scales, containing 40 items in which the answers can be selected from a six-

point scale: always - very often - often - sometimes - rarely - never. It has an abbreviated 

version, the EAT-26 (Gamer, Olmsted, Bohr, & Garfinkel, 1982), which correlates 

closely with die original scale. The Eating Disorder Inventory - ££>/(Garner, Olmsted & 

Polivy, 1983) consists of eight subscales: drive for thinness, body dissatisfaction, 

ineffectiveness, perfectionism, interpersonal distrust, interoceptive awareness, maturity 

fears, and bulimia. This scale measures a broad range of behavioral and physiological 

features that are common in anorexia and bulimia. There are many other scales used by 

mental health professionals and physicians to diagnose possible sufferers of anorexia, but 

the Analogue Scale Measurement, Eating Attitudes Test and Eating Disorder Inventory 

have been "sufficiently reliable and valid self-rating instrument[s]" (Vandereycken, 1984, 

p. 23). 

Since body image disturbance is a major manifestation in anorexia, researchers 

have come up with three techniques to specifically assess body image distortion. The 

first two methods, the Movable Caliper Technique and the Image-Marking Method, 

require the subject to estimate the width or depth of specific body parts. The third 

method, the Distorting Photograph Technique, involves the subject making a judgement 

of their total body size by presenting photographs that have been horizontally 
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manipulated. 

Multidetermined Nature of Anorexia 

The problems that inhibit professionals from making a firm diagnosis center 

around the reality that symptoms associated with anorexia nervosa have many different 

manifestations and causes. People who suffer from anorexia also display their symptoms 

in a variety of ways. This is why clinicians explore not only the physical, behavioral, and 

cognitive symptoms displayed by the person, but the possible underlying causes which 

may have led to the outward expression of these symptoms. A practical understanding of 

the causes of anorexia points to it as a multifaceted disorder. Some of the factors 

contributing to the development of anorexia nervosa include adolescent struggles with 

changes in body shape and weight, stressful life events, body image and perceptual 

disturbances, and genetic and sociocultural factors. The greater number of these factors 

that exist, the greater chance that the disorder will occur. It is also important to look at 

psychodynamic and family systems theory approaches to anorexia to get an idea of some 

of the different perspectives of researchers and psychologists. 

"Anorexia nervosa is a disorder of adolescents... .and it is the thrust of puberty 

that has introduced body weight and shape as a new, meaningful and threatening 

experience for those concerned" (Crisp, 1980a). Crisp suggests that by means of self-

starvation some adolescents have found a solution to a social maturational crisis. He 

asserts that as a child grows, food begins to take on a psychosocial meaning (e.g. when a 
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child gets scared, the mother may comfort the child with food). As children enter 

adolescence, Crisp believes this is "when eating becomes particularly equated with 

emerging sexuality through its symbolic link, its biological primacy over the latter, the 

intervening factor of biological maturity as reflected in shape." and that this is when "the 

seeds of anorexia nervosa root" (Crisp, 1980a, p. 47). Neuman and Halvorson (1983) 

propose that anorexia may be a reaction to the stresses of puberty. They suggest the 

theoiy that anorexia is a rejection of the adolescent's physical development through an 

attempt to retain the "little girl" status. An adolescent girl may not get as much attention 

for being "good" as she did when she was younger. The reactions that she may get from 

starving herself may indeed make her the center of attention. If this pattern is continued, 

an adolescent girl might learn to starve herself to get the attention she desires, even if she 

drives herself to the point of severe weight loss and physical dysfunction (Carson, 1988). 

Through his research on the development of anorexia in adolescents, Slade (1982) 

proposes five risk factors that adolescents with anorexia often exhibit: 

1. Accentuated weight sensitivity: preoccupation with body size and food 

intake within the person's immediate environment (family, school, peer 

group). 

2. Adolescent attachment-autonomy conflicts: the "ideal" or "model" 

child — "the best little girl in the world" (Levenkron, 1978) — exhibits 

difficulties in learning how to be a confident, self-reliant person; the 
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transition to adulthood is hampered by factors operating within the social 

and family matrix, 1 ™ ̂ revolvement of one parent (or both) with the 

adolescent and ma _jL-. shifts the 

attention away frc ^ ^ it to become 

independent); 

3. Interpersonalj ^ A, ty problems and 

lack of assertivei rds heterosexual 

contacts (such a ;lationships); 

4. Stress and fa. lemic success, 

examination failure, failure to establish or maintain a significant personal 

relationship; and 

5. Perfectionist tendencies: obsessional-compulsive traits, the tendency to 

see events and own achievement in black and white terms (all-or-none 

reasoning) such that anything less than idealized, perfect success/ 

attainment represents failure or lack of success (Garner & Bemis, 1982). 

Delores Jones (1981) maintains that in Western societies adolescent peer 

relationships help ease an individual's transition from childhood to adulthood. Peer 

groups provide "a connecting link between the particularistic family structure and the 

universalistic occupational and other nonfamilial spheres. They serve as channels for the 

learning of various general role dispositions essential for effective participation in the 
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main institutional spheres of adult society" (Jones, 1981, p. 240). Jones asserts that 

people with anorexia do not have many close friendships and that when any relationship 

is developed by a person with anorexia, it is usually short-lived and with one person at a 

time. 

Another theory proposed by Neuman and Halvorson (1983) is that the 

development of anorexia begins with a stressful life event for which the individual does 

not have adequate coping skills. Examples of stressful life events may include parental 

divorce, death of a loved one, perceived rejection, or an unwanted or premature sexual 

encounter. Since people with anorexia often exhibit perfectionist qualities, change can be 

stressful for them. It is hypothesized that people with anorexia try to control their world 

by having control over their weight. 

Separations and losses are often documented as precipitating events of anorexia. 

Crisp, Kalucy, Lacey, and Harding (1977) found that 29% of the cases they studied had 

deaths in the family, 34% involved their clients leaving home, and 7% included parental 

separation. Rowland (1970) reported "separation themes" in 43% of his subjects, Halmi 

(1974a) found "family conflicts, including separation" in 36%, and Dally (1969) observed 

death or serious illness of a relative in 17%. More factors that have been documented by 

researchers which may alter the stability of the family environment include pregnancy in 

parent or sibling, family scandal, parent infidelities, and sibling promiscuity (Beaumont, 

Abraham, Argall, George, & Glaun, 1978; Kalucy et al., 1977; Theander, 1970). 
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There are also instances in which researchers find people with anorexia as having 

difficulty with personal failure or new demands and expectations. Beaumont et al. (1978) 

observed fears of failure in academics, sports, or dance in 35% of the cases. Dally (1969) 

found personal failure as a factor in 57% of the clients. Paired with the individual's fears 

of losing self-control, entering into intimate or sexual relationships has been found to be a 

factor by Beaumont et al. (1978) in 47% of their patients, Dally (1969) in 36%, Rowland 

(1970) in 23%, and Halmi (1974) in 16%. 

These examples of stressful life events demonstrate the fact that many people with 

anorexia are threatened by changes in external stimuli. Often when an individual 

experiences a stressful life situation, such as a perceived social failure or parental 

divorce, the individual perceives a threat to their sense of self-worth and control over 

their world. This leads to an increased preoccupation with their body, which gives these 

individuals the satisfaction that they have control over at least one aspect of their life. 

One of the most perplexing, yet frequent manifestations in anorexia nervosa is a 

disturbance in body image. Often a person with anorexia is unable to realize how thin 

they have become. This example is illustrated by a 23-year-old with anorexia (Bruch, 

1973): "I look in a full length mirror at least four or five times daily and I really cannot 

see myself as too thin. Sometimes after several days of strict dieting, I feel that my shape 

is tolerable, but most of the time, odd as it may seem, 1 look in the mirror and believe that 

I am too fat." This young woman weighed 73 lbs and was 4'6" tall when she made this 
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statement. Even after two years of treatment in which her weight increased, she 

continued to perceive her body as being too fat 

Some people with anorexia only overestimate particular parts of their bodies. 

These body parts are often subject to rigid size standards, such as: "The inner surface of 

my thighs must not touch when I stand erect" or "I must be able to rest a ruler on both 

hipbones without it touching my abdomen." Bodty image disturbances can also be found 

in patients who have a problem with their entire body. Some of these patients try to 

convince the clinician that there is no need for them to gain weight by overestimating 

what they think they weigh. 

According to Bruch (1962,1973) the concept of "body awareness" is not limited to 

body image, but extends to conceptual disturbances. Garfinkel and Garner (1982) 

suggest that people with anorexia have difficulty in accurately expressing their physical 

and emotional states, but this may simply demonstrate their broad range of self-

perceptions. An example of this is apparent in comments such as "1 guess 1 should feel 

angry or maybe happy - take your pick." Many people with anorexia believe that they 

do not have control over their weight. This mistrust of their body and fear of no control 

is not limited to eating. As mentioned before, some people with anorexia give rigid 

standards to other bodily process by abusing laxatives, regulating bowel movements, or 

self-induced vomiting. Frequently, the only reinforcements in the life of a person with 

anorexia are the pleasures of weight loss, exercise, and perceived self-control. 
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Throughout history, the role of culture in preferred appearances of women has 

definitely made its mark. From the wearing of corsets to the "flat-chested" flappers of the 

1920s to the present belief that "thin is attractive," history has proven that cultural trends 

have a strong influence on the way people want to look. Rakoff (1967) described the 

current idealized body form as best epitomized by those actresses "who resemble 

prepubertal girls onto whom the secondary sexual characteristics of mature women have 

been grafted." Garner, Garfinkel, Schwartz, and Thompson (1980) found that while 

magazine centerfolds and Miss America Pageant contestants have been getting thinner, 

the average woman of the same age has been getting heavier. This demonstrates the 

difference between the cultural ideal and the biological forces that determine weight. 

This difference is dramatically seen in the widespread drive among women to diet. 

Huenemann, Shapiro, Hampton, & Mitchell (1966) found that 63-70% of high school 

girls wanted to lose weight because they were dissatisfied with their bodies, and that 20% 

of them were actively trying to diet. Garner and Garfinkel (1980) suggest that the 

movement toward fashion's ideal figure within the context of increasing weights for 

women has significant implications: biological and psychological consequences of 

chronic dieting, disturbances in sleep and mood which relate to undernutrition (Crisp, 

1980b), and dieting is associated with increased emotionality and disinhibited eating in 

the presence of food (Herman & Polivy, 1975; Polivy, Herman, & Warsh, 1978). 

There are many ways to determine whether a disorder is caused by genetic factors. 
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Some of these include comparison of monozygous versus dizygous twins for concordance 

rate, comparison of twins reared together versus those reared apart, determining whether 

the disorder is more common in first degree relatives of an affected person than would be 

expected by chance, and studying genetic markers. Few of these methods have given 

researchers substantial evidence to build upon. Among some of the more prevalent 

research projects, Askevold and Heiberg (1979) found a monozygous concordance rate of 

38%, meaning that 38% of the twin pairs they studied acquired the disorder along with 

their sibling. While anorexia nervosa in the mother is rare, Kalucy et al. (1977) reported 

that 16% of the patients' mothers and 23% of the fathers had a definite history of 

behaviors associated with anorexia without the development of the complete syndrome. 

There have also been significant results of multiple cases in a family: Halmi, Goldberg, 

Eckert, Casper, and Davis (1977) found four out of 130 siblings (3.1%) who had 

anorexia; Hall (1978) found two of 50 patients and Thoma (1967) found two of 30 

patients who had sisters with anorexia nervosa. Although research findings do not point 

directly to genetic factors as a significant cause of anorexia, these findings do suggest 

some genetic predispositions associated with anorexia. 

Supporting the psychodynamic perspective, Brach (1973, 1978) observed that the 

client's ego (or individual psychological) development had been disturbed during their 

infant years in perceiving internal stimuli. The child, Bruch suggests, never learned to 

react accurately to internal stimuli, such as hunger or satiety, due to the mother's 
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inadequate behavior (e.g. negligence, overprotectiveness, or permissiveness), thus causing 

a perceptive deficiency. Later in life, the child has problems in socialization and body 

image perception, and feels ineffective. Bruch proposed three areas of psychological 

disturbance that can be found in patients with anorexia: 

1. disturbance of delusional proportions in the body image and body 

concept; 

2. disturbance in the accuracy of the perception or cognitive 

interpretation of stimuli arising in the body (falsified awareness of hunger, 

satiety, fatigue); and 

3. paralyzing sense of ineffectiveness which pervades all thinking 

and activities (patients feel "as not owning their own bodies, as not having a 

center of gravity within themselves. Instead, they feel under the influence 

and direction of external forces. They act as if their body and behavior 

were the product of other people's influences and actions" (Bruch, 1973, p. 

55)). 

Sours (1980) explains that the pervasive ego defects Bruch observes are common in 

people who develop anorexia in late adolescence or young adulthood, but the younger 

patients generally have healthy psychological development before developing anorexia. 

The psychodynamic perspective proposes that the person with anorexia fears 

growing up and accepting the traditional female role. Rather than this idea of rejecting 
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feminity, Boskind-Lodahl (1976) and Smead (1983) suggest that women with anorexia 

are desperately trying to fill the shoes of the stereotyped feminine role (imposed by a 

sexist society). These women are pulled by two opposing thoughts: the desire to be 

recognized by a man and the fear of being rejected by a man. "A woman obsessed with 

the size of her body, wishing to make her breasts and thighs and hips and belly smaller 

and less apparent, may be expressing the fact that she feels uncomfortable being female 

in this culture" (Chernin, 1981, p. 2). 

Vandereyeken (1984) believes that the "development and (therapeutic) evolution 

of anorexia nervosa can best be characterized by a cognitive-behavioristic approach." 

This approach is primarily based on learning theories which account for behavioral and 

cognitive processes during the course of the disorder. Cognitive-behavioral 

manifestations common in people with anorexia include cognitive distortions and 

maladaptive coping skills. The cognitive-behavioral approach focuses on recognizing 

these deficits and helping patients develop new ways of thinking and behaving. 

In contrast, the family systems approach suggests that the adolescent with anorexia 

acts as a "scapegoat" in the family to maintain stability and avoid conflicts between the 

parents. In observing the communication patterns of anorectic families, Selvini-Palazzoli 

(1974) found these characteristics: marital dysfunction, leadership problems, rejection of 

communicated messages, blame shifting, low conflict resolution, extreme rigidity, and 

covert alliance or "denied coalitions" of family members. Observations of anorectic 
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families in family therapy led to four hypotheses about people with anorexia proposed by 

Selvini-Palazzoli, Boscolo, Cecchin, and Prata (1976): 

1. There exists an extremely rigid symmetrical type of relation definition in 

which the anorectic symptom is an ultimate refuge. 

2. The anorexia nervosa client does not take responsibility for her behavior 

which is out of her personal control ("she is ill"). 

3. Coalitions of two persons against a third one are not accepted [by the 

therapist] (meaning that two or more family members should not gang up 

on another family member over any issue; rather all family members should 

communicate openly and discuss how they feel). 

4. Responsibility for one's own mistakes is rejected; the anorectic symptom 

is accepted because the client cannot help it. 

Minuchin, Rosman, & Baker (1978) agree with Selvini-Palazzoli et al. that the family is a 

rule-governed system, yet Minuchin et al. recommend an open systems model for 

anorexia. Minuchin propose three necessary conditions for the development of 

psychosomatic problems in children (which includes anorexia): a physiological 

vulnerability on the part of the child; an involvement of the child in parental conflict; and 

a typical family organization characterized by four interaction patterns, which will be 

discussed later. White (1983) has elaborated on the structural family model to form a 

transgenerational system model which describes the person with anorexia as fitting within 
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a strongly cross-joined family which adheres to a rigid system of rules that are handed 

down from generation to generation. Although the family systems perspective may not 

account specifically for the occurrence of anorexia, it does account for the environment in 

which anorexia may develop and sustain itself. 

Family Influences 

Research results as to whether people with anorexia are similar in family size, 

birth order, or religion are not consistent. Although Kay, Schapira, and Brandon (1967) 

found that 50% of their patients were only children, Bruch (1973), Rowland (1970), and 

Theander (1970) found that 85-93% of their patients had siblings. Although some 

researchers speculate that anorexia is more prevalent in certain birth orders (Rowland, 

1970), many researchers find that the population of patients is dispersed equally among 

birth order (Theander, 1970; Halmi et al., 1977). As to a religious predisposition, 

Rowland (1970) reports that he found that 90% of his patients to be either Jewish or 

Roman Catholic, but these findings may simply reflect the population of New York City, 

where Rowland conducted his study. In contrast, from the same city, Dally (1969) 

reported only 19 of 140 patients, were Jewish or Roman Catholic. Ziegler and Sours 

(1968) and Hall (1978) believed that the religious origins of their patients matched those 

of the general population in the areas that they studied. 

Families not only fulfill affectional and material needs of individuals, they help 

adapt the growing child into his/her culture. As discussed earlier, cultural trends have a 
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strong influence on the way people want to look. Since families are the true "culture 

bearers," they instill within children what is acceptable and what isn't. Garfinkel and 

Gamer (1982) suggest that certain family characteristics are often connected with 

anorexia. These include weight and eating preoccupations, emphasis on appearance, and 

a heavy reliance on external standards for regulating self worth and success. 

Often it is incorrectly assumed that people with anorexia were at one time obese. 

Only one-third of the population of people with anorexia nervosa have been overweight, 

and most of these people were only mildly overweight. Frequently researchers and 

psychologists alike have found that many people with anorexia at one time or another 

have been the target of comments regarding their physical state, such as having the 

nickname "thunder thighs" or being told by their father to "lose a few pounds." In 

looking at the prevalence of obesity among parents of people with anorexia, Kalucy et al. 

(1977) found that 23% of the mothers and 20% of the fathers were obese. Other studies 

reported that a prevalence of obesity of 5-13% in parents of people with anorexia 

(Rowland, 1970; Dally, 1969). None of these studies utilized a control group of people 

who did not have anorexia and all of these research findings matched the prevalence of 

obesity for the populations as a whole that were studied. Thus, the suggestion that 

obesity in the family is a causal factor of anorexia is not supported by research, although 

comments about a person's physical state may be causal in the sense that they affect a 

person's self-esteem. 
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Preoccupation with food has been shown to be prominent in families with 

members who have anorexia. Many researchers agree that there is an overrepresentation 

of parents of people with anorexia in the food/nutrition industry and nurturant professions 

(Beumont et al., 1978; Crisp, Harding, & McGuinness, 1974). Kalucy et al. found that 

27% of the mothers and 16% of die fathers of their patients had an "overevaluation of the 

importance of weight control" and could be considered chronic dieters. 

In addition to weight and eating preoccupations, the family can be a major 

influence in die consumption of food because families often use food for purposes other 

than just nourishment. There are different ideas from family to family on what mealtime 

means: some families believe it is vital to eat together as a family; some react to problems 

by eating; and some believe that if family members do not eat the food prepared for them, 

it is a sign of lack of love and appreciation. Often parents attempt to control what their 

children eat by giving positive reinforcement for finishing everything on their plate (e.g. 

dessert, permission to leave the table) and punishment for not eating everything on their 

plate (e.g. no dessert, no permission to leave the table). Although it is important to 

establish limits on what is acceptable at mealtime, when adolescents develop anorexia, 

they will often rebel even more when given certain restrictions. 

A family characteristic that is connected to anorexia nervosa is a preoccupation 

with external appearance. Bruch (1973) reported that fathers of people with anorexia are 

often very concerned with physical appearance, proper behavior, and performance both in 
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themselves and their children. She also found that despite personal success, fathers tend 

to feel that in some way they do not measure up. This evidence may suggest that children 

learn to think in the same ways that their parents do (i.e. "if Dad doesn't think he good 

enough, I must not be good enough"). Also, fathers' insecurities about their physical 

appearance and performance may be projected onto the child (e.g. an overweight father 

makes comments to his daughter, who is at a normal body weight, that she is fat and 

needs to lose some weight). Bruch and Dally (1969) believe that although these 

characteristics are seen in many fathers, they seem more pronounced in families of people 

with anorexia. 

Many psychologists and researchers believe that family dynamics plays a vital role 

in the development of anorexia. Minuchin et al. (1978), referred to earlier in the 

discussion, of the family systems model, believe that the child who develops anorexia is 

actually a scapegoat for parental conflicts. Four interaction patterns characterize this 

concept: enmeshment, rigidity, overprotectiveness, and lack of conflict resolution. 

Enmeshment refers to the fixed boundaries between family members and 

subsystems (e.g. parents versus children). It's converse is disengagement which is 

characterized by lack of family boundaries. Enmeshed families are often very involved 

with each other and are perceived by outsiders as being "close." These families are 

concerned with any changes that may occur, and this concern with change may keep 

family members from creating their own individuality. During the adolescent years, 
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which are the peak years for the development of anorexia, young women and men are 

desperately trying to establish an identity. In an enmeshed family, adolescents are not 

able to establish an identity. 

Rigidity maintains the status quo within the family when internal and external 

stressors offset the usual family balance. In rigid families, members are unwilling to be 

flexible. This type of family does not allow for growth and change. As children become 

adolescents, this type of family often does not help the child adjust to necessary changes 

in autonomy. Also, stressful life events, such as the death of a loved one, are more 

difficult for this type of family to cope with because they are not open to change. 

Adolescents in rigid families may learn to "cope" by self-starvation, because it is their 

way of having control over something. 

Oveiprotectiveness is the high degree of concern among family members in terms 

of their welfare. Parents of adolescents with anorexia tend to be overprotective. Since 

there is constant monitoring of children in overprotective families, the children tend to 

become self-conscious, sensitive, and perfectionistic. Minuchin et al. (1978) describes 

the child of an overprotective family: "Large areas of her psychological and biological 

functioning remain the subject of others' interest and control long after they should have 

become autonomous. This control is maintained under the cloak of concern, so that the 

child cannot challenge it." 

Lack ofconflict resolution is the act of avoiding conflicts rather than confronting 
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them. Since perfection and homogeneity are valued in families of people with anorexia, 

conflict is often avoided or put aside. Thus many anorectic families do not experience 

conflict resolution. Later in the Therapeutic Interventions section, the family systems 

model will be described on how it is used in family therapy. 

Bruch (1973) agreed that family dynamics plays a large role in the development of 

anorexia. In looking at the parents of people with anorexia, Bruch found in her research 

that behind the images of happy marriages, the parents were hiding their own problems. 

Bruch saw that often the parents didn't pay enough (or any) attention to the emotional 

needs and physical deprivation of their child and yet at the same time they emphasized 

that the family was happy. 

According to Carson, Butcher, & Coleman (1988), girls with anorexia often 

describe their mothers in unflattering terms, such as dominant, intrusive, overbearing, and 

ambivalent. Caution should be used in evaluating these descriptions due to the fact that 

mothers respond in these ways because they are frustrated with their child's self-

starvation. In contrast to the mothers' descriptions, the fathers are described as 

"emotional absentees." Conditions that are sometimes present in the parents of people 

with anorexia include alcoholism, obesity, and exceptional thinness (Neuman & 

Halvorson, 1983). There has been no proven parental characteristics that can be 

attributed to parents of people with anorexia. 
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Therapeutic Interventions 

There are many ways to treat a person with anorexia, but in order for treatment to 

be successful, both the physical and psychological needs of the client must be attended to. 

The major treatment approaches employed in the treatment of anorexia nervosa are 

inpatient treatment (hospitalization), outpatient treatment (not hospitalized), individual 

psychotherapy, pharmacologic treatments, group therapy, and family therapy. The first 

task in effective therapeutic interventions of persons with anorexia is to establish a set of 

treatment goals. Neuman and Halvorson (1983, p. 94-95) propose twelve goals of 

individual psychotherapy. The first goal is to establish a collaborative relationship 

between the client and therapist by acceptance, understanding, and genuineness. This 

gives the therapy a solid basis for future success in the treatment program. The second 

goal is to provide education regarding the disorder to the client and her (or his) family. 

This gives both the client and the family an understanding of the serious of anorexia, and 

why treatment is important. The third goal is to restore adequate nutrition and an 

acceptable weight. This is one of the more immediate goals of treatment because the 

client must survive in order to be treated. The fourth goal is to explore the meaning of 

weight loss in the client's life. This helps the therapist understand where the client is 

coming from and why the client has lost weight. The fifth goal is to reinterpret body 

image. This goal is one that must be worked on throughout the treatment, because 

patients with anorexia often have body image distortions. The sixth goal is to develop 
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other sources of gratification that are not tied to evaluation (by self or others). The 

therapist can help patients with anorexia learn how to enjoy other activities, such as 

reading a book or traveling, that will not be subject to evaluation. The seventh goal is to 

correct distortions of reality (erroneous assumptions, attitudes, and reasoning errors) and 

develop realistic expectations. This goal helps the client get a new perspective on her (or 

his) life by changing cognitive distortions. The eighth goal is to develop the ability to 

recognize and express feeling states and later develop effective coping skills. The 

therapist can assure the client that what they are feeling is real and is allowed to be 

expressed. The ninth goal is to detach self-acceptance from performance and the 

evaluations of others. This goal goes along with the sixth goal in the sense of teaching 

the client to not rely of others evaluations, but this goal focuses on self-acceptance. The 

tenth goal is to develop self-confidence. The therapist can assure the client that the 

client's thoughts and feelings are valid and she (or he) can indeed exert the necessary 

controls in her (or his) life without overcompensating through excessive and rigid self-

discipline. The eleventh goals is to resolve developmental fears. These fears may be 

family-related or may have to do with a stressful life event, hi any case, the therapist can 

help die client work through old fears that may be holding the client back from successful 

recovery. The twelfth and final goal is to foster the development of autonomy and 

separation from the family. This goal is not to take the client away from the family, but 

to help the client realize that they are an individual and that they are capable of making 
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their own decisions. 

The two basic types of treatments include inpatient and outpatient treatment. More 

specifically, the different kinds of therapies used in both inpatient and outpatient 

treatment consist of combinations of cognitive-behavioral techniques, pharmacologic 

treatments, group therapy, and family therapy. The treatment plan can be adjusted so it is 

consistent with the needs of the client. 

Inpatient treatment is for patients who are so physically and psychologically 

deprived that they need hospital care to be rehabilitated. Anderson (1985) points out that 

the four most common reasons for hospitalization of a person with anorexia nervosa are 

low weight, low serum potassium (due to purging), low mood (thoughts and intents of 

self-harm), and lack of response to several months of outpatient treatment. For patients 

whose weight loss is more than 25% of their expected weight, psychotherapy is not the 

best form of treatment. Hunger, whether it is acknowledged or not, begins to interfere in 

the client's mental functioning. The severe self-starvation produces anxiety and intrusive 

thoughts about eating and food. Patients with extreme weight loss need to be 

hospitalized. 

Both Anderson (1985) and Agras (1987) describe four phases of inpatient therapy: 

the baseline phase, the weight-gain phase, the maintenance phase, and the follow-up 

phase. The objectives of the first phase are to assess the client's physical and 

psychological state, give the client time to adjust to their unit, and most importantly, 
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come up with a treatment plan and contract. The physician and therapist, after assessing 

the client, formulate a treatment plan. This consists of deciding which kinds of therapy 

the client needs and what techniques will be used to rehabilitate the client. The 

physician, therapist, and client then create an agreed upon treatment contract which will 

describe how the client will be rehabilitated (e.g. bed rest for the first three days, then the 

client must try to gain 0.5 lb. a day, etc.) The treatment plan is then signed by the 

physician, therapist and client. The baseline phase lasts anywhere from five to seven 

days. 

In the weight-gain phase, the objective is to restore normal body weight and eating 

patterns, while integrating psychotherapy sessions. During the weight-gain phase, 

patients are weighed each day, sometimes up to three times a day. Agras (1987) points 

out that studies show a person with anorexia must consume between 3,000 and 4,000 

calories daily to gain weight. In Agras' program the patients are allowed to choose their 

food from the hospital menu and the dietitian then supplements the food so that the client 

gets at least 4,000 calories a day. Anderson, on the other hand, suggests that the client 

should not be allowed to choose her [or his] own foods until the middle of the 

maintenance phase, because it takes practice and preparation to return to taking a 

controlled view about food. In Anderson's program, the client has a personal nurse that 

gives 24-hour supervision and care. After about a week the nurse's supervision is reduced 

to mealtimes and the two hours after meals. The patients in Anderson's program are also 
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involved in family and group psychotherapy, relaxation therapy, and assertiveness 

training during the weight-gain phase. (Therapy techniques will be discussed more 

specifically later in the paper.) The weight-gain phase lasts roughly 50 days. 

The maintenance phase prepares the patients for discharge from the hospital. 

Anderson suggests several things for this phase. The patients may now begin to select 

their own foods — first types of foods, then portions. After several weeks of selecting 

their own food, the patients are given opportunities eat at home and in restaurants before 

discharge. Anderson also suggests that the patients obtain new clothes that are age-

appropriate and comfortable for them. This gives the patients a sense of their new self. 

Since this phase is the last phase in which the patients will be hospitalized, planning 

ahead is the key. Planning ahead includes letting the client shop for food and prepare 

balanced meals under supervision, role-playing (to prepare the patients for any comments 

that friends or family may make about the client's weight), and working with the family 

on how to cope at mealtimes. The maintenance phase usually lasts between seven to ten 

days. 

The goal in the follow-up phase is to help the client make a smooth and successful 

transition from the hospital to the real world. Anderson suggests ten essentials for 

follow-up. The first is that an experienced clinician should follow up the client, 

preferably the same clinician that treated the client in the hospital. The second essential 

is for the client to continue individual and/or group therapy and work on the recognition 
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of feelings, assertiveness, relaxation, growth, and direct problem solving as well as 

decrease all previously diagnosed symptoms that still exist. Since inpatient treatment is 

very structured, the third essential is to structure daily events, including free time. This is 

an important point because it helps recovering patients take their mind off thoughts that 

are anorexia-related and lets them focus on structuring everything they do during the day 

so that there are no opportunities to take part in maladaptive behaviors or thoughts. The 

fourth essential is to clearly set a weight range that the client can fluctuate between(e.g. 

120-130 lbs. might be a weight range that a clinician would suggest). Along with the 

third essential of structuring daily events, the fifth essential is to structure timing and food 

intake in advance, so that the client has a specific amount of time and food in order to eat 

for each meal. Anderson's sixth essential is that meals are taken in a social context as 

often as possible, so that the client is not able to "skip" meals and can get used to eating 

in a social environment again (since many inpatient treatment programs have the client 

eat alone). The seventh essential is to plan for emergencies (e.g. someone for the client to 

talk to should be readily available). Positive reinforcement for any successes or attempts 

at success in work or school is the eighth essential. Anderson's ninth essential is that if 

the family situation is very detrimental to the client's ability to maintain a new, healthy 

pattern of living she or he should look for a different living situation. The tenth and final 

essential suggested by Anderson is that self-help groups should be used if available and 

collaborative with the client's established therapeutic program. 
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Outpatient is the other type of treatment used for people with anorexia. Anderson 

(1985) describes three types of patients where outpatient treatment is more appropriate: 

patients who are mildly to moderately ill, patients who have just been released from 

inpatient treatment, and patients who are chronically ill but are very motivated and do not 

wish to be an inpatient The goal for patients who are mildly to moderately is to help 

them reach their normal weight in a short amount of time and reintegrate them into their 

families and school situations. For patients who have just been treated in a hospital and 

are now in their follow-up phase, the goal is to maintain the successes that the inpatient 

treatment provided and continue to reintegrate them into the real world. Treatment for 

the chronically ill but motivated should be geared toward moderate improvement. Full 

rehabilitation for the chronically ill can be overwhelming and challenging, especially if it 

is attempted through outpatient treatment methods exclusively. Anderson proposes six 

principles of outpatient treatment for anorexia. The first point is that good record keeping 

is essential. Patients cannot be monitored as closely as when they are not in a hospital, so 

it is important to record all information in a detailed fashion. His second principle, 

restoration of normal weight should occur at a moderate rate (1-2 lbs. per week), is a 

continuation of what was done in impatient treatment or, for those patients that did not 

have any inpatient treatment, what will be of utmost importance as the client begins 

outpatient treatment. The third principle, asserting that relapses and plateaus are 

common, reassures those patients who have slipped back into their old habits of self-
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starvation and purging that relapses do happen and that they can be worked through. His 

fourth principle is that treatment should maintain a balance between nutritional 

rehabilitation and psychotherapy. This point makes it clear that psychotherapy is just as 

important in outpatient therapy as it was in inpatient therapy. The fifth principle, which 

is that socialization is encouraged at all stages of treatment, is key because a main goal in 

outpatient treatment is to reintegrate the client into their daily lives with their families and 

school/work environments. Finally, his sixth principle is a basic point that age and 

psychologic maturity will determine what types of therapy the client will need (e.g. with 

younger patients it is almost always necessary to have family therapy, but some older 

patients that are married may not live with their parents and so may only need to focus on 

marriage counseling). Anderson's six principles are good examples of the main goals in 

outpatient therapy. 

Cognitive-Behavioral Techniques 

There are many different types of individual therapy techniques used in treating 

anorexia nervosa. Cognitive-behavioral techniques, such as cognitive restructuring (i.e. 

identifying and attenuating anorexia-related thoughts, cognitive role-playing) and 

behavior modification are widely-used approaches to psychotherapy that are aimed at 

helping the client build self-esteem, challenge irrational thinking, and develop autonomy 

and coping skills. Cognitive-behavioral techniques teach patients how to change 

maladaptive thoughts and behaviors by learning new ways of thinking and behaving. 
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Bruch (1978) stated that psychotherapy "is a process during which erroneous 

assumptions and attitudes are recognized, defined, and challenged so that they can be 

abandoned." Cognitive restructuring is a cognitive-behavioral technique that helps 

patients with anorexia achieve what Bruch had recommended: correcting their distorted 

sense of reality. A primary goal of cognitive restructuring is helping the patients with 

anorexia identify their "anorexic" thoughts and modify or change them. In looking at the 

cognitive manifestations of anorexia earlier in die paper, three of the most common 

cognitive distortions according to Gamer and Bemis (1982) were mentioned. These are 

dichotomous reasoning, personalization, and superstitious thinking. Dichotomous 

reasoning, or all-or-none reasoning, is thinking in absolute terms, such as "If I don't 

establish a daily routine, everything will be chaotic and I won't accomplish anything." 

Cognitive-behavioral therapy can teach the person with anorexia how to recognize when 

this type of thinking is being used and how to challenge it by looking at past experiences 

and seeing that life events or problems usually have more than one possibility. 

Personalization is the overinterpretation of events relating to the self, such as "When I see 

someone that is overweight, I worry that I will be like her." This type of thinking 

suggests that the person with anorexia believes that her (or his) behavior is the center of 

everyone else's attention. Through the technique of "decentering," psychotherapists assist 

the client in reflecting how infrequent it is that the client watches the behaviors of others. 

Thus the goal is to show the client that if she (or he) does not watch others' behaviors 
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often, then other people are probably not watching the client's behavior. Superstitious 

thinking is believing there is a cause and effect relationship between contingent events, 

such as "I can't enjoy anything because it will be taken away." Bandura (1978), while 

describing avoidance behavior, stated that "behavior is so powerfully controlled by 

bizarre internal contingencies that neither the beliefs nor the accompanying actions are 

much affected even by extremely punishing environmental consequences." 

Psychotherapists try to help their patients by having them reflect on past experiences 

where die superstition did not happen when the client thought it should have. 

Another example of a cognitive restructuring is cognitive role-playing. This type 

of therapy gives the client an opportunity to mentally rehearse difficult times during die 

day when she (or he) feels the desire to participate in "anorectic" behaviors, such as self-

starvation or purging. Once the client has identified these difficult times, the 

psychotherapist asks the client to make a list of incompatible behaviors (i.e. those 

behaviors which could be implemented instead of die maladaptive behaviors. This 

approach can give patients a feeling of control by letting them choose the constructive 

behavior and by helping them feel more confident about coping with difficult times 

during the day. 

Behavior modification consists of procedures derived from the learning theory, 

which proposes that positive and negative reinforcement will affect a person's behavior. 

Positive reinforcement is something that increases a behavior (e.g. the client eating 
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everything on her or his plate) by adding a stimulus, such as verbal encouragement (e.g. 

"Good job!"), and negative reinforcement is something that increases a behavior by 

removing a stimulus, such as giving the client a day off from group therapy. Garfinkel 

and Gamer (1982) created a table made up of 30 different behavior modification 

procedures. Giving rewards (e.g. tokens or gifts) to the client for eating or for weight 

gain was employed by many therapists in their procedures (Leitenberg, Agras, & 

Thompson, 1968; Stumphauzer, 1969; Azerrad & Stafford, 1969; Lobb & Schaefer, 1972; 

Bhanji & Thompson, 1974; Neumann & Gaoni, 1975; Kehrer, 1975; Garfinkel, 

Moldofsky, & Garner, 1977; Pertshuk, 1977; Parker, Blazer, & Wyrick, 1977; 

Vandereyeken & Pieters, 1978; Fichter & Kessler, 1980). The results of Neumann and 

Gaoni (1975), and Kehrer (1975) were compelling because almost all of their patients had 

significant weight gain and adjusted well socially after treatment. The other studies did 

not get results that were as significant in terms of weight gain and social adjustment. 

Several therapists used social reinforcement (e.g. parental attention, visits from friends) 

as a treatment technique (Halmi, Powers, & Cunningham, 1975; Halmi, 1977; Geller, 

1975). All of the results were positive in these procedures: most of the patients gained 

significant weight; the client in Geller's therapy reached her ideal weight. Rewards and 

social reinforcement are just two examples of the types of procedures used in behavior 

modification. Garfinkel and Garner (1982) point out that behavior modification 

procedures have grown in popularity since about 1965, and that most of these procedures 
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are integrated into individual and family therapy. 

Pharmacologic Treatments 

Research on the effectiveness of drugs for treating anorexia nervosa has provided, 

for the most part, inconclusive findings. Some medications have been shown to be useful 

in treating people with anorexia, but it is stressed that they not be the only method of 

treatment. Agras (1987) suggests two types of drugs that have received the most attention 

from researchers: antidepressants and appetite stimulants. Antidepressants have been 

explored by researchers because they have observed that many people with anorexia 

appear to be depressed. Often researchers find that as depression is treated, patients have 

increased appetite and weight gain. Appetite stimulants have been explored by 

researchers for the obvious reason: appetite stimulants may work effectively on people 

with anorexia. Halmi, Eckert, LaDu, and Cohen (1986) compared the effects of 

amitriptyline, an antidepressant, cyproheptadine, an appetite stimulant, and a placebo (i.e. 

a sugar pill). They discovered that, for a nonbulimic person with anorexia, 

cyproheptadine was far better than the placebo in terms of how long it took patients to 

reach their ideal weight. For a bulimic person with anorexia, cyproheptadine tended to* 

retard recovery. Another finding was that amitriptyline gave the patients side effects, 

such as hypomania, which hindered treatment effectiveness. Agras (1987) concluded 

about this study that only cyproheptadine proved to be useful in the treatment of 

anorexia, but only for nonbulimic persons with anorexia. 
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Another study conducted by Gross, Ebert, and Faden (1981) compared the effects 

of lithium carbonate and a placebo. In this study there was significant weight gain in the 

patients who took lithium carbonate. Unfortunately this study may have not proved much 

because the sample size was small (only 16 patients were used) and all of the patients 

were involved in psychotherapy while using the drugs (which means that it may have 

been the psychotherapy that caused the weight gain). Also, Garfinkel and Garner (1982) 

note that lithium carbonate can cause side effects, such as hypomania or intoxication, that 

hinder treatment, and they do not recommend its use unless the client has severe mood 

swings. 

Dally and Sargent (1960) assessed the efficacy of high doses of chlorpromazine, a 

tranquilizer, and insulin, bed rest, and a high caloric diet. Dally and Sargent originally 

believed that the chlorpromazine together with the insulin resulted in the rapid weight 

gain of the patients. Six years later they decided that it may have been solely the 

chlorpromazine that made weight gain successful. According to Garfinkel and Garner 

(1982), chlorpromazine has several advantages: it reduces anxiety and resistance to 

eating, its tranquilizing agent helps the client cope with bedrest, and its use results in 

weight gain. Garfinkel and Gamer also propose some possible drawbacks to using 

chlorpromazine in the treatment of anorexia: it lowers blood pressure, sometimes to the 

point where a client must be confined to the hospital bed, and it may reduce body 

temperature (Russell, 1970). Garfinkel and Garner recommend using chlorpromazine 
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only on patients who have noticeable anxiety about eating. 

Group Therapy 

Group therapy has become a popular component in treatment programs for 

anorexia. It has been an effective approach because it allows people with anorexia to 

learn from each other and give each other support and encouragement. Group sizes 

usually range from five to twelve members. Sclare (1977) proposed four stages that 

group members progress through during group therapy: 

1. Resistence is when the group members only discuss topics having to do 

with food, weight, and physical symptoms associated with eating. 

2. Exploration is when the group members begin to talk about how they 

feel (e.g. a sense of guilt after eating). 

3. Emotional confusion is when group members discuss problematic 

decision making or conflicts at home. 

4. Cohesion is when group members are able to meet together socially, or 

even meet when the therapist is not there. 

Vandereyeken (1984) suggests that there is growing clinical evidence in recent studies 

that people with anorexia nervosa may benefit from group therapy. 

Family Therapy 

A widely used form of group therapy for people with anorexia is family therapy. 

Some therapists and researchers recommend family therapy as the principle mode of 
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treatment of people with anorexia, especially younger clients (Caille, Abrahamsen, 

Girolami, and Sorbye, 1977; Conrad, 1977; Crisp et al., 1974; Liebman, Minuchin, and 

Baker, 1974; Minuchin, Rosman, and Baker, 1979; Schneider, 1981; Teyber, 1981), and 

others recommend it as a supplement to other methods (Anderson, 1979; Bruch, 1973; 

Crisp, 1970,1980a; Geller, 1975; Hersen and Detre, 1980, Parker et al., 1977). 

Before beginning family therapy, the therapist must first assess the client's clinical 

picture (e.g. age, severity of illness) and the family characteristics (e.g. availability and 

motivation of family members). Anderson and Stewart (1983) suggest that "it is 

extremely important to start where the family is, never moving too quickly to a view of 

the problem that they cannot accept. The therapist must engage the family around what 

they have defined as the issues that really matter to them" (p. 80). 

According to Neuman and Halvorson (1983) many therapists use the family 

systems model proposed by Minuchin for the treatment of anorexia. This theory assumes 

that the person with anorexia is caught in the middle of dysfunctional family interactions 

and expresses her dissension through the eating disorder. The goal of family systems 

therapy is to change dysfunctional communication within the family and free the person 

with anorexia. Minuchin proposed that the therapist disrupts the usual family interaction 

by taking one family members side during therapy and forcing a conflict to emerge 

(Neuman & Halvorson, 1983). The therapist can then assist the family in adapting new 

forms of interaction to resolve these conflicts. Family therapy is also aimed at 
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encouraging family members to express how they feel about the client's eating disorder 

and increasing the parent's effectiveness in maintaining authority. This last aim can be 

reached by "reframing the symptoms" by redefining the client's refusal to eat as "an act of 

disobedience, not an illness" (Minuchin et al., 1978). 

As mentioned before, family therapy is recommended by many therapists and 

researchers for younger patients who are still living with their family. Rossman and 

Freedman (1982) assert that "regardless of the particular family treatment approach, 

parent counseling groups seem especially helpful in providing isolated demoralized 

parents with the opportunity to experience gradual increments in self-esteem within a 

supportive treatment setting. The groups offers a network of helping relationships within 

which the parents unburden themselves, obtain guidance and advice from both other 

parents and the leaders, and in turn experience the gratification of having something to 

offer to others" (p. 404). Parent counseling groups seem to be particularly useful in 

helping parents cope with their feelings about their child's eating disorder, strengthen 

cooperative relationships with the therapist, realize the need for family participation in 

treatment of anorexia, and gain insight about the disorder. 

Conclusion 

We have now taken a comprehensive look at anorexia nervosa and "widened the 

lens" on our knowledge of this disorder. In widening the lens, we have defined anorexia 
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and have examined clinical features, epidemiology, history, diagnosis, assessment, 

predisposing factors, family influences, and therapeutic interventions of anorexia nervosa. 

Now we must look into the future at the many stones left unturned in the research of this 

disorder. Many changes can be expected in research and treatment of anorexia. 

There will be more specific knowledge on physical, behavioral, and cognitive 

manifestations of the disorder. Increased knowledge about the body's ability to adapt to 

severe starvation will provide information on the effects of anorexia on the organ systems 

(e.g. gastrointestinal, hormonal). Studies in the next decade will reveal new clinical 

features of anorexia and will explore how they can be diagnosed. 

Larger population studies will give more reliable information about the prevalence 

and incidence of this disorder, as well as demographic and genetic variables. There will 

be more studies that focus on cultural prevalence and predispositions, family factors, and 

genetic predispositions. Also, more attention will be shifted to men who develop 

anorexia nervosa. 

As assessment methods become more reliable and valid, there will be more 

agreement among therapists regarding reliable diagnoses. Also, the validity of the 

categorization of subtypes of anorexia nervosa will continue to be studied and the 

relationship between them better understood. 

Even in the next decade better treatments for anorexia will likely evolve. The role 

of antidepressants, appetite stimulants, and other pharmacologic agents will hopefully be 
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explored to find more effective ways to treat anorexia through pharmacologic treatment 

Also, a solid balance between individual, group, and family therapy will be established to 

provide people with anorexia the most effective treatments to improve psychologic 

conflicts associated with anorexia. 

Instead of leaving you with a sense as to how the lens needs to widen further by 

showing you that there is still so much progress to make in the research of anorexia 

nervosa, I am letting a client have the last word. Here is her story about what she 

endured as she realized she was a person with anorexia nervosa. 

I am very glad to say that I am finding it increasingly difficult to remember 

the details of my emotions and life at the time of this horrifying illness. 

This means that more and more 1 can live my life to the full without the 

shadow hanging over me. 

I contracted anorexia at about the age of 12 1/2 although it 

progressed very gradually and 1 did not believe that there was anything 

wrong with me. It was my parents who dragged me to the doctors, worried 

out of their minds. All I remember of that time is that my sole concern was 

food and what I was not going to eat. My school work did not suffer at 

first, quite the opposite, as all my energy went into it. I suppose my first 

realization that there was something wrong with me was when 1 found it so 
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hard to chat to the other girls at school. I just used to be there, staring at 

nothing. A friend once told me that I used to be quite popular, as I was 

always fairly lively and friendly, but now they did not know how to treat 

me. They could not be themselves with me anymore because I had changed 

so much. 1 was getting worse and the gap between me and my world and 

other people was getting wider. The most frightening thing I have found 

since getting better is when 1 meet an anorexic and see and hear what 1 used 

to be like. An anorexia is completely shut off from the world that most 

people know. They rarely notice interactions between other people, food 

and weight are the most important things. We used to have terrible rows at 

home because I wouldn't eat any dinner, or if mum and dad persuaded me 

to, I used to get so hysterical and upset that in the end I had used up all the 

food I had eaten in nervous energy. Energy is the other obsession of the 

anorexic. Whether 1 had eaten or not 1 used to exercise to "burn it off," 

running everywhere, always trying to do something active. Whatever 

weight I was, be it 80 or 90 lbs. I had to lose "just a little bit more." 

By now my schoolwork was failing because I had to devote all my 

time to the avoidance of eating food, weighing myself̂  and exercising. 1 

would dispose of my lunch, then if I weighed myself as soon as 1 got home 

1 should have lost another couple of pounds, and if 1 didn't have any dinner 
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and then weighed myself again I might have lost some more! 

1 used to cook a great many cakes and biscuits. I never ate them 1 

just used to make them so that I could smell them and look at them and 

watch other people eat them, but not me! I used to go out, but only because 

I wanted to use up energy not because I wanted my friends' company, and 

when I was out I just wanted to go home again. I didn't want to have to 

think or make decisions, I just wanted to be looked after. 

By now my mother was looking ill herself because she didn't know 

what to do with me. My father seemed to understand a little more, and 

used to spend hours talking to me and I was so horrible to both of them. 

My first stay in a hospital was in a general hospital. There, 1 was put 

on bed rest and stuffed with as much food as they could get down me. The 

psychiatrist I was under never came to see me while I was in the hospital 

and I used to get terribly upset. It was during this time that my father 

realized that it was psychiatric help 1 needed. 

Our doctor told us about more specialized psychiatric help and we 

sought it. After two to three years of this illness, I myself felt I wanted to 

get better and it was I who made the decision to go in for treatment. This is 

very important as the girl herself must want to get better for anything to 

work. 
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The new psychiatric treatment runs parallel with a high caloric diet. 

They do not allow your weight to go up in leaps and bounds as they do in 

general hospitals. Weight and food intake are very carefully controlled, and 

once the target weight has been reached the girls are allowed up for 

increasing periods of time. The stay after weight-reaching is very important 

because the staff help the girls to come to terms with their weight and the 

difference they feel at being a normal weight. 

I was lucky, my parents were never ashamed that their daughter was 

in a psychiatric unit, as there was no need to be. However, 1 know that 

some girls' parents were horrified at their daughter being in such a place. 

This didn't help the girls as they had made the difficult decision to get better 

and then faced opposition from their parents. 1 believe that the treatment I 

received is about the best treatment an anorexic can receive if she is ever to 

lead a full life again. Even after leaving the hospital it is a gradual process 

of learning to live in the outside world. Weight and food no longer control 

my life, and I enjoy going out and being with friends, going dancing, 

studying and all the things that enrich life. 1 do still get depressed but not to 

the extent that I used to and not for such long periods of time. 

To any anorexic who is just existing in that horrible world I would 

say to take the plunge and undergo treatment. The thought is horrifying at 
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the moment but believe me with the help the weight will not be so terrible 

and your whole outlook on life will change and you will be able to live 

again. (Crisp, 1980, pp. 166-167) 
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