Assignment 2 Applied Research. 
Title
An explorative view of anorexia using a phenomenologically informed thematic analysis of a diary extract.
Abstract 
The author’s goal was to investigate anorexia nervosa, one of the least common but severe mental health conditions. A literature review was conducted examining current theory and research. Findings included areas of interest to anorexia nervosa such as biological, psychological, and social factors for the development and continuation of the condition. An extract from “A Teenager’s Diary of Moving on from Anorexia”, written by Constance Barter, was used to perform a phenomenologically informed thematic analysis. Themes were developed by examining the extract and put into superordinate themes. Results were produced using a table to indicate themes as well as quotes and line numbers. A discussion examined the superordinate themes against the literature review to determine new information and evaluate current theories and research. The examination concluded that current theories could explain thoughts, feelings, and behaviours of Constance. Future research is needed to fully understand the origins, mechanisms, and complications of anorexia nervosa.
Introduction
The term anorexia means a loss of appetite (Thomas, 2009). A loss of appetite, however, could be temporary or prolonged depending on the individual. Everyone will experience some form of short-term anorexia in their lifetime. Several different reasons could cause this, from stress (‘Handbook of Stress, Coping, and Health: Implications for Nursing Research, Theory, and Practice’, 2001) to infection (Alcock & LeGrand, 2014). Temporary loss of appetite is normal and will usually rectify itself once the issue causing the effects has subsided. This is known as sickness behaviour in medicine and is managed but not considered unusual (Alcock & LeGrand, 2014).
Anorexia Nervosa (AN) is a mental health illness where the loss of appetite and a desire but resistance to consuming food is in excess and cannot be readily explained (Crisp & Crisp, 1995). Among eating disorders, AN is the least common; however, it is classified as the most extreme due to its impact on the individual (Fombonne, 1995). This can be seen in its high mortality rate, which is around 5.6 per cent (Misra et al., 2004, Skowron et al., 2020). 
The Diagnostic and statistical manual of mental health Disorders 2013 categorises AN as a feeding and eating disorder with specific criteria that must be present for a diagnosis. ‘A. Restriction of energy intake relative to requirements, leading to a significant low body weight in the context of the age, sex, developmental trajectory, and physical health (less than minimally normal/expected1). B. Intense fear of gaining weight or becoming fat or persistent behaviour that interferes with weight gain’ This must continue for at least three months (American Psychiatric Association, 2013). 
A significant issue in treatment and diagnosis is a resistance to accept that there is an illness in the first place, similar to alcoholics, drug addicts and schizophrenics (Crisp & Crisp, 1995). The individual perceives AN as a non-issue, and weight loss is deemed positive regardless of the cost (American Psychiatric Association, 2013). Many who accept their illness also struggle to deal with AN's complexity and return to a healthy weight (Crisp & Crisp, 1995). AN has a multifactorial origin causing difficulties in prevention and treatment (Steinhausen, 2002). Considerations must be made for the impact of biological, psychological, and social aspects on contributing to its development and continuation. 
Biological factors like genetics have been indicated in playing a role in the development of AN. This is supported by twin studies comparing monozygotic and dizygotic, the former showing higher concordance rates (Fombonne, 1995). Starvation can cause physical changes, and Neurochemical transmissions may be affected due to the decrease in the reward system, i.e., dopamine levels are reduced when consuming food (Skowron et al., 2020). Forty to eighty per cent of patients also show signs of hyperactivity (the need for vigorous physical activity) (Skowron et al., 2020). This contributes to the weight loss already evident from the individual diet. 
Hilde Brush (1982) described issues of emotional processing, body perception and interpersonal relationships. She was the first to push for AN to be considered a severe mental illness, and she rejected the psychoanalytical model for a model based on attachment. Body perception plays a huge part. Primarily individuals aim to reach an ideal body weight that is unhealthy and not realistic. Early relationships can play a vital role in development, with a suboptimal relationship and loss (Death, divorce etc.) contributing to a higher chance of development. Emotional perception and regulation are both affected, distorting the ability to interoperate emotional cues and regulate the emotions they may be feeling (Treasure & Cardi, 2017). Combining the core theories Can give a picture of the struggle for individuals. The issues all combine to form a complex web that is hard to escape. Once a problem is resolved, another can easily take over and cause a relapse.
Social factors also play a role. As previously mentioned, early childhood experiences can affect the individual, which is also true of the enlisted support network. A good example is that a career’s reaction to the individual can affect how they view themselves, either encouraging or disparaging their ability to recover (Treasure & Cardi, 2017). If this is true for carers, then friends and family also have a significant role in the wellbeing of individuals. 
Gender is significant, with primarily girls affected. Only one in ten are males (Crisp & Crisp, 1995, Fombonne, 1995). HUENEMANN et al. (1966) ran a test on body conformity with nine through twelfth-grade pupils. He discovered that boys wanted to get bigger and exercise while girls wanted to get smaller and diet. The teenagers’ views were generally unrealistic to the reality. This would be enhanced dramatically with people with AN. Societal pressures may be a contributing factor, considering AN is primarily in affluent westernised societies (Crisp & Crisp, 1995, American Psychiatric Association, 2013). 
Age is another factor with most cases affecting adolescents and the elderly (Thomas 2009, Misra 2004). Adolescent girls are prime candidates to develop AN. Just like the individual’s themselves, the dynamics of treatment also needs to be multi-faceted, focusing on biological, psychological and social therapies. It is worth noting that medication is used to treat AN, but rarely on its own, and it is usually coupled with an intervention such as behavioural and cognitive therapies (Steinhausen, 2002). Treatment of AN usually focuses on two main characteristics to gain weight and to establish good eating habits. However, most individuals will resist these changes, not wanting to give up control of their diet. This can be counter-intuitive to what the individual will say. In this regard, relapse and dropout rates are high (Guarda, 2008). Further hindering recovery Comorbidity associated with AN increases the likelihood of developing an anxiety disorder, bipolar or depression (American Psychiatric Association, 2013). 
This analysis will be exploring the effects of a fourteen-year-old girl named Constance Barter. She has a diagnosis of anorexia and is undergoing treatment. For the analysis, a diary extract of Constance was used to perform a Phenomenologically Informed Thematic Analysis. Using the superordinate themes, parallels will be drawn with previous studies and data to establish AN's effects on Constance and how research understands the reactions. The physical damaging effects of AN have not been explored fully in this analysis. Although the diary contains a lot on how Constance feels other than one brief mention of weakness ‘…I was feeling weak when I stood up…’, her physical condition is unknown. However, it is worth noting that biological functioning can be impaired, and social capacity can diminish (Crisp & Crisp, 1995). 

Methodology 
Participants 
No participants. A diary extract from “A Teenager’s Diary of Moving on from Anorexia”, written by Constance Barter, was from the public domain.
Materials 
Dairy extract available in the public domain, Word processor, paper and pens. 
Proposed Procedure. 
Perform a Phenomenologically Informed Thematic Analysis on “A Teenager’s Diary of Moving on from Anorexia”, written by Constance Barter
Read the diary and note first impressions. 
Reread the diary gaining insight into patterns to develop into themes. 
Code the diary using a number coding system on paper. Reread several times and continue to code with a key of emerging themes. 
Transfer the coding system onto a word document. Allocate colours to the number system. Re-key with the new colour system. 
Use the colour system to code the diary text with the relevant colours. 
Develop subordinate themes from the coding.
Use subordinate themes to develop superordinate themes. 
Research anorexia and find theories and research conducted in the area.
Examine the superordinate themes against the research to examine the effects on Constance and reevaluate current theories and research. 

Results / Discussion
To gain insight into anorexia nervosa (AN), a phenomenologically informed thematic analysis was conducted on “A Teenager’s Diary of Moving on from Anorexia”, written by Constance Barter. An extract was used, not the entire diary. The diary extract was coded using a colour code system to analyse developing themes (see appendix 1). The first initial contact with the extract involved reading and writing first impressions from the text (see appendix 2). The first impressions were used as a guide for the coding process. Which entailed rereading the document several times and attributing themes which were then colour coded using a key. These themes were then categorised as subordinate themes. Themes were determined by receptivity within the text and perceived importance to Constance and previous research. These themes were then examined to see if they correlated and then grouped into superordinate themes (see table 1, table 2, Flow chart 1-4). The importance of themes contributing together was considered for this investigation. 
	Subordinate Themes
1 Negative thoughts and feelings
2 Voice/control
3 Impact
4 Positive thoughts and feelings
5 Needs
6 Support
7 Conflict
8 Past
9 Illness
	Superordinate themes
1 Thoughts and Feelings (Negative, Positive
Conflict, Needs, Illness and Impact)
2 Control/ Voice
3 Past 
4 Support Network



Results
Table 1 – Subordinate themes grouped into superordinate themes.







Table 2- A summary of the proposed themes
	Cluster 1 - Thoughts and feelings

	Subordinate theme
	Quote
	Line number

	Conflict
	‘Might be getting better’ and ‘I’m not ready to get better’

‘Tempted’ and ‘for the best’

‘Resisting snacks felt good’ and ‘I pulled them closer’

‘You want the tube’ and ‘What?... No you don’t’

‘I just don’t know which one to choose’

‘I really wanted to give in, but I know that I couldn’t’

‘See how it was affecting young people’
	3, 4


13,14

15,16



30,31

34


43

45 + 46

	Positive thoughts and feelings
	‘getting better’

‘Felt so good’

‘Looked really nice’

‘Just eat, Constance, you can do this, you are hungry and thristy’

‘Clearly was the wrong decision’

‘It was making me thin so that is the best thing that ever happened to me ‘

‘Really good to speak to her’

‘Felt healthy, and I could recover. It gave me real motivation’
	4

15

15


33


35 + 35



36 + 37


47


48 +49

	Negative thoughts and feelings
	‘I can’t accept this, I can’t’

‘blame’

‘wish she hadn’t. I just want to forget about it and get out of here’

‘I’d planned to gain some self-confidence today through not eating’

Trapped

‘Terrible’,  ‘out of proportion’

‘big mess’, ‘confused’, ‘I had so many thoughts and feelings’

‘Nervous’

‘ashamed of being in hospital and I didn’t want my friends to feel burdened with my feelings.’

‘I felt guilty too’

‘but just as quickly as the motivation came, it went when she hung up the phone’

‘ I just don’t see the point of living any more. I feel worthless. I’m not any 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 key worker asked me to think of three good things about me, but I can’t think of any….’
	6

10


20 + 21



21


24

27

30


41


42+43



45


50




52-56

	Needs
	‘I still need to get thin’
	6

	Impact
	‘it didn’t have enough impact for me, I had to not drink either’
	
14

	Illness
	get better

anorexia

illness

Anorexia

ill

anorexia

recover
	6

22

23

25

31

36

49

	Cluster 2 control/Voice

	Control/Voice
	‘The voice told me, and planned that I wasn’t going to eat…..It told me not to worry if I had put on weight this time, because I will soon be able to lose it again. It told me – so I have to believe it.’

‘No, don’t give in, you mustn’t. Do NOT put it in your mouth.’

‘I kept telling myself this over and over again’

‘DON’T GIVE IN!’ it should at me.’

‘I’d planned to gain’

‘had taken over’

‘I wasn’t in control any more. It isn’t up to me, I just have to obey my illness’

‘Anorexia had taken control…….’
‘You want the tube because it gets the message across, it means you are ill.’

‘decision to let anorexia take control’


	6-8







12


13


18


21

22

22+23



25


31


36

	Cluster 3 - Past

	Past
	‘In the past I have usually had about two good weeks followed by three or four bad days. This pattern has almost become a habit, but where have the bad days gone? Shouldn’t they have come by now? I suppose I might be getting better! But how come? I’m not ready to get better. I still need to get thin. I can’t accept this, I can’t’
	3-6

	Cluster 4 – Support network

	Support
	‘I had a core team 2 meeting today. My key worker’

‘encouragement from staff’

‘two senior members of staff. They explained very bluntly that they would have to pass a tube 4 if I carried on not eating or drinking’

‘In my core team’, ‘friend’

‘great to talk to her’

‘the staff were giving me so much support, and were really encouraging me’

‘My friend rang me back after tea. It was really good to speak to her and just hear a friend’s voice’


key worker

	19


26

28+29





39

40


45+46




48+49




51




Flow Chart 1 – Breakdown of Thoughts and feelings superordinate theme















Flow chart 2 - Past


Flow chart 3 – Control/Voice



Flow chart 4 – Support network





Discussion
A diary extract had a high likelihood to focus on thoughts and feelings, so naturally, this is the most prominent superordinate theme. However, the size of the theme does not indicate it’s importance. Investigating each superordinate theme seperatly allowed them to be examined in more detail.
Past was only mentioned once in the extract. It seemed significant that it would be the first thing that Constance would write about. The extract starts off talking about having good weeks followed by three or four bad days and that it was almost a habit. Developing a habit takes time, and the DSM5 states that at least three months is needed for a diagnosis. Constance must have been feeling the effects of AN for a period of time and understood her illness to some degree. She indicates that she is waiting for the bad days to come. Although this contradicts the information she provided later in the extract, she was in a treatment centre and refused to eat or drink. This could indicate some form of denial or potential for another underlining issue associated with AN like bipolar or depression (DSM5). The past can also be an essential part of AN's development (Treasure & Cardi, 2017). The fact that she only mentions it once in the extract could indicate that although she can be reflective, she focuses more on the here and now. This is backed up with the writing style of the extract.

Control/voice (inner voice telling her what to do) is important for the extract. She manages to capture her internal struggle with AN. The voice always comes from the side of her illness; however, she acknowledges that she was talking to herself. This understanding takes away the need to investigate if other issues such as schizophrenia are present. The voice could be a construct of resistance to giving up control to the treatment documented in previous studies (Guarda, 2008). Control is of vital importance to everyone, and if control is diminished, it is normal to try and re-establish control of factors that are not easily controlled. 

Support networks are vital to everyone's mental health. This has been made clear with recent events such as national lockdowns increasing the need for mental health support. It can be more challenging for individuals with an impairment with interpersonal skills, such as individuals with AN (Treasure & Cardi, 2017). Any friends or a family member are significantly more crucial. While investigating anorexia through the diary extract, certain things were apparent. There was no animosity towards the staff or the friend. However, the interactions between them had a profound effect. Two incidents were noted that the conversation with staff about the tube was blunt and caused upset and confusion. The conversation with the friend was positive but caused anxiousness beforehand and a sense of worthlessness afterwards. This underpins that support networks are vital, and interactions can cause drastic mood changes affecting the individual and their perceptions.
Thoughts and feelings were the primary information provided in the extract. This is to expect as it was a dairy. Also, the nature of AN is considered a psychological process. There is evidence to suggest biological and social factors play a part. Primarily treatment is conducted through cognitive and behavioural approaches alongside medications (if required). The extract demonstrates the conflicting thoughts and feelings of Constance, which is likely to exist in others. Evidence of this is supported by research as positive verbal interactions can be followed by relapses and dropouts (Guarda, 2008). The extract showed many interesting features. The need to be thin overrode the need to eat is considered more of a temptation than a necessity. Positive responses were formed from potentially damaging behaviour like resisting food and water. It was evident that the more resistance is given, the better psychological feedback; for instance, Constance needed more impact, so she chose not to have water. There is some understanding of the damaging effects and the need for change, but the individual is stuck in a loop that they struggle to prevent. Dopamine levels should be considered a biological mechanism as they may enhance the effects (Skowron et al., 2020). Emotional processing issues are a complication that is evident in the extract as in the research (Treasure & Cardi, 2017). It is difficult to explain exactly how it develops, but it is clear that Constance has a lot of varying emotions that she failed to process fully. 
Self-esteem issues are prevalent among individuals with AN. This usually manifests in body perception (Treasure & Cardi, 2017). This is what AN is commonly associated with. The public generally understands the damaging effect, later in life complications, and potential for early death. The extract did not provide any information on the physical aspects; for instance, she did not share her weight, although she did get on the scales. This indicates that she does not want to be judged on her weight. Regardless of knowledge of her physical state, evidence for low self-esteem can be found. Words like do not deserve, I am nothing, and worthless were used to describe herself. Other psychological, biological, or social factors contribute to the problem. It seems likely. However, that self-esteem plays a significant role in the process of recovery. 
The conflict was a significant theme within research and the extract. Conflict is evident in the verbalisation, and dropout rates mentioned earlier but also in the extract. Conflicting emotions and thought processes are evident throughout. Conflict seems to be driven by the needs of the individual, i.e. wanting to lose and maintain an unhealthy weight and societal pressures to recover. Stigma must play a role in this effect, although uncommon anorexia is well established in the public eye. Pressure is then asserted on the individual to get better. The extract touches on this as Constance felt ashamed and that her feelings were a burden. Conflict within an individual is not uncommon, as a smoker trying to quit would contest too. This does not mean that the individual does not want to get better for their own sake, but societal pressure may be the leading cause for some individuals seeking treatment.  

Conclusion
Exploring Anorexia through the extract confirmed the current theories are valid. However, further research is still required to understand the complexities of AN fully. The extract is a dairy in the public domain and has been analysed previously, so new insight would be challenging to discover. This investigation did not find anything new outside of previous studies within the area of anorexia nervosa.
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Appendices
Appendix 1
Copy of original text with colour code line numbers are altered. The investigation used the original line numbers for the investigation.
August 9th, 2007.  
         In the past I have usually had about two good weeks followed by three or four bad days. This pattern has almost become a habit, but where have the bad days gone? Shouldn’t they have come by now? I suppose I might be getting better! But how come? I’m not ready to get better. I still need to get thin. I can’t accept this, I can’t. The voice told me, and planned that I wasn’t going to eat…..It told me not to worry if I had put on weight this time, because I will soon be able to lose it again. It told me – so I have to believe it.  
 	I went down, undressed, got on the scales and waited for the three numbers to come up. Yes, I had only put on a tiny amount, but it felt enough to blame myself for.  
 	Breakfast was put in front of me.  
 	‘No, don’t give in, you mustn’t. Do NOT put it in your mouth.’  
 	I kept telling myself this over and over again. Then I figured there was no point in not eating but still drinking, it didn’t have enough impact for me, I had to not drink either. I was so tempted the whole time, but I just kept saying to myself that it was for the best.   
 	Snacks. 1 Resisting my snack felt so good, because they looked really nice. I pulled them closer to myself to make it look like I was trying, but I wasn’t going to have any…. 
 	‘DON’T GIVE IN!’ it should at me.  
 	I had a core team 2 meeting today. My key worker 3 brought up my eating today, and asked what was going on. God, I really wish she hadn’t. I just want to forget about it and get out of here….. I’d planned to gain some self-confidence today through not eating, but now 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.  
 	I only managed a few sips of water at afternoon snacks. I was feeling so trapped. 
Anorexia had taken control……. 
 	It took a lot of encouragement from staff just to make me take those few sips. 
Afterwards I felt terrible. Everything had just become out of proportion.  
 	Afterwards, I had a meeting with two senior members of staff. They explained very bluntly that they would have to pass a tube 4 if I carried on not eating or drinking. This put me in such a big mess, I was so confused about what to do, I had so many thoughts and feelings:  
 	‘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.’  
 	All these thoughts were running through my head and I just didn’t know which one to choose. I had already taken the decision to let anorexia take control, and that clearly was the wrong decision, but then again, it was making me thin so that is the best thing that has ever happened to me.  
 	In my core team they decided to let me have a phone call with a friend, but I couldn’t get though so I had to leave a message. I just said that it would be great to talk to her and catch up is she wanted to give me a call back. I was quite nervous, because part of me was really ashamed of being in hospital and I didn’t want my friends to feel burdened with my feelings.  
 	…I was feeling really weak when I stood up and I really wanted to give in, but I know that I couldn’t. 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.  
 	My friend rang me back after tea. It was really good to speak to her and just hear a friend’s voice. For thirteen minutes I felt healthy, and that I could recover. It gave me real motivation – but just as quickly as the motivation came, it went when she hung up the phone.  
 	I had a session with my key worker this evening, and I shared some things which were really close to me. I just don’t see the point of living any more. I feel worthless. I’m not any 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 key worker asked me to think of three good things about me, but I can’t think of any…. 
 
Footnotes 
1) There was a set sequence of eating times in the unit. Breakfast, Morning snacks, lunch, afternoon snacks, tea and late snacks.  
2) Core Team = Staff directly associated with Constance’s treatment plan. 
3) Key Worker = One of two members who work directly with you alone.  
4) The Tube = Naso-Gastric Tube that is passed through the nose into the stomach to help people who are not eating enough by mouth


Key for themes
1) Negative
2) Control/Voice
3) Impact
4) Positive
5) Needs
6) Support
7) Conflict
8) Past
9) Illness









Appendix 2
First Impressions
•	She feels as if she is worthless.
•	Improved with a conversation with a friend although it was short lived and seemed to make her more negative afterwards.
•	Talks in the third person about her illness.
•	Feels it’s a win lose situation.
•	Staff are supportive.
•	Tempted but does not want to eat.
•	Positive language is there but usually around negative.
•	Starts off reflective talking about her past experiences and how it seems to be different now.
•	Uses two distinct voices the illness and herself. However, her voice can be very similar times.
•	Seems negative at times towards the treatment.
•	Felt good to not eat – Desire not to eat is greater than the temptation to eat.
•	Powerless against her anorexia.
•	Confused.
•	In two minds for most the diary.
•	Negative thinking about loss of control.
•	No future talk about getting to recover.
•	Only mentions the word needs once – To get thin. This seems significant.
•	The word Impact seems significant only mentioned once but refers to not wanting to eat and then not wanting to drink.
•	Talks about positives and negatives at the beginning towards the end seems more about conflict until after the phone call then reverts to just negative.  
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