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ABSTRACT

	A single participant case study of the lived experience of a mid-adolescent female diagnosed with anorexia nervosa [AN] and an inpatient on a Specialist Treatment unit. It demonstrates the potential positive and detrimental influences of voices – namely eating disorder voice, familial voice and professional voice - within the context of the maintenance of AN and possible pathways to recovery.

INTRODUCTION

Eating disorders are a serious mental health condition identified by an excessive preoccupation with body weight, food consumption and related behaviours. It has a detrimental impact on health and quality of life (American Psychiatric Association [APA], 2013). The United Kingdom ranks fifth highest in prevalence within Europe for this type of disorder (Suarez-Albor et al., 2022), and within Western Countries, an estimated 5% to 18% of young females will meet the DMS-5 criteria for an eating disorder by early adulthood. Whereas the prevalence amongst young males is notably less (0.6% to 2.4%) (National Institute for Clinical Excellence, 2022). 

The emergence and persistence of an eating disorder is a complex interplay between genetics, adverse experiences, social, cultural and environmental factors (Goldstein et al., 2025). A range of outpatient interventions exist for eating disorders and reportedly only a small number of young people do not respond to these, leading to more intensive inpatient programmes (Simic et al., 2022). However, relatively little remains known about the drivers for intensified care in real‑world settings or their efficacy, leaving clinicians uncertain about if, when, and how to escalate treatment needs (Simic et al., 2022). 

Anorexia nervosa [AN] is a type of eating disorder, characterised by compulsive thoughts and behaviours regarding body image, weight loss and fear of weight gain. It typically develops during adolescence and possesses a mortality rate higher than other eating disorders (Achermann et al., 2022; Arcelus et al., 2011; Goldstein et al., 2025). It has been associated to an eighteen-fold increase in suicide risk, compared to those without an eating disorder (Eating Disorder Hope, n.d). Without adequate treatment and intervention, AN is observed to severely limit an individual’s ability to be socially, emotionally and occupationally fulfilled (Robinson et al., 2015). For example, it is has recently been reported that self-starvation (a central diagnostic feature of the disorder) adversely affects an individual’s capacity to make autonomous decisions regarding their own treatment due to the impact on the brain (Lavis, 2018; Rienecke et al., 2023).

Sufferers are significantly more likely to be admitted for inpatient care (Brand-Gothelf et al., 2014) and early intervention or treatment, within the first 3 years, improves the prospects of recovery, and by contrast reduces the risk of chronic illness and other detrimental outcomes (Kastner et al., 2021). However, Kastner et al. (2021) also notes that barriers to accessing treatment include the existence of excessive waiting times, and subsequent negative experiences with health care professionals. 

Notwithstanding this, when inpatient treatment is accessed, it can provide a stable environment offering supervision and support, thus providing a sense of connectedness or belonging with others. These may facilitate the development of an effective and trusted therapeutic alliance with clinical staff (Goldstein et al., 2025). However, studies featuring professional participants demonstrate challenges relating to the delivery of effective treatment. One reason is that patients are often reluctant to change, demonstrating resistance to engagement, leading to the necessity of involuntary feeding (Chang et al., 2023). This reluctance is demonstrative of the complex psychological factors that both precipitate and maintain this self-destructive and severely harmful behaviour (Suarez-Albor et al., 2022).

One factor previously observed has been the presence of low self-esteem, and its influence in contributing to the onset and maintenance of AN, as well as a range of other mental health problems (Berkman et al., 2007; Suarez-Albor et al., 2022). Low self-esteem has been defined as minimising or dismissing strengths and positive qualities whilst exaggerating and focussing on weaknesses and faults which, in turn, affect their thoughts, feelings and behaviours (Biney et al., 2020; Fennell, 1997). The comparatively low self-esteem that commonly accompanies AN further complicates efforts to achieve positive psychological change (Wilksch & Wade, 2004). This is because for the AN sufferer, the presence of a low body weight is often perceived as an achievement, producing a maladaptive increase in self-esteem. Consequently, any healthy weight gain provokes distress and undermines self-esteem, thus perpetuating and intensifying the desire to reduce calorie intake (Biney et al., 2021). Whilst numerous studies have recognised the value of interventions that address self-esteem to aid recovery from AN, it is broadly acknowledged that further research is necessary (Bardone-Cone et al., 2020; Biney et al., 2021; Croce et al., 2023).

Another common experience amongst AN sufferers’ is the reported experience of shame (Nechita et al., 2021). Shame is typically characterised as a painful self-conscious emotion, involving a global negative evaluation of self, often experienced when an individual believes they have failed to live up to personal or social standards (Tracy & Robins, 2004). In the simplest of terms, shame can be divided into two sub-categories. Firstly, internal shame relates to how an individual perceives themselves. Secondly, external shame is the perception of how others view them (Nechita et al., 2021; Gilbert, 1998). A systemic review of AN observed that both forms of shame were frequently present (Blythin et al., 2018). Consequently, this emotion likely perpetuates increased eating-disorder behaviour as a coping response to the same emotion. This was illustrated by a study of young adults who cited embarrassment about their condition as a common barrier to help-seeking (Ali et al., 2020). Whilst that study was a small sample and reliant on self-reporting measures, their findings were consistent with other studies, underscoring how shame is a barrier to engagement and support (Nechita et al., 2021; Blythin at al., 2018).  

Another common characteristic observed with AN, is the sufferers description of having an internal “eating disorder voice” [EDV] (Burnett-Stuart, 2021). Research into the significance and impact of the EDV has only been conducted more recently, previously being regarded as internal intrusive thoughts (Aya et al., 2019). The EDV is reported to provide persistent negative commentary, commanding the sufferer to adhere to strict eating behaviours, calorie intake and body weight. Thus, EDV has been cited as a significant contributor to the development and maintenance of AN (Natali et al., 2023; Pugh, 2020). Notably, between 94-96% of individuals with AN reported an EDV which either presented itself as comforting and supportive or controlling and demanding, intensifying feelings of distress and left individuals feeling possessed (Chua et al., 2022). Whereas different approaches such as voice dialogue and compassion focussed therapy report positive outcomes (Tragantzopoulou et al., 2024). This same qualitative meta-synthesis highlighted that the EDV can be perceived to increase in volume when attempts are made by the patient to positively engage with treatments and interventions. 

The nature of qualitative research necessitates consideration of underlying perspectives, paradigms, assumptions and meaning-making held by both the researcher and the participants alike (Hennink et al., 2012). Consequently, researchers hold in tension the understanding of knowledge, its objectivity and subjectivity (Ryan, 2018). 

Thematic analysis [TA] is a methodology to address this tension, and Braun and Clarke’s (2006; 2022) six-step framework is an exemplar, consisting of data familiarisation, initial coding, theme finding, reviewing, defining, and reporting. Phenomenologically informed thematic analysis [PITA] is an adaption of this six-step framework, commonly adopted in complex clinical studies where data includes descriptive lived experiences. This approach can be advantageous for in-depth analysis of fewer participants (Hefferon et al., 2011).  Effective use of PITA serves to bring validity and rigour to studies (Sundler et al., 2019) and openly acknowledges the influences of complexity and descriptive lived experiences (researcher or participant) upon conclusions drawn. For these reasons, consideration of ongoing openness, reflection and questioning (including research pre-understanding) are necessary through the entirety of the research process. (Sundler et al., 2019).

The intention of a study utilising PITA is to “illuminate unspoken meanings hidden” within the language of lived experience of a participant (Ho, Chiang & Leung, 2023, p. 1757). This is achieved by considered analysis of the language chosen, identification of codes, themes and patterns that evoke lived experience. It is an interpretive paradigm, helping the “invisible aspects of the experience become visible” (Sundler et al., 2019, p. 735). This particular study explores the impact of living with anorexia by use of PITA.  


METHODOLODY

Design	

This was a single case study that adopted a non-experimental qualitative approach utilising a pre-selected single diary extract written by the participant. The diary extract was subjected to a phenomenologically informed thematic analysis to determine qualitative interpretative insights by the researcher.

Participant

The participant, pseudonym of “Constance”, was a 14-year-old female clinically diagnosed as suffering from anorexia nervosa [AN]. She was an inpatient on a specialist eating disorder unit for a period of seven months. 


Materials

The diary extract was downloaded from Moodle as part of course material (Appendix 1) and is freely accessible via the public domain (Barter, 2010). It was a diary entry of “Constance” written on 9th August 2007 (23 days into her admission). 

Procedure and ethical considerations

The procedure and ethical consideration are included in Appendix 2. To aid self-reflexivity the researcher’s pre-understanding of eating disorders and their lived was articulated completed prior to literature review (Appendix 3). Researcher notes for PITA Steps 1 and 2 are in Appendix 4 and 5.

RESULTS

Through the PITA nineteen initial codes were generated and each code was assigned a description (Table 1). These codes were gathered into similar groupings. Following further analysis, three primary descriptive themes identified: inner intrusive voice; relational burden and shame; and negative self-perceptions (Table 2). Further analysis was conducted by considering the extract, codes and themes, collectively and interpretating from the perspective of the perceived lived experienced of the participant: living with a voice that dominates and controls me; being a perpetual burden and feeling unworthy of existing (Figure 1).
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Table 1

The assignment of codes using the PITA framework.
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Table 2

The assignment of themes using the PITA framework.
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Figure 1

Visual representation of the development of themes using the PITA framework.
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Note. The extracts provided are examples. See result table 1 for cross-reference list.

DISCUSSION

Living with a voice that dominates and controls me
“The voice told me, and planned that I wasn’t going to eat… it told me not to worry”

Constance often referred to a “voice” that spoke to her. It was presented as a commanding authority with apparent autonomy - “No, don’t give in” - stating it had “planned” that she would not eat. Natali et al. (2023) reported the presence of an Eating Disorder Voice (EDV), as a significant factor in the onset of AN, and its ongoing continuance, whereby sufferers feel trapped and controlled. Constance articulates this, “…anorexia had taken over, and I wasn’t in control any more. It isn’t up to me, I just have to obey my illness”. The lived experience was one of necessary obedience, submission, resignation and loss of agency. No alternatives are available to her. The EDV was also perceived as possessing supportive and reassuring tones, telling her “Not to worry” about weight gain because she would “soon be able to lose it again”. Consequently, Constance perceived the relationship that she had with the voice was instructive, such as “It told me – so I have to believe it”. Consequently, her own agency felt diminished. 

Similarly, as and when food was presented, Constance articulated that the voice adopted a louder and commanding tone - “No, don’t give in, you mustn’t. DO NOT put it in your mouth”. This was comparative to previous research that reported EDVs exhibited reassuring, comforting or controlling and demanding tones. Furthermore, there has been an observable correlation between voice intensity or volume, especially in the presence of food or an intervention (Tragantzopoulou et al., 2024). This phenomenon was observed in this study by the use of capital letters for the EDV, such as “DON’T GIVE IN!” when presented with “snacks”. The interruptive dialogue between Constance and the EDV also demonstrated a prolonged psychological conflict taking place within her, leading to possible confusion as to the ownership of the many “thoughts and feelings” within her.

“You want the tube because it gets the message across, it means you are ill.”
“What?... No, you don’t, it’s painful and unnecessary, you don’t need to go down that road.”
“Just eat, Constance, you can do this, you are hungry and thirsty.”

These “thoughts and feelings” perpetuated an inner turmoil, with opposing views competing to dictate her decisions, “I just didn’t know which one to choose”, but also “I had already taken the decision to let anorexia take control”. This conflict undergirds the importance of voice in maintenance of AN.

  The value of more familial voices, not merely professional ones, was notable in this study. For example, Constance valued the voice of her friend, stating “it was really good to speak to her and just hear a friend’s voice”, and “for thirteen minutes I felt healthy, and that I could recover”. Other studies report a similar effect, where an alternative voice might counter conflicts with the EDV. In particular, a compassionate voice is a factor for effective intervention where psychological needs are considered, not just physical ones (Tragantzopoulou et al., 2024).

Being a perpetual burden
“… part of me was really ashamed of being in hospital”

	When presented with the opportunity to telephone the friend (as above) Constance expressed feeling “really ashamed” by her diagnosis, and she did not want her friends to “feel burdened” with her “feelings”. Whilst this demonstrated self-awareness and how her diagnosis may impact others, it also introduced an inner emotional tension “I felt guilty too, because the staff were giving me so much support, and were really encouraging me, and I could see how it was affecting the rest of the young people.” Notably the psychological burden was accompanied by physical symptoms of weakness, “I was feeling really weak when I stood up”. Similar feelings of guilt, shame and burden have been felt by others (Berghold & Lock, 2002; Nichita et al., 2021). Constance exhibited inner shame (failing her standards) and external shame (failing to meet perceived expectations of others). Gilbert (1998) previously posited this was a common lived experience of those with AN (Ali et al., 2020; Blythin et al., 2018). Her feelings were creating barriers to support and motivation. 

Feeling unworthy of existence
“I’m nothing”

Constance harnessed a sense of achievement, and self-worth, through weight loss, “I’d planned to gain some self-confidence today through not eating…”. Yet simultaneously the extract concludes with her vulnerability before a professional, where she reflects in a raw and unguarded manner, “I just don’t see the point of living any more.  I feel worthless.  I’m not good at anything.  I find it so hard to want to put anything inside me like food and water because I am not good.  I don’t deserve it.  I’m nothing, so it is easier and better to have nothing inside me.  My keyworker asked me to think of three good things about me, but I can’t think of any…”  This was illustrative of a complex dynamic of parallel maladaptive patterns of thinking: weight gain constituted failure, but weight loss generated feeling worthless (Biney et al., 2021).  

Whilst the nature of the disclosure to the keyworker was not provided, the psychological impact of revealing her thoughts led to a sense of emptiness and undeserving. This was demonstrative of low self-esteem, which has been widely recognised as pronounced with respect of AN. It is also prevalent among adolescents, when identity and the sense of self are being formed (Berkman et al., 2007; Suiarez-Albor et al., 2022). The felt impact of these detrimental feelings for Constance culminated in an expression of suicide ideation, “I just don’t see the point of living any more”. This is supportive of previous studies which indicate that a diagnosis of anorexia significantly heightens the risk of suicide (Chesney et al., 2014; Eating Disorder Hope, n.d). 


CONCLUSION

Several limitations exist in this study. Firstly, the rigour of phenomenological validity, and reflexivity, is constrained due to the absence of a second researcher (Malterud 2001). Secondly, one critique of PITA has been over-reliance upon descriptive lived experience, which may not equate to transparency or inner reality due to social constructs and power dynamics (Grant, 2014; Ho et al., 2017). Thirdly, the written data may fail to convey meaning derived from felt tone and intensity (Giorgi, 2005; Nilsson et al., 2025). Fourthly, the participant’s age and background may limit language comprehension, vocabulary and how entries can be understood by another. Therefore, these and the participant’s singular voice limit its transferability to a wider population. 

Notwithstanding these limitations, this study is a further contribution to the understanding the impact of living with an eating disorder, specifically AN. Firstly, the unchecked and unchallenged presence of an EDV can foster feelings of shame and low self-worth and perpetuate barriers to intervention. By contrast a compassionate familial or therapeutic voice might introduce motivation and a pathway towards recovery. However, it is noticeable that the dialogue with the professional voice in this study culminated in a sense of suicide ideation. Therefore, whilst it serves to demonstrate the importance of inner and external voices upon the lived experience of a patient, and the possible outcomes. Consequently, it supports evidence from other studies that demonstrate the difficulties faced by professionals and others in supporting those with AN and why ongoing research is needed.  
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APPENDIX 1
Pre-selected diary extracts of a 14-year-old female whilst she was an inpatient on a specialist eating disorder unit (taken from Barter, 2010 and provided on ECMH5004).[image: ]
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APPENDIX 2
Procedure and Ethical considerations.
Procedure

By adopting reflexivity prior to PITA, the researcher was seeking to underpin the phenomenological validity of the findings (Kitto et al. 2008; Sundler et al., 2019). This was followed by adopting the six-steps framework of inductive thematic analysis (Braun & Clarke, 2006; 2022) including an interpretative phenomenological lens for theme identification. 

Step 1 was to “dwell in the language” (Ho et al., 2023, p. 1760), rather than identify themes or frameworks. Consequently, the data was read numerous times for familiarity, followed by identification of keywords, expressions or sentences. Steps 2 and 3 were a prolonged period of coding to ensure “a systematic engagement with meaning and patterning across the entire dataset, so theme development is based on a robust and detailed analytic interrogation” (Braun & Clarke, 2022, p. 54). This reduced the risk of “‘cherry-picking’ qualitative data to fit a pre-determined meaning” (Braun & Clarke 2022, p. 54). These codes acted as anchor points to develop broader themes and patterns (Kitto et al. 2008; Naeem & Ozuem, 2022; Naeem et al., 2023; Sundler et al., 2019) which was conducted in steps 4 and 5. 

Step 6 was interpreting these findings through a phenomenological lens to illuminate the lived meanings embedded in the participant’s account.

Ethical considerations

No direct consent was required from the participant as the extract is in the public domain. However, the report was a comment on the lived experience of an individual, who would be able to self-identify themselves despite broader anonymity. Consequently, presentation of findings needed to bear this in mind.















APPENDIX 3
Summary of Researcher’s own pre-understanding of eating disorders and impact.
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APPENDIX 4
Research’s notes. TA step 1. Data familiarisation.
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APPENDIX 5
Research’s notes. TA step 2. Generating initial codes.
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