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Using phenomenologically informed thematic analysis of a diary extract to explore the impact of  living with an eating disorder.

Abstract
Anorexia nervosa is a disorder characterised by deliberate weight loss and fear of body contours. The impact of living with an eating disorder is profoundly detrimental, with neurological and lifestyles changes making the condition persistent. Current understanding is based on the medical model of anorexia, which focuses recovery on the absence of the disease. More recently, research has begun to investigate the experiences and perceptions of people living with eating disorders to consider their perspectives and enhance understanding. 
	
Summary of Report
The current study investigated the impact of living with an eating disorder by conducting phenomenologically informed thematic analysis on a diary entry of a patient with anorexia in hospital. The extract was coded, and ten emerging themes were identified, clustered into five superordinate themes which were support networks, pro-anorexia, positivity, negativity, and vulnerability. It can be concluded that a variety of holistic factors influence an individual’s experiences of living with and recovering from an eating disorder. Future research should investigate these factors empirically so that professional practice which will enhance recovery and quality of life can be informed by findings.
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Introduction
Anorexia nervosa is characterised by weight loss and low body weight which is deliberate and sustained by the service user (World Health Organisation, 2019). This disorder is associated with a fear or dread of body fat or body contours, where these ideas are intrusive and overvalued. This disorder typically results in malnutrition and metabolic changes or disturbances in bodily and physical function. People with anorexia experience various lifestyle changes and symptoms to maintain low body weight, including restricted food intake and dietary choice, induced purgation and vomiting, excessive exercise, and use of appetite suppressants. 

The impact of living with an eating disorder is profound, as research indicates that if people suffer for more the seven years without improvement from treatment, treatments are not likely to be effective (Touyz et al., 2013). This could be due to neurological changes from the eating disorder which make the disease persistent (O’Hara et al., 2015), or lifestyle habits, social support and emotional development are maladaptive, reduced or severely impeded (Knapton, 2013). Medical definitions of eating disorders separate anorexia nervosa as a disorder from the opposing state of recovery, where people can return to some state of normal function (Adame & Knudson, 2007). When living with an eating disorder for a prolonged period of time, however, memories of life prior to or free of anorexia become more distant.

More recently, it has been identified that listening to stories of people living with anorexia can enhance understanding of anorexia and recovery (Frank et al., 2012). Having people listen to thoughts, experiences and perspectives can be an empowering process for people with anorexia and holds the possibility of altering care and recovery. As people are encouraged to listen to stories from people with anorexia, this alters understanding and informs practices of research and treatment.

The impact that anorexia has on people living with it can be explored through analysing their verbal and written accounts. These personal accounts highlight not just how recovery is centred on weight gain and maintenance, but how their perceptions of recovery focus on healing, empowerment, hope and achieving in the face of adversity (Bradley & Simpson, 2014). These findings are consistent with those finding that recovery from anorexia is a long and complex process which has four phases: being unready for change, experiencing an increase in motivation to recover, allowing service users to act against anorexia, and allowing reflection and rehabilitation (Dawson et al., 2014). These findings indicate that recovery from anorexia is achievable and place emphasis on hope, self-efficacy in recovery, motivation, and support from others.

People who have experienced living with anorexia and progress to recovery have emphasised the benefits of reconnecting and rebuilding themselves following self-neglect (Conti et al., 2016). Recovery from anorexia is, therefore, related to holistic functioning and experiences including reconnecting with others, past experiences, spirituality, and the environment, and re-engaging with pleasurable and meaningful activities (Hay & Clo, 2013).

Findings which have enhanced understanding of the impact of living with an eating disorder come from narrative inquiry research methods, where people experiencing eating disorders make sense of their feelings and disorder through narrative devices. For example, a thematic study which investigates the lived experiences of 15 people living with anorexia found that isolation and hopelessness is combined with feelings of pride for enduring the eating disorder (Robinson et al., 2015). Thus, anorexia has a challenging presentation with cognitive and physical symptoms.

As anorexia has various maladaptive, cognitive symptoms, motivation for recovery is generally low and outcomes are most often poor (Fox & Diab, 2013). Fox and Diab (2013) interviewed six people in treatment for anorexia and analysed interview transcripts using interpretative phenomenological analysis. Fox and Diab (2013) found five superordinate themes from the analysis, including making sense of anorexia, experience of treatment, interpersonal relationships, battling with anorexia, and staff pessimism for the treatment of anorexia. These findings suggest that the self is embedded in anorexia and makes it difficult to remember and perceive a life without anorexia.

Currently, clinicians, therapists and researchers practice in accordance with the medical model, which could lead to features of anorexia being overlooked but are salient to people living with anorexia (Dawson et al., 2014). Current care and practice are, therefore, limited by the inability, attention and time given to listening to stories from people with anorexia. More research is required to enhance understanding of the impact that anorexia has on people living with the disorder. Active and attentive listening to people living with anorexia means we can increase understanding of anorexia and the problems people with anorexia encounter.

Qualitative and inductive methods of research which are phenomenological in nature could re-conceptualise understanding of anorexia and emphasise the experiences of people living with anorexia. People with anorexia may have remained silent about their issues for a long time, so people should be facilitated to talk about their experiences in their own language and style (DeMarrais & Tisdale, 2002). Thematic analysis allows for language and content of interactions to be analysed and themes are generated as to how metaphors, feelings and experiences are embedded into the complex nature of people making sense of their anorexia.
	
The current study aims to investigate the impact that anorexia has on an individual in hospital. A qualitative approach will be utilised to conduct a phenomenologically informed thematic analysis on a diary entry. Thematic analysis is useful for understanding and organising ideas, principles and patterns from interviews and narrative telling (Braun & Clarke, 2006). This study is exploratory in nature and aims to expand knowledge of patients’ experiences of living with anorexia which are typically not considered by healthcare professionals and researchers. Expanding knowledge of patient experiences will help to develop understanding of recovery in anorexia and potential interventions to improve quality of life. 

Method
Design
The design of this study was non-experimental and a qualitative approach. This study was exploratory in nature and investigated the impact of living with an eating disorder by analysing a diary entry. 

Participant
A single female service user, Constance, who was in hospital with an eating disorder participated in the study. This individual was recruited through a convenience sample and provided a diary extract about her experiences of anorexia.

Materials
A consent form was required which provided the participants consent to analyse their personal diary entry. A scanner was required to scan a three page diary entry. A computer and Microsoft Word was then required to transcribe the diary entry electronically and produce a summary table. A printer was required to print the electronic transcriptions. Different coloured highlighter pens were required to identify themes and develop a key for themes. 

Procedure
A diary entry of a single participant with anorexia was analysed using phenomenological thematic analysis. See Appendix 1 for the full procedure.

Ethical considerations
Ethical issues in this study related to anonymity and confidentiality as only one diary entry from one participant was analysed which makes her easily identifiable. These issues were overcome, however, as the participant provided their informed consent for their personal diary to be analysed whilst their personal information remained private.



Results / Discussion
Initial views about the text
On first impression, it seemed that Constance has an emotional attachment to her anorexia and perceives it as an entity. The relationship she has with anorexia is not dissimilar to an abusive domestic relationship, where Constance is aware anorexia is harming her, but she trusts what it tells her to do and cannot let it go. Anorexia has taken over control of Constance’s life and is continuously the focus of her thoughts, emotions, and behaviour.

Thematic analysis
This phenomenologically informed thematic analysis identified 10 emerging themes from the diary entry (see Appendix 2). Emerging themes were: voice of anorexia, vulnerable thoughts and feelings, staff, negative thoughts and feelings, positivity towards anorexia and fondness, friendship, positive thoughts and feelings, loss of control, resistance to recovery, rejection of food and drink. These 10 themes were then clustered into five superordinate themes which were support networks, pro-anorexia, positivity, negatively and vulnerability (see Appendix 2).

Support networks
Two emerging themes made up this superordinate theme: friendship and staff. Friendship seemed to help Constance, as she had a ‘phone call with a friend’ (line 39) and her ‘friend rang […] back after tea’ (line 47) and reported it was ‘really good to speak to her’ (line 47). Speaking to friends may, therefore, keep Constance in touch with her life prior to or free of anorexia and therefore increases motivation for recovery.
Support from staff was reported in Constance’s diary extracts, as she states she ‘had a core team meeting’ (line 19), identified she has a ‘key worker’ (line 19), had ‘a lot of encouragement from staff’ (line 26), ‘had a meeting with two senior members of staff’ (line 28), and ‘the staff were giving me so much support’ (line 45). This finding is consistent with previous research, which has found that social support is typically maladaptive or reduced in people with eating disorders (Knapton, 2013).

Pro-anorexia
Four emerging themes were clustered to make up the superordinate theme of pro-anorexia, including positivity towards anorexia, rejection of food and drink, resistance to recovery, and the voice of anorexia. 
Constance demonstrated positivity towards anorexia throughout this diary extract as she thought this would have positive effects on her. She reports that she was tempted to eat and drink but that not putting it in her mouth ‘was for the best’ (line 15), that she ‘planned to gain some self-confidence today through not eating’ (line 21), and ‘it was making me thin so that is the best thing that has ever happened to me’ (line 37-38). This finding is consistent with previous research, which has found that people living with eating disorders experience feelings of pride for enduring the eating disorder and abstaining from eating (Robinson et al., 2015).
Rejection of food and drink was concerning throughout this extract, as there were many reports where Constance continued to reject food and drink. For example, she states ‘there is no point in not eating but still drinking […] I had to not drink either’ (lines 13-14), ’resisting my snack felt so good’ (line 16), and ‘it is easier and better to have nothing inside me’ (lines 53-54). When applying the recovery phases to this case, it is likely that Constance is currently unready for change as she does not consistently experience an increase in motivation to recover or try to act against her anorexia (Dawson et al., 2014).
Resistance to recovery is highlighted through the extract. For example, Constance states she is ‘not ready to get better’ (lines 5-6) and ‘really wanted to give in’ (line 44). Previous research found similar findings, with motivation for recovery being generally low and treatment outcomes being poor for people with eating disorders (Fox & Diab, 2013).
The voice of anorexia is clear throughout this diary entry, as Constance discusses it telling her ‘not to worry if I had put on weight […] I will soon be able to lose it again. It told me - so I have to believe it’ (lines 7-8). This finding should be investigated in other cases and studies to identify if other people with eating disorders experience a voice of anorexia in a similar manner. 

Positivity
Constance did also report positive thoughts and feelings, where she demonstrates motivation to recover: ‘you can do this, you are hungry and thirsty’ (lines 34). She does have positive thoughts and feelings, as she reports ‘I felt healthy, and that I could recover’ (line 48). This reflects some ‘real motivation’ (line 48-49) to recover which is stage two of the four phases of recovery from eating disorders (Dawson et al., 2014). These findings indicate that recovery from anorexia is achievable and there is hope. 

Negativity
Constance demonstrates negative thoughts and feelings towards putting on weight and eating, stating ’afterwards I felt terrible’ (line 27). Constance’s negative thoughts and feelings worsen towards the end of the extract, where she states ‘I don’t see the point in living anymore. I feel worthless’ (line 51) and that ‘I am nothing. I don’t deserve it’ (line 53). Hopelessness has been identified as a feature of living with eating disorders, highlighting maladaptive cognition (Robinson et al., 2015).

Vulnerability
Two emerging themes were clustered to develop the vulnerability superordinate themes, which included vulnerable feelings and thoughts, and loss of control.
Constance reports vulnerable feelings and thoughts as she experiences conflicts and confusion as she is ‘confused about what to do’ (line 30) and ‘didn’t know which one to choose’ (line 35-36). Constance also has thoughts and feelings which make her vulnerable as she reports feeling ‘really ashamed’ (line 42) and ‘really guilty’ (line 45). These feelings make Constance vulnerable to risk and harm, as she does not want to discuss her feelings or being in hospital with her friends, therefore, isolated herself from social support and people with normal eating and drinking habits. 
Loss of control is a theme within this extract, related to anorexia controlling Constance’s thoughts, feelings, and behaviour. Constance reports that ‘anorexia had taken over’ (line 22), ‘I wasn’t in control anymore’ (line 22), and ‘I just had to obey my illness’ (line 22-23). Self-efficacy is, therefore, important in living with an eating disorder.

Implications
There remains uncertainty about the holistic factors which contribute to successful recovery from eating disorders. This study, however, provides information on factors which impact experiences living with an eating disorder. For example, social support seemed to enhance motivation for recovery in this case, so people with eating disorders in hospital should be encouraged to maintain regular contact with their families and peers. Findings can, therefore, inform and improve professional practice and understanding of problems experienced when living with an eating disorder.

Limitations
The study was limited by only one extract from one participant being analysed. This made for an in-depth and highly valid analysis, however, this analysis lacked reliability. It is unknown if the experiences highlighted in the extract are typical of those with an eating disorder or if these are only applicable to the single participant. Generalisability of findings is, therefore, lacking.

Future research
Future research would benefit from exploring the impact of a living with an eating disorder and recovery in men, people of different ages and people from a variety of cultural backgrounds. To additionally deepen understanding, themes identified should be explored in quantitative experiments to establish if factors are related to eating disorder recovery and how these mechanisms may function. 






Conclusion
To conclude, this exploratory study investigated one person’s experiences from living with an eating disorder whilst admitted to hospital, by conducting phenomenological thematic analysis on a diary extract. Ten emerging themes were identified, clustered into five superordinate themes related to social support, pro-anorexia thoughts, positivity, negativity, and vulnerability. A variety of factors can, therefore, influence how people live with eating disorders and their experiences of recovery so practice should not focus solely on encouraging eating. Future research should study male participants and people from a variety of cultural backgrounds to investigate these factors, so findings can inform professional practice to enhance recovery in people living with eating disorders.
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Appendix
· Procedure
· Summary table
· Diagrammatical Representation of Results
· Original coding of transcript
· Key to the original coding of transcript



Appendix 1: Procedure
A service user in hospital who keeps a diary about their experiences with anorexia was identified. Their consent for their diary entry to be analysed was obtained through signing a consent form which explained the aims of the study and requirements. The diary entry was scanned and transcribed on a word document with page numbers. The transcribed diary entry was then printed, and phenomenologically informed thematic analysis was conducted. The style of the extract and initial thoughts were considered, aspects important to the service user, and themes were identified. A key was then developed to identify themes using highlighter pens, so emerging themes could be highlighted. Themes were then clustered into superordinate themes and a summary table of themes was produced.





















Appendix 2: Summary Table

	Superordinate Themes
	Subordinate Themes
	Quote Keyword
	Line Number

	Support Networks
	Friendship

Staff

	‘friend’

‘meeting’
‘staff’
	Line 39/47

Line 19/28
Line 26/28/45

	Pro-anorexia
	Positivity towards anorexia

Rejection of food and drink

Resistance to recovery


The voice of anorexia

	‘the best’


‘not eating’
‘not drink’

‘not ready’
‘wanted to give in’

‘told me’
	Line 15/37


Line 13
Line 14

Line 5
Line 44

Line 8

	Positivity
	Positive thoughts and feelings

	‘I could recover’
	Line 48

	Negativity
	Negative thoughts and feelings

	‘I don’t deserve it’
	Line 53

	Vulnerability
	Vulnerable feelings and thoughts

Loss of control

	confused’
‘guilty’

‘taken over’
‘obey’
	Line 30
Line 45

Line 22
Line 22







Appendix 3: Diagrammatical Representation of Results




Appendix 4: Original coding of transcript
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Appendix 5: Key to the original coding of transcript
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Support Networks


Friendship


"Friend"


Staff


"Meeting"


Pro-anorexia


Positivity


Negativity


Vulnerability


Positivity toward anorexia


Rejection of food & drink


Resistence to recovery


The voice of anorexia


Positive thoughts & feelings


Negative thoughts & feelings


Vulnerable feelings & thoughts


Loss of control


"Staff"


"The best"


"Not eating"


"Not drink"


"Not ready"


"Wanted to give in"


"Told me"


"I could recover"


"I don't deserve it"


"Confused"


"Guilty"


"Taken over"


"Obey"
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