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Abstract 
 

This thesis critically examines why women with disordered eating are reluctant or resistant to seek 

professional health care. In exploring whether participants perceive their eating practices to be 

problematic, I analyse how health, illness and disorder are constantly negotiated processes 

understood through the multiple contexts of care and its intersections with postfeminism, 

neoliberalism and healthism. I argue that these political and cultural contexts represent a 

constellation of contemporary forces that together have created an environment where disordered 

eating practices can be culturally valued, allowing the women in this study to rationalise their 

practices as healthy lifestyle choices and embodied performances of self-care. 

 

Employing a mixed methods approach (including ethnographic interviewing and observation, diary 

writing and psychological evaluation) with 28 women in metropolitan Adelaide, South Australia, this 

research is one of the few national or international studies to engage with people who deny they 

have disordered eating and/or do not actively seek professional help. Extending Foucauldian 

theories of self-discipline and individual responsibility I argue that Bourdieu’s (1977) concept of 

habitus and Mol, Moser and Pols’ (2008, 2010) concept of care provide a broader theoretical 

framework to understand the ways in which people with disordered eating embody and practise care 

as a form of ‘healthism’. In this way their agency of choice enables them to engage in gendered 

bodywork and symbolic capital. 

 

Key to my argument is how desire works in practices of care, and I draw on Deleuze and Guattari 

(1987) and Probyn’s (1996, 2000) productive theories of desire to show that desire is not contained 

within individuals but is constantly articulated in social relations and spaces. It is through this 
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Deleuzian approach to desire that I reveal the ambivalence of care, and the ways in which 

disordered eating provides a safe space for both caring and not caring. In so doing I demonstrate 

how and why people rarely follow a linear trajectory from (distinct categories of) illness to recovery, 

and are instead propelled constantly back and forth in movements that connect them to the 

perceived safety of caring spaces. Desire is thus positioned as a rhizomatic framework for tracing the 

everyday enactments and multiple assemblages of care which intersect in participants’ lives. 

 

Examining experiences of disordered eating through the theoretical lens of care, this thesis provides 

new knowledge about how the notion of care is rationalised, experienced and performed in 

participants’ lives. I argue that this understanding of care is at odds with assumed, clinical and 

therapeutic models of care, thus providing new insights into the low rates of help seeking amongst 

people with disordered eating and the high rates of relapse and therapeutic treatment failure. This 

work has significance to both social scientists and to health professionals working in the fields of 

disordered eating. 
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Introduction 
 

Lucy ripped off an information tab from the recruitment poster located on the back of the toilet door in 

the Medical School building. Reading over the text for the fourth time she was drawn to the questions 

about enjoying the feeling of not eating and over-exercising. The posters interrupted Lucy’s day-to-

day routine of restricting, causing her to reflect on her practices and so, after months of seeing the 

posters while attending her university classes, she decided to email me and offer to participate in the 

study. When we met Lucy informed me that she had not discussed her eating and body issues with 

family or friends, and did not want to seek therapeutic care, lamenting that they would just make her 

‘put weight on’. When I asked why people may be resistant to seeking professional help, Lucy 

explained ‘While you might know that your thoughts are wrong, you don’t feel that something is wrong 

with you so you don’t particularly need to get better in that respect’. Simply put, why seek health care 

treatment for something that you do not see as a disorder or illness, but rather, as Lucy described it, 

her ‘routine’ or ‘lifestyle choice’.  

 

Despite meeting this study’s clinical diagnostic criteria for an eating disorder, 20-year-old Lucy’s 

response to such a diagnosis was: ‘I guess with my sort of view I’d say that, like, if I had an eating 

disorder, like, I feel sort of, like, okay living with it if I can like maintain a weight that sort of makes me 

feel okay with myself, then I would, like, I mean I know it’s not really okay, but I would say it was okay 

for me’. A part of Lucy hesitantly recognised that she had eating and body issues that were impacting 

her life; she didn’t like having to avoid eating around friends or feeling tired from over-exercising, and 

yet the careful attention to her practices of exercising and (not)eating, made her ‘feel okay’ in the 

moment and want to ‘hang on’ to her disordered eating. Lucy described her practices as offering a 
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space of ‘comfort’, ‘calm’ and ‘clarity’, which fuelled a reluctance to understand her restrictive eating 

and extreme exercise practices as a problem. 

 

Most of the participants in this study were young women who chose to participate because their 

disordered eating practices and anxieties about their eating and bodies had recently begun to 

intensify. They had started to recognise the negative aspects of their practices but had not sought 

professional help and were unsure of where their behaviours lay between the limits of the so-called 

normal and pathological. The pervasive and often conflicting health, fitness and beauty discourses 

that these women were entangled in hindered their perception of their practices as unhealthy, while 

at the same time presenting a myriad of opportunities for the women to use as covers to continue and 

maintain their disordered eating. The women were ambivalent about changing their practices and this 

study became a safe space and a chance for them to open up a dialogue about their eating and 

bodies and to be self-reflective. As I discuss in Chapter 2, for many of the women, this research 

project represented a coming forward experience. In this space I was privy to many firsts unfolding in 

front of me, through hesitant admissions and blushing faces, or written late at night in private for me 

to later read in their diaries. 

 

The research data encapsulated a group of mostly young women on the verge; some were 

considering (and indeed post-data collection did) seek professional help or confide in friends. Some 

of the women had been vacillating between recovery and relapse for many years, while others’ 

practices were spiralling further down a detrimental path. They can be characterised into three 

groups: the majority were young women who had not been diagnosed with an eating disorder and 

had never sought help; a second group had been diagnosed but rejected treatment and did not view 

their practices as a problem; and there was a third group who had been diagnosed and had received 
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various treatments, but wavered over many years between attempting to recover and relapsing. All 

the women had experienced resistance to help and denial in recognising their practices as a problem 

over many years, and described their practices as serving a purpose in their lives. 

 

Lucy’s research diary entries capture her restriction and purging practices on the brink of developing 

into a regular and punishing weight maintenance routine: 

12/09/13 8:40 am 

Yesterday wasn’t good. Made cookies to chew and spit but swallowed a lot too. Ended up 

purging. It was the first time I’ve ever brought more than a little up. I had to drink so much 

water to get it all up though. Feel disgusting though. And I felt so sick on my run later I couldn’t 

even finish it. 

 

16/09/13 10:30pm 

Today was a bad day. It started so well – I went to the gym at 6 am and had a really good 

workout. And ate well till lunch. But I was craving sugar so much … so I went to the 

supermarket and spent $70 on sugary food. I didn’t even eat it all. I took tiny bites and spat half 

of it out. And threw so much food out without eating it. And I felt disgusting after so I drank 

about 4L of water and tried to vomit up as much as I could … I hope this purging doesn’t 

become a habit … And I didn’t even go for a run tonight. 

(Lucy, medical student, 20) 

 

Lucy moved between what she considered healthy practices and regimes (e.g. going to the gym and 

restricting her diet) to disordered eating practices (e.g. purging and craving/bingeing on sugary food) 

sometimes several times a day. The women in this study described how maintaining disordered 

eating practices was often all-consuming. Capturing these moments of being on the verge, being 
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propelled, and rushing towards disordered eating highlights how people moved through their 

everyday worlds managing their desires, hungers, spaces and bodies. These experiences became 

important for understanding what fuels and pushes people to maintain their practices or what 

motivates them to seek help and recovery — and sometimes both at the same time. 

 

Lucy’s example also highlights the constant struggle participants felt to follow healthy lifestyle rules, 

as often what began as a healthy or ethical lifestyle choice soon gave way to practices that hindered 

everyday activities. Eliminating an entire food group, for example, became rationalised and 

incorporated into the women’s eating and body regimes. The women described lives in which 

restriction, self-restraint and self-discipline were normalised. As they went to work or to university 

people would comment on how ‘good’ they were for only eating a salad, or restraining from cake at 

morning tea. Friends and family would praise them for losing a few kilos of weight and for how 

‘healthy’ and ‘thin’ they looked. When they went to the gym and logged into their social media 

accounts, ‘fitspiration’2 mottos abound (‘No pain, no gain’; ‘Don't stop when you're tired. Stop when 

you're done’; ‘Sweat is fat crying’), confirming to them the body must be controlled and signs of 

distress ignored to achieve their goals. I examine these common experiences amongst the 

participants and how they navigated the healthy lifestyle discourses that saturated their social worlds 

and relationships. Through investing in healthy lifestyle and choice discourses and through the 

reinforcement they received, they problematised the idea of disordered eating practices being a 

disorder or an illness. This thesis therefore presents the argument that, for women with disordered 

                                                           
2 ‘Fitspiration’ is an online trend most common on social media websites such as Facebook, designed to inspire viewers 

towards a healthier lifestyle by promoting exercise and healthy food. Fitspiration images usually show a lean person with 
accompanying motivational text. Results from Tiggemann and Ziccardo’s (2015) study with 130 young women in South 
Australia showed that repeated exposure to fitspiration images led to increased negative mood and body dissatisfaction. 
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eating, lifestyle practices are experienced and understood as an ethos of taking care of one’s self, in 

a sense that challenges medical and psychiatric framings. 

 

This thesis demonstrates how health, illness, eating and body discourses contributed to an 

assemblage of self-care in participants’ lives that instilled certain practices and bodies with a moral 

and gendered value. The concept of assemblage is a useful orientating device for understanding how 

multiple meanings of care can coexist within disordered eating experiences. To outsiders disordered 

eating practices appear contradictory, irrational and harmful; the encounter between the patient with 

disordered eating and the therapist often resulting in conflict due to differing understandings of health 

and care. To the person with disordered eating, however, their practices form part of their own ‘logic 

of care’ (Mol, 2008). Ong and Ollier explain ‘an assemblage is the product of multiple determinations 

that are not reducible to a single logic’ (Ong & Collier, 2004, p. 12). Assemblage accounts for the 

structured and systematic elements of social life while capturing social process and cultural meaning 

(Marcus & Saka, 2006). Therefore, assemblage is a useful framework for tracing particular 

knowledges and structures of care, such as those found in the field of psychiatry, while at the same 

time examining everyday practices and embodiments of care. 

 

As a theoretical trope assemblage is a source of emergent properties, potential and processes of 

becoming (Markus & Saka, 2006). Rainbow explains, ‘Assemblages are secondary matrices from 

within which apparatuses emerge and become stabilised or transformed’ (2003, p. 56). In an 

ethnographic work on the emotional qualities of everyday life in the US, Stewart argues, ‘Assemblage 

is performed rather than analytically evoked’ (2004, quoted in Markus & Saka, 2006, p. 105). Stewart 

states that ‘The assemblages of forces at work in the ongoing present was highly abstract and wholly 

concrete; it was literally constituted in the density and texture of things in their particularity: the 
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affects, the technologies, the bodies, the events’ (2004, quoted in Markus & Saka, 2006, p. 105). The 

concept of assemblage allows for an examination of the present and the emergent, providing insight 

into changes in contemporary life while pointing to ‘the structural principles of order (and disorder) 

within the play of events and processes’ (Markus & Saka, p. 104). In another study, Probyn proposed 

that ‘Beyond a model of inside and out, we are alimentary assemblages, bodies that eat with vigorous 

class, ethnic and gendered appetites, mouth machines that ingest and regurgitate, articulating what 

we are, what we eat and what eats us’ (2000, p. 32). This thesis examines how assemblages of care 

were held in tension by the women in this study, and is interested in how they emerged from these 

assemblages, how their eating or not eating, caring or not caring opened up possibilities of 

connection. 

 

The findings presented in this thesis are significant to the field of eating disorders, and sociological 

and feminist studies into gender, eating and bodies, as they represent the experiences of a hard to 

reach group of people mostly unknown to health professionals and under-examined in clinical 

studies. Eating disorders are widely recognised in public health arenas as seriously debilitating 

conditions and in Australia it is estimated that prevalence of clinically diagnosable eating disorders in 

the general population is increasing (Hay et al., 2008), affecting approximately 9% of the total 

population (2.94% of men and 5.11% of women) (Butterfly Foundation, 2015). Recent estimates 

show that between just 5% and 15% of people receive treatment for their disordered eating in any 

given year, with studies suggesting only 22% of people seek access to healthcare treatment over the 

duration of their condition (Butterfly Foundation, 2015). Complicating these estimates and treatment 

outcomes is that it is also common for adults to present for treatment many years, sometimes 

decades, after onset (Hart et al., 2011; Bulik et al., 2012). 
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Disordered eating is associated with notable impairment to quality of life, impacting home, work, 

personal, and social life (Jenkins et al., 2011; Mitchison et al., 2012; Mond et al., 2012; Hay et al., 

2014). At the severe end of the spectrum, an eating disorder can lead to permanent disability and 

premature death (Touyz & Hay, 2015). People with anorexia nervosa have a markedly reduced life 

expectancy, with the highest mortality rate of any mental illness (at age 20 the mortality rate is 20%) 

(Touyz & Hay, 2015). Steinhausen’s review of 119 studies on recovery from anorexia nervosa found 

approximately 46% of people recover, 20% remain ill and 5% die from the condition (Steinhausen, 

2002). Touyz and Hay report that those with severe and enduring anorexia nervosa (SE-AN) are 

more likely to have high levels of disability, to be under- or unemployed, to be receiving welfare, and 

supported by health benefit plans and family members (2015). In addition, the Royal Australian and 

New Zealand College of Psychiatrists Clinical Practice Guidelines reports that people with severe 

eating disorders ‘suffer multiple medical complications (renal, liver, cardiac failure and osteoporosis), 

have repeated admissions to general and specialist medical facilities and are frequent users of 

primary care services’ (Hay et al., 2014, p. 998). It has been widely documented that early 

interventions lead to better long-term outcomes (Hay et al., 2014) and recent studies report positive 

results in treating younger patients, with a shorter duration of illness resulting from the use of family-

based approaches (Agras et al., 2014; Lock, 2015; Touyz & Hay, 2015). Therefore, this research 

contributes to a critical gap in our knowledge about why people do not seek out therapeutic care and 

are resistant to treatment, with the aim of contributing to prevention and early intervention strategies. 

 

The discussion below on eating disorder terminology clarifies how and why I chose to use certain 

terms in this thesis. It also points to the central tensions this research interrogates between people’s 

experiences and psychiatric approaches to eating and body issues — tensions that can become 

impediments to help seeking, treatment and recovery. 
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Terminology and remaking ‘eating disorder’ classifications 
 

I never thought that what I was going through was an eating disorder and still sort of struggle 

with the terminology, ‘eating disorder’. And I was actually thinking … what is it that’s got me to 

the point that I would identify. And probably wouldn’t say, other than in a medical context, I’ve 

had an eating disorder, because I don’t necessarily identify with that label. And I was thinking 

about it on the way here, how I asked my psychiatrist if I could read my file after one of my 

admissions because I knew intellectually that my behaviours were the behaviours of an eating 

disorder but I didn’t identify with that and I wanted to see what diagnosis she had admitted me 

to hospital under…. and still, even like in reading that, going like, is this, is this what I’m 

experiencing? And I guess even now, where it's not anorexia, it would be classified as EDNOS 

(Eating Disorders Not Otherwise Specified) or whatever … you know, in and out of hospital 

receiving, being fed nasal-gastric, through a nasal-gastric tube and all that kind of stuff, but 

then it didn’t compute that it was anorexia. It didn’t, it's not how I understood it, and so the idea 

of it being a lifestyle choice I guess was quite convenient for me at some stages along the 

journey because it was just, I guess, another way of interpreting my experiences. 

 (Michelle, 27, study participant) 

 

People both undiagnosed and diagnosed with an eating disorder often do not identify with a clinical 

label or as having a mental illness (Warin, 2010; Lavis, 2011). Moreover, often the terminology 

preferred by participants in this study was used to ‘de-pathologise’ their experiences. Some of the 

young women said that in the early stages of their eating issues they viewed themselves as a ‘fussy 

eater’, or ‘on a diet’, ‘cutting out’ fats and sugars and thus acting within the normal spectrum of 

health-conscious eating and body practices. Even people who have been diagnosed and received 

numerous therapeutic treatments, like Michelle, struggle to fit into a clinical label, feeling it does not 

represent their identity, their understanding of the world around them or their experiences. 
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Throughout this thesis, the term ‘disordered eating’ is most commonly used along with ‘eating issues’ 

to represent all eating and body practices and feelings which fall outside normal practices and those 

which were identified as causing distress to participants and impacting the functioning of their daily 

lives. The National Eating Disorder Collaboration (NEDC) states ‘Disordered eating and eating 

disorders differ according to the frequency and severity of associated behaviours’3 (2016). 

Furthermore, ‘An individual engaged in disordered eating may not meet the full criteria for a clinical 

eating disorder; however, their behaviours may be problematic and affect several aspects of their 

everyday life’ and the NEDC argues that disordered eating may eventually progress into an eating 

disorder (NEDC, 2016). The NEDC positions disordered eating practices on a continuum where 

clinically diagnosed eating disorders sit at the severe end (NEDC, 2016). In Figure 1 below, ‘healthy 

eating & exercise’ is located at the other end of the spectrum to eating disorders. 

 

 

 

 

 

 

Figure 1: ‘Continuum of eating behaviours’, NEDC, 2016 

                                                           
3 When describing people’s disordered eating experiences in this thesis, the word ‘practice(s)’ is preferred 
over ‘behaviour(s)’. The word behaviour implies individual acts are discrete symptoms to be treated, 
isolated from a person’s sociocultural context, and so, the term is only used in this thesis as a descriptive in 
medical and psychiatric contexts. The word ‘practice(s)’, however, represents the embodied and taken-for-
granted culturally imprinted relationships between people and things, allowing for a broader analysis (Mol, 
2002).  
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The findings in this thesis challenge the idea that ‘healthy’ and ‘disordered’ sit at two different ends of 

a person’s relationship with food, eating and their bodies. Rather, for many participants healthy and 

disordered exist alongside each other, converged and conflicted at various points in their lives. This 

points to the contradictory and complex nature of disordered eating experiences as explored in this 

thesis. 

 

The terms ‘eating problems/issues’ and eating ‘dis/order’ (Malson & Burns, 2009) are preferred in 

feminist circles over ‘eating disorders’, in an attempt to de-pathologise people’s practices and place 

their experiences in a wider sociocultural context (Bordo, 2009). Hepworth points out that ‘anorexia’ 

refers to loss of appetite and ‘nervosa’ to having a nervous condition, thus creating a name that 

defines the condition as pathological (Hepworth, 1999). I argue that the term ‘disordered eating’ 

acknowledges the suffering of individuals but accommodates the inclusion of experiences that may 

not fit within clinical categories and, following feminist ideology, allows for a discussion of broader 

social, cultural and material factors. Psychiatric eating disorder labelling was familiar to the 

participants in this study to varying degrees (depending on their interaction with therapeutic services) 

and was often the language they understood and participated in, whether they framed their practices 

as choices or not. This highlights the pervasiveness of psychiatric discourses in the general 

community, which I critically discuss in Chapter 1. 

 

Where individual participants specified their eating disorder diagnosis, the clinical terms were used in 

explanation of medical and clinical issues. While providing a problematisation and critique of the term 

‘disordered’ for locating the problem within the individuals’ pathology, the research team certainly 

recognised the importance and value of clinical labelling for accessing health services. Furthermore, 
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it was important for the study to reach a wider audience outside of the social science disciplines and 

to produce research results that would be identifiable to all health professionals. This is one of many 

conundrums faced when working across disciplines. Nonetheless, this study complicates taken-for-

granted notions of health, mental health and eating disorder labelling in order to enrich 

understandings of disordered eating experiences, while not, at the same time, advocating the demise 

of clinical categorisation. 

 

Terminology also points to who holds the power in certain relationships and spaces. In Warin’s study, 

‘people who were given a diagnosis of anorexia were deeply enmeshed in the politics and power of 

these fields’ (2010, p. 50). It is important to recognise how the body and eating practices are labelled 

and how the privileging of certain knowledges are tied to particular labels. Mental health terminology 

plays a crucial role in creating shared knowledge and understanding in society, designating someone 

as different or deviant, what is a healthy or unhealthy body, a mentally ill mind, the location and 

causation of the health issue and opening up or closing pathways for accessing health services. 

Despite the hegemony of psychiatry in mental health care, in the example above Michelle 

demonstrates a fluidity and personal agency with how she used eating disorder terms, only 

identifying as having an ‘eating disorder’ in medical contexts. 

 

In this thesis I use the term ‘therapeutic care’ to refer to mainstream eating disorder services and 

treatments in Australia. This encompasses a broad range of health care services across the fields of 

psychiatry, psychology and medicine. Multi-disciplinary mental health care teams are common in 

treating people with disordered eating (nutritionist, psychiatric nurse, psychologist, psychiatrist, 

general practitioner, social workers) – often called a ‘care team’ (Morrison-Valfre, 2013). Alternative 

forms of care outside of a psychiatric framing are still largely excluded from mainstream treatment 
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services. Alternative therapies may include, for example: art therapy (Butryn, 2014), which seeks to 

extend treatment beyond the level of verbal communication and give clients a chance to engage 

creatively in their therapy and challenge the passive position of the body (and thus the mind/body 

dualism engrained in traditional psychiatric understandings); and feminist therapy (Burstow, 1992; 

Fallon et al., 1994), born out of the second-wave women’s movement and linked to consciousness-

raising techniques which challenge patriarchal oppressions and the masculinist underpinnings of 

mental health institutions. Narrative therapy (Epston & White, 1992; Payne, 2006) is one alternative 

mode of therapeutic care which has slightly broken through into mainstream services; with a person-

centered focus and ‘externalisation’ of the problem through language and storytelling as a key 

technique of this approach (Payne, 2006).  

 

While not the focus of analysis in this thesis, it is important to acknowledge that alternative modes of 

therapeutic care may be used by individual therapists as complimentary techniques to more 

traditional treatments. Lester (2007) found therapeutic approaches to treating eating disorders varied 

between the cultural contexts of in patient centres in Mexico and the United States and argues 

‘knowledge about eating disorders is locally generated and legitimised in dialogue with particular 

moral and practical commitments and within complex social dynamics’ (2007, p. 370). The 

boundaries of therapeutic care practices and approaches are not fixed and individual therapists and 

healthcare professionals may incorporate a range of services into their care methods.  

 

The mental health landscape is traversed by health professionals, community groups and social 

movements that ‘criss-cross psychiatry and mental health’ with varying experiences and knowledges 

(Callard, 2014, p. 257). Rose cautions against implying ‘passivity on the part of the Medicalised’ 

(2007, p. 701). Today the role of patients/the ill in the neoliberal economy has changed. Once 
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regarded as passive victims of medicalisation, it can be argued that patients now occupy active 

positions as advocates, consumers, or even agents of change (Crawford, 2006; Metzl & Herig, 2007). 

Michelle, while struggling with her own mental health challenges and reluctant to fit within a 

psychiatric framework, worked as a peer support worker in a mental health community organisation 

and has a degree in psychology. People are embedded in multiple frameworks through which they 

come to understand the diagnoses they are given and the conditions they are experiencing. This 

approach seeks to understand how the communication of psychiatric diagnosis takes place (Callard, 

2014), and emphasises that psychiatry and mental health experiences are constantly made and 

remade. 

 

People with disordered eating may resist identifying with clinical and medically recognised 

terminology and instead have developed their own personal and shared terms within the disordered 

eating community that often contradict the ways health professionals understand health and desire. 

Michelle framed ‘eating disorders’ as ‘an unhealthy relationship to food and body weight’. She 

explained ‘to me [it] sort of, I guess, opens up a lot more than anorexia, bulimia and the EDNOS’. 

Charlotte similarly resisted identification with clinical classifications, stating ‘If you have issues with 

food it’s not defining who you are’ — thus situating the problem of ‘disorder’ in the relational aspects 

of practices and feelings rather than in the person. When referring to someone’s recovery process 

Charlotte resisted talking about the changes in people’s bodies. To say that a person was ‘looking 

healthy’ meant that the person had put on weight, which could trigger a desire to lose weight. Instead, 

while in in-patient care Charlotte talked about noticing how someone’s health was improving by 

‘whether their eyes sparkled’, and thus challenged the dominant discourse relating health and weight 

together in health care settings, and the fixation on weight restoration in clinical treatment. These 
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conflicting perspectives of health and bodies come to the fore in Chapter 6, where I argue that a 

person’s experience of therapeutic care and recovery is situated in cultural contexts. 

The women in this study created their own labels for different practices and, interestingly, created 

hierarchies concerning who had a ‘real’ mental illness. Kelly, who considered herself a ‘healthy 

anorexic’ (see Chapter 4), expanded on the term ‘anorexia’ to describe her own understanding of the 

differences among people with disordered eating. ‘Super-anorexic’, Kelly explained, was similar to 

‘healthy anorexia’, in that you are in control of your practices and maintaining an anorexic lifestyle, 

while living a functioning life. A ‘fake anorexic’ is someone who may be playing with anorexic 

behaviours, or adopting anorexic techniques to lose weight, and this person was viewed by Kelly as 

just ‘a phase’ and ‘vain’. This is similar to the term ‘wannarexia’ used by pro-anorexics on pro-

disordered eating online communities to designate and weed out someone they feel as being an 

imposter and not authentically anorexic (Boero & Pascoe, 2012). Kelly explained that a ‘real 

anorexic’, is not a phase or a game, but is like ‘a disease’ or ‘an addiction’. A ‘real anorexic’ cannot 

separate the anorexia from the self. ‘College bulimia’ was another term used by a participant to refer 

to young women in college going through a phase of bingeing and purging practices, and therefore 

positioned as less critically unwell. These explanations appear to be contradictory since participants 

framed disordered eating practices both as a disease model and also as a choice. 

 

In these examples, medical understandings and clinical terminology are intertwined with participants’ 

narratives and then extended to create terms which encompass both clinical and cultural perceptions 

of normal, abnormal and desirable eating and bodily practices. This supports Callard’s position that 

clinical encounters are mediated by cultural and relational factors (2014). Pro-anorexics or pro-

bulimics do not necessarily discard clinical labelling or medical diagnosis and frameworks, but rather 

use medical and psychiatric ‘facts’ to help construct their identities as part of a pro-disordered eating 
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community (Mulveen & Hepworth, 2006; Lavis, 2011; Boreo & Pascoe, 2012). Therefore, while some 

participants attempted to reject clinical categories altogether, ‘eating disorder’ terminology has also 

become part of the pro-disordered eating community landscape, in which clinical categories are 

dissected and reshaped to suit the purpose of a particular context and to build new subjectivities. 

 

The terminology used by health professionals, scholars, and those with disordered eating highlights 

the hegemony of biomedical perspectives of health and bodies but also the multiple and contradictory 

discourses of health and disorder, which are interwoven in disordered eating experiences. 

 

ARC project: A multidisciplinary study 
 

This thesis is part of an Australian Research Council (ARC) Linkage Grant project entitled Desire and 

Denial: Why are people with eating disorders reluctant to engage with treatment services? A linkage 

grant is specifically designed for academic and industry partners (government, non-government, 

NFP, charity, community organisations) to collaborate and investigate complex problems. The 

industry partners on this grant were South Australia Health (SA Health), with the Anxiety, Compulsive 

and Eating Disorder Association (ACEDA)4 (community organisation) and the Weight Disorder Unit. 

As the PhD candidate on the project, I managed the day-to-day tasks of recruitment, data collection 

and data analysis. I have an undergraduate background in social sciences, gender studies and 

anthropology from the University of Adelaide. The Chief Investigator on the project was Associate 

Professor Megan Warin, a medical anthropologist with the Department of Gender Studies and Social 

                                                           
4 Unfortunately, in the early stages of this project, the Anxiety, Compulsive and Eating Disorder Association (ACEDA) 
closed down. The research team had hoped ACEDA would provide in-kind support and advice, help with participant 
recruitment and dissemination of knowledge. The Eating Disorder Association for South Australia (EDASA), a community 
organisation was then established during the recruitment phase and was able to offer help with recruitment and general 
advice. Due to lack of funding, EDASA also closed down at the end of 2015. 
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Analysis, the University of Adelaide. Megan provided methodological guidance and assistance with 

ethics, the piloting phase and the ethnographic and diary writing phases. Megan and I also facilitated 

the reference group meetings, and the communication of research results through publications and 

various local, national and international conference presentations. Professor Tracey Wade, a 

psychologist specialising in eating disorders, and Dean of Psychology at Flinders University, was the 

other Chief Investigator and Dr Peter Gilchrist, a psychiatrist, specialising in eating disorders, who 

was the director of the Weight Disorder Unit at one of Adelaide’s largest tertiary hospitals, Flinders 

Medical Centre was a Principle Investigator. Both offered guidance and specialist input from their 

respective fields of psychology and psychiatry. In particular, they helped with my training for 

administering the Eating Disorder Examination and gave ethical advice for dealing with people who 

have mental health issues. They also offered advice and input for presenting to and corresponding 

with clinical and health professional audiences.  

 

The other unique aspect of this project is that this is the first thesis written by publication in the 

Department of Gender Studies and Social Analysis at the University of Adelaide. The option of 

completing thesis work via publication offered me a valuable pathway to produce and disseminate my 

research findings at the same time. A key aim of the research project was to provide 

recommendations to health professionals, and thesis by publication accommodated this task. 

However, as discussed in the methodology chapter and at various points throughout the thesis, 

managing the writing of a thesis grounded in social science and feminist theoretical foundations and 

also designed for clinical and health professional audiences, presented some challenges. 
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Structure of thesis 

This research is presented as a combination conventional/publication format. This is an alternative to 

the conventional chapter-by-chapter styled thesis most commonly used by doctoral students in the 

social sciences fields. The thesis comprises a literature review chapter (Chapter 1) and methods 

chapter (Chapter 2) in a conventional structure in order to explain the theoretical underpinnings and 

research processes involved in the study. The findings chapters (Chapters 3 to 6) represent four 

articles that have been published or submitted for publication in high-quality, peer-reviewed journals. 

In-between the articles are contextual statements linking the chapters and articles with the overall 

themes of the thesis. A final chapter summarises the thesis project. 

 

Chapter 1 provides an overview of the theoretical underpinnings of the study. Psychiatric and 

feminist/sociological knowledges of disordered eating are critiqued and shown to present polarised 

approaches to understanding destructive eating and body practices — approaches that often collide 

in the lives of women with disordered eating. I argue that women with disordered eating navigate 

these conflicting and intersecting knowledges of health and disorder to make and remake their 

disordered eating, subjectivities, bodies and spaces. The chapter critically introduces the theme of 

care to generate a discussion regarding the interplay between different modes of self-care and 

receiving care, positioning care as central to understanding why people desire and hold onto their 

disordered eating practices and are reluctant to seek professional help. Anthropologists Annemarie 

Mol’s (2008; 2010) and Anna Lavis’s (2011; 2015; 2016) formative works on theorising care, health, 

eating and body practices provide a foundation for exploring everyday practices of disordered eating. 

This discussion builds upon sociological and feminist approaches to disordered eating to argue there 
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is a need for cultural and qualitative analysis and research to be incorporated into existing psychiatric 

and medical approaches to researching and treating disordered eating. 

 

In Chapter 2 I outline the methodological approach, which included semi-structured interviews, diary 

writing, focus groups, observations and taking of field notes, and the use of psychological evaluation 

tools. Grounded theory principles and a thematic approach to analysis guided the process of data 

collection and analysis. I explore and reflect on how this study came to represent a space for many 

participants to share their fears, resistance, and hopes around seeking help for disordered eating. A 

methodological approach combining the disciplines of social science, psychiatry and psychology 

produced complementary qualitative and quantitative data that was appropriate for presenting to 

multidisciplinary audiences. The differing theoretical approaches did cause some conflicts over 

research design and conduct; however, these moments of tension led to greater reflexivity and 

deeper investigation into the complex culture in which disordered eating is situated. 

 

Chapter 3 is the first of the findings chapters and comprises a published peer-reviewed article. This 

chapter analyses and explores the rise of disordered eating in a postfeminist world, and 

demonstrates how the women in our study embodied postfeminist positions of choice and 

responsibility in their eating and body practices. Through applying Rosalind Gill’s (2007) concept of 

postfeminist sensibility, I argue that postfeminism, neoliberalism and healthism represent a 

constellation of contemporary forces, which have created an environment that has seen a growth in 

disordered eating practices amongst girls and women in Australia. Within the context of lifestyle 

choice, postfeminist sensibilities both support and rationalise women’s endeavors in their disordered 

eating practices. The pervasiveness of neoliberal ideas in a postfeminist world highlights that the 

rhetoric of choice as empowering disguises what is an increasing drive for individual responsibility, 
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particularly in the areas of health, beauty and fitness. The arguments in this chapter employ a 

Foucauldian-styled analysis to demonstrate how disordered eating was reframed by the participants, 

through a lens of self-care, by means of self-surveillance, self-monitoring and self-disciplining 

practices. Investigating the ways in which women describe their disordered eating practices within a 

postfeminism space offers new and critical insights into why resistance to seeking help is common. 

 

Chapter 4 comprises a published peer reviewed article examining how contemporary understandings 

of ‘health’ and ‘care’ are engaged with and practiced by women with disordered eating. This chapter 

demonstrates how women use elements of a ‘health habitus’ and ‘care’ to rationalise and justify their 

practices. Moving beyond Foucauldian theories of self-discipline and individual responsibility this 

paper argues that Bourdieu’s (1977) concept of habitus and Mol, Moser and Pols’ (2008, 2010) 

concept of care provide a deeper understanding of the ways in which people with disordered eating 

embody health practices as a form of care and distinction. This chapter demonstrates how eating and 

bodily practices that entail ‘natural’, medical and ethical concerns (in particular, the new food regime 

known as orthorexia) are successfully incorporated into participants’ eating disorder repertoires and 

adopted as a rationale of care. 

 

Chapter 5 consists of an article that has been submitted to Transcultural Psychiatry for publication; it 

explores how desire operates in the daily lives of women with disordered eating to gain insight into 

the high rates of relapse and what draws people to maintain their practices. This chapter highlights 

how desire can operate as a productive (or destructive) force in participants’ experiences. It argues 

that triggering, as a form of desire, engages people in the constant negotiation of spatial relations. 

These spaces are inherently about potential, and the chapter draws on Delueuze and Guittari (1972) 

and Probyn (1996) to explore the beckoning towards (becoming) and pulling away (un-becoming) 
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that desire constantly produces. Through tracing the multiplicities of desire in the everyday worlds of 

women with disordered eating, this chapter highlights the value of attending to the complexities of 

ambivalence, and practices of care in the present. Importantly, these findings have clinical 

implications as they highlight the back and forth movement between recovery and relapse that people 

with disordered eating experience. 

 

Chapter 6 consists of an article that has been accepted for publication in the Journal of Eating 

Disorders and is oriented towards a health professional audience, specifically therapists and 

clinicians treating people with disordered eating. Revisiting the complex relationship between self-

care and receiving professional care discussed in the previous chapters, this chapter offers both a 

critique and recommendations for current mental health and eating disorder therapeutic guidelines in 

Australia. Beginning with a critique of the way recovery is presented in eating disorder therapeutic 

guidelines and mental health frameworks in Australia, I argue that the limited discussion on the 

cultural contexts of recovery, care, eating and bodily practices hinders the development of shared 

understanding in the therapeutic relationship. This chapter explores the conflicting perspectives of 

care in the treatment of people with disordered eating and how this manifests in therapeutic 

relationships. Participants in our study demonstrate how cultural contexts impact on and impede 

recovery from disordered eating and how care and recovery is subjectively experienced. This chapter 

argues that conflicts between patients and health professionals can often stem from a lack of shared 

understanding. A discussion of how disordered eating practices are embedded in a matrix of care, 

health, eating and body practices may contribute to the therapeutic relationship. The article presented 

in this chapter offers clinicians and health professionals a range of under-studied patient perspectives 

on recovery and eating disorder care. 
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The Conclusion draws together the themes of the research into disordered eating practices through 

a lens of care. With its qualitative research approach, this study of women with disordered eating 

unsettles the taken-for-granted conceptions of health and care prevalent in psychiatric and medical 

disciplines, and interrogates practices of self-care to gain insight into the everyday worlds of 

disordered eating. The conclusion restates the central aim of this study, that its findings may 

contribute to early intervention strategies and approaches to treating disordered eating. Lastly, the 

concluding chapter offers suggestions for further research. 
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Chapter One 

Intersections of care: navigating discourses of 

psychiatry, health and self-care 
 

 

Introduction 
 

Early in my PhD candidature I sat in the audience at the 2013 Australian and New Zealand Academy 

for Eating Disorders (ANZAED) conference while Susie Orbach gave her keynote presentation: ‘The 

Politics of The Body and The Body Politic’. The Australian and New Zealand Academy for Eating 

Disorders is the peak body representing and supporting the activities of all professionals working in 

the field of eating disorders, and the ANZAED conference is the leading clinical conference on eating 

disorders in Australia and New Zealand, bringing together an array of health professionals working in 

the field. Susie Orbach, a prominent psychoanalyst, feminist, and social critic, has focused much of 

her work over the past 30 years on the cultural, gendered and psychological dimensions of fat, body 

image and eating disorders.  

 

In the ensuing question time to her presentation at the conference, Orbach was criticised by a 

prominent male Australian psychiatrist for bringing gender and culture into a discussion about eating 

disorders. His argument was concerned with Orbach’s focus on gender and body image and he felt 

that this approach was understating the severity of clinically diagnosed eating disorders such as 

anorexia nervosa. Other clinicians spoke up in frustration to support his concerns, indicating that they 

felt such content was out of place at this conference. One clinician emphasised her authority in the 

field by stating she was a psychiatrist working in an in-patient ward with patients in a critical medical 

https://en.wikipedia.org/wiki/Psychoanalyst
https://en.wikipedia.org/wiki/Social_critic
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state and she felt that Orbach’s presentation had no relevance to her patients. They spoke with care 

for their patients and each other’s work, but they evidently perceived a discussion of culture and 

gender as marginal and disconnected from the causes of, the suffering, or recovery from eating 

disorders. 

 

As a social scientist and feminist scholar attending a predominantly psychiatric and medical-focused 

conference I already felt like an outsider and in that moment, listening intently and shifting in my seat, 

I felt some unease about my own presence there. Would I face similar criticism about my own 

presentation? Although these few clinicians’ views did not represent everyone at the conference, their 

views highlighted a hierarchy of knowledge in the eating disorder field in Australia and internationally. 

Susie Orbach may be a prominent scholar and therapist, but her place at an eating disorder 

conference created tension for some clinicians who were questioning what types of knowledges had 

legitimacy in the large conference room that day, filled as it was with clinicians, health professionals, 

carers, and people with lived experience, all eager to prevent disordered eating and improve 

treatments for it. 

 

The hierarchy of knowledge displayed at the ANZAED conference revealed that psychiatry was taken 

for granted as the leading voice in the eating disorder field in Australia and New Zealand. This 

chapter begins by critiquing psychiatric and medical approaches to eating disorders from feminist and 

social constructivist standpoints, particularly focusing on the role psychiatry has played in the 

medicalisation and pathologisation of eating and bodily practices. As the dominant authority in eating 

disorder healthcare, psychiatry sets the boundaries, through diagnosis, for who has access to care 

and how care is dispensed by health professionals. This discussion problematises such boundaries 
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through examining and critiquing the discourses underpinning therapeutic approaches to disordered 

eating, and how an individual person accesses psychiatric care. 

 

Care is positioned and experienced differently within each disordered eating explanatory model.5 The 

women in this study demonstrate that their understandings of care can conflict with and contradict 

therapeutic approaches to treatment and care. Annemarie Mol’s ‘logic of care’ (2008) is a critical 

framework that I utilise in this thesis to examine how conflicting perspectives of care coexist and 

intersect in disordered eating practices and therapeutic care contexts. Therefore, this chapter 

endeavours to create a discussion regarding the interplay between different modes of self-care and 

receiving care, positioning care as central to understanding why people desire and hold onto their 

disordered eating practices, and are often ambivalent or hesitant to seek professional help. 

 

Moving beyond the disparities between psychiatric and feminist/sociological approaches, this chapter 

presents the argument that alongside these pervasive discourses, people use ‘agency play’ (Warin, 

2010, p. 79) to navigate, negate, seek out and mould these knowledges to make and remake 

themselves, their bodies and their spaces. I argue that the women in this study traversed hierarchical 

and conflicting disordered eating assemblages of care, rhizomatically. Delueze and Guattari’s 

rhizomatic theory is useful for challenging binary logic and for understanding and tracing the 

multiplicities of meaning and processes of becoming (1987). Conceptually, the rhizome has multiple 

entry points, and ‘there are no points or positions in a rhizome, such as those found in a structure, 

tree or root’ (Deleuze & Guattari, 1987, p. 8), so that connections are able to shoot off outwards in 

                                                           
5 The term ‘explanatory model’ was first coined by anthropologist Arthur Kleinman (1978) as a framework for 

understanding how people make sense of their own situations and lives. It has been widely used in the sociological and 
anthropological studies of health and illness to understand peoples lived experience situated in particular cultural 
contexts. 
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multiple directions. The continuous reshaping of meanings and connections that the structure of the 

rhizome suggests enables us to think about how, through disordered eating practices, people create 

openings leading to other ways of being in the world. Therefore, a rhizomatic framing of participants’ 

practices of disordered eating and self-care enables the reader to follow the multiple, competing 

meanings they experienced, and to view the prospects offered by disordered eating through their 

eyes. 

 

This chapter details the theoretical and conceptual frameworks of the thesis, illustrating how people 

with disordered eating navigate the different knowledges that come together in their lives. As 

demonstrated in the opening scenario to this chapter, the field of eating disorders is a site of 

competing disciplines and ways of knowing and this chapter aims to tease out those conflicts. The 

scenario also reveals the common thread of care in the field of eating disorders. Everyone who 

attended the ANZAED conference was invested in care, whether it was clinicians exploring better 

ways to deliver care, or people sharing their first-hand experiences of receiving care from family and 

health professionals. It was accepted as given that people with disordered eating are in need of care, 

and, as noted by Bunting, in healthcare settings, ‘It [care] is so pervasive that it is often overlooked’ 

(2016). This thesis does not take care for granted. In examining the different knowledges of 

disordered eating, this chapter points to the many ways that practices of care emerged from the 

assemblages of care in the women’s lives. In doing so, it reveals the ways in which therapeutic and 

everyday understandings of health and care are interpreted, internalised and practised as self-care.  
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Being made through psychiatric classifications: The DSM-5 and eating 

disorder diagnosis 

The following discussion examines the literature critiquing the field of psychiatry and the American 

Psychiatric Associations’ Diagnostic and Statistical Manual of Mental Disorders (DSM). Through 

investigating the changes to eating disorder criteria, set out in the latest DSM-5, this section adds to 

literature criticising the DSM for medicalising behaviours and emotions, and thereby neglecting 

cultural contexts. Three different models of mental illness have dominated debate outside of and 

within psychiatry since the 1960s: first, the medical model, which locates mental illness as a separate 

and discrete disorder; second, the psychiatric model, which posits that there is no binary opposition 

between disorder and normality and that mental illness is just the extreme manifestation of traits that 

we all possess; and third, the sociological model, which argues that psychological disorders are not 

mental illnesses but rather labels used to control and stigmatise people and certain behaviours 

(Callard, 2014). The psychiatric model is the dominant model in the treatment of eating disorders in 

Australia, for which the DSM is a principal tool used for the implementation of psychiatric discourses. 

 

During the data collection phase of this study the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition (DSM-5) was published, almost two decades after the DSM-IV was 

introduced in 1994. The DSM is recognised by researchers and clinicians as the ‘gold standard’ for 

diagnosis of mental disorders, but continues to be heavily criticised by social scientists, feminists and 

those with lived experience, as well as professionals working within the mental health field (Szasz, 

1961; Szasz, 1990; Kirk & Kutchins, 1992; Caplan, 1995; Kutchins & Kirk, 1997; Boyle, 2011; Ussher, 

2013; Gambrill, 2014). Critics argue that the DSM is a problematic way to categorise people’s 

experiences of mental and bodily suffering. They point out that psychiatric approaches continue to 

ignore a vast body of research pointing to environmental factors and cultural contexts as contributing 
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to mental suffering (Gambrill, 2014). Furthermore, it is widely argued that the DSM’s classificatory 

system medicalises and pathologises life challenges and complex behavioural reactions to difficult 

situations (Frances, 2013; Gambrill, 2014; Lacasse, 2014). Despite decades of concerns, the DSM 

and its classifications remain central evaluative instruments for many health professionals. 

 

Holding the authoritative position in mental health care, the DSM informs public discourse on what 

are normal behaviours and which behaviours demonstrate abnormal discrete mental illness (Fee, 

2000). French philosopher and historian of science Georges Canguilhem (1904-95) interrogated the 

assumed differences between the normal and the pathological in his book of the same name (1991) 

by posing the question, ‘what comes first, normalcy or deviance?’. He noted how medicine acquired 

the concept of normalcy from the 1800s, highlighting how many conditions are founded on deviations 

from the norm (e.g. weight criteria for anorexia nervosa is based on the BMI or Body Mass Index 

(Hacking, 2006)). Canguilhem further argued that knowledge is not only about the world, but in the 

world as well so that ‘engaging in medicine is a human activity, it is part of our lived reality’ (Mol, 

1998, p. 278). Bordo contends that the search for common pathologies still fuels much research, and 

with growing knowledge around the diversity of eating disorders and those who have them, ‘ever 

more effort is put into precise classification of distinctive subtypes, and new multidimensional 

categories emerge’ (Bordo, 2003, p. 49). Normality thus becomes an abstract ideal, while formal and 

informal pathological behaviour expands exponentially (Lane, 2010). 

 

From a psychiatric perspective, changes to the classification of eating disorders in the DSM-5 are 

aimed at reducing the prevalence of residual categories and relaxing criteria for anorexia nervosa 

and bulimia nervosa to recognise the significant distress and impairment suffered by people whose 

symptoms do not meet previous diagnostic criteria (Thomas et al., 2014; Waldon, 2014; Wade & 
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O’Shea, 2015). The study of Brigegard et al. suggests that a significant proportion of individuals 

belong to this group who do not meet diagnostic criteria — around 16% of all people with an eating 

disorder (2012). Some clinicians argue that there is a large group of ‘transdiagnostic’ individuals ‘who 

inevitably will vacillate between symptom patterns, and for whom a more specific diagnosis such as 

AN or BN is neither possible nor helpful’ (Touyz & Madden, 2013). Studies indicate that people who 

are suffering serious impairment are slipping through cracks in the diagnostic criteria (Fairburn & 

Bohn, 2004; Agras et al., 2004; Le Grange & Leob, 2007). Therefore, according to psychiatric 

discourse, the more symptoms that are captured by eating disorder diagnostic criteria, the more 

people will have access to treatment services (despite literature pointing to treatment success rates 

often being low and study results unclear on what leads to recovery (such as Ben-Tovim et al., 2001; 

Hay et al., 2014)). However, from a sociological perspective, the DSM’s loosening of diagnostic 

criteria and increase in formal diagnostic categories, such as binge-eating disorder (BED), represents 

a continuing pathologisation of behaviours, feelings and bodily conditions (Naish, 2013; Thomas et 

al., 2014). 

 

Investigators have recently commented on the changing ‘weightscape’ of people with binge-eating 

disorder and bulimia nervosa, in which a growing number are overweight and believe that, with binge-

eating disorder being elevated to a formal diagnostic category in DSM-5, individuals with obesity are 

at risk of having normal eating behaviours pathologised (Thomas et al., 2014, pp. 1-2). Clinicians 

Touyz and Madden take a different perspective, stating that ‘surely it is a good thing to clearly 

recognise that people who have out-of-control binges with associated disgust, embarrassment &/or 

guilt and distress about this problem have a mental illness and should be treated as such – hopefully 

more helpfully than via obesity or weight control measures alone’ (2013). It is clear that these 

clinicians sit within the psychiatric model of mental illness. Touyz and Madden’s explanation of 
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‘disgust’, ‘embarrassment’ and ‘guilt’ are presented as located within the individual’s pathology and 

not understood as part of a reaction informed by cultural discourses about fat, obesity and health. 

However, in this instance the DSM-5 Eating Disorders Work Group specifically decided not to make 

obesity a criterion for psychiatric diagnosis (Attia et al., 2013). 

 

The growing number of classifications in the DSM is an example of the process of ‘diagnostic bracket 

creep’, as once deemed ‘normal’ behaviours become absorbed into psychiatric classifications 

(Kramer, 1997). In 1968, 180 categories of mental disorders existed and by 1987 that number had 

grown to 292, and by 1994, to over 350 (Lane, 2010, pp. 105-6).6 Now the DSM-5 has close to 400 

classifications. Psychiatric processes and classifications, however, do not occur in isolation or just for 

a clinical audience. Lane comments on the increased migration of psychiatric terms, such as ‘bipolar’ 

and ‘passive-aggressive’ into popular culture and pop psychology, where they have come to assume 

everyday meanings (Lane, 2010). Hacking makes the point that ‘Nowadays, when told their 

diagnosis, patients tend to look it up online. There they obtain a sort of stereotype of how they ought 

to be feeling and behaving’ (Hacking, 2013, p. 8). This reflects the influence of psychiatric discourse 

on how the general population comes to understand health and disorder. 

 

Ian Hacking is interested in how, through processes of diagnosis and therapeutic interactions, ‘people 

spontaneously come to fit their categories’ (1986, p. 223). He coined the phrase ‘making up people’ 

to theorise how the human sciences and psychiatry in particular categorise people into normal and 

abnormal groups based on scientific ‘facts’ and measurements. The fields of medicine and psychiatry 

                                                           
6 See Kendle, K. S. (2013). A history of the DSM-5 scientific review committee. Psychological Medicine, 43, 1793–1800; 
Kutchins, H and Kirk, S. A. (1997). Making us crazy: DSM: The Psychiatric bible and the creation of mental disorders, 
New York: Free Press, for more in-depth analysis of the history of the DSM. 
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treat the ill and deviant with the purpose of making them as close to ‘normal’ as possible (Hacking, 

2006). Hacking states, ‘We think of these people as definite classes defined by definite properties. As 

we get to know more about these properties, we will be able to control, help, change, or emulate 

them better’ (Hacking, 2006, p. 23). This is reflected in the constant revisions being made to the 

DSM. However, Hacking argues it is not actually that straightforward. Patients ‘are moving targets 

because our investigations interact with them, and change them’ (Hacking, 2006, p. 23) and vice 

versa. Foucault’s (1980a) ‘constitution of subjects’ can be understood as the making up of the 

subject. Foucault argued ‘We should try to discover how it is that subjects are gradually, 

progressively, really and materially constituted through a multiplicity of organisms, forces, energies, 

materials, desires, thoughts, etc.’ (Foucault, 1980a, p. 97). A critique of how psychiatry and the DSM 

are involved in ‘making up people’ challenges leading practices of healthcare and treatment of 

disordered eating in Australia. 

 

Feminist analyses of eating, bodies and gender 
 

Feminist and gender studies literature interrogates the normalisation of disordered eating practices 

and psychiatric reductionist approaches, with the aim to broaden understandings of the phenomena 

through social and cultural analysis. Since the 1970s feminist perspectives have progressively 

argued that ‘eating disorders’, which greatly affect women and girls, can only be adequately 

understood within the context of the oppressive gender ideologies and inequalities in gender power 

relations operating in what are mostly westernised patriarchal cultures (Malson & Burns, 2009). Up 

until the early 1980s, gender was either absent or theorised in essentialist terms by Freudian 

psychoanalysts and leading eating disorder authorities (Bordo, 2003). In combination with 

postmodern and poststructuralist methods, feminist approaches have theorised and researched 
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eating disorders as ‘discursively constituted and regulated categories of subjectivity, experience and 

body management practices’ (Malson & Burns, 2009, p. 2) and have thus problematised psychiatric 

and biomedical discourses. 

 

Feminist analyses of the 1980s and 90s rejected the positivist biomedical approach and instead 

presented women's symptoms of disordered eating as embodiments of gender conflicts (Showalter, 

1985; Flax, 1987; Bordo, 1993; Wirth-Cauchon, 2000). Social theorists investigating gendered 

dichotomies have highlighted the history of how women are situated on the side of irrationality, 

silence, nature, and body, while men are situated on the side of reason, discourse, culture, and mind 

(Showalter, 1985 in Wirth-Cauchon, 2000; Bordo, 1993). Wirth-Cauchon argues that within this 

framework ‘woman’ occupies a position at the borders, representing ‘something intermediate 

between culture and nature [...] on the continuous periphery’ (2000, pp. 143–44) and cultural 

marginality, ‘as a frontier between men and chaos [...] inhabitants of a mysterious and frightening wild 

zone outside of patriarchal culture’ (2000, p. 144) and thus closer to the chaos of mental disorders. 

Following this line of argument, psychiatric treatment was regarded as a tool for bringing ‘mad 

women’ (women who did not fall in line with gendered expectations) back in line within societal rules 

and norms, and thwarting their deviant behaviour (Malson, 1999; Ussher, 2000). 

 

Wirth-Cauchon (2000) applies Foucault's conception of the operation of modernised power within 

institutionalised discourses, such as psychiatry and penology (Foucault, 1965, 1977, 1980), to focus 

on the human experience of madness and the psychotherapeutic encounter as a site of knowledge 

and power. For Foucault, modern power is non-authoritarian and non-orchestrated; yet nonetheless 

produces and normalises bodies to aid dominant discourses (1965). Understanding this disciplinary 

form of power requires us to cease imagining power as in the possession of individuals or groups, 
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and instead see it as a dynamic or network of non-centralised forces. However, these forces are not 

random or haphazard, but organise to assume particular historical epochs, within which certain 

groups and ideologies have dominance (Foucault, 1977). 

 

A Foucauldian analysis is critical for understanding how people with disordered eating reproduce 

gendered constructions that are tied to a matrix of self-care discourses. Although generally 

overlooked in clinical literature, poststructuralist and postmodern feminist scholars (e.g. Bartky, 1988; 

1990; McNay, 1992; Grosz, 1994; Malson, 1997; Eckerman, 1997; 2009) have used Foucault’s 

concept of ‘technologies of the self’ to focus not only on cultural forces but the interaction with the 

subject’s experience and their own role in the maintenance of disordered eating practices (Burns, 

2009). Foucault describes technologies of the self as forms of self-disciplining actions by which 

people police themselves in society or impose controls upon the self that constrain and mould their 

movements within state, economic, religious or cultural systems of power (Price & Shildrick, 1999). 

Bordo argues that this concept illustrates how power works through individuals, normalising them, 

and serving prevailing relations of dominance and subordination (1992). Technologies of the self 

offered feminists a link between the socially constructed and individual agency to explain the 

widespread occurrence of disordered eating practices and the personal resistance by people to 

change or seek therapeutic help. 

 

While feminists have critiqued Foucault’s lack of attention to gender (Eckerman, 2009), the body is 

central to feminist theorisations of power and knowledge. Feminist literature points to an intersection 

of ‘healthy lifestyles’ focused on the size and shape of the body and femininity as being fundamental 

to the high rates of disordered eating and body image issues amongst girls and women (Warin, 2005; 

Malson & Burns, 2009), and increasingly boys and men (Paterson, 2004; Manzato et al., 2011). 
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Within this framework, disordered eating exists as an attempt by women to embody and convey the 

‘self’ via idealised cultural practices of desirability and worth. Eckermann suggests that anorexia 

nervosa is one avenue women use as they seek self-expression to overcome the experience of their 

bodies as limited by the discourse of patriarchy (Eckermann, 2009). Kelly, a participant in our study, 

who had been diagnosed with anorexia nervosa and had suffered sexual abuse as a child, spoke of 

going to the beach as a young woman in a bikini, knowing her extremely thin body would cause 

people to react with disgust. Lester suggests that far from being detached from their material being, 

women with dis/ordered eating are positioned — and position themselves — in ways that contribute 

to an acute ‘awareness’ that within westernised cultures women ‘exist’ as little more than their bodies 

(Lester, 1997). 

 

This thesis extends this important work on gendered bodies to argue that body management can be 

understood as a type of self-care (See Lavis, Abbots & Attala, 2015). In Foucault’s later less-cited 

works, The Care of the Self: Volume 3 The History of Sexuality (1986), his focus of analysis began to 

move beyond the normalising powers of the ‘technologies of the self’ to examine how the subject 

cared for the self through everyday practices. Foucault’s ‘care of the self’ is intrinsically related to 

self-knowledge, ‘in which being concerned about oneself means knowing oneself’ (Bandol, 2015, 

p. 65). He pointed to ‘care of the self’ or ‘self-mastery’ having its roots in Ancient Greek culture of 

medical thought and practice (Foucault, 1986, p. 54). Medicine and philosophy worked together, and 

through attending to the body and the soul ‘the increased medical involvement in the cultivation of the 

self appears to have been expressed through a particular and intense form of attention to the body’ 

(Foucault, 1986, p. 56). This reflects how body size and shape is linked to health in medical 

discourses. Foucault argued: 
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Medicine was not conceived simply as a technique of intervention, relying, in cases of illness, 

on remedies and operations. It was also supposed to define, in the form of a corpus of 

knowledge and rules, a way of living, a reflective mode of relation to oneself, to one’s own 

body, to food, to wakefulness and sleep, to various activities and to the environment […] a 

voluntary and rational structure of conduct (Foucault, 1986, p. 100). 

This argument demonstrates how medical and health knowledges have seeped into people’s 

everyday worlds, turned towards the self and the body, and became invested in the formation of 

people’s subjectivities. 

 

Feminist scholars investigate everyday body practices to examine gendered embodiments. Coffey 

posits that ‘through bodywork practices, gender is continually reasserted and reconstructed. 

Examining bodywork is a way of exploring the ways that gender is embodied and lived’ (2013, p. 3). 

Such theorisation stems from a Foucauldian interpretation of power, which allows for resistance and 

agency, and can also move the identity of ‘victim’ and ‘sick’ to a ‘complex practice of embodied 

communication and active identity construction’ (Eckermann, 2009, p. 13). Foucault’s definition of 

power ‘cannot be reduced to repression or prevention; it is at least as much about production’ and ‘a 

shift from negative to a positive definition of what power does’ (Fassin, 2014, p. 134). 

 

While Foucault’s ‘care of the self’ understands care as self-knowledge and the self-disciplining of 

bodies to accord to or resist particular discourses, in this thesis I also approach care through people’s 

embodied and social material practices. Heuts and Mol propose that ‘caring indicates efforts that 

are ongoing, adaptive, tinkering and open ended’ (2013, p. 130) and thus a focus on people’s 

practices is appropriate for investigating care. It opens up analysis into how people embody and 

perform certain discourses, and the relations between things, people and spaces, which help to 

maintain disordered eating. Mol argues ‘a study of the enactment of reality in practice makes it 
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possible to ethnographically explore the body multiple and its diseases in all its fleshiness’ (2002, p. 

ix). Tracing day-to-day practices of care sheds light on how things emerge, move and are sustained. 

 

Piras and Zanutto point out that ‘practice’ is a concept that has gained considerable interest in social 

analysis, and conceptualisations of practice ‘share the assumption that it refers to materially 

mediated activities that require a shared practical understanding. Practices hold together socio-

material arrangements, discourses and classification systems, understanding and learning’ (Turrini et 

al., 2010, p. 82). Furthermore, Mol, in response to the critique that practice was not properly defined 

in her jointly edited book Care in Practice: On Tinkering in Clinics, Home and Farms with Moser and 

Pols (2010), stated:  

The quintessence of the practice turn is to study practices – not to define the term. It is to 

follow objects and/or processes, like autonomy, subjectivity, respect, killing, tagging, buying, 

tasting, filling in forms, using a webcam, and so on, without beforehand fixing what these 

things and activities are… without fixing their essence in a definition to then restrict one’s 

research efforts to studying their extra, accidental attributes (Turrini et al., 2010, p. 85). 

 
This thesis supports the proposal that an ‘approach focused on practices makes space for ambiguity 

and ambivalence’ (Turrini et al., 2010, p. 76). This is especially relevant for investigating the 

contradictory care practices of women with disordered eating.  

 

Ussher calls for material-discursive approaches to investigate gender and mental health, arguing 

‘within a discursive account, rather than femininity being seen as pre-given or innate, it is seen as 

something that is performed or acquired’ as women negotiate a matrix of contradictory and multiple 

gender and heterosexual assumptions (2010, p. 227). Bordo similarly argues that feminists do not 

propose a blanket cultural situation for all women; rather, that there are ‘ideological and institutional 
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parameters governing the construction of gender in our culture’ (1993, p. 61). In addition, Hepworth’s 

(1999) argument is not about which cultural dynamics cause anorexia but how different cultural 

epochs create different ways for understanding mental and bodily phenomena and thus specific 

interventions. 

 

For a long time eating disorders were seen as culture bound and class-based, yet more and more 

research is looking cross-culturally to explore growing rates of disordered eating in non-Western and 

developing countries. For example, Becker (2004) investigated the role of factors such as rapid 

globalisation and the introduction of television to a rural community in western Fiji to understand the 

impact this had on adolescent Fijian girls’ bodies and eating practices in the late 1990s (2004). 

Gooldin’s ethnographic research (2002) took place in an in-patient ward for adolescents in Israel, and 

more recently, Eli’s (2014; 2016) research has also been concerned with exploring people’s 

subjective experiences in eating disorder in-patient wards in Israel. Meanwhile, Lester’s (2007) 

comparative analysis in in-patient wards in Mexico and the US has demonstrated that therapeutic 

paradigms are locally specific. Social scientists, anthropologists and feminist scholars contend that 

how disordered eating materialises depends on differently gendered cultural settings and 

understandings. 

 

Despite the cross-cultural differences of these studies, they all share a focus on how self-care 

manifests through eating and bodily practices. How care is culturally performed and assembled is a 

key question. 
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Care as rhizomatic: Tracing care through multiple knowledges 
 

Deleuze and Guattari’s concept of the rhizome is a device that underpins this chapter’s analysis of 

participants’ self-care practices and embodiments. The rhizome figure acts as a tool for exploring 

people’s everyday experiences at a micro level, mapping openings and paths of desire (as a 

productive and creative force), and understanding the multiplicities of meaning and movement. In this 

thesis I trace how women with disordered eating interweave care through their interaction with 

lifestyle choices, self-care regimes, therapeutic care, healthism, surveillance, and pro-eating disorder 

discourses. These differing and complementary knowledges form assemblages of care in the 

women’s lives. 

 

In A Thousand Plateaus, Deleuze and Guattari (1987) introduce the rhizome figure to explore 

multiple and ongoing connections, and for critiquing binary and positivist approaches, to demonstrate 

that there are other ways to understand the world. Sellers and Honan (2007) suggest that a 

rhizomatic approach to discourse analysis highlights the ‘myriad of discursive systems, which are 

connected to and across each other’ (Sellers & Honan, 2007, pp. 145–46). These lines of flight form 

assemblages of meaning which come together in plateaus of knowledge. Deleuze and Guattari call a 

‘plateau’ any multiplicity connected to other multiplicities by superficial underground stems in such a 

way as to form or extend a rhizome’ (1987, p. 24). The rhizome is without linear beginnings and/or 

endings; it represents a network of interconnections, ‘an amassing of middles amidst an array of 

multidirectional movement’ (Sellers & Honan, 2007, p. 146). 

 

Conceptually, I propose that tracing the multiple planes of the rhizome figure is an important analytic 

tool for developing a critical framework to assist health professionals understand how and why people 
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with disordered eating continue practices harmful to their health. At one level the person is aware 

they are damaging their health, and yet this does not cancel out their desire for their practices or their 

understanding of their disordered eating as a ‘safe space’ or ‘serving a purpose’. It is possible for 

these knowledges to be experienced together. 

 

Care can be found at the crux of these struggles and misunderstandings, and thinking spatially with 

the rhizome allows for recognition that contradictory explanations of care coexist and move with and 

against each other. This is reflected in participants’ narratives of recovery and relapse (Chapter 5). 

Sellers and Honan argue for an approach to analysis that understands discursive systems to be 

operating in rhizomatic ways, ‘intersecting and parting, over and under-lapping’ rather than just being 

seen to operate alongside each (2007, p. 147). To follow lines of flight, one must recognise they are 

always ‘in the middle, in flux’ (Sellers & Honan, 2007, p. 147) and tracing participants’ experiences 

with desire, care and disordered eating through rhizomatic logic allowed for the analysis to draw out 

and capture discursive moments from which ideas and connections sprouted and new arguments 

were formed. 

 

Self-care regimes: Healthism, bodywork and the moralisation of fat 
 

Discursive constructions of health inevitably invite normative judgements regarding the character of 

the ‘ideal body’ and the various aims, values and practices to which such a body must conform. In a 

healthism culture, achieving good health is desirable, and comes with social status and assumed 

moral virtue. The body becomes a platform whereby individuals can exhibit the efforts of their healthy 

lifestyles and self-disciplinary regimes. The thin body is currently positioned as a representation of 
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health and is therefore desirable, whatever eating and body practices may be going on in the privacy 

of people’s homes. 

 

Family and friends of the women in this study who knew nothing about their disordered eating 

practices often commented on how they appeared to be an embodiment of responsible health. In 

fact, participants were keenly aware that, as Crawford states, ‘Health and its meanings supply 

‘symbolic capital’ for strategies of distinction and stigmatisation’ (2006, p. 403) and participants 

aligned themselves with and used healthy lifestyle choices as a cover for disordered eating practices 

(See Chapter 4). Contemporary culture moralises the act of eating, regarding obese people as ‘letting 

themselves go’ (Coveney, 2006; Warin et al., 2008), while thin people represent virtues of self-

discipline and control. 

 

Health has become a ‘self-project’ (Pond et al., 2010, p. 736), and healthism epitomises Foucault's 

(1991) concepts of biopower and governmentality, which have been well documented in relation to 

health activities and public health programs (Peterson, 2003; Coveney et al., 2012). Biopower for 

Foucault ‘has to do with an assemblage of historical intersections that are central to contemporary 

organisations of regimes of knowledge, power, and selfhood’ (Koopman, 2014, p. 94). 

Governmentality in the realm of health and weight was reflected by many participants’ concern about 

the ‘obesity epidemic’ in Australia, especially amongst children, who were framed as vulnerable to 

junk food consumerism and poverty. Alice, 23, and a health science student at university, who was 

worried about her own increasing episodes of bingeing and purging, had strong views on obesity in 

Australia. She discussed how eating the ‘right’ things and exercising is a demonstration of caring for 

oneself, and how much care you have taken is reflected in your body size and medical health 

outcomes. She said: 
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I think sometimes too it's the fault of the people. They like to be ignorant. Or they don’t, it's not 

that they like to be ignorant. It's just that they don’t actively go out, yeah, and get the 

information 'cause they, maybe they don’t care which, again, sometimes it's really annoying. 

But, you know, when you're talking about something that affects your life, you directly, I think 

you should care about it … when we're talking about something that directly impacts your life, I 

think that you should care, to get a little bit more educated about it. You don’t have to go to 

university and study it but just learn a bit more about it. 

 

The World Health Organisation has controversially termed obesity a ‘global epidemic’ (WHO, 2000). 

Aphramor points out ‘how the obesity agenda so succinctly epitomises the way in which biomedical 

understandings occlude critical social theory. We have been trained to (not) see in particular ways. 

One classic legacy of this biomedical background is the tendency to view health/obesity in individual 

terms’ (2005, p. 316). Western biomedical approaches to understanding the body and disease 

govern health discourse and research (Rose, 2007; Fox, 2012; Domello, 2014). Crawford states ‘from 

birth to death, medicine inserts itself as an agency of surveillance and intervention — and ultimately, 

an arbiter of those physical, mental and social properties of a healthy life’ (Crawford, 2006, p. 404). 

Participant Eleni illustrates this biomedical framework in her understandings of health, weight and 

eating, while also pointing to a mismatch between a biomedical discourse and people’s lived 

experience of food and eating practices, stating: 

To change obesity means that you’re changing other things like coronary heart disease and 

cholesterol and obesity and all the other contributing byproducts of obesity. People in the local 

community don’t care about all that. It’s really hard for them to understand that if I get obese 

I’m going to get diabetes and the whole chain reaction of burden of disease, they don’t really 

get that, they’re not going to care about that. They want to know about the here and now, ‘But I 

still want to have my hot chips, I still want to have, my kids will only eat nuggets’, that kind of 

mentality, ‘What do I do, they’ve got to eat something’. 
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Berlant has commented, ‘The obese body serves as a billboard advert for impending sickness and 

death’ (2010, p. 26) and LeBesco proposes this language of health and risk is the new moralism 

creating a ‘moral panic’ over obesity and fat (LeBesco, 2010). ‘Fat panic’ is a somewhat recent 

phenomenon, emerging in the late ‘90s, ‘precisely because it resonates with wider anxieties in our 

present culture about race, class and sex’ (LeBesco, 2010, p. 75). Our understanding of the 

‘unhealthy body’ goes beyond biology and is therefore caught up in a discursive matrix of difference 

and marginality. Aphramor interrogates the myths and dangers in perpetuating the ‘size matters’ 

message, including: 

that everyone who is fat is unhealthy and would be healthier and feel better if they lost weight; 

that weight loss behaviour is risk-free; that sustained weight loss is always and equally 

achievable with suitable changes and commitment at an individual level; that it is primarily the 

duty of the individual to be fit and not an obligation for the more powerful in society to 

challenge narratives and address inequity, including size-based discrimination (2005, p. 317). 

Dietetic literature conflates empowerment and change with self-care, choice and compliance with 

healthy lifestyle discourses (Aphramor, 2005). 

 

While early feminist texts on eating and body issues, such as Orbach’s well-acclaimed work Fat Is A 

Feminist Issue (1978) were hugely influential in ‘changing the contours of fat theory’ and bringing 

women’s personal experiences into the fold, Aphramor noted ‘They too tended to collude with the 

idea that every fat woman eats to excess and by discovering and addressing the emotional meanings 

behind food and eating she can be helped to slim down’ (2005, p. 330). In the early feminist analysis 

of the field of eating disorders, fatness was framed as resulting from troubled eating, possibly labelled 

within the clinical category of binge-eating disorder, compulsive eating, or bulimia nervosa, and 

included an analysis of gendered dynamics of power, eating and embodiment. However, it was still 
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based on the implicit assumption that fat people are unhealthy, whether physiologically or 

pathologically, and therefore in need of medical treatment (Aphramor, 2005). 

 

Some scholars argue that the clinical risks of ‘fatness’ have been misrepresented, with many studies 

pointing to the important health benefits of diet and fitness independent of weight, challenging the 

notion that you cannot be fat and healthy (Blair & Church, 2004; Monaghan, 2005; Aphramor, 2005; 

Campos et al., 2006; LeBesco, 2010). Campos and others found that there is little or no increase in 

the risk of premature death until BMIs are in the upper 30s or higher (Campos et al., 2006). 

Therefore, the majority of people labelled ‘overweight’ or ‘obese’, according to current medical 

definitions, do not face any significant increased risk for early mortality (Campos et al., 2006). Public 

health initiatives such as Health at Every Size (HAES) have taken on feminist identity politics, 

focusing on health benefits independent of weight loss, and therefore challenging cultural norms 

(LeBesco, 2009). The HAES movement and positive body activists, while still in the minority in the 

health field, seek to broaden the definition of health to include spirituality, and social and emotional 

intelligence, in an attempt to disrupt traditional notions of health (LeBesco, 2010). Aphramor argues 

that ultimately ‘It may well be difficult for fat people to be healthy in a climate that pathologises, insults 

and oppresses difference and fatness, but this is more about human rights than portion size’ 

(Aphramor, 2005, p. 334). Discrimination and in some cases dehumanisation of fat people in our 

current cultural climate plays a role in people’s rationalisation to maintain their disordered eating 

practices. 

 

The discussion on fat and health is an important one in relation to the cultural dynamics supporting 

disordered eating. Many participants aligned themselves with medical and public health discourses, 

using the ‘healthy lifestyle choice’ rhetoric as a rationale for why their practices were healthy when 
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compared with the overweight and obese — bodily states which some of them had experienced and 

feared returning to. They were fearful not just of being bigger, but of the moral and social 

discriminations that they would be labelled with and experience. Jane, who restricts and over-

exercises, and fell into the Eating Disorders Not Otherwise Specified (EDNOS) category in this study, 

exemplifies this point: ‘If somebody’s thin, then they’re like a better person because they look after 

themselves or something like that [...] But that’s how I kind of think myself too in society. People think 

I’m better if I’m thinner — like a better person’. 

 

In Chapter 4 I propose that the women in this study are situated in a healthism habitus. Extending on 

Foucault’s theories of technologies of the self to examine bodywork and eating regimes, Bourdieu’s 

(1977) concepts of habitus, symbolic capital and distinction are employed to interrogate participants’ 

everyday practices of disordered eating. Through their performance of gendered and healthy lifestyle 

choices, the women garnered distinction in their social groups, which reinforced their disordered 

eating. Investing in healthism bought participants the symbolic capital that healthy lifestyle self-care 

regimes promised. The constant striving, self-discipline and self-surveillance, constant desire to be 

better, to ‘be the best version of yourself’, demonstrated a productive desire to take good care of 

oneself. 

 

Theories of desire: The multiplicities and potential of disordered 

eating 
 

The discussion now moves to explore disordered eating practices through the prism of desire and to 

show how a productive desire creates opportunities to care for the self. In approaching desire as 

productive, I provide a framework to discuss how motivations for holding onto disordered eating 

propel people to act against their health and psychiatric knowledges. To understand how people with 
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disordered eating are framed as acting against their health in the medical and psychiatric disciplines 

(Metzl & Kirkland, 2010) I position ‘health’ simultaneously as a discourse, as a practice, as a desired 

state of being, and as relational rather than just in terms of biological function or lack of disease. This 

points to the complexity of health practices as having multiple meanings for people. Deleuze and 

Guattari’s theory of desire has been applied across a range of health-related areas, including 

tattooed skin (MacCormack, 2006), addiction (Weinberg, 2002) childhood deviance (Ringrose, 2011) 

and many others. French philosopher, Gilles Deleuze, and the French psychoanalyst and political 

activist Felix Guattari published Anti-Oedipus in 1972, the first of a number of collaborative works 

establishing ‘desire’ as a force for social analysis (Roberts, 2007). Stemming from a Nietzshean 

notion of ‘the will to power’, desire, is to be understood as ‘the principle that ‘underlies’ the world, 

existence, life, and hence the ‘real’ itself (Roberts, 2007, p. 116). In Chapter 5, ‘Positioning relapse 

and recovery through a cultural and spatial lens of desire’, I explore how triggering, as a form of 

desire, engages people in a constant negotiation of spatial relations to understand the interplay 

between recovery and relapse. Desire was experienced as both a productive and destructive force in 

the everyday worlds of the women studied. 

 

Deleuze and Guattari have reframed desire to ask ‘What can a body do?’ instead of applying 

Freudian notions of what a body lacks (Buchanan, 1997). Colebrook explains that Guattari and 

Deleuze’s theory of desire is underpinned by metaphysical notions that ‘life is a changing multiplicity 

of becomings […] it is not reducible to what has actually been produced, to the world as it has 

unfolded; for life when thought properly, is a power or potential to create’ (Colebrook, 2006, p. 4). It is 

this productive element which has attracted many social theorists attempting to examine what 

motivates human behaviour that challenges what is ‘normal’ or what is ‘healthy’. Coleman and 

Ringrose argue that Deleuze’s work, ‘with its focus on becoming, affect, rationality, creativity and 



   Chapter One 

45 
 

multiplicity, is incredibly suggestive for social science research’ and attractive to social scientists in 

the health field due to its methodological aim of breaking down the false divide between practice and 

theory (2013, p. 12). 

 

Desire is thought to be ‘composed of ‘desiring-machines’: a term which not only implies the 

‘impersonality’ of ‘desire’, but also highlights its dynamic, ‘machinic’ or ‘productive’ nature (Roberts, 

2007, p. 116). The ‘desiring-machine’ is not a closed identity; it is the constant becoming that is 

reality (Roberts, 2007). Deleuze explains that desire is to be understood as a ‘continuous’, or a 

‘qualitative multiplicity’ that is characterised by ‘degrees or difference itself, and not differences of 

degree’ (Deleuze, 2004, p. 43), whereby the ‘partial-objects’ ‘fuse’ into one another to form such a 

multiplicity’ (Roberts, 2007, p. 117). Moreover, ‘I do not react to what is actual; I act or move my body 

in accord with affects that I might imagine or anticipate’ and thus ‘desire would be just this perception 

of a not-yet, a power or potential for virtual relations added to already actualised relations’ 

(Colebrook, 2006, p. 68). Through this explanation we can begin to understand desire existing 

through social processes, spaces and bodies, constantly interacting, moving and creating. 

 

Deleuze and Guattari’s theories have also been used to analyse self-destructive practices, motivated 

by desire, which challenge fixed identities. Duff applies a Deleuzian framework of desire and 

multiplicity of meaning to open up narrow biomedical understandings of health behaviours, arguing 

‘biological, material, affective, social, semiotic, political and economic forces necessarily cohere in the 

articulation of an assemblage of health’ (2014, p. 4). As explained in the introduction, the 

‘assemblage’ for Deleuze and Guattari is a key concept that seeks to account for multiplicity and 

change (or becoming). Duff explains that ‘health may, indeed, be characterised in more Deleuzian 

terms as a differential process of becoming reasonable, strong and free, whereas freedom is 
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understood not in some totalising way synonymous with a prevailing moral order, but rather as a 

specific moment of rupture or transformation in which something new emerges in an active 

expression of creativity and invention’ (2014, p. 17). 

 

Food and body practices can be defined in terms of the relations they form. According to Buchanan, 

‘The fact that at its most fundamental level a body requires food in order just to survive means that 

food cannot be treated as incidental, or somehow external to its composition’ (Buchanan, 1997, 

p. 82). Health practices should therefore not be defined through lack. Eating and body practices and 

expressions are a form of identity work; ‘We relate to food in ways that say something about who we 

are and who we want to be’ (Gard, 2009, p. 40). These expressions can work in opposition to 

biomedical understandings of health, and yet also have the power to form meaning and produce 

freedom. Therefore, this discussion highlights how desire works through disordered eating, creating 

potential pathways to form meaning and remake oneself. 

 

Pro-disordered eating desire in everyday worlds 
 

Since the early 2000s, with the expansion of the internet and accessible medical information, 

people’s knowledge of disordered eating has expanded. Online pro-disordered eating communities 

have become woven into the everyday worlds, social encounters, and discursive meanings of those 

seeking out expert knowledge, searching to belong to a community, or wanting to change their eating 

and body practices for weight loss and ongoing maintenance. This is the world that participants in this 

study inhabit; they move fluidly in and out of online websites, with ‘thinspiration’ photos and 

dieting/starving tips accessible in a matter of seconds; and with ‘food porn’ and celebrity ‘thinspo’ 
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pictures being shared 24/7 on social media — this new knowledge has become folded into their 

practices. 

 

From a pro-anorexia perspective, recovery is not an option, and is in sharp contrast to the other 

explanatory models for anorexia (Fox et al., 2005). Pro-anorexia refers to a social movement, most 

visible online since the early 2000s, of people with eating disorders who believe that anorexia is a 

certain lifestyle, not an illness to be treated (Day & Keys, 2009). Mulveen and Hepworth (2006) report 

that pro-anorexia online communities have appropriated the term ‘lifestyle’ and declared anorexia a 

‘lifestyle of choice’ in which maintenance rather than recovery is proffered (Boero & Pascoe, 2012). 

Indeed, the pro-anorexia and pro-mia (bulimia) movement challenges and rejects medical, social and 

feminist models that regard anorexia as a condition to be cured (Fox et al., 2005). A pro-disordered 

eating mantra therefore embodies the tenets of healthy lifestyle, self-care regimes, while remaking 

and repositioning mental disorder knowledges. They may have been diagnosed and labelled through 

psychiatric classifications, but people with disordered eating move beyond psychiatric parameters 

and create their own subjectivities. 

 

Desiring to have or maintain disordered eating is thus positioned as taking care of oneself, through 

careful attention to practices and bodies according to certain health and disorder discourses. In 

Lavis’s thesis ‘The Boundaries of a Good Anorexic: Explaining Pro-Anorexia on the Internet and in 

the Clinic’, she states that ‘pro-anorexia problematises what is desirable, and even, what can be 

socially desirable’ (Lavis, 2011, p. 42). People with disordered eating frequently comment that they 

are ‘fine’ (Bruch, 1973; Warin, 2010; Lavis, 2011), and resort to deliberate and instrumental 

concealment of their disorder (Vitousek & Manke 1994; Warin, 2006) in order to maintain it. This goes 

against a health model of illness and recovery, and can disguise and distort symptoms. Deleuze and 
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Guattari argue that Freud and Western culture in general, have over-emphasised the ‘object of 

desire’ and disregarded the subject of desire (Fox, 2012). Pro-disordered communities are an 

example of the idea that ‘desire can instead be seen as what produces, what connects’ (Grosz, 1994, 

p. 165). 

 

Moreover, several studies have shown that women with disordered eating actively construct a ‘heroic 

moral subjectivity’, in which the experience of hunger plays a crucial role, and in which everyday 

(mundane) practices, such as exercising or attention to eating, acquire ‘out-of-the-ordinary’ meanings 

(Warin, 2006; Gooldin, 2008), including moral elevation (Bliss, 1982; Vandereycken & van Deth, 

1994). Dyke looks at the term ‘wannerexia’, a term designated to people within pro-ana online circles 

who are not believed to have a real illness but rather are seeking out tips and tricks for losing weight. 

Dyke argues, ‘wannarexia’ indicates ‘the desirability of what is considered within good and common 

sense as a mental illness’ (Dyke, 2013 p. 147). She goes on to state, ‘It struck me at both a 

theoretical and practical level. As a word, it appeared to introduce the idea that for some individuals’ 

anorexia is desirable’ (Dyke, 2013, p. 153), and therefore the boundaries between disorder and 

choice are blurred. 

 

Ghaznavi and Taylors’ (2015) investigation of thinspiration and social media points to a normalisation 

of thinspiration images and therefore a desire for disordered eating practices to achieve weight loss 

and feminine beauty. They found that content specifically labelled as ‘thinspiration’ that has 

traditionally been found on pro-eating disorder websites to encourage disordered eating practices, is 

now widely shared and endorsed on popular social media websites (Ghaznavi & Taylor, 2015). 

Thinspiration content (including images and text giving advice and motivation) intentionally promotes 

weight loss and, as argued by Lewis and Arbuthnott (2012), encourages or glorifies dangerous 
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practices and thoughts characteristic of disordered eating. Ghaznavi and Taylor further argue that 

‘thinspiration content serves the express purpose of motivating conformity to a thin appearance ideal’ 

(2015, p. 55). They link the sharing and promotion of such content, which encourages self-scrutiny, to 

self-objectification, stating that if these images ‘overtly call attention to appearance evaluation, isolate 

specific body parts, and depict or describe the body as something to be seen or used, they are likely 

to hold the potential for relatively greater harm’ (Ghaznavi & Taylor, 2015, p. 55). It is widely argued 

that exposure to thin-ideal media can lead to an internalisation of the thin ideal and potentially 

increase the likelihood of engaging in disordered eating practices (Hargreaves & Tiggemann, 2003; 

Levine & Murnen, 2009; Ghaznavi & Taylor, 2015). This highlights a concern that there is a link 

between increased access to the internet, social media, and acceleration of the sharing of 

thinspiration type images and messages, and an increase in disordered eating and body image 

issues, especially in young people. 

 

In their study of the effect of providing information on eating disorders to a community-based sample, 

Hay and colleagues (2007) reported that ‘many respondents viewed the weight-reducing strategies of 

people with eating disorders as desirable’ (2007, p. 317). Bordo, arguing from a feminist and social 

constructivist perspective, has suggested it is ‘not chiefly through ideology, but through the 

organisation and regulation of the time, space, and movements of our daily lives that our bodies are 

trained, shaped, and impressed with the stamp of prevailing historical forms of selfhood, desire, 

masculinity, femininity’ (1993, p. 166). Desire(s) then can be regarded as socially constructed and 

bound. The changing dynamic of the social world, with the rise of social media and accessible 

medical knowledge, has contributed to how a person comes to identify as anorexic or bulimic. It 

influences what they desire, it explains how disordered eating and body practices can be perceived 
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as normal, and it has brought potential assemblages of knowledge for creating new subjectivities and 

ways of experiencing the world. 

 

Conceptions of care: Caring practices in health, eating and bodies 
 

Lavis, Abbots and Attala (2015) in their book Careful Eating: Bodies, Food and Care note that to date 

a systematic and critical analysis of the concept of care in relation to food practices and preferences 

has generally been absent from the interdisciplinary field of food studies. The following theorisation of 

care builds upon many feminist and poststructuralist studies on care (Gilligian, 1982; Parton, 2003) 

focused on the gendering of the social relations of care, the work entailed in managing emotions, and 

the dependency and transference which may underpin caring (Fox, 1995). In current food studies 

scholarship care has often been represented in a ‘soft, virtuous form, associating it with 

commensensality, affection, love, kinship and social cohesion’ related to a symbol of affection and 

nurturing (Lavis, Abbots & Attala, 2015, p. 5). Taking an ethnographic and theoretical approach, 

Lavis, Abbots & Attala attend to how care is ‘conceived, provoked, inherited, mobilised, performed 

and rejected’ (2015, p. 5). In Chapter 4 of this thesis, Mol, Moser and Pols’ (2008, 2010) concept of 

care and Mol’s ‘logic of care’ (2008) are both employed in a discussion of how participants in our 

study enacted their disordered eating practices as care and distinction, and thus problematised 

assumptions of being in need of care. 

 

Fox (1995) examines postmodern perspectives to understand care and caring. Framing ‘care-as-

discipline’, he represents care as a technology of power (Fox, p. 108). Through a Foucauldian lens, 

care is enacted by carers and health professionals according to disciplinary knowledge. Gardner 

(1992) argues that caring is based on the values of giving, concern, and enabling of the person who 
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is cared for. Fox points out, however, that ‘the codification of caring practices and the formulation of a 

body of knowledge create disciplines of caring which supply the basis for the authority and power of 

those who practice care, and in the process construct the ‘docile bodies’ (Foucault, 1979) of the 

recipients of care’ (1995, p. 111). Moreover, Fox is interested in how people resist discourse through 

care practices (1995). Care thus becomes both discourse and resistance to discourse. This model of 

care can reveal, interestingly, how conflicting disciplinary knowledges are encountered in the lives of 

people with disordered eating, and how they become positioned as resistant to care in clinical 

settings. 

 

Returning to Foucault’s ‘care of the self’ (1986), he pointed out that ‘The idea that one ought to attend 

to oneself, care for oneself (heautou epimeleisthai), was actually a very ancient theme in Greek 

culture’ (p. 43). ‘An ethics of self-mastery’ was born out of this period, in which ‘the individual could 

form himself [sic] as the ethical subject of his [sic] actions and efforts to find, in devotion to self, that 

which could enable him to submit to rules and give a purpose to his [sic] existence’ (Foucault, 1986, 

p. 95). Randall and Munro argue that, in contrast to the ‘normalised’ conception of the self in his early 

works, Foucault developed an ethics of caring for the self ‘that was disconnected from the sciences of 

the self and their associated professional experts. […] Such an ethics can be defined in terms of the 

ways in which one attempts to master oneself, to transform oneself and to give shape to one’s life’ 

(2010, pp. 1486–87). Additionally, Ball and Olmedo (2013) approach the question of resistance 

through Foucault’s notion of ‘the care of the self’. They argue that because ‘neoliberal 

governmentalities have become increasingly focused upon the production of subjectivity, it is logical 

that we think about subjectivity as a site of struggle and resistance’ (Ball & Olmedo, 2013 p. 85). This 

relates to my arguments, proposed in Chapter 3, that new disordered eating postfeminist sensibilities 
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and identities are being created due to an intersection of neoliberalism, postfeminism and healthism, 

which unfolds through people’s day-to-day worlds and subjectivity formation. 

 

In problematising care’s relationship with food and eating, Lavis, Abbots and Attala contend that care 

is entwined with ‘regulatory ideas of good or normative practices, citizens and bodies’ (Lavis, Abbots 

& Attala, 2015, p. 7). Care emerges from the body of literature interested in a personal, political and 

global ‘ethics of care’ as both an ‘innate ability and as a biopolitical force that governs and disciplines. 

It is framed as something persons instinctively do and yet as a process to be learnt that demands 

knowledge, guidance and training’ (Lavis, Abbots & Attala, 2015, p. 6). Furthermore, tied to a social 

framework of common and collective good, this discourse is pervasive and takes for granted moral 

and ethical agendas behind ‘care’. Care, therefore ‘sits awkwardly between the personal and the 

political’ (2015, p. 8). Lavis, Abbots and Attala interrogate these taken-for-granted perceptions and 

performances of care, highlighting how ‘caring has been shown to be heavy with moral value and is 

often entangled in culturally embedded notions of the ‘right’ and the ‘good’’ (2015, p. 2). The final 

section of this literature review focuses on the scholarship on care, which intersects with eating, 

disordered eating and healthcare, in order to explore the complex and conflicting relationship 

between self-care and receiving care that entangled the participants in this study. In doing so, the 

analysis seeks to explore which relationships ‘caring’ and ‘eating’ ‘create and rupture’ (Lavis, Abbots 

& Attala, 2015, p. 1). 

 

Good care: negotiating coexisting care(s) 
 

Engagement with the topic of care has entailed an effort to integrate scholarly work with everyday life. 

Mol (2008, 2010) has been influential in teasing out the concept of ‘care’ with its multiple meanings 
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and modes, and shedding light on daily enactments of care work in healthcare settings. Her book The 

Logic of Care: Health and the Problem of Patient Choice (2008) looks specifically at how the notions 

of ‘patient choice’ and ‘good care’ often clash in clinical settings, where choice has become equated 

with ‘individual choice’ and individual responsibility. Mol argues this has contributed to the erosion of 

good care (2008). Harbers, Mol and Stollmeyer (2002) grapple with ethical choices of caregiving in 

studying how food and feeding practices are managed in nursing homes. They highlight how daily 

caring practices in aged care homes often involve negotiations around residents’ choices to not eat 

that then lead to chronic lack of nutrition and sometimes even death (Harbers, Mol & Stollmeyer, 

2002). This kind of scenario complicates medical understandings of good and bad care. 

 

Yates-Doerr points to the importance of ethnographic studies on care in medical settings: ‘While 

clinical care will localise, individualise, and cut off, ethnography hopes to figure care as an expansion: 

the pursuit of connections’ (Yates-Doerr, 2014). Mol, Moser & Pols (2010) argue ‘Care implies a 

negotiation about how different goods might coexist in a given, specific, local practice’ (p.13). 

Through an example of how care is both discursive and pragmatic in the clinical setting, Yates-Doerr 

states: 

the clinic locates care within bodies, cellular tissue, organs, or brains. It anatomises, 

internalises, and individualises (Clarke et al., 2003), treating something small or specific — 

heart, liver, blood, cholesterol — in the hope that this will improve the broader health of the 

body, therein defined, that contains these organs. It attends to the local, the emergency, 

because, when faced with a sick patient’s suffering, how could it not? (Yates-Doerr, 2014). 

Care is multidimensional and dependent on context. Harbers, Mol and Stollmeyer (2002) argue that 

ethnographic approaches that describe care as a socio-material practice, ‘transgress the divide 
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between ethical and biomedical versions of the good’ (p. 208). The above examples focus on care 

giving, patient care and expert care in a particular clinical setting. The research presented in this 

thesis attends to caring practices of women with disordered eating who are not engaged with or 

resistant to treatment and outside healthcare settings. Most often this kind of care is practised in the 

private sphere and within daily activities as a form of self-care or rejection of care. 

 

Care is negotiated in the local, in the present needs and suffering of the moment. In Berlant’s 

discussion on obesity, eating and the ambiguity of health, she considers ‘obesity as an effect of 

people’s attachment to life’ (2010, p. 26). Eating, for some people is ‘a kind of rest for the exhausted 

self, an interruption of being good, conscious, and intentional that feels like a relief’ (Berlant, 2010, 

p. 26). Berlant positions eating here as a kind of self-medication. When we reframe these acts of 

eating in terms of self-care, through understanding care to be ‘attentive to such suffering and pain’, 

‘good care’ becomes complicated and concerned with lightening ‘what is heavy, and even if it fails it 

keeps on trying’ (Mol, Moser & Pols, 2010, p. 14). Berlant claims these kinds of activities ‘provide 

opportunities to become absorbed in the present, opportunities that suffuse people with the pleasure 

of engaged appetites and enable people to feel more resilient in the everyday’ (2010, p. 27). 

Participant Sarah described similar feelings of relief and being ‘absorbed in the present’ after she has 

purged. She commented on how exhausting vomiting is, but also said, ‘It is like really relaxing and 

you feel quite spacey’. Healthcare professionals should be aware when addressing health problems 

caused by eating and body habits that, ‘It is obvious there are moments when good care requires 

particular elements to be brought together’ (Law, 2010, p. 67), and for coexisting forms of care to be 

understood. 
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Letting someone care: the encounters of undeserving care and healthcare 

Exploring how people with disordered eating feel undeserving of care may help to answer why they 

are reluctant to receive healthcare and points to the difficulties in aligning self-care with therapeutic 

care. The theme of care in Rechtman’s blog post ‘Can I Hold Your Hand?’ defines ‘care’ in the 

etymology of Old High German to mean ‘to wail’ or ‘lament’. Following this line of thought, Rechtman 

says to ‘care is to gain something with an understanding that that gain signifies the possibility of 

future absence. When you have something, as opposed to having never had that thing you become 

open to the vulnerability of no longer having the thing. Thus, to care is to suffer’.7 Sally, who had a 

diagnosis of anorexia nervosa, when discussing during an interview how she feels uncomfortable 

with people being nice to her, said she always thinks ‘Why are you being nice to me and […] when is 

that going to stop?’. A bleak outlook, but as Law writes, ‘Care, here, is about responding, but not 

responding too much. It is about being there, about sensitivity, and yet it is also about distance. It is 

precisely about self-protection’ (Law, 2010, p. 64). This highlights the tentativeness of care, how 

receiving and giving care can be a dance at the edges of bodily boundaries and silences to protect 

ourselves and our ways of knowing the world. 

 

Lavis (2015) explores anorexia and care in a clinical setting in an in-patient ward in the UK, where a 

‘food-as-medicine’ paradigm is central (See also Lester, 2014). Refeeding is positioned as the central 

                                                           
7 For a discussion on the history and relationship between anorexia, self-starvation, religion and morality see the following 

works: Bynum, C. W. (1987). Holy Feast and Holy Fast. The Religious Significance of Food to Medieval Women. 

Berkeley, Los Angeles and London: University of California Press; Vandereycken, W. & van Deth, R. (1994). From 

Fasting Saints to Anorexic Girls. The History of Self-Starvation. Washington Square, New York: New York University 

Press; and Garrett, C. (1998). Beyond Anorexia. Narrative, Spirituality and Recovery. Cambridge, UK: Cambridge 

University Press.  
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vector of care. Lavis writes that, in the clinical setting, ‘It is clear that the suffering body is arguably 

one of the few ways that anorexia can be clinically ‘grasped’ in order that individuals may be cared for 

and so this positioning is pragmatic’ (Lavis, 2015, p. 96). However, ‘This discursive framing positions 

mealtimes as clinical events that transact a substance — medicine — to be taken for one’s own 

good. In turn, any refusal to eat on the part of service users comes to be seen (and perhaps felt by 

staff) as a refusal of their care’ (Lavis, 2015, p. 94). It may be important for health professionals to 

note that, although they can be related and interdependent, care is distinguishable from ‘cure’; as Mol 

argues, care seeks to make life more bearable irrespective of an end point (2008). The in-patient 

ward therefore demonstrates how ‘competing paradigms of caring and eating, illness and selfhood, 

touch edges in the bodies and lives of individuals living with anorexia’ (Lavis, 2015, p. 91). In this 

space multiple forms of care are interacting: undeserving care, refusal of care, self-care and giving 

care. 

 

Taylor contends that care itself poses challenges of integration, both conceptually and practically 

(2014). Lavis states that although eating disorders are recognised as causing lifelong suffering, ‘They 

also emerge from research participants’ narratives as integral to selfhood’ (2015, p. 92). To some 

individuals with anorexia, Lavis found ‘The illness offers a way of living through the present’ (2015, 

p. 104). This was demonstrated by participants in this study, whose lives and spaces were taken up 

with managing everyday interactions with eating, bodies, surveillance, triggering and desire. 

 

Participants often felt undeserving of care, of nourishment and of food, while also feeling that they 

needed to protect themselves from care; from healthcare and loved ones’ concerns, which may take 

away their practices but which also made them feel vulnerable. Competing paradigms of care exist 

within a person’s experience and understanding of their own disordered practices, which then 
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complicates how care is experienced between the ‘patient’ and the ‘clinic’. This thesis examines how 

disordered eating ‘offers a way of caring for the self that navigates tensions’ (Lavis, 2015, p. 98) 

between conflicting knowledges of health and disorder, desire and care. 

 

Conclusion 
 

This chapter has traced and critiqued the disciplinary knowledges which create our shared 

understandings of eating, health, disorder and care. Much like the shared disciplinary knowledge in 

the field of psychiatry, people with disordered eating often talk about having their own shared 

knowledge and language for what they are experiencing. Key informant in the study, Charlotte, 

explained shared language: ‘When somebody else has had the same experience, you don’t have to 

explain all of the other stuff. There’s more common understandings and there’s a different way of 

talking’. Understanding these ways of knowing points to how people with disordered eating ‘tinker’ 

with (Mol, Moser & Pols, 2010) psychiatric and socially constructed boundaries of eating and bodies. 

While challenging the dominant discourse of psychiatry in the eating disorder field, this chapter has 

brought together opposing and multiple ways of knowing and understanding health, eating and 

bodies to move beyond the disparities between psychiatric, feminist and social science framings of 

disordered eating.  

 

Furthermore, the ways that people with disordered eating engage with care practices demonstrate 

intersections of knowing as well as resistance to dominant psychiatric discourses. Disordered eating 

practices are also about a desiring potential, which can be seen and experienced as productive.  

Therefore, this chapter offers a critical engagement with disordered eating, arguing through the 
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processes and interactions with psychiatric, gendered and health discourses that people practice 

different modalities of care. 
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Chapter Two 

Coming forward: the research process 
 

 

Alice went quiet as I explained that her results from the Eating Disorder Examination met 

criteria for disordered eating. I felt myself talk to fill the silence and soften the harshness of a 

diagnosis. This was Alice’s first time disclosure about her eating issues after over a year of 

bingeing and purging, a habit that was rapidly becoming more frequent and distressing for her. 

I explained that I am not a health professional and advise that for a proper explanation she 

should see a clinician, all the while providing information on services and emphasising that I in 

no way mean to pressure her decision to seek help. Alice intermediately nods her head and 

says ‘yeah’ as I speak. Holding my eye contact tightly and listening intently, she appears 

overwhelmed and flushed but says she’s ‘okay’ and ‘obviously definitely aware of it’. [Field 

notes, 19.4.2013] 

 

This study came to signify a space for many participants to share, often for the first time, their fears, 

resistance, and hopes around seeking help for disordered eating. Throughout the data collection and 

analysis, I was aware that the personal characteristics of the researcher and the cultural context that 

the research is situated in are always present and influential in the research process. As is illustrated 

by my field note above, I felt myself balancing the responsibilities of representing the field of 

psychiatry in administering the Eating Disorder Examination, the ethical considerations I am bound 

to, my disciplinary foundations of social science and feminism (making me uncomfortable about 

holding such an authoritative position), and my personal compassion for the suffering of another. 

These tensions will be considered throughout this chapter as I detail my methodological approach 

and map the steps undertaken for data collection and analysis. 
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In order to access and explore the everyday practices and private experiences of women with 

disordered eating, I chose qualitative and ethnographic methods of data collection and analysis. 

Additionally, the Eating Disorder Examination (EDE), a semi-structured psychological interview, 

allowed for quantitative and diagnostic data to be collected; this complemented the qualitative data 

and strengthened the rigour of the research. I selected research methods for this study that would 

allow a critical and interpretative engagement with disordered eating practices. Such an approach to 

research aims to understand and critique existing social and cultural systems, while also assisting in 

the development of strategies for social change. The methodology also allowed for collected data to 

be critically and reflexively analysed.  

 

Ethnographic research methods have been central to accessing the stories and personal spaces of 

women with disordered eating and placing their voices at the forefront of research in a field 

dominated by psychiatric and quantitative representations (See Gremillion, 2003; Warin, 2010; Lavis, 

2011). As will be explored, in the process of researching help-seeking practices, the interviews 

themselves often became sites of help seeking, a stepping-stone to seeking professional help, and 

for sharing and building knowledge. Clifford argues that ethnography is ‘actively situated between 

powerful systems of meaning’ (Clifford, 1986, p. 2) and so can allow the researcher to approach and 

explore complex experiences, while remaining critical. In line with qualitative methodologies, 

Emerson states that, ‘in writing for such outside audiences, ethnographers seek to begin with and 

build upon members’ meanings and theories rather than their own’, developing ideas which are in 

Geertz’s term ‘experience-near’ to the concerns and categories of those studied (Emerson et al., 

2012, p. 130). This process was important for addressing the research aims of the project: not only to 

explore subjective experiences, but also to present relevant and under-examined lived experience 

perspectives to health professionals, and to contribute to the improvement of prevention, treatment 
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and early intervention strategies. Therefore, this study’s findings have been disseminated at local, 

national and international conferences to health professionals and social researchers, and widely 

published as journal articles as indicated. 

 

I was aware that this study took place in a location and culture I shared with the women in the study, 

and so ethnographic methods were designed to highlight taken-for-granted ‘truths’ existing in my own 

cultural environment (Murchison, 2010) and to flesh out the meanings of everyday practices 

(Emerson et al., 2012). Rich and multi-faceted data was collected through semi-structured interviews, 

observation and field notes, diary writing, psychological evaluations and focus groups. 

 

Characteristics of participants 
 
Twenty-eight women participated in this study; their ages ranged from 19 to 52, with 18 of the women 

being under 30. Most of the women were of Anglo-Australian backgrounds and, as the main 

recruitment sites were on university campuses in metropolitan Adelaide, South Australia, it is not 

surprising that the majority of participants were university students. An interesting dimension is that 

most women were studying or employed in health and psychology fields: one participant was 

completing postgraduate research on alcohol addiction, another was in the middle of her clinical 

placement in a hospital, and other members of the sample included a semi-professional rower, a 

marathon runner and a gymnast. The women in this study were heavily invested in health, eating and 

body discourses through multiple sites in their lives. 

 

Twenty-five women participated in the interview and diary writing phase of the study. In total 68 

interviews were conducted, including 21 EDEs. Due to some non-responses, not all completed the 



   Chapter Two 

62 
 

EDE or semi-structured interviews. This did not make the data collected in the single interviews any 

less significant, as every interview was exploratory and collected rich information. Thirteen diaries 

were completed, but one participant declined to return the diary due to the private nature of the 

written notes. A further three women participated in the focus group phase following the semi-

structured interviews. 

 

First time disclosure of disordered eating 
 

It was a privileged and insightful position to be present as many of the participants opened up for the 

first time about their eating issues. For some, the words describing their practices and feelings did not 

come easily or quickly. Many whispered, speaking quietly and cautiously, and looked flushed as they 

waited for my reaction. The women initially seemed nervous, fiddling with their hands, holding their 

arms across their chests, and looking downwards. Disordered eating can be isolating, and feelings of 

shame and guilt are common (See Probyn, 2005; Warin, 2010), which meant that the act of 

disclosure for these women was a courageous moment. I let them know early on in the interviews 

that if they were not comfortable discussing any particular topic, they didn’t have to and we would 

change the conversation. I did not want to rush or pressure the women to discuss their eating issues 

so I often had to adapt the interview as it went along as to avoid causing discomfort. For example, in 

the following passage Alice had difficulty describing her eating issues and tended to avoid saying 

what the specific practices were that were causing her suffering. 

 I: What made you contact me? 

 

 Alice: I guess I just thought —I mean, aside from the fact, I know how difficult it is to get subjects for 

a research study. 
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 I: Oh thanks. 

 

 Alice: I guess I thought it’s probably something that, you know, maybe if I talked about it a little bit it 

might help me a bit with it because I don’t talk about anything with anyone really. So, it might 

be something, it might help I suppose. 

It took Alice until half-way through the first interview to explain that ‘it’ was bingeing and ‘being sick’. 

This was typical of first-time disclosures in this study. Nineteen of the 25 participants in the interview 

phase of the study had not sought professional help previously and had never received a diagnosis. 

 

 With disclosure a new theme arose relating to the different help-seeking attitudes of those who 

displayed anorexic- or bulimic-type practices. The women who experienced bingeing and purging 

described feeling shame over these practices and wanted them to stop, as well as the associated 

feelings of guilt and anxiety. However, the women who restricted and over-exercised did not 

necessarily wish to change their patterns of eating or exercise so much as their constant worrying 

and anxieties about food and weight, which often resulted in missing social events and feeling tired 

all the time. This seeking of relief from factors other than their eating patterns has been similarly 

noted in other studies (Hall, 1982; Vitousek & Watson, 1998). In saying this, most of the women 

partook to different degrees in all of these practices. For those bingeing and purging, stopping these 

behaviours perhaps meant gaining greater control over their weight, while those who restricted were 

fearful of giving up those behaviours, as then they might lose control over their eating and weight. 

Seeking help, recovering, and becoming ‘healthy’ were often equated to putting on weight (as 

discussed in Chapter 6). Thus, participants who restricted tended not to perceive the restrictive and 

exercise-related aspects of their practices as unhealthy. 
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Previous diagnosis and length of disordered eating 

Nine of the participants had had a previous eating disorder diagnosis from a clinician, but had 

resisted and delayed seeking treatment. For example, Kelly recalls her experience of diagnosis in her 

early twenties when she was involuntarily admitted to hospital. She remembered ‘thinking “yes, but 

no”, and [that] I was just a successful dieter and didn’t have an over eating problem’. Kelly, almost 20 

years on, continued to hold such ambivalence towards psychiatric classification. All nine women had 

been clinically diagnosed with anorexia nervosa, along with other diagnoses. For example, one was 

diagnosed with anorexia nervosa and a purging sub-type, restricting herself to one meal a day that 

she would subsequently vomit; one had previously been diagnosed with bulimia nervosa and later 

anorexia nervosa; one was given a diagnosis of anorexia nervosa over a decade ago, but by the time 

of this study fell into the EDNOS category; and there was one who was diagnosed with anorexia 

nervosa nearly 20 years ago, and currently oscillates between anorexic and binge-eating practices. 

This illustrates the messiness of psychiatric categories. The participants in the semi-structured 

interview phase self-reported how long they believed they had been experiencing eating and body 

issues (see Table below). 

 

Table 1: Self-reported length of disordered eating 

 

Bonnie’s description below was representative of many of the women’s experiences with dieting and 

weight loss and the development of disordered eating practices in their childhood and teen years. I 

asked Bonnie, ‘When do you think that first started, the issues with food?’ She replied: 

Not reported Under 1 year 2 + years 5 + years 10 + years 20 + years 

5 1 2 7 6 4 

18% 3.5% 7% 25% 21.5% 14% 
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Quite a long time ago I think. As a kid I was a lot bigger and just ate a lot of junk food, I guess 

I had teenage years and my mum and me went to weight watchers and managed to lose the 

weight and I felt good. I guess ever since it’s kind of been, I’ve tried to be healthier and be 

aware of what I eat and I think ever since it’s kind of fluctuated and, I guess, and it’s probably 

because I know how hard I worked to lose that weight to start with and I just didn’t want to get 

back to what I was before. I guess it’s just gradually developed from that. 

Meanwhile, Kelly described her practices as being a part of her normal routine; that it had become 

increasingly natural for her to flow in and out of different eating practices and bodily states. It is also 

evident from Bonnie’s experiences that the boundaries between healthy and unhealthy had become 

blurred by people’s understandings and daily practices around food and bodies. Toombs explains 

that people experience the effects of illness in terms of its impact on their everyday lives (Tooms, 

1987). Many of the women who had had a diagnosis described going through different phases of 

disordered eating as well as going in and out of treatment and vacillating between relapse and 

recovery. It’s important to note that many of the women described suffering from multiple mental 

health challenges, such as anxiety and depression and substance abuse. In psychiatric terms, this is 

known as comorbidity and it has been noted that comorbidity is common for people with anorexia 

nervosa, and that lifetime prevalence of comorbidity ranges from 55% in community adolescent 

samples to 96% in adult samples (Hay et al. 2014, p. 984). 

 

Research Methods: The constraints and significance of a mixed 

methods approach 
 

The melding of social sciences with psychiatric and psychological disciplines created some tensions 

that rippled through the research design and conduct. The research team that supervised this work 

was multidisciplinary, and included social scientist/anthropologists, a psychiatrist and psychologist 

(both of whom specialised in clinical and academic settings that dealt with eating disorders). Given 
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my undergraduate background in social sciences, gender studies and anthropology, my approach to 

the research has stemmed from cultural-social perspectives. This multidisciplinary interplay is 

apparent in the study both in its research methods and underlying psychiatric assumptions and how 

the broad field of eating disorders is interrogated throughout it. Bringing these differing knowledges 

together led to deeper investigation into the culture in which disordered eating is situated and the 

potential influence of that culture on the desire to seek help and recover. 

 

Recruitment in this project posed a central tension around differences between psychiatric 

classifications and people’s everyday understandings of their practices. We wanted to engage with 

women who did not identify with the clinical label of an eating disorder or see themselves as 

necessarily conforming to a psychiatric classification, yet we also needed to work within the 

parameters of diagnosis set out in the universal handbook of psychiatric classifications (the 

Diagnostic and Statistical Manual of Mental Disorders DSM-IV). In South Australia, treatment for 

eating disorders involves specialised mental health services (comprising psychiatry, psychology, 

nutrition and social work) and diagnosis is an integral part of accessing these services. Central to this 

thesis is the premise that the language associated with psychiatric diagnostic classifications have 

value in clinical contexts and the wider community (including policy and practice contexts), but 

equally, terms such as ‘health’, ‘illness’, ‘disorder’ and ‘care’ can have different meanings in other 

contexts. 

 

As discussed in Chapter 1, Lee argues that a biomedical framework for disordered eating dominates 

the literature — one which marginalises the phenomena — and she calls for the development of 

collaborative projects to advance this field of research (Lee, 2004). She points out that currently the 

mainstream of research is conducted within the constraints of the psychiatric Diagnostic and 
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Statistical Manual (DSM) for mental disorders guidelines, and that consequently quantitative research 

methods have become the standard (Lee, 2004). This study has also applied the criteria for 

diagnosing eating disorders based on the tool offered by the DSM as a means of categorising 

experiences clinically and as a means of demonstrating research rigour to clinical and health 

audiences. The Eating Disorder Examination (EDE; Fairbun, 2008) is an investigator-led interview 

that provides data on ‘frequency of behaviours’ and ‘scores reflecting the severity of aspects of the 

psychopathology of eating disorders’ (Fairburn, 2008, p. 4); this tool was used for obtaining 

diagnoses in the interview phase of this study (Appendix 1). 

 

Gremillion argues that psychiatric theories about disordered eating are themselves culturally informed 

and neither static nor objective (Gremillion, 1992); therefore, it is important to critique these taken for 

granted assumptions. The content of the posters (Figure 2; Appendix 2) used to recruit participants in 

this study demonstrates a psychiatric framing of the research. For example, the headline of the 

poster reads ‘Why delay seeking help for an eating disorder and what we can do to help sooner’. An 

overt focus on eating disorders may have excluded women who see their disordered eating practices 

as a lifestyle choice or who reject psychiatric explanations; however, we aimed to appeal to a wide 

range of people, including those who are ambivalent about their practices. As such, the questions on 

the posters related to potential participants’ everyday feelings and practices; for example, ‘Do you 

avoid social situations that mean you have to eat and drink with others?’. A different approach, 

challenging medical terminology — such as the one associated with pro-disordered eating online 

communities like ‘pro-ana’ and ‘pro-mia’ (Mulveen & Hepworth, 2006; Rodgers et al., 2012) — may 

have resulted in a different sample. However, such a population is still engaged in psychiatric 

discourse. As Mulveen and Hepworth (2006) point out in their study of the pro-anorexia online 

community, clinical definitions of eating disorders are detailed on their websites in order to help 
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members evade detection by clinicians. These theoretical framings and questions therefore have an 

impact on the types of knowledge produced. 

 

‘I’m not sick, but I’m not well’: Study design and ethical 

considerations 
 

During an interview Charlotte quietly sang a lyric from a Blink 182 song - ‘I’m not sick, but I’m not 

well’ - while explaining her resistance to being labelled as having a psychiatric illness. Describing 

herself as ‘Sitting on the fence’ of recovery from anorexia, Charlotte brought to our attention the 

language and labelling around eating disorders and how important this is in shaping peoples’ agency 

and identity. Charlotte said ‘It’s not all that I am’ and that the term sick ‘automatically sticks you in to a 

box that’s different’. O’Connor & Van Esterik similarly caution that ‘In isolating anorexics as abnormal, 

medicalisation takes them out of the environment that gives them social and moral reasons to restrict. 

Suddenly their actions look completely senseless, inviting arbitrary psychological and biological 

guesswork’ (O’Connor & Van Esterik, 2008, p. 7). This leads to stereotypical views that class people 

with disordered eating as difficult and irrational. 

 

The National Statement on Ethical Conduct in Human Research (2007) states that it is important to 

acknowledge the specific vulnerabilities of people with mental illness. Charlotte’s quote also reminds 

us that personhood is constructed of multiple identities and meanings, and in the case of people 

suffering with mental health issues, it emphasises the need to not further pathologise or stigmatise 

them. The stigma of being labelled with a mental illness contributes to resistance to seeking help 

(Mond et al., 2006). Gremillion argues that ‘an ‘objective’ psychiatry not only reproduces and 

institutionalises a mind/body dualism, with all of its attending socio-political levels of power; the 

division is explicitly articulated as a ‘naturally given’ structure that is said to ‘reveal’ rational truths’ 
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and therefore reduces the experience of disordered eating to a psychiatric illness (Gremillion, 1992, 

p. 59). 

 

In addressing the dominance of psychiatric language within the field of disordered eating and being 

aware of feminist and social science critiques of medical dominance, I would begin each interview 

with an outline of the project; positioning myself as a social scientist and not a clinician from a 

medical or psychiatric background. I stressed that the study was interested in their experiences and 

the cultural aspects of their practices. I emphasised that there were no right or wrong answers to 

interview questions. Throughout the interview process I avoided using certain terms such as ‘eating 

disorder’, ‘anorexic’ or ‘bulimic’ as well as ‘illness’ or ‘disorder’ when responding to participants’ 

remarks. I instead used more fluid terms, such as ‘eating issues’, ‘disordered eating’, ‘your 

relationship with eating/food/body’, ‘exercise practices’, as well as attuning myself to the language 

that they used (such as ‘eating quirks’). 

 

As part of my determination not to reproduce a clinician/patient dynamic within the interviews, 

participants were able to choose the setting and time for the interview. I often went to their homes or 

met them in public spaces, and allowed them to set the time frame for the interview, accommodating 

different availabilities — in some cases going to participants’ homes at night-time. In addition, I 

encouraged comment on and critiquing of the interview process and questions, inviting the participant 

to be more than a research subject in a passive position. For example, the interview schedule was 

emailed to one of the pilot participants, who provided us with feedback regarding language that was 

more representative of all disordered eating experiences, and not just focusing on restrictive 

practices. In the clinician/patient dynamic, often the assumption is that the clinician holds the 

knowledge and the objective ‘truths’ (Gremillion, 1992). It was important in this study to attempt to 
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create a space without a power and knowledge hierarchy. The fact that I do not have a medical or 

psychiatric background led to many occasions where I was informed about psychology, physiology 

and nutrition from participants themselves, a factor which helped to redress the power imbalance in 

the researcher–researched relationship.  

 

This approach to interviewing and to the researcher-researched relationship is informed by Ann 

Oakley’s 1981 highly cited chapter ‘Interviewing women: A contradiction in terms?’, which helped to 

establish a new paradigm of feminist research in the social sciences. She argued that ‘In the 

conventional approach to interviewing, the person asking the questions dictates the framework of the 

dialogue and the form of its analysis. The person answering the questions is relatively powerless. It is 

not a reciprocal relationship’ (2016, p. 197). Oakley critiqued traditional masculinist and mechanistic 

models of interviewing which she believed went against feminist ideology and the purpose of 

interviews which is to ‘produce valid and trustworthy data’ (2016, p. 197). Oakley drew on her 

experiences of interviewing women to propose that qualitative interviewing between women should 

incorporate elements of ‘friendship as method’, based on a shared ‘sisterhood’ (2016).  

 

Similar to Oakley’s experiences with interviewing women about motherhood, I was asked questions 

by participants and for information on topics related to disordered eating. In an interview with Jane 

she disclosed to me that she self-harmed, and asked me if there was a connection between self-

harming and disordered eating. I could only respond that I had come across other women with 

disordered eating who also self-harmed. After that interview I did some further research and emailed 

Jane some information on the relationship between the two practices. In the subsequent interview we 

then discussed the subject further. It was common for participants to ask for my opinion or for them to 

be curious about what other participants had disclosed. I always spoke about what I knew from the 
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literature and what others had told me about their experiences, rather than giving definite answers. 

While conventional methodological advice would caution against answering such questions for fear it 

would lead to bias in the data, Oakley argued for answering, on both ethical and efficiency grounds 

and suggested that ‘refusing to answer was exploitative of interviewees and counterproductive in 

terms of gaining full and honest accounts’ (2016, p. 197).  
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Recruitment processes 
 
 

 
Figure 2: Recruitment poster located on the back of a toilet door at the University of Adelaide. Someone has written in 
blue pen ‘Recovery is possible. You are all beautiful’. 
 

Prior to recruitment the study received approval from the University of Adelaide Human Research 

Ethics Committee and the Southern Adelaide Clinical Human Research Ethics Committee. I also 

received a police clearance in the form of national police certificates before commencing the 

research, due to the study potentially involving minors. 
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Participants were selected through purposeful and snowball sampling techniques. These methods of 

sampling allow for relevant and information-rich cases to be explored (Liamputtong & Ezzy, 2006). 

Purposeful and snowball sampling methods are recognised as appropriate for recruiting people from 

hard to reach groups (Trotter, 2012). Specific recruitment locations, websites and industry contacts 

were chosen according to selection criteria and suitable location of potential participants.  

 

The criteria for recruitment included women who were over 16 years of age; had not seen a health 

professional for disordered eating; had not been given an eating disorder diagnosis; or had been 

diagnosed but had delayed seeking treatment, or did not wish to pursue treatment. The central 

elements of interest were the denial of eating issues and the delay in seeking treatment. One 

participant referred to ‘the honeymoon phase’ at the beginning of her disordered eating, denying she 

needed help, because (as she saw it) the benefits of her practices outweighed the disadvantages. 

Denial is often intertwined with privacy, secrecy and feelings of shame; participants described 

brushing off questions and concerns from family and friends, meaning that denial became a regular 

feature of their everyday lives. Simply summarised by Vitousek and Watson ‘For reluctant clients, the 

first line of defense is usually denial’ (1998, p. 392). 

 

The criteria to participate in the focus groups included women over 18 years of age who had a clinical 

diagnosis of an eating disorder or sought professional help for disordered eating. The purpose of the 

focus groups was to ask participants if they had had certain information about eating issues early on, 

would they have been encouraged to seek help earlier? I also wanted to explore what sorts of things 

did or did not work for them in seeking help, and their various understandings of recovery. The focus 

group was conducted a few months after the semi-structured interview phase. 
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Potential participants contacted me after seeing the research information on recruitment posters, 

internet sites and through service providers. Recruitment posters were placed around the Adelaide 

University and Flinders University campuses and the Flinders Medical Centre (a major teaching 

hospital in Adelaide), including the student counselling services, all places that young women would 

frequent. Other pathways included advertising on the Flinders University Services for Eating 

Disorders website, the National Eating Disorders Collaboration website, and the Facebook pages 

Support Eating Disorders Services in South Australia, Young Women’s Christian Association (YWCA) 

SA and the Butterfly Foundation.8 Two participants also made contact with me after receiving study 

information from investigator, Dr Peter Gilchrist, and one from a poster I placed on the noticeboard of 

my local Foodland grocery store (situated across from the gym where this participant and myself are 

both members). 

 

Privacy was crucial to the locations of the recruitment information due to the social stigma associated 

with eating disorders and the nature of this study in seeking participants who had not previously 

disclosed their eating issues. The majority of recruitment posters were stuck to the back of toilet 

doors and pinboards (which are always plastered with research study notices). We also advertised 

online, so potential participants had ample opportunity to follow up the study invitation privately. In 

most cases participants emailed or phoned me for further information on the study, allowing me to 

answer any questions and give them time to decide if they wanted to participate. This process of 

                                                           
8 The Butterfly Foundation is the leading national non-governmental organisation providing advocacy, research and 
support services for eating disorders and body image issues in Australia (see their website for further information: 
http://thebutterflyfoundation.org.au/). 

http://thebutterflyfoundation.org.au/
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allowing people to participate of their own accord was important in precluding the potential for 

participation to appear coercive in any way. 

 

Prior to giving consent, all participants were fully informed about the research and the nature of their 

participation and their right to withdraw from the study at any time. In the second meeting, I gave the 

participants a copy of their signed consent form (Appendix 3). Participants were provided with a 

University of Adelaide Contacts and Independent Complaints sheet to supplement information on 

available eating disorder services handed out in the initial meeting (Appendix 4). The reaction to 

receiving this information was mixed; some participants wanted further information on the services; 

others went quiet and nodded and folded the paper up; while a few slightly scrunched their faces as if 

to imply they did not need it. These reactions point to the ambivalence of the participants in 

acknowledging their eating issues.  

 

My ethical obligations were to inform people of treatment options, and to convey a message that 

disordered eating is treatable and recovery is possible. In addition, it was my ethical obligation to 

inform participants that I am not a health professional and am not able to offer services. I explained 

that I had no intention of pressuring them to seek help or to make judgements on their choices 

around help seeking. This was crucial to creating rapport with participants, creating a safe, non-

judgemental space and a sense that we were feeling our way through the interview together to 

produce valuable knowledge. For example, Lorraine (a woman in her early 50s with a diagnosis of 

anorexia nervosa, but resistant to treatment for many years) and I found ourselves investigating the 

meaning of the psychiatric language in the Eating Disorder Examination in her lounge room one 

evening. When we got to the section on ‘bulimic episodes and episodes of overeating’, one of the 

questions asks the participant to describe what they mean by overeating; asking for details about 
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portion sizes and servings, so that the information can then be categorised as either subjective or 

objective overeating. Lorraine questioned these labels and wanted to know the difference between 

subjective and objective overeating. I was not able to give a comprehensive answer, so Lorraine got 

out the dictionary and we attempted to build a greater understanding of the language used in the 

psychiatric categories. This pointed to the subjectivity involved in describing meal portions as small or 

excessive, and whether that aligned with the participant having a subjective or objective awareness 

when they nominated the amounts they ate. For Lorraine, however, everything she ate she described 

as ‘overeating’. 

 

Recruitment and informed consent for the focus groups followed similar procedures to the interview 

phase. Recruitment posters (Appendix 2) were placed around the University of Adelaide campus, 

shared with community organisations, such as the Eating Disorders Association of South Australia, 

who emailed members, and shared the notice on social media networks. After contacting me, 

participants were emailed a copy of the participant information sheet (Appendix 3). At the focus group 

meeting participants signed a consent form (which I later scanned and emailed to them). They were 

also given a University of Adelaide Contacts and Independent Complaints sheet, along with 

information and resources on available eating disorder services. 

 

On completion of the study, participants received a $40 book voucher as gift of appreciation for their 

time and sharing their stories. 

 

Hard to reach groups and research limitations 
 

As this study is interested in why people are resistant to seeking help, I asked participants when I met 

them what it was that brought them to take part in this study. This not only provided insight into 
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whether the recruitment design was effective but also opened up a dialogue for them to discuss their 

practices in an exploratory way. In an ethnographic approach to interviewing, Murchison advocates 

for beginning with open and conversational type questions to allow participants to direct the 

discussion and to share a clearer picture of what is important to them, while also creating a more 

personal interrelationship (Murchison, 2010). In response to the question, ‘What made you get in 

contact with me?’, Gemma and Julie responded as follows: 

 

Gemma: I have seen the poster that many times […] There’s one out the front of my office, that’s 

alright. And I suppose because I'm in research as well I have, since starting my research, 

participated in a lot of research. But I've identified myself as someone with an eating 

disorder for a while now, but yeah, thought I’d have good karma and participate and 

probably learn a bit more about it as well, and try and maybe conjure up some confidence 

to do something about it maybe. 

 

Julie: The first time I saw it probably would have been about a few months beforehand and then I saw 

it still there and then I decided to. And I just saw a few people had taken information. 

 

The recruitment process highlighted the same hesitancies that participants contemplated when 

seeking professional help. Recruitment was often slow and many who showed potential interest in 

the study stopped responding. In three cases, after agreeing to meeting times participants cancelled 

and never rescheduled. Also, four of the women who took part in one or two interviews stopped 

responding to my attempts at scheduling more interviews. I sent follow-up emails to all non-

respondents and after some time a few responded, but most did not. Leading up to the focus group 

two women cancelled at the last minute and one participant needed to reschedule, leaving two 

participants for the focus group. I later conducted an interview with the third woman who had 
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cancelled, using the focus group interview schedule. The above quotes from Gemma and Julie were 

made following a lengthy time period between seeing the recruitment poster and contacting me. 

 

Clearly, there are methodological issues with attempting to locate a population that does not identify 

as having a problem, that faces social stigma, and is reluctant or too overwhelmed by their situation 

to talk to a researcher and engage with services. There are issues of accessibility and privacy with 

such hard to reach groups, with potential negative effects resulting if identities and information were 

made public. Murchison, for example, highlights how studying HIV/AIDS or transsexual experiences 

in a community where there is social stigma associated with the study topic makes accessing such a 

group difficult and ethically fraught (Murchison, 2010). Many of the young women in my study did not 

want the interviews to take place in their homes for fear of family finding out about their practices. 

Participants also described hiding their diaries from the people they lived with and only writing in 

them when they were alone in the house. 

 

Many participants who had never previously sought help expressed doubt about whether they would 

fit the criteria for the study and so were not confident in contacting me. It was widely acknowledged 

amongst the women in this study that a barrier to seeking professional help was not feeling ‘sick 

enough’ or ‘thin enough’, and therefore being undeserving of care. This was often related to their 

weight and Body Mass Index (BMI), in which the women were acutely aware of what was considered 

‘underweight’. Others in this study used the weight criteria as a line that they balanced on very 

carefully to stay healthy but remain thin. They knew that their relationship with food and their body 

‘didn’t feel quite right’, or that it was making them unhappy, but they did not necessarily think they 

may have an eating disorder. Based on the public perception of what someone with an eating 

disorder looks like (emaciated), some participants often thought they were too healthy to qualify for 
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inclusion. This demonstrates the dichotomising of the psychiatric model of health and disorder, with 

each condition sitting at polarised ends. In reality, as this study’s participants demonstrated, healthy 

and disordered behaviours and feelings were much more complex and not so easily separated out. 

 

During interviews, participants would question where the line between ‘normal’ and ‘disorder’ lay 

when it came to their own and others’ eating and body practices. Although this discussion often 

segued into a rationalisation for what psychiatrists might label as harmful practices, it also highlights 

how the normalisation of restrictive and excessive bodywork regimes hinders people from seeking 

help. Michelle’s example provides insight into the daily challenges for people to navigate what is 

culturally normal and acceptable alongside what clinicians label as ‘disordered’ practices and 

emotions. She said: 

So I was at the gym the other day and my personal trainer was telling me that she’d been to 

this weightlifting, she’s into crossfit or something, which is some kind of weightlifting obsession 

thing. Even her, I look at and I go, I would almost consider her to have an eating disorder, so 

she’s on a very strict Paleo diet, exercises obsessively, but then she doesn’t really have the 

emotional sort of stuff going on. But even she talks about, you know, ‘I have to really balance 

my carbs because if I don’t get enough carbs then my mood crashes’, and all this kind of stuff. 

And so the obsession on getting, I was just like, oh that’s key. And I was like, that sounds a lot 

like what I got told was anorexia. 

 

Those participants who had accessed health services, however, spoke of feeling guilty or 

‘undeserving’ for taking up resources when they didn’t feel sick enough. Strict diagnostic categories 

often served to reinforce these feelings of being undeserving of care. This is echoed in literature on 

people with disordered eating who delay seeking treatment (Vitousek & Watson, 1998; Vandereycken 

& Van Humbeeck, 2008; Gilbert et al., 2012). This discussion highlights some of the factors that 

make this population hard to reach and how much this connects to cultural understandings of health 
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and disorder. Despite such constraints, all the women who did participate were very open and 

generous and shared a wealth of knowledge and experiences. 

 

A proposed limitation of qualitative research is a concern with sample size not being generalisable to 

large populations (Trotter, 2012). Sampling in qualitative research is however, concerned with 

developing theory rather than testing it, and the sample size for this study was designed to be 

appropriate for the research questions. Therefore, sample size is based on saturation, rather than a 

statistically relevant number (Auerbach & Silverstein, 2003). 

 

It is important to note that the research sample does not include men. As discussed, girls and women 

make up the vast majority of the population suffering from disordered eating, and so the study design 

was aimed at targeting women and exploring the gendered experiences and structures which have 

supported such a significant variable. Furthermore, a comparative project would require a further in-

depth study. 

 

Semi-structured interviews, observation, EDE, diary writing and focus 

groups 
 

Piloting 
 

The piloting phase began at the end of 2012 and gave Megan and I a chance to collaboratively reflect 

on the interview schedule and participants’ feedback, adapting the study design where possible. For 

example, after the initial interviews, some questions were added to the interview schedule. ‘Dieting’ 

as a distinctive theme came up, regarding the identity of someone who diets, causing us to add 

questions such as ‘What is a diet?’ and ‘Who is likely to go on a diet?’ to the following interviews. This 
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also allowed us to identify any questions that may have been sensitive and the cause of distressing 

emotional reactions. After the three pilot participants, including ten interviews, no major changes 

were made to the interview schedule. 

 

Ashleigh, one of our pilot participants, who had not sought help for her eating issues, brought to our 

attention that if we had done the EDE with her first instead of an initial semi-structured interview, she 

would have felt completely confronted and reluctant to come back. When asked how she found the 

EDE, Ashleigh responded: 

Horrible, horrible, it was like really confronting I guess and yeah I know it was just 

confronting. I wasn’t expecting it to be like that sort of thing. 

 

Why was it confronting? 

 

I don’t know, it was just a lot more formal and like just straight out with very direct questions. 

Before, it was sort of discussion leading into things … 

 

Ashleigh’s response highlighted the importance of building a safe space and relationship with 

participants before asking them to divulge their most private practices and feelings. The Eating 

Disorder Examination was therefore only conducted after an initial interview. This allowed for follow-

up questions in the final interview and a chance to debrief with participants about how they found the 

examination, allowing the psychological evaluations to be much more reflexive. 
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Semi-structured interviews 

Semi-structured interviews are appropriate in this setting to facilitate ‘deep’ exploratory research that 

prioritises the participant’s explanations. A series of key questions or ideas guided the flow of 

conversation. Open-ended questions allowed for exploration into new territory, and provided the 

participant with a space to articulate their experiences in their own way (Madden, 2010). The semi-

structured interview schedule was developed based around themes such as ‘health and lifestyle’ and 

‘normalisation of disordered eating’ (Appendix 5). Due to the exploratory nature of semi-structured 

interviewing, I was able to ask unplanned questions as different discussions arose, to seek 

clarification. Multiple interviews led to valuable data, allowing new ideas to develop and questions to 

be modified in-between interviews. 

 

I digitally audio-taped all interviews, with permission of the participants, and wrote notes during and 

after the interview. This allowed for accurate reproduction and record of the interviews, including 

being able to pick up pauses, laughter and other non-verbal cues which added to the mood of the 

discussion. This also aided in analysis of the data, allowing me to go back to the interviews to re-

listen and notice details I may have missed. Furthermore, recording the interviews meant I was able 

to give the participants my full attention, hold eye contact and engage them in a more conversational 

style. 

 

I undertook the interviews during the beginning of 2013 to the middle of 2014 (including collecting the 

diaries). Interviews lasted from 50 minutes to 160 minutes, with an average around 90 minutes. All 

but two interviews were conducted face-to-face. Two women participated through email 

correspondence as it was difficult to find a time to meet and this was their preference. Although I was 

able to ask questions through follow-up interviews, the less personal medium meant I was unable to 
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observe non-verbal communication, build a rapport with the participants or ask probing questions. 

Before meeting each woman, I already had a sense of her situation through the initial contact made. 

This was most often established via email and it allowed me to ask opening questions concerning the 

information they had already given me as a way to break the ice; for example, asking what they were 

studying, if they were university students, and why they did not want the interview conducted at their 

home. Some of the interviews were conducted within a short time frame, perhaps a week apart, while 

other participants I interviewed over months. This discrepancy illustrates the precarious nature of 

interviewing people with mental health challenges and on a subject matter which people are reluctant 

to talk about. 

 

In corresponding with participants to set up the initial meeting time and place, many participants were 

resistant to the interviews taking place in their homes. This was particularly the case for the younger 

women who lived with family members and preferred to keep their disordered eating secret as they 

grappled with the question of whether or not to seek help. For others, even coming out of their homes 

and into the city was confronting, as their disordered eating had resulted in increasing isolation, and 

so I went to their homes to conduct the interviews. Interviews were also conducted in an office at the 

university in a research centre and also in public spaces, such as cafés and parks. Emily, a 21-year-

old university student studying a Bachelor of Arts, indicated that being in an interview room at the 

university made her feel more nervous, but that she lived with her parents and did not want the 

interview to take place at her home either, as she wished to keep her practices hidden from her 

family. And so, our discussion took place sitting in the shade under a tree in summer in the Adelaide 

Botanic Gardens. 
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Conducting interviews in people’s homes meant a certain level of unpredictability and entering the 

unknown meant I developed a heightened observational and sensory awareness. The home and its 

private and communal spaces are important to people with disordered eating in terms of how they 

conceal and maintain their illness (this is explored in Chapter 5 in the context of managing triggers 

and spaces). Visual anthropologist Pink refers to the idea of the ‘sensory home’, as the home being 

‘a domain composed of different sensory elements’, which are created and manipulated in the 

domestic spaces (Pink, 2003, p. 48). Miller points out that ‘in industrial societies, most of what 

matters to people is happening behind the closed doors of the private sphere’ (Miller, 2001, p. 3) and 

therefore not under the gaze of health professionals. Durvz explains that the everyday life played out 

in the home is both mundane and strange, and that the ‘messiness of the everyday’ offers a rich 

source of storytelling (Durvz, 2008, p. 239). 

 

The interviews that took place in people’s homes also changed the power dynamics — I was entering 

their space. The participants decided where in the home the interview would take place, leading me 

to lounges or kitchen tables. I found the interviews in homes went for longer than interviews 

conducted at other sites, included coffee and smoking breaks and unexpected interruptions. Most of 

the participants arranged times for the interviews to take place when they were home alone, in 

keeping with a need to keep their experiences private. Interviews in homes were interjected with 

making tea and coffee, phone calls, family members coming home, participants sharing documents, 

photos and videos with me, which all helped to build a greater understanding of the context of the 

women’s lives. 

 

Arriving at Kelly’s house in the early afternoon to the scent of lemon-scented cleaning products, she 

opened the door and commented that she had just been cleaning and welcomed us into her neat 
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home. Kelly led us to the kitchen and made us tea and coffee and we chatted about cuts to her 

parenting payments as she had just received a letter from the government. Throughout the interviews 

at Kelly’s home we sat in a range of spaces: in the kitchen, the dining room, the lounge room, and out 

the front and out the back for her smoking breaks. Although we did not continue the formal interview 

questions as we went outside, the discussion flowed in around topics related to disordered eating. 

Kelly led us out to the back of her house which had an expansive view over the city and a valley. We 

sat in the sun and there was a slight breeze, but it was not long before Kelly wrapped her arms 

around herself and shivered, and so we went back inside. This cue reminded me of Kelly’s accounts 

of starving and her earlier comment that all she had consumed that day was a coffee. 

 

Many of the interviews took place over lunch-times, highlighting a different time awareness from that 

of most people, which is scheduled around meal times. I was never offered food: usually just tea, 

coffee or water. This also meant I had to change my own eating patterns during these interview 

times. I did not want to go into an interview room hungry and risk my stomach making loud grumbling 

noises, so I would try to eat beforehand. However, this was not always possible and in an interview 

with Michelle, she commented on the hunger noises creaking and calling out from my stomach, 

stating that I had ‘monsters in my tummy’. In one interview with Kelly, her stomach made noises and 

she commented that it was embarrassing for an anorexic, that the thinner you are, the louder the 

noises, referring to the noises as ‘the acoustics of flesh’. These examples of the physical intruding 

into the interview space brought greater insight into the everyday lived and embodied experience of 

disordered eating to the discussion. In addition, as the focus group was to be held in the evening, 

Megan and I discussed whether or not to provide food or just tea and coffee. In the end we only 

provided water, and the participants assured us this was the right decision as they said having food 

there would have made them feel anxious and open to judgement by others. 
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Eating Disorder Examination: administering a diagnostic tool 
 

I was trained in the administration of the EDE, a semi-structured psychiatric diagnostic interview that 

lasted between 40 minutes to an hour and a half (Appendix 1). Of the 21 participants who partook in 

the EDE, the majority (90%) met criteria for an eating disorder. Most (81%) fell into the Eating 

Disorders Not Otherwise Specified (EDNOS) category, and 2 were given a diagnosis of anorexia 

nervosa (See Figure 5 in Chapter 6). Two participants did not meet the diagnosis criteria, one of 

whom had received a diagnosis of anorexia nervosa over a decade ago and since then had been in 

an ambivalent relationship with recovery. In some cases, these women fell onto the anorexia nervosa 

spectrum, but did not meet all the criteria for a diagnosis of anorexia nervosa. For example, not 

meeting the weight category (BMI >18.5) meant for some participants that they fitted into the EDNOS 

category but not anorexia nervosa. Other participants’ results came back as ‘EDNOS presenting on 

the bulimia nervosa spectrum’ but did not meet the average number of binges required to fit the 

bulimia nervosa criteria (See Appendix 6 for more detail). As I explained to participants, the results 

from the EDE did not affect the value of their contribution to the project but were required as part of 

fulfilling a multidisciplinary study design. In terms of research rigour, the inclusion of the EDE was 

important to ascertain if participants might fit psychiatric classifications and to ask them for their 

responses to such evaluations and provide them with information about resources and services. 

 

In the original study design the research phases were quite distinct; an initial screening phase using 

the Eating Disorder Examination was to be followed by two in-depth interviews, concluding with an 

eight-week diary writing phase. In addition, in the research proposal the screening phase using 

psychological instruments was to be handled by a psychology student at the partner institution, 

Flinders University, SA. However, the research team decided it would be more beneficial if I 
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conducted all the interviews myself, gaining training and insight into the fields of psychiatry and 

psychology, the two disciplines that hold authority in the area of eating disorders. This experience 

became useful in gaining an understanding of psychological language as well as giving me familiarity 

with the clinical diagnostic process. As noted above, the Eating Disorder Examination (EDE) is a 

semi-structured interview that clinicians use to diagnose people with eating disorders; it focuses on 

patterns of eating and exercise and feelings towards eating, weight and shape based predominately 

on data relating to the previous 28 days from the date of the interview. Fairburn and Cooper explain 

that the EDE is a 38-item investigator-based structured interview, which accesses a range of the 

specific psychopathology of anorexia nervosa, bulimia nervosa and their variants. The EDE produces 

a score for four subscales — restraint, eating concern, shape concern, and weight concern (Fairburn 

& Cooper, 1993). The EDE may be used to generate a diagnosis based on criteria in the DSM-IV, 

followed half-way through conducting this research by the updated DSM-V (as previously discussed 

in Chapter 1). I was trained to administer the EDE by a PhD student from the School of Psychology, 

Flinders University. My training involved going through the EDE with the PhD student, receiving 

discipline-related explanations and interviewing tips, and then sitting in on her administrating the EDE 

with one of our pilot participants. 

 

It became evident in piloting the interview that administering the Eating Disorder Examination is a 

much more subjective process than I first thought. It incorporates additional probing questions; it 

invites the administrator’s interpretations of participant distress signals (whether they are 

exaggerating or understating); and then the administrator scores the item accordingly on a 

quantitative scale. An example of an arguably subjective question in the EDE is shown below: 
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FEELING FAT (Diagnostic item, Shape Concern subscale) 

 

*Over the past four weeks have you “felt fat”? 

 

[With participants who have already acknowledged such feelings, this question may 

need to be prefaced by an apology.] 

 

[Rate the number of days on which the participant has "felt fat" in general (not with 

respect to a particular body part) accepting his or her use of this expression. 

Distinguish "feeling fat" from feeling bloated premenstrually, unless this is 

experienced as feeling fat.] 

 

0 - Has not felt fat 

1 - Has felt fat on 1 to 5 days 

2 - Has felt fat on less than half the days (6 to 12 days) 

3 - Has felt fat on half the days (13 to 15 days) 

4 - Has felt fat on more than half the days (16 to 22 days) 

5 - Has felt fat almost every day (23 to 27 days) 

6 - Has felt fat every day 

 [ ] 

(Fariburn, 2008, p. 41) 
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I found in the piloting stage that explaining briefly to the participants why I was conducting the EDE, 

and allowing them to comment or critique the process made them feel more comfortable and also 

less resistant to sharing private practices. As already indicated, the women in the study experienced 

their disordered eating at different stages, from never having sought help, to years in and out of 

treatment, and in and out of eating disorder categories and stages of recovery. It therefore became 

evident that the EDE, which just takes a snapshot of a person’s behaviours and feelings, does not 

necessarily reflect the amorphous and adaptive nature of disordered eating. For example, one of our 

participants goes through stages in her words of ‘bingeing up’ and ‘starving down’. Depending on 

what phase she is in when she does the Eating Disorder Examination would affect her EDE results. 

 

Furthermore, one of the diagnostic criteria for anorexia nervosa is a low BMI, and thus in 

administering the EDE the interviewer takes weight and height measurements. In the pilot interview 

that was conducted by the PhD student from Flinders University, the participant was taken into 

another room to be weighed and clearly found this distressing (as discussed under ‘piloting’). After 

that interview Megan (who was also present) and I discussed how we felt uncomfortable and 

concerned for the participant during her weighing and we therefore decided that weighing participants 

was inadvisable for our purposes. In subsequent interviews, I gave participants the option of telling 

me their weight. We felt that as our research is focused on the everyday experiences and voices of 

women, the weight measurements of the women did not add specific value to the research. It meant, 

however, that results from the EDE were sometimes imprecise due to self-reported weights. We took 

a similar position to Lavis, who wrote in her study on pro-anorexia situated on an EDU ward, that 

‘When exploring not only a potentially fatal illness, but one which also inspires desire, the research 

should always be the first to compromise’ (Lavis, 2011, p. 62). One participant commented that if I 

had expected her to be weighed, she probably would have left the room, and added ‘[if] you wanted 
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to weigh me, you would’ve got the scales thrown at you’, illustrating the potential trauma of the 

weighing experience.  

 

The EDE includes questions on ‘social eating’, asking whether the person has avoided eating around 

others, and ‘discomfort about exposure’, which is focused on the person’s concern about others 

seeing their bodies. These sections could possibly lead to a discussion on social interactions and 

cultural contexts, at the discretion of the administrator. However, the questions are framed with a 

focus on the individual, and specifically their feelings of discomfort and distress. In my own 

administration of the EDE, I asked open and probing questions not in the schedule, which opened up 

a wider discussion. However, I still had to take this information and quantify it into a rating as part of 

my analysis. 

 

Le Grange and others (2004) point out the cultural assumptions inherent in Western psychiatric 

diagnostic tools in their cross-cultural study on disordered eating in South Africa’s black populations, 

highlighting the need for more culturally sensitive assessments. Their study found that ‘behaviours 

indicative of disordered eating, such as vomiting, starving and preoccupation with food, did occur in 

this subsample, not for reasons pertaining to shape and weight, but rather for cultural and situational 

reasons’, such as vomiting being practised as part of an internal cleansing ritual to protect the body 

from sickness (Le Grange et al., 2004, p. 454). O’Connor & Van Esterik suggest that clinicians 

assume anorexia has an underlying pathology, while ignoring the obvious everyday explanations 

(O’Connor & Van Esterik, 2008). This leads to the discipline of psychiatry codifying and reproducing 

the dominant culture’s symbolic formulations and practices of psychological and bodily ordering 

(Foucault, 1973 in Gremillion, 1992). The status quo therefore continues unquestioned, as treatment 

efforts are centred on correcting psychic ‘dysfunction’ (Gremillion, 1992). 
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The research team discussed how to inform participants of their EDE results, taking into account that 

I was not a trained clinician, but someone who valued an open and reflexive dialogue with 

participants. Keeping in mind the National Statement on Ethical Conduct in Human Research (2007), 

which states it is important to acknowledge the specific vulnerabilities of people with mental illness, 

we informed participants that they met some of the criteria, but did not go into specifics and advised 

them to see a clinician or health professional if they wanted to pursue this further. 

 

Observation and field notes 
 

Taking notes during and after interviews allowed me to build a partial picture of participants’ worlds. 

Before interviews I would write down a few notes or questions to ask from the information I’d already 

received via email or telephone or following on from the previous interview. During the interviews I 

would jot down short phrases, keywords or descriptions, not wanting to disturb the flow of the 

discussion, which would often become the basis for a theme to develop. After each interview I would 

write down detailed field notes describing the appearance of the participant, the environment of the 

interview space and any other interesting occurrences or themes that arose, such as noting when a 

participant experienced an emotional reaction as they were speaking. I was often catching public 

transport to and from participants’ homes, which allowed me to write down notes straight after the 

interview while travelling, and then on the same day write them up into a Word document. 

 

The act of observation9 and taking field notes is a subjective process where some aspects of the 

situation are emphasised over others. Field notes thus involve the inscription of social life and social 

                                                           
9 It is important to note the difference between observation, which was used in this study and participant observation. This 
study employed ethnographic techniques of data collection but was not an ethnography, and as such I did not conduct 
participant observation in the traditional sense, where the researcher becomes involved personally to some degree in the 
study participants’ cultural contexts and activities related to the subject being researched (Murchison, 2010).  
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discourse, reflecting and transforming events onto paper (Emerson et al., 2012). Emerson argues 

that field notes must also encompass the researcher’s own circumstances, activities and emotional 

responses in the research process, adding to the reflexiveness of their research. Observations and 

writing field notes enriched the interpretation of the shared narratives and aided later analysis and 

theorising. 

 

Diary writing 
 

Diaries are widely used in ethnography and social anthropology as a tool of inquiry, and are viewed 

as a ‘classic articulation of dailiness’ (Hookway, 2008, p. 95). It is this ‘everydayness’ that the diary 

writing aimed to capture. As a social research tool and a cultural medium, diaries are not uniform or 

homogeneous, and have a number of different uses, such as therapeutic, self-help, and as chronicles 

of life events. The diary writing was embedded in the ethnographic phase at the end of the interviews, 

with collection of the diaries allowing for follow-up questions, asking about their future help-seeking 

plans and a debrief of the study. As a research method the diaries were an important methodological 

adjunct to observation and interviews for three reasons: first, they helped to overcome problems 

associated with collecting sensitive information (or information that may not be disclosed in a face-to-

face interview); second, participants could use them to jot down their thoughts or feelings as they 

were happening; third, and importantly, the diary entries provided insights into activities such as 

private bodily practices. The diary collection discussions were not audio-recorded, bar one interview 

in which the participant returned the diary with no entries but was willing to meet to talk about it. For 

that participant, the diary was a painful reminder of her disordered eating, one that she found so 

distressing she could not bring herself to write in it. Instead, she placed the diary in storage until she 

gave it back in our final meeting. 
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The diary included an invitation to map patterns of eating, exercise, social events, and any 

events/experiences shaped by food and bodies. The following instructions were placed inside the 

cover of each diary: 

Mapping your daily life 

The purpose of the writing diaries is to explore two things: 

1. All the everyday moments, activities or events that might support your eating 

behaviours 

2. Your fears, pleasures and desires around food and your body – what are you scared 

of? What do you need and want? 

 

How and what you write in this diary is entirely up to you. You can draw, doodle, write a lot, 

very little or simply repeat words. If you can, put a date and time at the point of entry and 

write something every day. If you miss a day don’t worry, it doesn’t matter... You may wish to 

write or draw anything that comes into your head when you wake up. 

 

Remember that our research wants to find out why people delay or don’t want to seek help 

for issues with food and their bodies, so there may be a host of reasons that you use in 

everyday circumstances to rationalise your eating and exercise behaviours. For example, have 

you used any excuses today to avoid eating or drinking with people (have you said you’ve 

already eaten)?; have you and your friends talked/texted/spoken online about strategies for 

losing weight – what was the context?; have you skipped a meal recently - if so, why, and how 

did it make you feel about yourself? Don't worry about editing your work or worry that you 

have not used the right grammar or punctuation. We’ve put a clip in your diary that you can 
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put on the pages you’ve already written in for new writing, so you don’t need to look back at 

what you’ve written before. 

If you have any queries or concerns, please get in touch. We will pick up the diary at the end 

of 8 weeks. Your diaries are private and confidential, and we will make no judgements about 

what you do or say. We hope you enjoy the writing/drawing. 

 

The level of input into the diary writing varied. Some participants wrote detailed entries every day, while 

others only occasionally and intermittently made entries. Some participants drew pictures of smiley or 

sad faces alongside their entry. One participant drew stick figures of herself, with arrows pointing to the 

fat after feeling frustrated at ‘overeating’ (See Figure 3 below). Bonnie emailed me explaining that the 

diary had been useful for her in recording and reflecting on her thoughts and behaviours but she didn’t 

feel comfortable in handing the diary over because of some of the personal content that she wasn’t 

ready to share. This participant had not sought help previously and wrote to me in an email ‘[I] found it 

to be useful in acknowledging my thoughts to myself’. We met for an informal discussion about the 

diary and Bonnie informed me she had sought help for her disordered eating through talking to a 

counsellor and later a friend, and said that she felt being involved in the study was a like a first step. 

She planned to continue using the diary. 
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Figure 3: Drawings from Gemma’s diary. The image on the left accompanied by the text ‘I’m obsessed with pinching my fat. 

Especially my arms.’ 

 

Some diaries were returned with pages ripped out, blank pages and in one case a participant 

returned a completely empty diary, stating that ‘there was so much conflict […] I just couldn’t deal 

with it. I couldn’t starve or binge while it was there’. One participant said she could not write in the 

diary because it was interfering with her restrictive eating patterns too much and forcing her to stop 

and think about her disordered practices. In the end, 11 of the 13 diaries given out to participants 

were returned completed. 

 

The diaries often took a more negative tone than the interviews, with participants more open in sharing 

their emotions and being critical towards themselves. This could also be because the events were still 

fresh in their minds when they were writing. Some of the more negative content, discussing topics such 
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as self-harming, childhood abuse and descriptions of suffering I found difficult to read and in some 

cases these passages lingered with me for some time afterwards. 

 

Focus groups 
 

The focus group discussion similarly followed a semi-structured and exploratory interview format and 

was run by Megan and myself in September 2014. The focus group interview schedule (Appendix 5) 

was developed following the semi-structured interview phase, allowing questions to be developed 

around themes that had arisen from the interviews and diaries, such as the theme of ‘triggering’. The 

data collected from the focus group interviews was important for reflecting on the findings from the 

interview phase of the study. The women in the focus groups had recognised they had a problem 

with eating and sought out therapeutic help. They were able to offer insight into what health care 

approaches helped or hindered their progress, and to their experiences with recovery.  

 

Participants for the focus groups were asked to take part in a discussion with a small group of other 

women, conducted in an office space at the University of Adelaide in the evening. Despite being a 

small group, the focus group was very productive and discussions lasted just under three hours. As 

already indicated, reluctance to take part in the focus group provided insight into strong feelings of 

secrecy and shame, even for those considered to be in recovery. The focus group participants 

discussed their own concerns about being around other people with disordered eating and they 

informed us that triggering and competition was a common experience in a group setting. Sally said 

‘support groups can be a little bit dangerous’, reinforcing the literature that has noted high levels of 

skill sharing and competition amongst people with eating disorders (Warin, 2010). 
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Confidentiality and handling of data 

 
All data for this project was collected via psychological assessment questionnaires, digital recordings 

of interviews, diaries, focus groups and written field notes. Participants were given pseudonyms and 

all materials were numerically catalogued to safeguard confidentiality and anonymity, and kept 

separately from any identifying data (such as consent forms). The questionnaires, diaries, written and 

transcribed data were kept in a filing cabinet in my locked office at the University of Adelaide, and the 

digital data files kept on my computer in my office at the University of Adelaide. 

 

Analysis 
 

 

Figure 4: Diary being coded 
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Grounded theory principles guided the research methods, coupled with a thematic analytical 

approach to data collection and analysis (Corbin & Strauss, 1990; Ezzy, 2002). According to Ezzy, in 

a grounded theory approach ‘The researcher should enter into an ongoing simultaneous process of 

deduction and induction, of theory building, testing and rebuilding’, neither ignoring the influence of 

pre-existing theory or forcing data into the theory (2002, p. 10). With a thematic method of identifying 

themes or concepts in the data, ‘theory emerges through the coding process’ (Ezzy, 2002, p. 86). 

Such analysis allowed me to examine meanings, how knowledge and reality is represented, and also 

to consider the effect of those meanings. All interviews (including semi-structured and the EDE 

interviews) were either professionally transcribed or transcribed by myself, and field notes were 

written up following each participant meeting. All names and identifying information were removed 

from transcripts, and pseudonyms chosen for the analysed data. The interview and email transcripts 

and field notes were coded on the computer, first in a Word document and then via the software 

program NVivo. During this process I would often listen back to the audio interviews to clarify words 

written in the transcript and get a feel for the discussion. All interview and field note data was printed 

in order to become familiar with the themes and to check the rigour of the coding. The diaries were 

coded using post-it notes and circling keywords and phrases soon after being returned. After 

completing the Eating Disorder Examination, the results were sent to a PhD student who worked in 

psychology at Flinders University and was highly experienced in using SPSS, to analyse the data and 

provide participants with a diagnosis. 

 

The initial stages of data collection, often referred to as open coding, involved the exploratory 

process of experimenting with codes and sitting with and absorbing the data (Ezzy, 2002, p. 87). As 

Orona suggests, ‘Coding each line is the guts’ of grounded theory (1990, p. 1249). To become closer 

to the data, I transcribed the pilot interviews and open-coded them within the following week, 
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beginning the process of theorisation. In meetings that followed, Megan and I collaboratively 

restructured and added interview questions and developed axial codes and themes. For example, 

after the pilot interviews we decided to add questions about the theme of ‘dieting versus restriction’ 

which led to a central discussion point in this paper about how participants distinguish themselves 

from people who diet and are therefore framing themselves as healthier. Ezzy argues that ‘theoretical 

questions, and answers, are shaped and reshaped in the ongoing dialogue with the experience or 

subjects being studied’ (2002, p. 62). This highlights why multiple interviews with each participant 

became a fruitful methodology tool for the interrelated processes of coding and theorising. 

Furthermore, constant comparison is central to developing codes as data starts to gather around 

themes. This next stage of coding, as themes become more developed, is referred to as axial and 

selective coding, enabling the development of an argument, or central story (Ezzy, 2002). For 

example, during and following this final stage of coding, central themes, such as ‘healthy anorexia’ 

and ‘natural eating’ were compared with the existing theory of Crawford’s (1980) concept of 

healthism. A thematic approach to coding and analysis enabled thorough coding and rich analysis to 

develop into new theorisation around women’s lived experiences of disordered eating. 

 

This strategy allows for a creative process that includes the participant in knowledge creation. As 

discussed above, the participants were encouraged to take part in this process, often giving feedback 

on questions and emailing me after the interview with further input and reflections sparked by our 

meetings. Murchison argues that this inductive process ensures the researcher is writing from the 

research data, leading to a greater representation of the knowledge gained from participants 

(Murchison, 2010). 
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Reflexivity: sucking my stomach in 
 

Reflexivity during the research process itself, ensures the rigour of qualitative data. Crotty suggests 

that the theoretical understandings and explanations of the social world of the researcher, including 

values, beliefs and emotions, are brought to the research process and so it is important to reflect on 

these assumptions and interactions (Crotty, 1998). The research is then filtered through my own 

situated identity as a young woman at university who has never experienced disordered eating but 

who is acquainted with the cultural pressures of thinness, beauty, fitness and health regimes. In the 

discussion below Charlotte highlighted the fact that I had not personally experienced disordered 

eating, which meant I did not have access to a certain shared experience and language of those who 

had: 

So have you ever had a friend who has helped you get to a point where you could seek help? 

Is peer support an effective… 

It is, very much. Generally, they’re people who have had an eating disorder and so they know 

a bit about the language. 

What do you mean, the language? 

I don’t know, I can’t give you words at this point. It’s just … you understand. It’s like listening to 

Stephen Pinker, who’s a linguist, and talking about things being out there and this concept of 

when it’s out there, I know that you know, you know that I know, and you know that I know that 

you know. So it’s out there. 

This points to my own understandings as necessarily partial. As Tsing (1993) states, ‘The knowledge 

of an author, like that of the people about whom he or she writes, is always partial, situated, and 

perspectivistic’ (pp. 14–15). Through engaging with women’s experiences of disordered eating in 

qualitative interviews, focus groups, observations and diary writing I have endeavoured to tap into the 

shared ‘language’ that is ‘out there’. 
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In addition to textual language, I would sometimes feel transference of unspoken emotions and body 

practices from some participants to myself, which caused me to reflect further on my presence in the 

interview space and the two-way relationship between the researcher-researched. This was most 

often evident in being aware of a participant’s anxiety or nervousness, apparent in their soft voices, 

wayward eyes and touching of body parts. For example, Bethany would place her arm across her 

chest and rub her collarbone. I felt myself beginning to feel a heightened level of anxiety and unease 

in the room and I would begin to fiddle with my hands and pen. 

 

Another example of body transference was in an interview with Eve that took place in the morning at 

a seaside café. Eve was discussing how she likes to have an empty and flat stomach. She placed her 

hand over her stomach and said, ‘I don’t like the feeling of anything rolling over my waistband’ and at 

that moment I instantly felt myself sucking my stomach in and becoming conscious of my posture, 

slowly sitting up straighter. I reacted without comprehending at first what I was doing or why, but soon 

after recognised I was taking on Eve’s bodily awareness, her body anxieties and modifying my 

posture to align myself with her desire to be seen a certain way. Such reflections helped me to 

become aware of my own influence in the research process and gain greater insight into non-verbal 

transference. 

 

Conclusion 
 

In this methodology chapter I have demonstrated why I used qualitative methods, such as semi-

structured interviews, observation and field notes, diary writing and focus groups. I have also detailed 

the quantitative methods involved in the EDE, and pointed to the tensions created when conducting a 

multidisciplinary project. Ethnographic techniques were used to explore how women with disordered 
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eating gave meaning to their experiences on their own terms. Psychological evaluations used in the 

interviewing process identified whether participants conformed to diagnostic criteria according to 

psychiatric classifications, information that would become vital for dissemination of findings to health 

professional audiences.  

 

As well as providing valuable insights, the participants in this study also played a part in shaping the 

research process. I highlighted how the recruitment and interview processes were used by 

participants as a testing ground for potentially seeking help and offered a space for reflecting on their 

own situations: this led to insights about their reluctance to seek help. I demonstrated how research 

has the potential to impact people’s lives and the importance of researcher reflexivity. For example, 

Ashleigh’s perspective changed: during the interviews our discussions had tapped into her 

ambivalence about her practices and in the final interview, when asked whether she viewed her 

practices as a problem, she stated: ‘I want to say no, I’m saying no, because it’s what I’ve always 

done, but I sort of, after coming to you guys talking about it, you can’t really, no you can’t label it as 

other things anymore because you sort of talked it out and you know now that it’s not’.  
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Introduction to the findings chapters 
 

The four findings chapters include journal articles that have either been published or have been 

submitted and are under review. Due to this thesis being presented in the format of combination 

conventional/publication format rather than a conventionally styled thesis, contextual statements (as 

recommended by the University of Adelaide’s Adelaide Graduate Centre) are interwoven with the 

chapters to assist with flow of argument and provide added context and theoretical justifications to 

the arguments developed in the articles. Additionally, as two of these articles were submitted to 

journals that are targeted towards a more clinical audience, the contextual statements provide an 

opportunity to expand on social and cultural exploration of the arguments presented, which lay 

beyond the remit of the journals’ aims and scope.
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Chapter Three 

Disordered eating and choice in postfeminist 

spaces 
 

Introduction 
 

This is the first of the findings chapters and engages with an analysis of the structural and cultural 

dynamics that foster an environment for disordered eating to flourish. In setting up a theoretical 

backdrop for the following chapters, this article explores how disordered eating practices have 

manifested in Australia within the political landscapes of neoliberalism, postfeminism and 

healthism. 

 

The article suggests an alternative approach to psychiatric frameworks to explain the rise of 

disordered eating in Australia. A clinical approach to understanding and treating disordered eating 

often relies on redefining pathological boundaries to allow for more people to fit eating disorder 

diagnostic criteria and access treatment (as discussed in Chapter 2). This article, however, 

focuses on people’s embodied experiences and active participation in cultural structures that 

support disordered eating and reinforce these participants’ eating practices. The argument adopts 

a critical, gendered lens and draws on second-wave feminist scholars’ analyses of the 

phenomena of disordered eating and body image issues. I take the position that new postfeminist 

sensibilities and identities are being created that both support and disguise women’s disordered 

eating practices through offering an illusion of choice. 

 

This position grew out of participants’ descriptions of feeling ‘in control’, and ‘empowered’ by their 

‘lifestyle choices’ — declarations in opposition to accepted medical and psychiatric explanatory 
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models. Participants’ descriptions of their disordered eating practices clearly align with neoliberal 

and postfeminist ideas about lifestyle choices, individual responsibility, empowerment, self-

discipline and self-care, all of which are key discourses in current health, fitness and feminine 

beauty regimes. Ball and Olmedo (2013) argue that the processes of neoliberalism — and I add 

also those of healthism and of postfeminism — taken as a whole, set ‘the cultural and social limits 

to the possibilities of the care of the self but, at the same time, open new spaces for struggle and 

resistance’ (p. 88). This chapter is a prelude to the critical inquiry of care that follows in Chapters 

4 to 6. For instance, by invoking the discourses mentioned above, the women participants were 

able to reposition their practices through the lens of care and health — a repositioning that is 

examined in Chapter 4. 

 

The section below introduces the following article by teasing out feminist debates concerning the 

framings of choice and agency. These are important themes throughout this study, as people with 

disordered eating often engage in and are resistant to alternative framings of choice and agency. 

In clinical settings they are labelled as having a mental illness, and therefore not in control or able 

to make autonomous rational decisions about their health and their bodies. Meanwhile, early 

feminist and constructivist approaches have been criticised for reinforcing an 

oppressor/oppressed model, for depicting women as passive, without agency and overlooking 

women’s collusions with patriarchal culture or their efforts at resistance (Bordo, 2003, preface). In 

their response to such power structures, participants in this study incorporated current social 

attitudes into their ways of knowing, while also finding new pathways to re-define and articulate 

their practices. 
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Feminist approaches to choice and agency 

Contemporary understandings of ‘choice’ have been influenced by feminist thought and principles 

since the 1970s, so much so that a women’s ‘right to choose’ is now prominent in public 

discourse and quoted by women in many areas of life (Gill, 2007). Feminists have long been 

fighting for women’s right to choose in their everyday lives, specifically in areas like reproduction, 

career opportunities and rights to childcare (Murphy, 2012). 

 

Many feminist scholars argue that the political aspects of choice have been diluted or co-opted by 

neoliberal agendas, and now the mantra of choice is invoked by many young women to support 

practices which in many respects are an affront to previous (and current) feminist beliefs (such as 

cosmetic surgery) (Gill, 2007; 2008; Murphy, 2012). It is this shift in discourse that has led 

scholars to label the contemporary era as ‘postfeminist’. Rosenfelt and Stacey (1990) maintain 

that the ‘post’ prefix in postfeminism represents the idea that feminism is ‘dead’ but also reborn 

into ‘an emerging culture and ideology that simultaneously incorporates, revises, and de-

politicises many of the fundamental issues advanced by feminism’ (p. 549). Postfeminism(s) have 

multiple, contested interpretations and the arguments for and against postfeminism have been 

outlined substantively in many other places (see Tasker & Negra 2007; Gill, 2011). 

 

Continuing this line of thought, the argument follows that women’s equality has now been 

achieved, in the sense that feminism has granted individual women the capacity to negotiate 

sexual empowerment, choice, mobility, and consumption (Nash & Grant, 2015). Many feminists 

argue that feminism in the West has been filtered down to ‘choice feminism’, an offshoot of liberal 

feminism, which is commonly seen as being centred on individualism and reform rather than on 

structural change, and is often blind to experiences of intersectionality (Murphy, 2012). Feminist 

scholars have pointed out that although postfeminism is framed as universally empowering, and 
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offering women a chance to re-engage with agency, it primarily represents a white, economically 

successful, young, attractive (hetero)sexual female subject (McRobbie, 2009; Nash & Grant, 

2015). Murphy has suggested that ‘Choice feminism dictates that any time a woman makes a 

choice it is an act of feminism’; this approach makes challenging or questioning women’s choices 

difficult, with any challenger liable to be accused of victimising the individual and taking away their 

agency of choice (2012, p. 21). 

 

Individualisation, as a basis for ‘feminist choice’ is problematic. Social science scholars argue that 

individualisation has destabilised social categories, so that no (one) common experience of class, 

race, gender or family relations is identifiable (Beck & Beck-Gernsheim, 2002). This has also had 

a precarious impact on identity politics and how feminist organisations mobilise around women’s 

issues. Within feminist poststructuralist theory there has been a push to recognise difference 

amongst and across groups, in reaction to the supposed second-wave homogenisation and 

exclusion instilled in the category of ‘woman’ in which women of colour, in particular, did not feel 

represented (Baxter, 2003). As a result, individualism has flourished and has become intertwined 

with notions of agency and choice. 

 

The aim of feminist poststructural approaches, however, has not been to reject structure and 

power, like much of ‘choice feminism’ alone appears to do, but rather positions agency as how 

the individual may ‘adapt to, negotiate or resist dominant subject positions, or, alternatively, take 

up subject positions within a resistant discourse’ (Baxter, 2003, p. 30). Feminist postmodern and 

poststructural theory seeks to identify the varieties of subjectivities open to women, 

acknowledging that identities are constantly performed in relation to cultural norms (Butler, 1990; 

Gannon & Davies 2007). Exploring cultural and social structures and power dynamics, Baxter 

suggests: 



Chapter Three 

108 
 

[⋯] can offer an explanation of where our experiences have come from, why these are 

often contradictory and inconsistent, and why and how these can be changed. In other 

words, the social and historical constitution of the subject is not a limit on women’s agency 

but a precondition for understanding the possibilities for action and change (2003, p. 31). 

Hughes argues that poststructural conceptualisations of agency move beyond the binary of 

unrestricted choice versus structural determination (Hughes, 2002). In taking this approach we 

can understand how women with disordered eating issues use ‘agency play’ (Warin, 2010, p. 79) 

and are invested in the discourses surrounding them, while negotiating their own identities, 

subjectivities and suffering. 

 

Harris and Dobson (2015) unpack some recent shifts and complexities concerning the concepts 

of choice and empowerment, arguing ‘for nuanced perspectives on agency that are not reliant on 

an assumption of subjects as rational and internally coherent individuals, and understand 

subjectivity and social structure as produced in concert’ (p. 145). These theorists see agency not 

as an inherent, individual and separate internal force located within the individual that pushes 

back against social structures, but rather as a relational process (Harris & Dobson, 2015). Rose 

(1996) argues that agency occurs through practices and interactions under a whole assortment of 

constraints and relations of force. Poststructuralist theorists thus conceptualise agency as 

diversified through material-discursive forces, not just residing in social/individual relations 

(Barad, 2003; Latour, 2005; Harris & Dobson, 2015). 

 
 
An Australian study by Mair Underwood (2013) explores young people’s complex perspectives on 

choice and compulsion in relation to their eating and body practices and how this relates to their 

sense of self and agency. Participants in Underwood’s study underscored how bodywork is not 

just a matter of mechanical maintenance but represents the self and identity, as ‘changes in the 

body resulted in changes to feelings about the self’ (2013, p. 379). The physical body sets the 
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boundaries for possible construction of self and places limits on their choice of self to be created. 

The idea that you can choose your bodily condition was a common theme amongst participants. 

Underwood explains that weight is described as an individual choice and responsibility, shown by 

statements that being overweight is something that you ‘let happen’ to your body (2013). 

Furthermore, ‘because the body is a project of the self, it reveals the choices the individual has 

made and thus characteristics of the self’ (Underwood, 2013, p. 380). 

 

However, these choices are restricted, as ‘overwhelmingly the body that was chosen was one 

that participants understood as socially acceptable. The creation of a socially acceptable body 

was the creation of a socially acceptable self’ (Underwood, 2013, p. 382). Underwood explains it 

thus: 

If participants concluded that they had met their aims they felt positively about themselves 

(e.g., confidence, pride, higher self-esteem), and felt more embodied (e.g. there was less 

distance between body and self). However, if they concluded that the aims had not been 

met, they felt negatively about the self (e.g., shame, guilt, that the self is defective) and felt 

less embodied. That is, they feel a greater distance between body and self (e.g. 

descriptions of being ‘trapped’ in an obese body and not recognising themselves in their 

bodies (p. 382). 

Adding complexity to this experience is that participants also described feeling ‘irrational’ and that 

this focus on their bodies was ‘compulsive’ element in which they lacked control (Underwood, 

2013). These descriptions paint a different picture to a contemporary, neoliberal, postfeminist 

understanding of bodywork and healthy lifestyles served out ‘against the backdrop of plurality of 

choice’ (Giddens, 1991, p. 102). Underwood argues ‘not only were their choices limited to a body 

that fell within the narrow limits of social acceptability, but these choices were not freely made, as 

they were experienced instead as compulsions, regardless of any formal diagnosis (2013, p. 

385). 
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Feminist understandings of choice and agency are important to this study, as they demonstrate 

the rhetoric of women’s capacity as agents who are able to act on choices freely and without 

constraint, and also how girls and women consistently mobilise narratives of choice and personal 

autonomy to articulate and make sense of their actions (Harris & Dobson, 2015). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Note: the following article was written before the focus groups were conducted and therefore the numbers (e.g. 25 

participants, and 6 with previous diagnosis) are based on the findings at the time. 
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Chapter Four 

‘Healthy anorexia’: the complexity of care in 

disordered eating 

 

Introduction 
 

This article examines how the women in this study not only incorporated gendered, ‘healthy lifestyle’, 

ethical choices, and fitness practices into their disordered eating repertoires but also how they 

transformed their practices into a form of care and distinction. As discussed in Chapter 1, Foucault’s 

work on governmentality and disciplinary regimes have been critical to feminist and social analysis of 

disordered eating and bodywork practices. While Bourdieu’s concepts have made a valuable 

contribution to the fields of medical anthropology and sociology for their focus on the relationships 

between the individual and society, and agency and power (Samuelsen & Steffen, 2004), few papers 

to date have focused specifically on eating disorders with a Bourdieuan analysis. Schlosser (2013) 

writes that Bourdieu and Foucault are two of the most influential theorists of poststructural and 

postmodern thought, and argues for more integration of their key concepts of culture, knowledge and 

power in social research. In the following article Bourdieu’s concepts of habitus, distinction and 

symbolic capital are used to extend a Foucauldian analysis of health, fitness and beauty regimes. 

 

Embodiment is key to Bourdieu’s theories and offers a space for analysis of disordered eating and 

bodywork that is different to Foucault’s and many feminist scholars who focus instead on discourse 

and disciplinary power. Bourdieu’s theories provide the body with agency through highlighting the 

daily practices that people invest in and the symbolic capital they receive in return. Focusing on daily 
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practices provides a path for tracing peoples social and material experiences and the relations 

between things which sustain or interrupt peoples disordered eating. In the following article I examine 

how participants embodied orthorexic and healthism regimes as a form of care. The women in this 

study garnered distinction through a performance of caring for oneself, for one’s health and body. 

They also garnered distinction from caring for others, through sharing knowledge and advice on what 

to eat and how to lose weight, which fed into their performance of ‘healthy lifestyles’. 

 

Mol’s theoretical framing of the ‘logic of care’ (2008) is key to the overall arguments of this thesis and 

is introduced in this article, alongside Bourdieu’s theories, to understand the contradictory notions of 

care that many people with disordered eating rationalise in order to hide and maintain their practices. 

Approaching disordered eating through a lens of care challenges psychiatric and biomedical 

perceptions of disordered eating as wholly negative, out of one’s control and even a ‘disease’. Lavis 

states ‘In clinical terms, the self-starvation of anorexia nervosa is regarded as lacking in self-care and 

propelled by a loss of agency to the illness’ (2015, p. 91). Importantly, in addressing the research 

question of this project Why are people with eating disorders reluctant to engage with treatment 

services?, framing disordered eating through care provides insight into why people are resistant to 

seeking treatment. Participants’ explanatory models of care point to a conflict between seeking 

professional healthcare and practising self-care. 

 

 

 

Note: Similar to the article presented in Chapter 3, this article was written before the focus groups were conducted and 

therefore the numbers (e.g. 25 participants, and 6 with previous diagnosis) are based on the findings at the time. In 

addition, one of the participant’s EDE results had not been processed when this article was written. See Chapter 2 for 

correct numbers of the overall sample. 
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Chapter Five 

Positioning relapse and recovery through a 

cultural and spatial lens of desire 
 

 

Introduction 
 

The following discussion shifts the focus of the study to a microanalysis of the everyday experiences 

of disordered eating, exploring how desire moves between recovery and relapse. I examine how 

desire produces, connects, and is navigated in disordered eating practices. The article below, which 

has been submitted to the journal Transcultural Psychiatry, argues that triggering, as a form of desire, 

engaged the study participants in constant oscillations between different modes of hunger and their 

engagement in social relationships. 

 

Delueze and Guattari’s (1972) concept of desire as productive and relational highlights how triggering 

is both an obstacle to recovery and an instrument to connect. Dyke argues that ‘With Deleuze we 

have the possibility of holding in tension multiple interplays and paradoxes’ (Dyke, 2013, p. 161) 

which is useful for thinking through the contradictions that become evident in participants’ desires 

regarding disordered eating. By creating a framework of desire as productive, disordered eating 

practices were sometimes experienced by participants as potential, and as an apparatus for moving 

into safe and familiar spaces. Participants paid careful attention to their desires as they contributed to 

and consumed their own daily practices of bodywork. This then became a space that offered a 

chance to practice self-care and/or to reject therapeutic care. 
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This analysis illustrates how caring practices operate through desire. For example, participants spoke 

of managing triggers (which could be food, objects, spaces or people) that enticed their hunger or 

body dissatisfaction, or purposely triggering themselves with a ‘thinspiration’ photo to initiate starving 

and thus transfer them into a perceived safe space. Health professionals would recognise this as a 

‘relapse’, and it is often framed in negative terms of failure and as being dangerous for health and 

recovery. There are multiple and contested meanings and practices of care and, as Lavis (2015) 

argues, disordered eating practices open up alternative pathways of caring which maintain the 

‘illness’. These spaces and pathways offered the women agency in their homes and private spaces. 

Disordered eating ‘maps and matters the space of the present moment in ways that may render this 

endurable’ (Lavis, 2015, p. 91). Approaching the everyday moments of desire through triggering 

attends to how people’s disordered eating is practised with care and careful attention to their bodies 

and surroundings. 

 

Triggering and spaces of desire in disordered eating 
 

The concept of triggering is applied in this thesis as a spatial lens to trace the mechanics and 

movements of desire in the women’s lives. These spaces are inherently about potential, and I draw 

on Delueuze and Guittari (1972) and Probyn (1996) to explore the beckoning towards (becoming) 

and pulling away (un-becoming) that desire constantly produces. Tracing the multiplicities of desire in 

the everyday worlds of women with disordered eating helps us to understand how bodies reach out 

into the world and are constituted through their striving to ‘become more’, to ‘become other’, to 

‘become different’. Probyn has said, ‘Desire here is not a metaphor; it is a method of doing things, of 

getting places. Desire here is the mode of connection and communications between things’ (Probyn, 

1996, pp. 40–41). My attention was thus drawn to the everyday embodiment of spaces, and how 
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desire operated as a relational force between different moments of movement; of anticipation, of 

haltering, of backtracking and rushing forward. We argue in the article below that triggering, as a form 

of desire, engages people in the constant negotiation of spatial relations. 

 

Considering desire as a spatial concept requires attention to the present situations in which 

disordered eating takes place, or what Lavis terms the ‘locus of reality’ (Lavis 2011, p. 19). This locus 

is spatially oriented and incorporates a rhizomatic logic; a series of ‘plateaus’ of multiple vibrating 

intensities in which a line of flight may shoot off outward like a potato or orchid root, creating and 

expanding connections (Deleuze & Guattari, 1987, p. 22). 

 

In this study participants’ experiences point to the importance of examining cartographies of home 

and intimate environments to illustrate how people create, interact and manage certain spaces. Such 

findings are supported by research in the area of geographies of mental health, aimed at 

understanding health in relation to space and context (Parr, 1999; Milligan, 2000; Tucker, 2010; 

Tucker & Smith, 2014). Tucker and Smiths’ topological approach conceptualises ‘the psychological 

experience as spatially distributed’ (2014, p. 176), arguing for a ‘focus on how people’s distress is 

based upon often quite nuanced relationships between individual bodies and spaces, rather than as a 

discrete set of symptoms’ (2014, p. 182). Tucker critiques the current focus on relations between 

individuals and space as one which ‘frames space as a pre-existing entity’ (2010, p. 435–36). For 

example, medical geography more broadly has sought to analyse the macro-level organisation of 

landscapes as ‘therapeutic landscapes’ in which ‘certain spaces/places are framed as having a 

therapeutic/healing function’ (Tucker, 2010, pp. 435–36). In looking at disordered eating practices 

through a spatial lens of desire, it is evident that we don’t just operate ‘within’ space, ‘but rather that 
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activity is constantly being (re)produced (or (re)enacted) in spatially distributed ways’ (Tucker, 2010, 

p. 437). 

 

For many participants their eating disorder was territorial, and belonging to their own territory it felt 

familiar and safe. Recovery could be described as a process of ‘deterritorialisation’ (Deleuze & 

Guattari, 1987) — the way you leave the disordered eating space and how you begin to re-

experience the world around you. Tucker uses Deleuze and Guattari’s notion of territory not ‘in a 

traditional sense to refer to the laying out of boundaried space (e.g. how walls of a house provide the 

boundary to a home), but how ‘territory is taken as the means of thinking how space is constantly 

made and remade (or ‘becomes’) through multiple systems of relation between human and non-

human phenomena’ (Tucker, 2010, p. 437). MacGregor Wise (2000) points out that territories are not 

entirely reducible and determined by defined boundaries, rather having an existence that is 

continually reworked and thus potentialised as different. Therefore ‘spaces become rather than are’ 

allowing individuals to create spaces in which ‘territories are marked out by the expressive acts 

through which they are produced’ (Tucker, 2010, p. 437). While this highlights the difficulties of 

changing disordered eating practices, it also offers hope for recovery. 

 

A Deleuzian approach to desire argues that ‘the productive force of desire can then be seen as it 

incessantly spins lines between the “thing” and the “representation”, with desire as the force that 

connects or disconnects images and things’ (Probyn, 1996, p. 61). Tracing desire through what 

Delueze and Guattari coined ‘lines of flight’, the movement of desire is ‘fuite’ (translated as ‘flight’), 

meaning ‘not only the act of fleeing or eluding but also flowing, leaking, and disappearing into the 

distance (the vanishing point in a painting)’ always becoming part of something else (Delueze & 

Guattari, 1987, p. Xvi). Desire here is not just a ‘natural’ urge, a physiological or pathological 
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compulsion: it is interactive, it is created and maintained through bodily affect, the social and material. 

For the women in this study this meant that when it came to attempting to recover, they were 

constantly managing triggers in their social worlds that could lead to a visceral desire that connected 

them to disordered eating spaces, connecting them to particular fears or familiarities, hungers or 

negative emotions. 
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Abstract 

This paper explores the relationship between recovery and relapse in the lives of a group of 

Australian women with disordered eating. Based on qualitative findings from a South Australian study 

investigating why women with disordered eating are reluctant to seek help, we trace the many 

cultural dimensions that participants encountered as ‘tipping points’ and triggers for relapse or 

maintaining their practices. We examine how everyday, culturally sanctioned and gendered registers 

create a constant back and forth movement that pulls participants back into the perceived safe and 

familiar spaces of disordered eating. Drawing on the cultural theories of Delueze and Guattari (1987) 

and Probyn (1996, 2000), we argue that these triggers are mediated by embodied desire, a visceral 

(and ambivalent) longing to satisfy or deny bodily intensities and detachments. In conclusion, we 

suggest that a sociocultural approach to disordered eating has clinical implications, as the cultural 

contexts that encompass triggering and desire offer a new framework for understanding the ‘revolving 

door’ experiences of relapse and recovery. 
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Vacillating between recovery and relapse 

While the course of disordered eating varies widely, it is well recognised that recovery is often slow 

and that many people have relapses that require repeated admissions to hospital programs. 

Relapses may occur during treatment, after long periods of remission, or remain a constant struggle, 

where people vacillate between recovery and relapse. Due to the highly variable patterns of 

disordered eating, the reasons why some people relapse while others move to partial or full recovery, 

or remain entrenched in disordered eating, is unclear (Federici & Kaplan, 2008). Adding to this 

challenge is the difficulty in defining the very concepts of recovery and relapse, as what constitutes 

these categories in terms of clinical outcomes may differ significantly from patient perspectives. 

Federici and Kaplan (2008) argue that outcome measures and treatment responses have largely 

failed to take into account the patient perspective of treatment and relapse and as a result there are 

significant gaps in what we know about these different factors and their relationship to recovery and 

relapse. There are, however, a few studies that have used qualitative methods to gain insight into 

patient perspectives of recovery and relapse (see, for example Dawson, et al., 2014). These studies 

suggest that key factors underpinning paths to successful recovery include: ‘Social support, 

motivation for change, developing an identity independent from the eating disorder and factors 

related to the therapeutic alliance’ (Federici & Kaplan, 2008, p. 2). Other clinical studies utilising 

qualitative methods have reported that participants described initiating and maintaining healthy 

supportive relationships (Beresin, Gordon, & Herzog, 1989; Hsu, Crisp, & Callender, 1992; Pettersen 

& Rosenvinge, 2002; Tozzi, Sullivan, Fear, McKenzie, & Bulik, 2003; Cockell, Zaitsoff, & Geller, 

2004); removing oneself from destructive and negative home environments (Beresin et al., 1989; Hsu 

et al., 1992); and that characteristics of willpower, personal strength, the desire for a better life and 
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psychological readiness facilitated and helped to maintain change (Cockell et al., 2004; Hsu et al., 

1992; Keski Rahkonen & Tozzi, 2005; Pettersen & Rosenvinge, 2002). 

While these studies provide valuable information about the key psychological factors that help or 

hinder recovery, and in doing so potentially identify those individuals most at risk of relapsing, they 

are based on a medical model of the individual that privileges indices such as weight, behaviour and 

psychological criteria (Dawson et al. 2014). The aim of this paper is not to dismiss these concepts of 

recovery and relapse, but to point to their limitations. Recovery and relapse are profoundly embodied 

and affective, and experienced in culturally specific ways. We place the individual within a broader 

sociocultural context of recovery and relapse, thus providing new understandings about why and how 

recovery is so challenging and under what conditions relapse might occur. 

Anthropologists have long known that activities surrounding food, bodies, eating (and not eating) are 

not individual acts but deeply embedded in wider cultural values and social structures that are taken 

for granted and yet give meaning to our everyday experiences (Douglas, 1966; Counihan, 1999; 

Lester, 2004; Becker, 2004; Author 2, 2010; Abbots & Lavis, 2013). Cultural values around eating are 

concerned with ‘the shared […] (implicit and explicit) values, ideas, concepts, and rules of behaviour 

that allow a social group to function and perpetuate itself’ (Hudelson, 2004, p. 345). For example, 

Popenoe’s (2004) ethnographic work on feeding desire amongst young Azawagh Arab women in 

Niger, points to the cultural expression of gender and sexuality that is performed through cultural 

practices of fattening. She explores the practices in which young women are prepared for marriage 

through ingesting large quantities of milk and porridge in segregated village ‘fattening’ huts. As a 

desirable, embodied state, fatness is directly related to cultural ties of kinship, Islam, and gendered 

ideals of femininity and sexuality. 
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In an Australian context where certain bodies and food-related practices are privileged over others, 

clinical treatments and expectations of recovery often conflict with people’s everyday understandings 

of healthy eating and desirable bodies. For example, in clinical in-patient settings weight restoration 

and high-calorie meals are a crucial part of treatment, and yet pervasive anti-obesity and restrictive 

dieting messages in the Australian cultural landscape construct weight gain as wholly negative. 

LaMarre and Rice ‘situate the embodied experience of eating disorder recovery within a sociocultural 

context rife with moralising imperatives around food, health and bodies’ (2015, p. 137). How people 

manage these contradictory discourses influences their response to therapeutic treatment and their 

motivation to recover. Recovery and relapse therefore must be understood as operating within an 

individual’s sociocultural framework. 

In our study, when participants talked of their experiences of disordered eating10 they spoke of 

everyday triggers and desires that thwarted attempts to recover and enticed them back into ‘safe 

spaces’. We argue that triggering and desire arise from cultural pressures on women to control their 

appetites and adhere to powerful gendered discourses on bodily self-management. The gendered 

embodiment of triggering and desire, or what Schwartzman (2015, p. 33) calls the ‘cultivation of 

desire’, are key features of relapse and recovery in disordered eating, but have been overlooked in 

studies that aim to measure and quantify outcomes. 

Desire is a difficult concept to articulate. It has featured in eating disorder literature through 

psychoanalytic and feminist perspectives concerning the negation of desire, particularly sexual desire 

and binary constructions of femininity. For example, in classic psychoanalytic texts such as Bruch’s 

                                                           
10 The term ‘disordered eating’ is preferred in this paper to ‘eating disorders’ as our sample includes people 
who have not sought professional help and thus do not have or necessarily identify with a clinically 
diagnosed eating disorder. Disordered eating encompasses a wider range of practices that may not meet 
criteria for diagnosis but nonetheless caused significant distress in participants’ lives. See NEDC, 2016 for a 
discussion on the difference between the two terms. 
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‘The Golden Cage’ (1979) girls and women with anorexia are often presented as wanting their bodies 

to appear childlike and are said to be resistant to developing a ‘womanly’ figure for fear of sexual 

attention (Ellmann, 1993, p. 2). Motivations behind disordered eating practices thus appear in 

‘Lacanian drag’ (Wark, 2001, p. 122) as they are reduced to negativity: a ‘lack of desire’, ‘desire for 

control’ and a ‘desire for thinness’. Desire here is located within the individuals’ pathology and 

constructed either as a conformity to gendered norms in which feminine bodies must be contained 

(Bordo 1993), or as a counter to the perceived excesses of feminine sexuality. 

Beyond these negative constructions of desire, social theories of desire have developed theoretical 

frameworks that highlight the productive and often contradictory nature of desire. For example, 

scholars have recognised a gap between health practitioners’ understandings of desire and the 

experiences of desire in the case of ‘barebacking’ (unprotected sex) amongst men who have sex with 

men (Crossley, 2002; Holmes & Warner, 2004; Diedrich, 2005; O’Byrne & Holmes, 2011). Health 

discourses purport to know what these men’s desire is — a simplistic/fetished sexual desire — and 

therefore view the solution as sexual health education and use of contraceptive protection. Holmes 

and Warner’s approach, however, considers barebackers another way, as ‘subjects with desire’ 

(Holmes & Warner, 2004). Barebacking is then appropriated as a creative act, producing symbolic 

meaning around sex, belonging, and connectedness to other people (Crossley, 2002). This is 

similarly demonstrated by participants’ productive experiences with disordered eating practices, as 

desire can produce connections between people, things, emotions and spaces, and can create 

purpose and belonging in a way that contradicts a ‘healthy’ paradigm (Diedrich, 2005; Lavis 2016). 

Following a description of the study, the paper explores how triggering and desire featured in the 

study participants’ lives: of how desire was produced, connected, and navigated in these women’s 

disordered eating practices. Lavis’ ethnographic work (2011; 2013; 2016) is an important foundation 
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for understanding desire in anorexia as she attends to the complexities of triggering and pro-anorexic 

desire in people’s everyday experiences in the clinic and in online spaces. Lavis highlights the 

importance of investigating triggering, arguing that ‘narratives of being “triggered” draw our attention 

to informants’ subjectivities of the many and continual — even daily — shifts in the relationship 

between personhood and anorexia’ (2013, p. 46). We build upon this work here, arguing that 

triggering itself is not desire, but a ‘threshold’ of desire, described in spatial terms by participants as a 

‘door’ that can take you to both productive and destructive places. 

Utilising Deleuze and Guattari’s focus on desire as both productive and a process (1980), we seek to 

elucidate the dynamics of desire and the ways in which ‘desires operat[e] in the action itself’ (Holmes 

& Warner, 2004, p. 11). Desire, as Law and Moser write (1999, p. 249) is something that is ‘mobile in 

character, shifting and displacing itself, never easily pinned down’. Desire was performed and 

gestured through a range of embodied experiences and relationships that reached outwards and 

inwards — constantly in motion — and ‘continually remade in the present’ (Lavis, 2011, p. 185). 

Triggering was a constant reminder of the lure of desire, propelling participants to hold on to their 

eating disorder practices (Lavis, 2016), making it difficult to engage in recovery and easy to fall back 

into familiar (yet disordered) practices. 

Rather than focus on the end points of where triggering and desire may take you, Probyn urges us to 

trace the ‘lines between [these] different points […] to think about the inbetweenness’ that ‘may point 

us to moments of being — like the moment a trapeze artist has let go of one ring but hasn’t yet 

grasped the other’ (Probyn, 1996, p. 42). It is in this space of inbetweenness that the arguments of 

this paper are situated, suggesting that experiences of triggering are made up of tipping points, 

where people described hovering between recovery and relapse; teetering on the edges of 

starvation, giving in to their cravings, and longing for the pain of hunger. 
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It is important to emphasise that it was in these moments of teetering, falling and giving in that 

participants felt most alive. Feelings of excitement, of transcendence and of being scared were the 

focus of people’s narratives. Rather than focusing on an end point of thinness, participants spoke 

about the ways in which their bodies were perpetually moved by their desires. In the main section of 

the paper we draw upon two different case studies to demonstrate different trajectories of desire: how 

triggering initiated different phases of disordered eating, and how desire looms over recovery and 

instigates relapse. While each trajectory is different, these case studies (and excerpts from other 

participant interviews) reveal how desire can be both active and passive, transforming participants’ 

relationships with themselves, others, their disordered eating, and their worlds. 

The study 

Through a mixed methods approach, including ethnographic fieldwork and psychological evaluation, 

this study set out to examine the cultural contexts of South Australian women, food and disordered 

eating, with the aim of developing strategies for early intervention. Data collection occurred over 16 

months (January 2013 to April 2014) and involved 28 women ranging in age from 19 to 52. As the 

project was primarily interested in why women delay seeking help for disordered eating, the criteria 

for recruitment included women who were over 16 years of age who had not seen a health 

professional for disordered eating, had not been given an eating disorder diagnosis; or had been 

diagnosed but had delayed seeking treatment; or who did not wish to pursue treatment. Participants 

were recruited from two metropolitan university campuses in Adelaide, SA and most were under 30 

years of age, university students and of Anglo-Australian backgrounds. 

Semi-structured interviews and participant observation took place in people’s homes, in interview 

rooms at one of the universities, in cafés and in public places. As disordered eating is associated with 

secrecy and shame, participants were also asked to participate in a diary writing phase for eight weeks, 
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in which they wrote about the everyday moments, activities or events that might support their 

disordered eating behaviours, and their fears, pleasures and desires around food and their body. In 

total, 68 interviews were conducted, followed by brief interviews when the diaries were collected. 

The Eating Disorder Examination, (EDE; Fairburn, 2008), a semi-structured diagnostic interview, was 

conducted with each participant during the interview phase11. In terms of research rigour and our 

ethical responsibilities, the inclusion of the EDE was important to ascertain if participants might meet 

psychiatric classifications, to elicit their responses to such evaluations, and to provide them with 

information about resources and services. Of the 21 participants who completed the EDE,12 the 

majority (90%) met criteria for an eating disorder and most (81%) fell into the Eating Disorders Not 

Otherwise Specified (EDNOS) category. Of the overall sample, six participants had received a 

previous eating disorder diagnosis from a healthcare professional and the other 19 had not previously 

sought professional help and had never received a diagnosis. Despite this, the women described 

years of disordered eating, which usually started in childhood or adolescence and involved urges to 

fully engage in a range of bodily practices that steered them cyclically towards and away from 

patterns of restricted eating, bingeing, purging and excessive exercise. Clearly, there are 

methodological issues with attempting to locate a population that does not identify as having a 

problem and with the use of standardised psychiatric instruments — and a detailed description of this 

conundrum can be found in Musolino et al. (2015). 

 

 

                                                           
11 Author 1 was trained in the administration of this instrument in one session that lasted between 40 minutes to an hour 

and a half. After completing the EDE, the results were sent to a researcher trained in the EDE who used SPSS to analyse 
the data. 
12 Due to non-responsive participants, not all who began the interview phase of the study partook in the EDE interview. 
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‘Standing on cliff edges’: Triggering as a threshold of desire 

In one of our initial pilot interviews a participant explained that she had been ‘triggered’ by an image 

of a thin woman, which sparked her disordered eating while she was attempting to recover and sent 

her into emotional turmoil of ‘confusion, anxiety, fear and frustration’. Charlotte pointed out how 

triggering motivates her into action: ‘I’m triggered by my friend who’s losing weight and that makes 

me think more about my weight’. Many other participants similarly spoke of seeing other thin people 

as triggering, which then set off a chain of events. In her diary Charlotte wrote that one of the 

research team was ‘triggering’ and ‘anxiety provoking’ because she was thin, which caused her to 

become more conscious of her own body and size during our research meetings. Charlotte 

explained: ‘You never want your therapist, dietitian (or researcher) to be thinner than you or 

overweight. It’s either intimidating or suspect’. What is important to note is that it was not thinness per 

se that was sought after, but that thinness triggered a relational process (Warin, 2002; 2010), a 

process that instantly created and negated certain types of connections, changing and transporting a 

person’s mode of being and ways of relating in the world. 

We didn’t take this concept of triggering for granted, and began to see that triggering was a way to 

articulate how desire operates in the contradictory intensities and flows of disordered eating. 

Triggering was both passively received (unwanted through everyday encounters) and actively sought. 

It was encountered as a tension that entailed a bodily response and transformation of self, either 

towards or away from perceived threats or fulfilments. 

The concepts ‘triggering’, ‘trigger warning’ and ‘safe space’ are common on social media, particularly 

on feminist online spaces, websites discussing domestic and sexual violence, and topics relating to 

post-traumatic stress (See Dias, 2003; Halberstam, 2014; 2016). Feminist activists have been at the 

forefront of enforcing the ‘trigger warning’ code in online as well as public spaces, such as 
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conferences and protest rallies. The purpose of placing a ‘trigger warning’ at the beginning of a 

discussion is to highlight the ensuing content; to signal that people are entering a potentially 

dangerous space that could lead to a strong emotional response, and to ensure a safe space is 

created for everyone to be able to participate without causing harm (Nash & Warin, 2015). Charlotte 

noted that ‘Trigger Warnings’ (which are abbreviated to the acronym ‘TW’) are common on pro-

recovery eating disorder websites and forums: ‘People put ‘trigger warning’ ahead of posts that 

contain detailed talk or emaciated pictures’. For people ambivalent about recovery, these spaces can 

be particularly risky. Describing herself as ‘sitting on the fence’ of recovery’, Charlotte said that 

encountering a trigger could set people back for a brief moment or sometimes for months. 

On pro-anorexia or pro-mia websites, triggering is often used as a tool to maintain one’s desire for 

disordered eating practices, and to create safe spaces for people participating in or observing the 

websites. Pro-eating disorder websites have been widely and publicly criticised as posing a danger to 

vulnerable young people and for constructing eating disorders as a ‘lifestyle choice’ rather than a 

mental illness (Mulveen & Hepworth, 2006; Boreo & Pascoe, 2012). Fox et al.’s research found that 

the ‘anti-recovery’ explanatory model of the pro-eating disorder online community offered ‘its 

participants a safe and positive place to share experiences and gain further insight into their 

condition, away from the judgement, gaze and scrutiny of parents, boyfriends, husbands and the 

medical profession’ (Fox et al., 2005, p. 945). Much like online communities for marginalised groups, 

what characterises a safe space for the women with disordered eating in this study was a sense of 

familiarity and belonging to a community with its own shared language and understandings. In these 

spaces, triggering was acknowledged as having agency and multiple registers — of drawing people 

in and pushing them away. 
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Discussion about what triggers particular emotions or behaviours is a very common approach in 

therapeutic contexts (for example see Patterson, 2008; Hilderbrant et al., 2014). Lavis (2011; 2013) 

argues that triggering, as a form of desire, is however, far more complex than a cause and effect 

model might suggest, and some of our participants spoke of actively pursuing and seeking out 

triggering. Probyn’s discussion on bodily affect suggests that ‘the body perceives itself perceiving the 

trigger of emotion, which sets off movement, and then gets named as a cognitive state’ (2005, 

p. 142). Our participants described disordered eating as an open-ended process that involved back 

and forth strategies: of ‘bingeing up and starving down’, of ‘being full’ and ‘filling up’, of giving in, of 

‘holding on’, of ‘letting it flourish’, of ‘letting it go’, of ‘wanting’, of craving, of ‘mouth hunger’ and ‘body 

hunger’, of being consumed, and shrinking. Desire was concerned with moments of intensity that 

produced speed, openings and possibilities that constantly beckoned and threatened. 

Desire goes in many different directions, and has often been said to be ‘triggered’. In writing about 

desire, Probyn (2000) explores Deleuze and Guattari’s (1987) notion of the rhizome as a way of 

thinking about the movement of desire. Stemming from a critique of binary logic in psychoanalysis 

(Deleuze & Guattari, 1987), it is useful here in thinking through the relationship of desire to space and 

movement. Probyn states: ‘In real and theoretical ways, a rhizome is a wonderful entity: it is a type of 

plant, such as a potato plant or an orchid, that, instead of having tap roots, spreads its shoots 

outwards, where new roots can sprout off old ones. Used to map out social relations, the rhizome 

allows us to think about other types of connection’ (Probyn, 2000, p. 17). Much like the experience of 

triggering, the rhizome ‘always has multiple entryways’ (Deleuze, 1993, p. 35). Probyn explains that 

‘One of the tenets of a rhizomatic logic is that the points of connection cannot be guaranteed in 

advance’ (Probyn, 2000, p. 18). This speaks to the unknown and ambivalent movement of desire. 

Triggering is thus full of ‘horizontal [and vertical] possibilities that connect us outward’ (Probyn, 2000 
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p. 17). Tamara, a 21-year-old university student, who described herself as in recovery from 

disordered eating, described this rhizomatic desire when she suggested that triggering ‘is like you are 

standing on [a] cliff and the trigger is the thing that’s either going to make you jump or not jump […] it 

is something that can kind of bring you to a point where you are likely to engage in the behaviours’. 

Triggering is assembled by ambivalent desires that experiment ‘on and with borders’ (Arsic, 2008, 

p. 34); of ‘standing on cliff edges’ and ‘sitting on fences’. Ambivalent desires were produced through 

participants’ concurrent needs and wants: through desiring to be well but actively maintaining 

practices that made them unwell; desiring to meet clinical eating disorder criteria, but resistant to 

being labelled as ill; striving to reach the low weight needed to be admitted for treatment but also 

rejecting treatment; enticing desire for food through producing cooking smells but exhibiting restraint 

from ingesting it and throwing (or spitting) it all in the bin. These examples demonstrate that while 

people with disordered eating may be perceived as having a desire for thinness, their desire is 

located in their affective and bodily dispositions, rather than in their cognitive processes. 

In positioning desire as embodied, the rhizome is useful for tracing cultural meanings attached to the 

experiences of disordered eating. This approach recognises how bodies are not discrete entities, but 

produced through social relations (Coffey, 2013). The following two case studies reveal how desire in 

disordered eating unfolds and is enacted through spatial, bodily and affective relations. 

‘Feasts and fizz’: Kelly’s practices of desire 

Kelly, who turned 40 during our project, exemplified the ways in which hunger was, as Lavis 

suggests, as ‘much a desired practice as a practice of desire’ (2011, p. 79). She had lived with what 

she called ‘healthy anorexia’ for all of her adult life and has been resistant to professional help. When 

we first met her, we noticed a small black ink tattoo on the top of her right arm — it was a bass clef 

not much larger than a 50-cent coin. It was a memento of her time in a band in her early 20s. Kelly 
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disliked the tattoo because it acted as a gauge — the larger her arms got the wider the tattoo 

became, and the smaller she got, the more it shrunk and became unrecognisable. This was a 

particular problem for Kelly, as her disordered eating consisted of ‘bingeing up’ and ‘starving down’, 

with each phase lasting anything up to six months. With each phase Kelly could be triggered to shift 

from a bingeing episode to a punishing starve. She describes something outside herself as driving 

this desire: ‘It’s like being driven around in a machine that does what it needs to do to make sure that 

it can fulfil its compulsions […] I don’t know, I just ride along I think and analyse, go ‘Whoa’, but the 

rest of the time the compulsions seem to have a mind of their own’. Kelly’s active and passive desires 

produce a fundamental contradiction — ‘The body is both a prison and a vehicle for adventure […] 

not the same day to day’ (Jenkins, 1999, p. 4). 

 
Kelly laughs as she describes her binges as ‘fantastic […] like a party — it’s so exciting when I feel 

the turn [because] I know I’m hungry […] and I buy chips, lollies, beer’. Bingeing up consisted of 

speed, of ‘hardly even chewing’, ‘inhaling food in a frenzy like a hoover’, and waiting for the feeling of 

fullness. When she’s bingeing, she’s ‘lapping it up and filling up’, driving to the supermarket and 

devouring the food in her car. Bingeing was similarly described by other participants — as a waterfall, 

a desire of ‘flows’ (Colebrook, 2006, p. 129). Kelly explained that once she passed through the 

threshold of bingeing, ‘the need’s been fulfilled and I can potter on with my day’. 

 
As much as Kelly enjoyed the physical fullness of her body, she equally enjoyed the fullness, or 

immanence that ‘starving down’ offered. Starving down was a process of prolonged fasting: ‘I’m a 

happy little starver’, she said: ‘I might eat the crusts off the kids’ bread that they leave behind. I might 

nibble like that ‘cause I’m hungry when I’m starving down. Your stomach’s shrinking, and after that I 

pretty much avoid food completely’. Starving made her feel light, speedy and energetic. Deleuze in 

his 1987 work Dialogues (Deleuze & Parnet,1987) suggests that this becoming lighter and moving 
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faster is an experimentation with the effects of ‘void’ and fullness’, of stuffing and emptying, of feasts 

and fizz (Arsic, 2008, p. 37). These are not alternations: void and fullness are like two demarcations 

of intensity. Or as Kelly described, the flow of bingeing and starving is like ‘having a romance both 

ways’. 

The way Kelly moved through these different phases and spaces was often related to her 

experiences of triggering. Kelly’s triggers were dependent on which phase she was in at the time, and 

her relationships and surroundings, in which a trigger could cause a ‘turn’ from one phase to the 

other, activating a desire for certain practices and states of embodiment. Triggering interrupted 

Kelly’s phases and her productive desiring-machine-like disordered eating described above, leading 

to a change in direction of her practices and her emotional and physical spaces. She described 

visiting her birth family interstate over Christmas as triggering childhood traumas of sexual abuse, 

which led her to turn to starving and losing weight very quickly, stating ‘I was a mess’, and when 

‘something goes wrong I just can’t eat, and I’ll try really hard but I’ll get nauseous, not induced, self-

induced but I can get nauseous, I just don’t feel like eating’. In Kelly’s experiences, triggering was a 

catalyst that propelled her to the perceived safety of her disordered eating. 

Mouth hunger and desire: The gendering of appetite 

Like Kelly, Charlotte describes the meticulous attention to managing desires and triggers in her own 

living spaces, yet in a different modality. Her experiences highlight the difficulty and complexities of 

recovery, as she moves back and forth between relapse and recovery, the ebb and flows of her 

desire for disordered eating push against her desire to be released from the suffering. Having lived 

with anorexia nervosa for most of her adult life, Charlotte developed rigid rules around food and 

eating and the spaces that food occupies, and worked hard to keep a distance between herself and 

certain foods. The space between herself and food is a liminal and risky space, with cravings and 
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anxiety towards her desires growing with closer proximity. Charlotte explained that after social 

gatherings in which there is birthday cake, she will often give her piece of cake to her parents rather 

than eat it in front of everyone. Recalling such an occasion she said ‘Dad can you take home a piece 

of cake for [me], because I can't have it tonight, but I'd like to enjoy it sometime when in a space that I 

can’. Charlotte says she will collect the cake when she is ready to eat it, and therefore when she is in 

a ‘space’ that the cake won’t trigger negative emotions or restrictive practices. This is a private space 

that she has prepared for and created — If she sticks to a structured eating regime, she can allow 

herself a moment of pleasure. 

In Charlotte’s pantry and her fridge she keeps only what she needs. She often buys food in bulk for 

fear a staple food might run out and keeps most of it at her parents’ place a short distance away. ‘I 

store it at my parents’ and bring it home a bit at a time, a serving at a time […] I don't keep stuff in my 

house that puts me in that kind of position, because I've learnt’, she says, ‘to avoid eating too much 

and the drastic practices which may follow, like extreme restriction or vomiting and feelings of shame 

and self-loathing’. Charlotte demonstrates Fox’s contention that ‘Our appetites and our desires play a 

part in structuring our waking lives’ and that ‘these desires not only affect our thoughts and feelings, 

but also how we are motivated to act on a daily basis’ (Fox, 2012, p. 106). The intensity of these 

motivations for women with disordered eating is amplified. 

Charlotte explained how she uses food as a mechanism to manage everyday triggering. She does 

this by labelling food according to how safe it is to eat. Safety for Charlotte means measuring foods 

according to their blandness, consistency and nutritional value. Charlotte’s pre-emption of triggers 

and categorisation of safe and risky foods is not just idiosyncratic to her disordered eating, but also 

culturally informed by restrictive diet and self-disciplinary, bodywork regimes (including her 

participation in a personal training course). The foods she eats relate to body maintenance and 
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sustenance; keeping the body going without causing too much emotional pain or pleasure while 

eating — pleasure itself often the cause of pain. Charlotte is fearful of the pleasure of food and her 

appetite for desire. She explained, ‘If something tastes too good or you like it too much, you know 

that it’s going to trigger wanting to have other things and then you’re going to have to deal with those 

cravings’. She is wary of ‘the cravings that it incites’ explaining that ‘then you have to sit with them or 

you’re not strong enough to sit with them and you cave in and eat more and then the rest of that day 

and most of the next day are nightmarish in terms of dealing with the ramifications of that’. Safe foods 

for Charlotte include a can of baked beans for dinner and a liquid breakfast of “Up and Go” or 

porridge for breakfast. She explains: 

My default dinner […] pretty much my dinner every night is a tin of baked beans. Because it’s 

relatively healthy, in a can. I know pretty much what energy’s in it. It’s got a high level of protein, 

which is better for satiety and stuff. It doesn’t initiate cravings in the same way that some other 

foods and breads and things do. 

Charlotte goes on to explain how she feels when these rules are not followed and her emotions are 

triggered: 

It’s all just so overwhelming and you get dizzy... It’s like the world starts spinning and you’re about 

to cry and it’s just too hard... Confusion of not knowing what the right food is to choose … the fear 

of, if you get it wrong, you’ve only got one chance, because you’ve only got X number of calories 

to spend. So if you get it wrong and are left with — or it triggers other cravings, you know, then the 

anxiety around that is really big and it makes choosing really hard. So you end up limiting your 

repertoire to ones that you know are safer. 
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With a diet made up increasingly of liquids, Charlotte explains how cravings for food and the risky 

practices of eating can become more manageable. Breakfast and lunch have been replaced by 

nutritional shakes because she finds them ‘easier to control, you don’t have to think so much’. 

Charlotte said that with a liquid diet: ‘I don’t have the same cravings. I tried to go back to having solid 

foods for breakfast and lunch but found that I gave in to cravings more easily and ended up eating 

more than I intended or wanted more often. And was totally freaked out by that’. Cravings can be 

triggered, but cravings also occupy a space leading up to the threshold of triggering; the connection 

between food and desire builds before the moment that food is consumed. 

In discussing her cravings for solid and more flavoursome foods, Charlotte refers to the sensation of 

what she terms ‘mouth hunger’. Mouth hunger is an intense desire that is ‘rarely satiated by what you 

give it. It always wants more’. Platten et al. looks at the ‘sensory agency’ of the ‘mouth’ as a central 

point of analysis for people with eating disorders, and describes ‘mouth hunger’ as ‘the craving for the 

sensorial satisfactions and pleasures of particular foods’ (2014, p. 195). Furthermore, ‘the mouth is of 

course intimately connected to hunger, pleasure, talking, taste, and sexualities’ in which ‘eating is not 

an isolated event but rather an interaction between one's physiological state, the sensorial qualities of 

foods, culturally derived attitudes, and satiation cues, including environmental influences’ (Platten et 

al., 2014, p. 196). 

Charlotte is aware of these assemblages and is fearful of the seduction of certain foods and the 

desires that are sparked — a desiring mouth hunger that cannot be controlled or managed. We 

asked Charlotte how ‘mouth hunger’ works. She explained that ‘sometimes it just happens […] my 

understanding of it is more that the body’s asking for something that you’re not giving it’. However, 

other times mouth hunger is triggered: ‘It’s prompted by seeing it, so you’re at someone else’s house 

or party and they have out all of these foods that you know that you really enjoy the taste of and that 
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kind of stuff, but can’t cope with on another level’. It begins with ‘your mouth salivating when thinking 

of food, thinking of tastes’, she said, and can lead to an episode of ‘overeating and bingeing’. 

Charlotte’s ‘mouth hunger’ represents a desire that Scala argues ‘is ultimately the desire for desire’s 

continuance, a complex means by which human beings work to sustain a state of engaged wanting’ 

(2013, p. 50). The potentiality of desire is used by Charlotte to negate, direct and create assemblages 

to maintain her practices without causing harm. Her attempts at dampening her cravings and the 

unknown possibilities they represent in the hope of remaining in safe and familiar spaces is ‘like a 

rhizomatic line that always turns into something else, the vector of food leads into other areas’ 

(Probyn, 2000, p. 62) and thus becomes a never-ending endeavour at chasing and pre-empting 

desire. 

In these examples food and eating is used to direct desire into a particular sequence; symbolic and 

bodily connections between hunger, pleasure and food are made and remade into a familiar, safe 

space. This sequence is culturally patterned, as the expectation that women will control their 

appetites, manage their bodies and deny their own needs and pleasures is a key component of 

normative femininity in Australian culture. Charlotte’s appetite, as Knapp similarly notes in her 

account of recovery from anorexia, refers not just to eating but to a ‘much broader constellation of 

hungers, longings and needs’ (2003, p. 2). This appetite is highly gendered and regulated, in that 

Charlotte will only allow small pleasures of eating in private; she denies herself the sensory pleasures 

of taste in her choice of bland foods, and she avoids situations that will trigger the dizziness of desire 

and potential for bodily excess. 
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Conclusion and implications: the ambiguity of desire in the context of recovery and relapse 

Despite acknowledging the harm caused by disordered eating, many participants articulated an 

ambivalence to recovery and changing their practices. As Warin (and others) have already noted, 

experiences of disordered eating are replete with ambiguity (2010) that present a bundle of 

contradictions. The sociologist Bauman (1991) suggests that ambiguity and ambivalence are two 

sides of the same phenomenon — both premised on double and multiple meanings. In Bauman’s 

extensive writing on the subject, he takes an analytical rather than an implicit take on these concepts, 

arguing that ambiguity constructs knowledge that designates opposing states, and ambivalence 

directs action that pulls and propels people in multiple directions. This pairing of ambiguity and 

ambivalence, we suggest, is at the heart of desire. 

Many participants, particularly in the early ‘honeymoon’ stage of their disordered eating, spoke of 

actively seeking tips from pro-anorexia websites, and looking for and experimenting with ways to 

maintain and enhance their disordered eating. As Ashleigh said about looking up ‘thinspiration’ (Dias, 

2003) photos on websites and social media: ‘I guess the pictures are motivation to lose weight’, as 

they trigger you into action. Michelle explained that pro-anorexia websites create a space of ‘people 

triggering each other’ through pictures of themselves or sharing information about their weight and 

weight loss practices. The use of triggering in relation to desire here is productive, in the sense that it 

enables people to realise what else the body can do (Colebrook, 2006). Even if, as Fox suggests 

‘eventually, anorexia becomes a limit on what the body can do’ (2012, p. 123), triggering is used as a 

tool for igniting desire, and opening up a threshold to the potential that people with disordered eating 

seek through their practices. As a threshold of desire, triggering can be framed through rhizomatic 

logic — ‘a rhizome may be broken, shattered at a given spot, but it will start up again on one of its old 

lines, or on new lines’ (Delueze & Guattari, 1987, p. 9). 



Chapter Five 

171 
 

 
The pull of desire also gives us insight into why people relapse during recovery and the reluctance 

they feel in ‘cutting the cord’ with disordered eating (Warin, 2010). Their ambivalence ebbs and flows 

depending on particular life circumstances and how much they feel they need their disordered eating 

practices to cope with daily routines at the time. Rostad and Pexman (2015) describe ambivalence 

from a psychological perspective as a common mental state ‘of both wanting and not wanting 

something’ (p. 425). They argue that it is an experience of ‘concurrent conflicting desires’ in which a 

person must grasp ‘the duality and conflicting nature of these situations’ (Rostad & Pexman, 2015, p. 

425). Participants expressed feeling ambivalent as they attempted to recover from disordered eating 

and yet still yearned for the safe and powerful space their practices offered. Rochelle, a recovered 

anorexic in her early twenties studying psychology at university, explained why she still struggles with 

her desire to seek out disordered eating practices, stating that ‘even though it was the most horrible 

time when you were doing it, it is, it’s just falling back into what you know — I guess — it’s just 

something that you have. It feels safe’. When ‘feeling down’ Rochelle says ‘I look at old photos of me’ 

when she was emaciated, stating, ‘like you can intentionally trigger yourself and a lot of people do do 

that who wish to relapse and whatnot, and there’s times when I did want to relapse so I just 

absolutely slammed myself with everything possible to make me want to’. Rochelle is ‘seeking that 

comfort of — well you don’t feel good, but you feel more calm’. 

Stella explained why she has relapsed in the past, saying ‘I miss the not having to care, not having to 

feel, and just being so consumed by one thing that nothing else matters’ and ‘you know that that’s 

harmful but it’s still a sense of relieving something else that feels more painful. And it’s a lot easier to 

deal with the physical pain of hunger than it is to deal with whatever else is going on around you’. 

Rochelle also describes why relapsing is seductive: ‘If something shit happens and you skip a meal, 

like it’s the best way to grasp yourself. If I’m having a bad day, sometimes I will I’ll just [have] a really 
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like tiny dinner and it helps me cool my mind’. Similarly, Tamara said she missed ‘being actively 

anorexic’, in which being consumed by anorexia allowed her to move through familiar spaces and 

feel ‘at home’. Recovery can thus feel overwhelming and unachievable because structures that 

represent safety, pleasure, belonging and familiarity must be left behind. New assemblages of 

knowing and doing must be created and a new territory mapped out, in which ‘lines of flight’ break 

open closed structures (Probyn, 2000, p. 19). 

Tracing the multiplicities of desire helps us to understand how disordered eating is about connections 

that form relationships, form meanings, and create purpose and potential. In doing so we see how 

desire points to the many ambiguities and ambivalences that disordered eating entails (of denying 

and concealing disordered eating practices in order to continue them). As it is so central to people’s 

experiences, we suggest cultural and embodied manifestations of desire be incorporated into 

understandings of recovery and relapse, as this will assist heath professionals and those caring for 

people with disordered eating to recognise the complexities involved. Bauman’s commentary on 

ambivalence encapsulates the contradictory flows of disordered eating practices that pull people back 

and forth between relapse and recovery. He writes: ‘The struggle against ambivalence is both self-

destructive and self-propelling. It goes on with unabating strength because it creates its own 

problems in the course of resolving them’ (Bauman, 1991, p 2). As Stella described, ‘The disorder will 

look for things that it [can] feed off of’, constantly beckoning, seeking new avenues to produce and 

connect, which can lead to further suffering. 
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Chapter Six 

Developing shared understandings of recovery and 

care in the eating disorder therapeutic relationship 

 

Introduction 
 

This article reflects an attempt to incorporate what Robert Whitley calls ‘engaged anthropology’ 

(2014) into the research processes and outcomes of this study. Whitley argues that social and 

cultural approaches to mental health must not only offer critique but also detail proposals for 

meaningful change (2014). In attempts to bridge the cultural/psychiatric disciplinary divide in the field 

of eating disorders, submitting qualitative research to clinically focused journals has proven both 

informative and difficult, but this difficulty only reinforces the importance of finding new avenues to do 

so. For instance, writing for different disciplinary audiences requires careful attention to the use of 

language and terminology. Not adhering to disciplinary expectations (such as not using the terms 

‘eating disorder’ or ‘anorexia nervosa’) could be considered as not fitting the ‘scope’ of the journal, 

and may position the article with a perception it is not taking the destructive practices of disordered 

eating seriously. On the other hand, from a social scientist’s perspective, clinical and health journals 

often do not provide a space for theoretical exploration and discussion. In presenting qualitative data 

and social theorisation to clinical audiences, I have had to balance my social science and feminist 

roots while offering health professionals cogent, tangible results. Feedback from Professor Tracey 

Wade and Dr Peter Gilchrist was therefore much appreciated for this article, as they could point to 

what clinicians would and would not find useful. 
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Social science scholars comment on the trend that biological explanations within the field of mental 

health have increasingly taken centre-stage, while social science approaches have become 

somewhat marginalised (Pilgrim & Rogers, 2005; Read, 2005; Whitely, 2014). In combating this trend 

Whitely proposes three roles for the ‘anthropology of mental health in this era of biological psychiatry’ 

(2014, p. 501): 

(i) provide a meaningful critique of practices, beliefs, and movements within current psychiatry; 

(ii) illuminate the sociocultural, clinical, and familial context of suffering and healing regarding 

emotional distress/mental illness; and (iii) act as a catalyst for positive change regarding 

healing, services, and provisions for people with emotional distress/mental illness (2014, p. 

501). 

 

Therefore, in the spirit of ‘engaged anthropology’, the following article proposes recommendations to 

health professionals working in the field of eating disorders. Accordingly, the paper was submitted 

and accepted to be published in a forthcoming issue of the Australian-based Journal of Eating 

Disorders. While a somewhat different stylistic approach was necessary for a clinical audience, a 

critical approach to culture was paramount to the construction of the arguments presented. This 

article highlights the importance of recognising the ways people with disordered eating engage in 

care, health and recovery. I argue that greater exploration of the cultural contexts of recovery, using 

therapeutic guidelines with recovery-oriented models will lead to shared understandings between 

client and therapist. The article directs the reader to focus on the therapeutic relationship as a space 

where people’s perceptions of care, health and recovery could be explored. 

 

Furthermore, this article aims to create a discussion about how to bring together people’s self-care 

practices and health professionals’ approaches to care in therapeutic spaces, despite the often 
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conflicting knowledges present. The previous articles have highlighted care from the perspective of 

the women with disordered eating, and have discussed how cultural discourses have supported 

these practices. This article brings the role of the therapist into the fold, recognising that people 

suffering with disordered eating and their therapists are connected through a relationship of care. 

Understandings of good care may differ; care may be withheld by the therapist or the client may feel 

undeserving of others’ care. Nevertheless, it is the aim of this article to highlight improvements that 

could create better-shared understandings in the therapeutic relationship through developing a 

framework of care. 
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Abstract 

 

Background: This paper explores the differing perspectives of recovery and care of people with 

disordered eating. We consider the views of those who have not sought help for their disordered 

eating, or who have been given a diagnosis but have not engaged with healthcare services. Our aim 

is to demonstrate the importance of the cultural context of care and how this might shape people’s 

perspectives of recovery and openness to receiving professional care. 

Method: This study utilised a mixed methods approach of ethnographic fieldwork and psychological 
evaluation with 28 women from Adelaide, SA. Semi-structured interviews, observations, field notes 
and the Eating Disorder Examination were the primary forms of data collection. Data was analysed 
using thematic analysis. 

Results and discussion: Participants in our study described how their disordered eating afforded 

them safety and these views were consistent with cultural values concerning healthy eating and 

gendered bodies. Disordered eating was viewed as a form of self-care, in which people protect and 

‘take care’ of themselves. These subjectively experienced understandings of care underlie eating 

disorder behaviours and provide an obstacle to the seeking of any form of treatment that might lead 

to recovery. 

Conclusion: A shared understanding between patients and health professionals about the function 

of the eating disorder may avoid conflict and provide a pathway to treatment. These results suggest 

that how patients construct care should not be taken for granted in therapeutic guidelines. A 

discussion considering how disordered eating practices are embedded in a matrix of care, health, 

eating and body practices may enhance the therapeutic relationship. 

 

Key words: Eating disorders, recovery, care, therapeutic relationship, cultural context, qualitative 
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Background 

It is well recognised that recovery is a contested term in the eating disorder literature and that ‘there 

is no single definition or description of [this concept]’ ([1] p4). A number of studies point to 

inconsistencies in the way criteria for recovery are used and defined in clinical trials, making it difficult 

to compare research studies and reach consensus [2,3]. Current clinical definitions of recovery 

incorporate the presence of minimal eating disorder psychopathology (i.e. within one standard 

deviation of the range of healthy populations), the absence of disordered eating behaviours, and 

achievement of a healthy BMI [3]. 

There has been a movement towards recovery-oriented practice and service delivery [4]. Those with 

lived experience of a mental illness and support organisations have emphasised the recovery model 

primarily within a social justice movement that seeks to restore the human rights and full community 

inclusion of people with mental health issues [1]. Australia’s National Framework for Recovery-

Oriented Mental Health Services reflects this momentum, recognising the value of lived experience, 

the diffuse lines of recovery, and respecting clients’ knowledge and choice alongside that of health 

professionals [1]. 

The recovery model is a central theme in the Royal Australian and New Zealand College of 

Psychiatrists Clinical Practice Guidelines for the Treatment of Eating Disorders [5]. It is intended to 

provide current evidence-based guidance on the assessment and clinical treatment of people with 

eating disorders in the Australian and New Zealand context [5]. The guidelines state ‘Care for people 

with eating disorders should be provided within a framework that supports the values of recovery-

oriented care’ ([5] p983). This document for the clinical management of eating disorders has been 

well received and represents the work of a collaboration of healthcare academics and professionals, 

and wide consultation with key stakeholders and the community. In their systematic review, Hay et 
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al., point out that ‘most people make a sustained recovery with treatment’, including ‘people with 

anorexia nervosa, where up to 40% of adults (and a higher percentage of adolescents) will make a 

good five-year recovery, a further 40% a partial recovery and those with persistent illness may still 

benefit from supportive therapies’ ([5] p979). Research indicates that 50% of those with bulimia 

nervosa fully recover and the outcomes with treatment for binge-eating disorder obtain similar 

results [5]. 

However, Ben-Tovim et al.’s highly cited study on eating disorder outcomes in South Australia [6] 

concludes that ‘many patients make a good recovery without accessing specialised treatments of any 

kind’, including treatments such as lengthy admissions for weight gain or long-term outpatient care, 

pointing to the need to explore other contributing factors in people’s lives ([6] p1257). The course of 

natural recovery may differ depending on the eating disorder, with one study finding that the five-year 

prognosis for bulimia nervosa was poor, while the majority of those people with binge-eating disorder 

recovered in that time frame [7]. Other studies have found that it is common for presentation for 

treatment to occur many years after onset of an eating disorder, and into late middle-age [8, 9, 5], 

highlighting that a large population of people with eating disorders are not engaged with treatment. 

These findings indicate a diversity of recovery experiences, and point to the importance of exploring 

qualitative experiences of disordered eating and recovery to better understand what impedes or 

encourages recovery. 

There is a growing number of qualitative studies on recovery from eating disorders [10, 11,12,13, 14, 

15] that focus on patient perspectives. Such studies also identify obstacles to recovery. For example, 

qualitative studies show that the pursuit of low weight addresses a sense of ineffectiveness, makes 

the person feel safe, helps communicate distress related to possible rejection and abandonment, and 

moderates the experience of negative emotions [11, 13, 16]. Bjork and Ahlstrom argue that 
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qualitative approaches allow for different dimensions to be explored that would risk being lost in 

quantitative research. In their qualitative study of patient’s experiences of recovery from chronic 

anorexia nervosa, Dawson et al. note that the accounts of the women they interviewed should be 

understood within their gendered and cultural context [14]. While the women ‘did not greatly examine 

the sociocultural context from which their AN developed and recovery took place’ ([14] p503), 

Dawson et al. suggest that such investigations would deepen understandings of the cultural 

processes that underpin eating disorders. Similarly, in her analysis of gender and recovery in eating 

disorders, Moulding argues that while qualitative studies draw attention to the cultural dimensions of 

recovery, ‘there is [actually] little attention to the social dimensions of these processes, with the focus 

primarily on intrapsychic factors’ ([15] p71) located within individuals. 

The national framework on recovery acknowledges the subjective experiences of recovery beyond 

medical and psychiatric classification, with a focus on collaboration between people with disordered 

eating, carers and health professionals. However, the recovery model does not currently engage with 

people’s cultural perceptions and experiences of eating and care, despite the aim of recovery-

oriented treatment being to encourage people to seek professional healthcare and to practise self-

care. The national framework includes sections on ‘understanding cultural idioms’ and ‘keeping 

diversity in mind’, which focus on people from culturally and linguistically diverse backgrounds: 

Aboriginal and Torres Strait Islanders; refugees and asylum seekers; LGBTI people; and other 

minority groups [1]. In the eating disorder therapeutic guidelines, an exploration of culture is limited to 

the inclusion of the section ‘Indigenous care, a dimensional and culturally informed approach to 

diagnosis and treatment’ ([5] p983). Culture is not an external attribute or independent variable (such 

as one’s ethnicity), but involves the myriad of taken-for-granted and embodied practices that give 

meaning to our everyday worlds. Anthropologists have long pointed out that culture is practised 
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through ‘the shared […] (implicit and explicit) values, ideas, concepts, and rules of behaviour that 

allow a social group to function and perpetuate itself’ ([17] p345). All groups and societies (including 

researchers and healthcare professionals) include a number of coexisting, overlapping and 

competing subcultures [17]. Leading cultural psychiatrists (e.g. Kirmayer and Minas 2002) and the 

recent Lancet Commission on Culture and Health [18] support the view that culture is fundamental 

both to the causes and course of psychopathology and also to the effectiveness of systems of 

healing and healthcare. Population health literature also suggests that social factors, rather than 

medical interventions, are the main determinants of recovery from mental ill health [19, 20, 21] (see 

also [22] for concept of ‘recovery capital’). 

Therefore, while the recovery-oriented framework for treatment promotes inclusive service delivery, it 

lacks an interrogation of the cultural contexts of recovery and care. The main aim of this paper is to 

explore the cultural contexts in which a person experiences an eating disorder and how this is critical 

to how they approach recovery. Healthy eating and lifestyle discourses act as ubiquitous cultural 

signposts for people wishing to maintain eating disorder practices (‘Watch what you eat’, ‘You are 

what you eat’) and these messages compete with medical and psychiatric advice. Dutch 

anthropologist Annemarie Mol has written widely about eating, bodies and care practices in 

healthcare settings [23]. Her ‘logic of care’ is a useful framework in which to discuss how 

understandings of care and recovery might differ between people with eating disorders and 

practitioners — and why people might not seek therapeutic care in the initial phases of disordered 

eating or in the case of severe and enduring eating disorders [24]. In the RANZCP ‘Clinical Practice 

Guidelines for the Treatment of Eating Disorders’, ‘meaningful engagement in therapy’ is singled out 

as being ‘a crucial component in all treatments for anorexia nervosa’ ([5] p988). Expanding on what 

‘meaningful engagement’ looks like in practice would be beneficial, and we argue that a framework of 
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care may be valuable for thinking through the different understandings of care held by patients and 

practitioners. Furthermore, the national framework on recovery offers insights that could be expanded 

to include a discussion on perspectives of care. These include the framework urging health 

professionals to be aware of ‘a person’s explanatory models of illness, distress and wellness’ and ‘the 

impact of the practitioner’s own language, cultural beliefs and values on the therapeutic relationship 

barriers to service’ ([1] p14). A therapist’s capacity to understand how a person with disordered 

eating may perceive their practices as a form of self-care and health [25, 26] is an example of 

recognising an individual’s explanatory model and personal agency. 

A recently commissioned report found that of the one million Australians who suffer from an eating 

disorder, less than 30% engage with treatment [27]. Research to date has mainly focused on people 

who engage with treatment services [28], but we know very little about the significant number of 

people who do not seek help, or delay seeking help for many years. This paper thus offers new 

insights into why people might not even consider accessing recovery pathways, or take many years 

to do so. The results reported in this study are part of a larger project that aimed to identify why 

people with eating disorders deny they have a problem, or delay and resist professional care. In 

working with a group who are significantly under-researched, we aimed to demonstrate how 

behaviours were rationalised as part of a cultural milieu in which care of one’s self, demonstrated 

through careful eating and physical exercise, was culturally legitimated and widely sanctioned. In 

attending to how people understand their behaviours (as normal and ‘not sick’), we hypothesized that 

this would illuminate important cultural contexts that underpin and potentially obfuscate a need to 

attend to recovery. 
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Methods 

Participants and recruitment 

Data collection occurred over 16 months (January 2013 to April 2014) in Adelaide, SA and involved 

28 women, ranging in age from 19 to 52. The criteria for recruitment included women who were over 

16 years of age and had not seen a health professional for disordered eating, had not been given an 

eating disorder diagnosis, or had been diagnosed but had delayed seeking treatment or did not wish 

to pursue treatment. 

Participants were recruited through snowball sampling methods, with posters being placed around 

two metropolitan university campuses. The majority of posters were placed on the backs of toilet 

doors and posed questions such as ‘Are you continually thinking about your food and your weight?’ 

and ‘Do you enjoy the feeling of not eating or excessive exercising?’. Privacy was crucial to the 

locations of the recruitment information due to the social stigma associated with eating disorders and 

the nature of this study in seeking participants who had not previously disclosed their eating issues. 

This allowed the potential participant to seek out information on the study privately by emailing or 

phoning Author 1. As this was a difficult sample to recruit, participants were also recruited through 

mental health networks and advertising on social media websites, such as Facebook groups South 

Australian Body Esteem Activists and Supporting Eating Disorders for South Australia. Most of the 

recruited women were under 30 years of age, university students and of Anglo-Australian 

backgrounds. 

Design 

Through a mixed methods approach, including ethnographic fieldwork and psychological evaluation, 

this study focused on examining the cultural contexts of women, food and disordered eating, with the 
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aim of developing strategies for early intervention. The research team was multidisciplinary, and 

included a social scientist, a medical anthropologist skilled in gender analysis, and a psychiatrist and 

psychologist (both of whom specialised in eating disorders). In taking a multidisciplinary approach, 

the authors attempted to re-examine the experience of eating disorders not from a clinical or tertiary 

point of view, but using a mixed method approach framed by a sociocultural perspective. This 

approach led to a questioning of taken-for-granted concepts surrounding health, illness, eating and 

recovery, not only providing a platform for exploring how these categories are culturally constituted, 

but also providing a framework for questioning the categories that underpin therapeutic 

understandings of recovery and care. 

Ethics, consent and permissions 

The study received approval from the University of Adelaide Human Research Ethics Committee (H-

2012-069) and the Southern Adelaide Clinical Human Research Ethics Committee (SAC HREC 

EC00188). Prior to giving consent, all participants were fully informed about the research and the 

nature of their participation and understood they had the right to withdraw from the study at any time. 

In agreeing to participate in the study, participants were informed that information gained during the 

study may be published, and that they will be de-identified in all sources. Participants were provided 

with a copy of their signed consent form, along with information and resources on available eating 

disorder services in the initial meeting. 

Data collection 

Data collection began with a pilot phase that included three women who partook in at least two semi-

structured interviews, the Eating Disorder Examination (EDE) and a diary writing phase. The pilot 
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interviews gave Author 1 and 2 the chance to collaboratively reflect on the interview schedule and 

seek participants’ feedback, adapting the study design where possible. 

From the pilot phase the research team deduced that the most appropriate order for conducting the 

interviews was to begin with a semi-structured interview in the first meeting (allowing for rapport to be 

built with the participant). In the second meeting the EDE was administered in order to ascertain if 

participants might fit the diagnostic criteria of an eating disorder. The inclusion of the EDE was 

important to assess how participants responded to such evaluations, and to provide them with 

information about resources and services. EDE results were sent to a researcher trained in the use of 

the EDE (who analysed the data using SPSS and reported back to the team). The third meeting 

began with a debriefing session about the EDE, and then continued with the semi-structured 

interview. The interviews were guided by an interview schedule, which asked questions about what 

types of practices participants engaged in on a daily basis (i.e. how they ate, exercised, engaged in 

activities); whether they considered their activities to be ‘a problem’; what cultural ‘norms’ helped to 

support their eating and exercise activities; and whether they had ever considered seeking help. Due 

to the exploratory nature of qualitative research, the interview schedule was flexible and follow-up 

interviews with each participant provided opportunities to explore their everyday lives in more detail. 

In total, 68 semi-structured interviews took place in people's homes, in interview rooms at one of the 

universities, in cafés and in public places.13 It should be noted that recruitment for this study could be 

slow and some participants were non-responsive. Four of the women who partook in one or two 

interviews stopped responding to Author 1’s efforts to schedule more interviews. In attempting to 

locate a population that does not identify as having a problem, faces social stigma, and is reluctant to 

                                                           
13 At a later stage in the project, we conducted a focus group with a small number of women who considered themselves 

to be in recovery. The purpose of this focus group was to ask the women about strategies for early intervention. We do 
not report on this focus group’s findings in this paper. 
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come forward and engage with services, the recruitment and data collection processes highlight 

issues of accessibility and privacy with such a hard to reach group. 

Semi-structured interviews and observation are key methods of data collection in ethnographic and 

qualitative approaches to research. Field notes taken during and after interviews were critical to data 

collection as they captured a wealth of observations made during the research encounters; these 

included non-verbal cues, emotions shown through body language, appearances, the research 

setting, as well as reflexive notes on the researcher’s reactions to the participant’s narrative. All the 

above add to the research rigour, reveal any research bias, and highlight ways in which the 

researcher may be influencing the research process [29]. 

 
As disordered eating is associated with secrecy and shame, participants were also given the 

opportunity to engage in a diary-writing phase for eight weeks, in which they wrote about the 

everyday moments, activities or events that supported their disordered eating behaviours, as well as 

their fears, pleasures and desires around food and their body. Collecting diaries from participants 

also gave Author 1 another opportunity to discuss the research experience with the participant. 

 
Analysis 

Grounded theory principles guided the research methods, coupled with thematic techniques of data 

collection and analysis [30, 31]. Grounded theory is a qualitative approach that derives analytic 

categories and themes directly from the data, not from pre-conceived concepts or hypotheses [30]. 

All interviews (including semi-structured and EDE interviews) were professionally transcribed, and 

field notes were written up following each interview. To become closer to the data, Author 1 

transcribed the pilot interviews and open-coded them within the same week. During the pilot phase of 

the study, a list of codes were developed around certain themes; for example, ‘help seeking’, ‘food’, 
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‘protection’, ‘ambivalence’, to then form the basis of the thematic analysis of the interview and diary 

data. Following the established coding process of open, axial and selective coding, the interview 

manuscripts and field note data was firstly open-coded in a Word document, and then run through the 

software program NVivo by Author 1. Open coding involved reading the transcripts and diaries line by 

line to identify and develop any ideas, themes or issues from the data [29]. In the collaborative 

meetings that followed between Author 1 and 2, axial (or secondary) codes were developed. This 

stage of data analysis involved making comparisons across the data, so that the final stage of 

selective coding could occur. Selective coding involved taking core themes and positioning these as 

key theoretical frameworks for analysis, and critically examining their concordance (or not) with the 

wider literature. 

Results 

Participant descriptive 

Of the 21 participants who consented to undertake the EDE (N=21), the mean global EDE score was 

3.48 (SD=1.06), with a range from 0.92 to 5.57. The majority (90%) met criteria for an eating disorder. 

Most of these (81%) fell into the Eating Disorders Not Otherwise Specified (EDNOS) category, and 

two met the diagnostic criteria of anorexia nervosa (See Figure 5). Of the total sample who 

participated in the semi-structured interviews (25), six had a previous eating disorder diagnosis 

(anorexia nervosa) from a health care professional, and had had varying, but limited contact with 

health providers, and no desire to recover (in clinical terms). The other 19 participants had not 

previously sought professional help and had never received a diagnosis. 
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Figure 5. Participant diagnosis 

 

 

As shown in Table 1, participants self-reported when they believed their disordered eating had begun 

and for most participants issues had begun in childhood or adolescence. While experiences differed 

greatly, we report on two key findings (disordered eating as producing safety, and culturally dominant 

ideals of health) that are both understood as practices of care, thereby negating the need for 

therapeutic care. 

 

Table 1: Self-reported length of disordered eating 

 

 

Participation in 
semi-structured 

Interviews
25

Undertook EDE
21

AN

2 (9.5%)

EDNOS

17 (81%)

Total fitting 
diagnostic criteria

19 (90.5%)

Did not meet ED 
criteria

2 (9.5%)

Non-respondent

4

Not reported Under 1 year 2 + years 5 + years 10 + years 20 + years 

5 1 2 7 6 4 

18% 3.5% 7% 25% 21.5% 14% 
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Disordered eating is perceived as ‘safe’ 

Participants often described their experiences of disordered eating as ‘safe’. Maintaining safe spaces, 

doing safe things (like having the same plate to eat from day after day), maintaining routines and 

eating ‘safe foods’ were common themes. Forty-five-year old Morgan (who has experienced 30 years 

of eating disorders) said: ‘It’s safest not to have too much variety: more variety seems to make you 

hungrier or something. It’s weird’. Another participant aged in her 50s who had lived with eating 

disorders for 30 years (and had enduring anorexia) described the safety and comfort that her 

practices afforded her: 

the ritualistic side of it where you feel safe if you’re sticking to your normal, you know, that’s 
why you do it […] you feel safe if you know what to expect if you stay on this sort of a routine 
and a diet. 
 

Twenty-year-old Lucy, who had developed disordered eating at age 12 and never sought help (and 

whose EDE revealed EDNOS), similarly described her experiences as ‘kind of safe’ — yet 

recognised the contradictory nature of safety and suffering that she endures: 

There is kind of two sides to it I guess, it’s like comforting but it’s also exhausting at the same 
time. 
 
Yeah. So what’s kind of comforting about it? 
 
I guess just, I guess because if I don’t follow what I do, I feel like really panicky and anxious 

and like a bit depressed and stuff. But if I sort of stick to it, it just makes me feel sort of more 

calm even if I am sort of tired and everything. 

Michelle (aged 27), who had swung between a diagnosis of anorexia and EDNOS for more than 10 

years stated that the only time she feels ‘okay’ about herself, is when she is ‘sticking to [her] 

routines’. Her routines involve only eating safe foods (‘lettuce and stuff like that’) in order to create 

safety: 

 it is very, very much a safe space and almost like a, I guess being invincible almost, like 
nothing can touch me while I’m here, like I’m managing to do this and I’m managing to stick 
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through it all. So yeah, ‘What can really defeat me if I’m living on nothing?’ if that makes any 
sense at all… 

This strong sense of safety (which was sometimes described as comfort, control or familiarity) was 

contrasted with the fear of seeking treatment. Some said they were ‘petrified’ of seeing a psychiatrist, 

because ‘only crazy people see psychiatrists’. Others said ‘I don’t think my eating is a problem’ and 

‘it’s not an illness […] it’s only a food thing’. Charlotte (who had travelled to the US for treatment) 

explained that going into treatment was anxiety provoking as it was an exercise in ‘fattening up’, 

where the primary focus was on weight gain as an indicator of wellness. 

 I refused to go somewhere where I would be monitored at that level. I was over that, I found it 
humiliating, I wasn’t going to go there and they do the whole you know fatten you up, kick 
you out type thing. 

 
Because her eating disorder was such a safe and familiar space for over 17 years, Charlotte was 

unsure if recovery was even possible: ‘I’m conflicted because I know that you can recover to a point, 

you know after a long journey […] but then I also know or discovered that you can be almost ED-free 

for a number of years and think it’s totally behind you, and then something happens and it’s old and 

familiar’. 

Clinicians and therapists will be familiar with this characterisation of eating disorders as ‘safe spaces’. 

Ethnographic work by Warin has also highlighted the ways in which people describe anorexia as a 

‘safety net’ ([32] p90), a ‘safe place’ ([32] p128), ‘the thing you believe is keeping you safe’ ([32] 

p186). Other anthropologists have similarly noted the ways in which people talk about the protective 

spaces of anorexia, as ‘my little bubble’ ([16] p97); as something that guards me […] from the world, 

from people […] something of my own that protects me’ ([33] Eli, forthcoming). Thus, as Lavis 

suggests, the perceived safety of disordered eating ‘offers a way of caring for the self that navigates 

tensions [...] [it] looks after you’ ([26] p98). 
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Recovering in a culture where an obsession with thinness and dieting is the norm 

The women in our study highlighted how cultural understandings of healthy eating and exercise (the 

constant bombardment of cultural imagery that thin is healthy and self-discipline is morally superior), 

made the impetus towards recovery appear somewhat contradictory and defeating. Women remain 

disproportionately diagnosed with eating disorders, and cultural preferences for thin, weight-managed 

female bodies are deeply embedded and valued in most Western cultures. This bodywork, as Hardin 

(2003) and others note, is highly gendered and informs everyday cultural practices around food and 

eating. Charlotte explained during an interview: ‘I found at one point when I was doing really well that 

I was recovered to the point where I had a healthier relationship with food and body than every other 

normal woman around me. And that was really disturbing. And really challenging’. She constantly 

struggled with all the information about what foods one should and shouldn’t eat, and the imperative 

to take care of one’s self through the making the right, healthy choices: 

I kept going back to the pantry, trying to find something that fit the criteria that would be okay 
to eat. And I could discount everything in the pantry for one reason or another, based on 
antioxidants, or fibre or glycaemic index, or the level of refinement or preservatives, or 
colourings or sugars or, you know? There wasn't a single thing in that pantry that was okay, if 
I put all of our society's messages and health professionals' advice together about what's 
okay and what's healthy to eat. 

 

Rochelle demonstrated the contradictions imbued in being healthy and ‘normal’, revealing that 

recovery does not occur in a vacuum but rather in a particular gendered and cultural context. She 

said: 

There’s so much health promotion but how much of its healthy, it’s difficult to say. I once read 
that recovery isn’t like going into a healthy lifestyle and being able to eat foods with fat, 
having that anxiety and things like that and when you look at Michelle Bridges14 and all those 

                                                           
14 Michelle Bridges is a personal trainer on the Australian version of ‘The Biggest Loser’ and has various weight loss 

products (including a 12-week body transformation program). 
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12-week things, your whole day is still centred around food and I’ve tried to do those kind of 
things but it’s like I still get the anxiety. 

Several scholars have noted the ways in which people with eating disorders hide their practices within 

normative cultural ideals around food and bodies [25, 34]. This might be through excuses about food 

allergies, special diets or intolerances, and the pursuit of health-enhancing activities and self-

discipline (such as wearing Fitbits) that are culturally valued and understood to demonstrate moral 

virtue. During an interview Sarah joked how easy it was to continue her excessive exercise routine in 

a 24-hour gym where no one looked sideways at her because ‘most of the people there are like high 

risk for heart attacks, on steroids and things’. The acceptance of constantly working on and pushing 

one’s body to extremes was normalised and accepted as part of the visible performance of bodily 

discipline and virtue. 

In a time when fatness is stigmatised and associated with ill health and deviance [35, 36, 37], 

LaMarre and Rice suggest that ‘adding body size to the recovery equation highlights difficulties with 

following prescriptions for recovery in a society that positions weight gain as wholly negative’ ([38] 

p138). Participants in Malson et al.’s study pointed to the ‘culturally constituted tension between, on 

the one hand, treatment goals of reducing weight concerns and, on the other, culturally normative 

idealisations of slenderness and the near-ubiquity, outside of the eating disorder ward, of body image 

concerns’ ([39] p29). Moreover, setting goals towards weight gain or target weights, while obviously 

vital to survival and cognitive functioning, are seen as antithetical to current cultural discourses about 

weight reduction as taking care of one’s health. As Tamara explained, ‘I think it can be even more 

painful when you are weight-restored but people don’t understand that you’re still suffering’. These 

examples demonstrate how it is important to understand recovery in its cultural context, including how 

disordered eating practices are intimately entangled in gendered practices of care and healthy 

lifestyles. 
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Discussion 

To maintain disordered eating, participants engaged in high levels of self-discipline, and found 

pleasure in the perceived safety that starving, bingeing and purging afforded. Participants felt 

protected and took care of themselves by not having to care, not having to feel. Unlike physical 

illness, disordered eating was described as serving a purpose: ‘Like if you break your arm you know 

something is wrong whereas when you have an eating disorder you’re doing it to escape from 

something else’. This escape was often a distancing from gendered trauma, of sexual abuse and 

violence. For Sarah, childhood abuse and neglect led to ‘playing with food’ as a way to ‘distract’ and 

‘switch everything off’. Starving, was thus positioned as a way to keep her safe from ‘dangerous’ 

circumstances in which ‘someone might have an interest in you that is sort of not what you want’. 

 

Understanding people’s experiences of how disordered eating is a form of care is key to why people 

may not come forward to engage in professional care. A critical exploration of the multiple meanings 

of care, the daily practices of care giving and experiences of receiving care, may provide insight into 

the tensions discussed above. For participants in our study, good care was often talked about and 

formed a rationalisation for not seeking therapeutic care [25]. Care was being on a strict raw food 

vegan diet to prevent obesity. Care was bingeing on junk food as a reward for weeks and months of 

extreme restricting. Care was only consuming a liquid diet because solid food brought on a desire to 

binge. Care was starving and shrinking the body to repel unwanted sexual attention. Eating disorders 

were practised through careful attention to changing bodies, surroundings, tastes, textures, desires, 

hunger and relationships. For the therapist, carer, family member and friend, Winace argues that ‘to 

care is to be sensitive to the attachments that support people, attachments which are sources of both 

constraints and opportunities, which are openings and closures’ ([40] p110). Being attentive to the 

way people experience different modalities of care through their disordered eating practices presents 
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possibilities for therapists to broaden their practices of good care and to nurture a therapeutic 

relationship. 

If we take Lavis’s contention that ‘caring is cyclical as care of self necessarily instigates caring for [the 

eating disorder] so that it may continue to ‘look after you’ ([26] p104), we can begin to understand ‘the 

sense of being cared for by the illness’ ([16] p71). In taking this insightful premise, the disordered 

eating becomes not just a problem of the individual patient, but part and parcel of one’s social world. 

Thus wider cultural factors are brought into play, and can be used to broaden current understandings 

of eating disorders beyond ‘egosyntonic disorders’ ([41] p845). 

It is critical for the development of a good therapeutic relationship to broaden our understanding of 

obstacles to recovery within the recipients of treatment, which can portray the client as “‘hostile’, 

‘oppositional’, ‘uncooperative’, and ‘impervious to treatment’” ([39] p26), to an understanding of 

people’s experiences of self-care and health. Boughtwood and Halse argue ‘tension between patients 

and clinicians over treatment can undermine the therapeutic relationship, which is the social contract 

between patient and clinician to communicate and collaborate on their shared goals and objectives for 

treatment’ ([42] p84). Furthermore, they point out that the literature on the therapeutic relationship is 

written largely from the perspective and goals of researchers and clinicians, with the aim of improving 

treatment and identifying variables affecting treatment outcomes [42]. The voices and experiences of 

those living with disordered eating in clinical and research settings therefore may offer valuable 

insight into why, from their perspective, the therapeutic relationship and treatment is failing. 

Mol’s logic of care proposes that ‘patient choice’ and ‘good care’ often clash in healthcare 

environments, and instead of pitting choice and care against each other, Mol views care practices as 

attending to ‘the unpredictabilities of bodies with disease’, rather than a battle for control ([24] p14). It 

could be said that it is the daily practices of ‘good care’ that become important to strive for in cases of 
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severe and enduring eating disorders, rather than expectations of medical recovery. This is 

somewhat acknowledged in the proposal for a harm minimisation approach that centres on improving 

quality of life and reducing distress, rather than focusing on symptom reduction [14, 43]. 

In his keynote presentation to the Australian and New Zealand Academy for Eating Disorders 2015 

conference, Ivan Eisler called for ‘a shift from control to caring’. He discussed how within family-

based therapy there needs to be a focus on getting parents and carers to ‘care better’ instead of 

focusing on taking control of their children’s eating. This highlights how often in eating disorder 

institutions good care has come to signify control of patients; control of their bodies, consumption, 

spaces and routines. Broughtwood and Halse argue such approaches define patients by their eating 

disorder behaviours and that it would create greater understanding in the therapeutic relationship if 

instead clinicians attended to individuals’ ‘creative negotiations of hospital practices’ and assisted 

patients ‘in utilising their creativity to confront their illness in positive ways’ ([42] p92). Therefore, it 

may be useful to approach the actions of people with disordered eating through a prism of care, 

rather than an escalation of control measures when patients present as ‘difficult’. This is consistent 

with recent research from in-patient settings in Montreal, which illustrate that autonomous motivation 

was a significant predictor of change in severity of eating symptoms and attitudes such that patients 

with higher pre-treatment levels of autonomous motivation showed larger posttreatment reductions 

on these indices [44]. No such effects were associated with controlled motivation. It is also consistent 

with seminal work of Touyz and colleagues, which showed that a lenient program for anorexia 

nervosa did not have poorer results than a strict operant program [45]. 

If the focus is on controlling the patient, the body or the symptoms, greater emphasis will be placed 

on the failures of the person or clinician involved. Hay et al. argue ‘because patients with anorexia 

nervosa are extremely ambivalent about therapy and have starvation-related cognitive deficits, 



Chapter Six 

202 
 

current change-oriented treatments may actually be counterproductive and give patients another 

experience of failure rather than being helpful’ ([46] p1142). Mol conceptualised the ‘logic of care’ as 

a way to practise and view care in a way that ‘does not impose guilt, but calls for tenacity’ and ‘for a 

sticky combination of adaptability and perseverance’ ([24] p91). Such an approach to care giving may 

be useful for those with severe and enduring experiences of disordered eating. 

Conclusion 

This paper has explored how differing perspectives of care hinder shared understandings of 

recovery. The women in our study highlight how dominant models of recovery take for granted and 

overlook the ways in which the safe spaces of disordered eating and attention to healthy lifestyle 

mantras are in themselves a form of care. These omissions become a barrier to women seeking 

therapeutic care and recovery. In addition, the women’s narratives demonstrate how recovery is tied 

to subjective experiences and embedded in one’s cultural environment, rather than just treatment of 

medical and psychiatric symptoms. It is important to acknowledge that for people with disordered 

eating, their practices can be seen through a lens of self-care, in which recovery even becomes 

positioned as unnecessary. Our work confirms the findings of Lavis’s UK study with women 

diagnosed with anorexia, in which she found that ‘although self-starvation may be clinically framed as 

an expression of a lack of self-care, it emerges from informants’ narratives as a modality of self-care 

that is simultaneously a response and precarious solution to pain’ ([16] p68). 
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Conclusion: Disordered eating and the 

‘choreography of care’ 
 

Caroline Knapp’s memoir on anorexia and women’s desire highlights the cruel yet ongoing hope for 

control, success and safety that disordered eating promises, stating: ‘Appetites, particularly as they 

are experienced by women, have an uncanny shape-shifting quality, and a remarkable talent for 

glooming onto externals. One battle segues into the next, one promise proves false and another 

emerges on the horizon, glimmers and beckons like a star’ (Knapp, 2003, p. 10). Michelle, who 

struggled between wellness and relapse for over 15 years said, ‘It’s just such an enticing path to go 

down, and I’ll go down it over and over again’. This thesis has attempted to slow down these 

assemblages of potential, meaning and movement to capture the relationship between discursive 

systems and localised moments of desire and intensities, of triggering and bodily affects, of 

resistance and negation, and of ambivalence to therapeutic care. Through the multiple meanings and 

knowledges that have surfaced in these moments, care broke through as an orientating instrument 

for understanding reluctance to help seeking and recovery. 

 

Care is situated in this study as intertwined in the gritty realities of suffering bodies and also as a 

discursive and institutional technology of power and knowledge. It is a site of conflict and resistance. 

This thesis has explored the everyday practices of care in women’s disordered eating experiences to 

access the moments when different systems of care clash or connect; to understand why people are 

reluctant to change their practices and to help improve early intervention and treatment approaches. 

The cultural context of thin bodies, weight maintenance and restrictive eating as celebrated signs of 

good health has played into participants’ perceptions of their practices, as they garnered distinction 
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and gendered symbolic capital from their performances of health and care. They rationalised their 

practices as neither unhealthy or disordered and therefore they felt they were not ‘sick’ enough for 

therapeutic treatment. Mol, Moser and Pols argue ‘While observing care practices we ask what is 

sought, fostered and hoped for, then and there: what is performed as a good’ (2010, p. 12). 

Examining enactments of self-care practices and the embodiment of health and disorder discourses 

in which the women in this study are embedded has pointed to how they performed a ‘choreography 

of care’ (Law, 2010, p. 68). They were both in search of care and also pushing it away. The women 

actively avoided and negated the intrusions of health and therapeutic care, while aligning themselves 

with healthy lifestyle mantras to remain undetected and thus be able to pursue their own regimes of 

health and care. 

 

Gemma exemplified this choreography of care. She began playing netball as a cover for her 

disordered eating after people began to notice her rapid weight loss and ask her how she did it. 

Gemma explained: ‘I've taken up netball now because people were asking what exercise I do and 

[disbelieving] if I say nothing, so at least now I can say I play netball. And I bought a bike so that I can 

say, “Well, I'm riding my bike”’. During her first netball match Gemma fainted due to having only eaten 

one small meal of yogurt and fruit in the morning. From then on, on the evenings she played netball 

she’d eat a small meal just before the game to strategically avoid further concern from others, and 

potential exposure. For Gemma, this was only about health to the extent of stopping herself from 

fainting (an act of care in the moment), and was more about maintaining her restrictive practices as 

she chose, all the while under the guise of a healthy lifestyle choice. Utilising healthy lifestyle rhetoric 

allowed Gemma the space to care and not care as she pleased. 
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However, many of the women were also ambivalent about their disordered eating and about receiving 

treatment. Beginning to feel the toll of their practices, the lure of care began to change. The women 

were moved during moments of vulnerability to participate in the study, somewhat recognising that 

their own forms of self-care were failing them. During moments of vulnerability they also described 

turning to the self-care practices of disordered eating, not only because of the sense of familiarity but 

also because they often felt undeserving about receiving care. Sally, one of the focus group 

participants, who had been battling disordered eating for over ten years explained: 

I just can’t deal with people being nice and wanting to help me, I don’t know how to deal with 

that either. People think that I’m worth it, you know, that I’m worth helping […] It’s not so much 

about being opened up, it’s kind of — it’s about feeling undeserving I think. 

(Sally, 30) 

Lavis, Abbots and Attala (2015) shed some light on why receiving care may be problematic for some 

whose lives are consumed by controlling bodily boundaries. To them, engaging in health care 

equates to relinquishing control of those boundaries. They propose: 

[…] like eating, receiving care through acts such as washing and feeding signify a rupture or 

re-siting of bodily boundaries in ways potentially pleasurable and painful. To care for an other’s 

body and to allow another to transgress one’s corporeal/territorial boundaries demands both 

trust and a shifting of power dynamics, as well as questioning of what a body means and 

where its boundaries lie (Lavis, Abbots & Attala, 2015, p. 10). 

Lavis further argues, ‘It offers a way to move through, and withdraw from, the world by positioning 

oneself within anorexia’s perimeters’ (2016, p. 71). Participants highlighted how disordered eating 

can be about both caring and not caring. Disordered eating helped the women in this study move 

through the world; it also opened spaces for not caring, for not feeling and being focused in the 

present on mundane and repetitive tasks, such as weighing food, pinching and measuring body fat 

and counting calories. The analysis discussed in Chapter 5 found that many participants experienced 
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their practices as a safe and familiar space. This space allowed them to reject others’ care and their 

need for care. Michelle explained, ‘It is very, very much a safe space and almost like a… I guess, 

being invincible almost, like nothing can touch me while I’m here, like I’m managing to do this and I’m 

managing to stick through it all. So yeah, “What can really defeat me if I’m living on nothing?”’. A 

number of participants commented that their disordered eating had saved them and kept them alive 

at difficult times during their lives. It became something to focus on, and something to strive for that 

allowed them not to care about the outside world or the long-term effects of their practices.15 

 

Yates-Doerr argues that care ‘[…] does not follow universal principles but must be situated. But what 

is it to be situated? How can we know when a situation starts and stops, which boundaries constrain 

it, and through which does it extend?’ (2014). As Mol suggests ‘It depends on the context’ (Mol, 2008, 

p. 63), and an approach to disordered eating practices as embodied and maintained through social 

material relations, highlighted how the context of the women’s experiences in this study continually 

changed. As the women moved through private or public contexts, work, university or healthcare 

contexts, they adapted and performed care accordingly. They also pushed against this change, 

creating safe and fixed boundaries and spaces in their homes through strict eating and body routines, 

and were reluctant to leave these spaces. Although in the end destructive, when approaching these 

experiences through a framework of care, these practices are about attending to needs in the 

present. Mol explains, ‘In order to stay alive, a body cannot just hang together casually. It has to act. 

Our bodies are involved in our actions’ (2008, p. 45). In this thesis I demonstrate how women with 

disordered eating are actively remaking their identities, spaces, bodies and ways of knowing to 

                                                           
15 Many scholars and clinicians (Such as Greenberg, 2002; Fox, 2009; Mahill, 2011) have highlighted how disordered 
eating practices are used as a way for people to numb their emotions. In clinical circles the term ‘emotion avoidance’ is 
common and is defined by Wildes et al. ‘as the desire to avoid experiencing or expressing physical sensations, thoughts, 
urges, and behaviours related to intense emotional states’ (2010, p. 398).  
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navigate and negate their suffering. They invest in assemblages of care to maintain their practices. In 

doing so they create possibilities and spaces for caring and not caring that replace the need for 

seeking out therapeutic care. 

 

Thesis overview 

This thesis has examined the reluctance women with disordered eating feel about seeking treatment 

and the cultural contexts that support them to maintain their practices. A critical review of the 

literature demonstrates how women come to embody pervasive health, disorder, fitness, and beauty 

discourses is central to understanding their experiences with disordered eating. Chapter 1 

interrogates the conflicting disciplinary knowledges of eating and body issues and healthcare 

approaches. While psychiatry situates disordered eating practices within an individual’s pathology, 

and thus therapeutic treatment as the solution, feminist scholars have located eating and body issues 

within a patriarchal context, and so argue for the need to address broader social issues of gender 

inequalities and stereotypes. However, the analysis of disordered eating in this study pointed to a 

regime of self-care practices entangled with health, gender and disorder discourses and bodily 

affects. I argue the contradictory practices of disordered eating surface at an intersection of 

conflicting discourses of care. 

 

In Chapter 2 I detailed the research design and methods of the study. I highlighted the merits of a 

mixed-methods approach for accessing a hard to reach group of women who were reluctant to seek 

help for their disordered eating. Through semi-structured interviews, diary writing, focus groups, 

observations and taking of field notes, coupled with psychological evaluation tools, valuable and 

insightful data was collected. Reflecting on the research processes in the chapter, a discussion on 
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working across disciplines - and specifically my position as a social scientist critiquing the hegemony 

of psychiatry in eating disorder research and care - pointed to disciplinary tensions and the need for 

more qualitative and sociocultural analysis to be incorporated into the dominant eating disorder fields 

of psychiatry and medicine. The research meetings with participants became unexpected sites of 

help seeking themselves, where information and knowledge was exchanged between myself and the 

women being interviewed over the multiple interviews. Lastly, the significance of the research design 

and processes of this study is that it accessed a group of women mostly unknown to health 

professionals and underrepresented in clinical studies, to address the question of why people delay 

or do not seek therapeutic care, and why recovery from disordered eating is so difficult.  

 

Women’s disordered eating practices are situated within the cultural contexts of postfeminism, 

healthism and neoliberalism. These assemblages overlap through the dominant health and fitness 

discourse of ‘healthy lifestyle choices’. In Chapter 3 I argue that a lifestyle choice discourse 

represents a new rhetoric in disordered eating experiences and pro-disordered eating communities. 

People with disordered eating position their practices through a lens of choice and empowerment to 

both rationalise and conceal their actions. The women in this study described their practices as 

making them feel in control, powerful and empowered and thus opened up spaces of caring which 

contradicted medical and therapeutic understandings. Taking a critical gendered lens and building 

upon second-wave analysis of the phenomena of eating and body issues, I have argued that new 

postfeminist sensibilities and identities are being created that ultimately support and disguise 

women’s disordered eating practices through an illusion of choice. 

 

These gendered experiences of choice and empowerment are tied to neoliberalism and healthism, 

which posit individual responsibility and self-care as central to creating healthy, responsible and 
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productive citizens. In Chapter 4 I examine how contemporary understandings of ‘health’ and ‘care’ 

are engaged with and practised by women with disordered eating. Investigating the day-to-day 

practices of care and health moved the discussion beyond a Foucauldian analysis of ‘technologies of 

the self’, to how disordered eating is performed and sustained through particular practices and 

relations. Fuelling the authority of healthy lifestyle choices and self-care regimes is the idea that the 

key to changing one’s health, position in society, relationships and happiness is to change and take 

better care of the self via the body.16 The women in this study not only took this very seriously in the 

rituals of their daily lives, but also had their choices reinforced by the people around them praising 

them for weight loss, their discipline and dieting techniques. The women received gendered symbolic 

capital due to the cultural privileging of the thin ideal and self-disciplining self-care regimes. Applying 

a Bourdieuan analysis to disordered eating, the chapter demonstrates how young women used 

elements of a ‘health habitus’ to rationalise and justify their practices and how disordered eating 

became embodied as a form of care and distinction. These relations complicate the boundaries 

between choice and compulsion and agency and illness. 

 

Chapter 5 examined the contradictory flows of disordered eating practices that pull people back and 

forth between relapse and recovery. I employ Delueze and Guattari (1987) and Probyn’s (1996, 

2000) cultural and productive theories of desire to challenge the clinical positioning of disordered 

eating practices as only negative and destructive. Through this lens disordered eating presented 

people with hope and potential, and linked to a complex assemblage of identities, subjectivities and 

sense of belonging. Entangled with these assemblages were particular culturally derived triggers that, 

depending on the context, could be dangerous and risky or viewed as a tool for igniting and 

                                                           
16  See Gill & Orgad, 2015, for a discussion on ‘confidence as a technology of the self’ p. 324. 
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maintaining disordered eating. When looking through the lens of self-care, these practices were often 

about creating a safe and familiar space, where they could stop caring. These desiring relations kept 

the women in ambivalent spaces as they described moving back and forth between recovery and 

relapse, at times attempting to change their practices and at other times actively seeking to be 

triggered. This chapter argues that the cultural and embodied manifestations of desire should be 

incorporated into therapeutic understandings of recovery and relapse. 

 

In Chapter 6 I built upon the discussion of self-care and therapeutic care, presenting an analysis of 

therapeutic approaches to recovery and care. The recovery model approach has in recent times 

become an expectation of eating disorder therapeutic care in Australia. The women in this study 

highlight how dominant models of recovery take for granted cultural assumptions about health and 

care. O’Connor and Van Esterik argue for the importance of ‘establishing how sickness and health 

are social, and not just individual, matters’ (O’Connor & Van Esterik, 2008, p. 9). They say, ‘Like it or 

not, we fall ill and recover as social and moral beings, not solitary bodies’ (O’Connor & Van Esterik, 

2008, p. 9). The women in this study experienced the societal privileging of thinness and healthy 

lifestyle and diet regimes as barriers to recovery, which caused ambivalence about treatment and 

recovery. Participants’ accounts of attempting or rejecting recovery highlight the conflicting 

perspectives of recovery and care between those with lived experience and health professionals; 

ultimately, this hinders a shared understanding in therapeutic relationships. These different 

perspectives and approaches to care are brought to the therapeutic space, and this thesis argues 

that in order for shared understandings and therapeutic relationships to develop, these conflicting 

perspectives of care and health must be acknowledged. 
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Future considerations and recommendations for research 

As discussed in Chapter 2, the focus group phase included a small group of women, but highlighted 

an area for potential future research. Building upon the research findings from this study focus groups 

and interviews in a qualitative study, with women who have sought/been through treatment or 

consider themselves to be in recovery/recovered, would provide a wealth of knowledge concerning 

experiences of help seeking, treatment approaches, and recovery and relapse. 

 

The results of this study point to the potential for conducting a similar study into men and 

masculinities and eating and body practices. With a general increase in the Australian population said 

to be fitting clinical eating disorder criteria, boys’ and men’s issues with eating and bodies is also said 

to be on the increase (Weltzin et al., 2005; Jones & Morgan, 2010; Strother et al., 2012), and due to 

the stigma around disordered eating being a ‘women’s issue’, men are at the margins of accessing 

health services. Many critical gender scholars (Ussher, 2000; 2010) argue that the field of psychiatry 

reinforces a gendering of mental health, and eating disorders have historically been tied to girls and 

women’s bodies and particular discourses of femininity. Are the practices of men entangled with 

healthism and lifestyle choice rhetoric in a similar way to those of the women in this study? How do 

boy’s and men’s gendered embodiment manifest differently to that of girls and women, and what 

cultural discourses are encouraging their practices? Such an interrogation may contribute to clinical 

classifications and approaches to care. In the recent DSM-5 the criterion of amenorrhea (loss of 

menstrual cycle) — a criterion that had excluded boys and men from the classification of anorexia 

nervosa — was removed from therapeutic guidelines and approaches to treatment, providing a way 

for services to be opened up for boys and men. While this is a positive step forward for recognising 

men’s issues with eating and their bodies and it assists in reducing barriers to treatment services, the 
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matter remains of whether men will recognise their practices as unhealthy/a problem and seek out 

therapeutic treatments. 

 

To conclude, this study highlights the value of interdisciplinary collaborations in disordered eating 

research. Through my cross-disciplinary experiences of administering diagnostic instruments, 

submitting articles to psychiatric and health based journals and presenting at conferences with health 

professional audiences, I propose there is a need and opportunity to form scholarly links between 

social and cultural approaches and clinical and health approaches to disordered eating. It is my hope 

that this thesis contributes to breaking down disciplinary barriers. Callard challenges the divisive 

positions of purist psychiatric and sociological perspectives, whom she argues share ‘mutual 

entanglements’ through their care for mental health issues (2014, p. 526). Callard suggests that 

deliberating on the historical and present ambivalences of psychiatric categories and processes, 

rather than presenting clinical encounters and diagnosis as static and isolated, is beneficial (2014). 

When psychiatric and sociological knowledges come together, as demonstrated in this thesis, 

tensions often ensue. Ambivalences sprout from these points of contact and conflict, and in following 

Callard’s contention, should be viewed as opportunities rather than obstacles.  
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Appendices  
Appendix 1 – Eating Disorder Examination 
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Appendix 2 - Recruitment Posters 
VOLUNTEERS REQUIRED 

 

 

 

 

We are seeking female volunteers to participate in a study about: 

WHY DELAY SEEKING HELP FOR AN EATING DISORDER AND WHAT WE CAN DO TO HELP SOONER 

WHO can participate? 

Are you continually thinking about your food and your weight? Do you enjoy the feeling of not eating or excessive exercising? Do you 

avoid social situations that mean you have to eat and drink with others? If this sounds like you, and you have never been given an eating 

disorder label by a health professional or have delayed seeking help, then we are interested in chatting with you. 

 

We are seeking women who are 16 years and over, and have not seen a health professional for disordered eating, have not been given an 

eating disorder diagnosis, or have delayed and resisted seeking treatment. 

 

WHAT happens during the study? 

This study involves completing questionnaires about eating, exercise and how you feel about your body. You may be asked if you’d like to 
participate in further phases of the study including interviews and diary writing depending on your responses to the questionnaires. 

 

HOW long will it take? 

The questionnaires will take about 1 hour to complete. 

WHERE does it take place? 

We can do the questionnaires face-to-face at the Flinders University Services for Eating Disorders (FUSED), Adelaide University or a 

convenient place for you. 

 

INTERESTED? 

Head to the FUSED website for more information: 

http://www.flinders.edu.au/sabs/psychology/services/flinders-university-services-for-eating-disorders/what-other-research-projects-can-people-

participate-in.cfm 

 

For further information, please contact Connie Musolino 

(connie.musolino@adelaide.edu.au or on 0451066954) 

This research project has been approved by the University of Adelaide Human Ethics Committee (Project Number: H-2012-069) and the 

Southern Adelaide Clinical Human Research Ethics Committee. 
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VOLUNTEERS REQUIRED 
 

 

Why did you seek help? 

What stopped you from seeking help? 

What types of help are most useful? 

Who supported you to take the first steps? 

 

 

 

 

 

WHO can participate? 

We are seeking volunteers to participate in study about the cultural contexts of women, food and disordered 

eating to develop some strategies for early intervention. If you are over 18 years of age, and have had a clinical 

diagnosis of an eating disorder or sought professional help for disordered eating, then you are eligible. 

 

WHAT happens during the study? 

You are invited to participate in a focus group. The purpose of the focus group is to ask you and the group if you 

had certain information about eating behaviours early on, would you be encouraged to seek help earlier? And 

what held you back from seeking help? 

The focus group will last about an hour, and will involve about 6 other women. Two focus groups will be held 

during the day time on Monday the 4th and Thursday 7th of August. 

 

WHERE will it take place? 

EDASA, the Eating Disorder Association of South Australia, on 199 Sturt Street, Adelaide. 

(http://www.edasa.org.au/) 

 

 

To register for the focus group or for further information, please contact Connie Musolino 

  

 

This research project has been approved by the University of Adelaide Human Ethics Committee (Project Number: H-

2012-069) and the Southern Adelaide Clinical Human Research Ethics Committee. 

 



Appendices 

222 
 

Appendix 3: - Participant information sheets and consent forms 
 

 

PARTICIPATION INFORMATION SHEET (for 16 to 50-year-old women) 

 

 WHY ARE FEMALES WITH EATING DISORDERS RELUCTANT TO ENGAGE WITH TREATMENT 

SERVICES? 

 

Ethics Approval Numbers: The University of Adelaide Human Research Ethics Committee H-2012-069 

 

Investigators: 

Dr Megan Warin                                                                      Miss Connie Musolino 

Senior Lecturer and Chief Investigator                                    PhD Candidate 

The University of Adelaide                                                      The University of Adelaide 

                                                                      

 

Purpose of the study? 

This project aims to explore the cultural contexts of women, food and disordered eating. We know 
that women delay seeking help for disordered eating, but we don’t know why. In talking to women of 
all ages about their reluctance to seek help, we are hoping to develop some strategies for early 
intervention. 
 
Am I eligible? 
If you are over 16 years of age, and have not seen a health professional for disordered eating, have not been 

given an eating disorder diagnosis, or have been diagnosed but have delayed seeking treatment, or do not 

wish to pursue treatment, then you are eligible. 

 

What will I be asked to do? 

You will be asked to complete a survey about your eating behaviours. 
 
Phase One 

As a potential participant you have been provided with this Information Sheet and we would like to 
invite you to complete three diagnostic questionnaires about eating, exercise and how you feel about 
your body. They will take approximately 50 minutes to complete and will be administered by PhD 
candidate Connie Musolino either over the phone or face-to-face at a convenient place for you. Prior 
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to commencing the questionnaires, the Information Sheet and Consent Form will be explained to you 
and must be signed. If you choose a phone interview, you will be required to post the Consent Form 
back in the reply paid envelope. 
 
 
Phase Two 

You are invited to take part in two face-to-face discussions on days and times that suit you, with PhD 

candidate Connie Musolino. She would like to have the discussion at your home to observe your behaviours in 

the context of your everyday environment, as we think this will help to better understand your own experiences 

of living with disordered eating. You will be asked some questions about what you think about maintaining a 

healthy lifestyle, body image, eating and exercise. 

Depending on your answers in the survey, you may be invited to answer further questions about: 

 

 Do you have an exercise routine? 

 What is your definition of a healthy lifestyle/unhealthy lifestyle? 

 Do you and your friends talk about strategies for losing weight? 

 What sorts of things in your everyday environment make you uneasy about your body? (shared meal 
times, mirrors, private spaces). 

 

 

We will write to you about this later phase of the study if you qualify. You can participate in the survey only and 

not later phases of the study. 

 

You will also be asked to keep a writing diary for 8 weeks. There might be things you feel more comfortable 

with in writing down, rather than talking about. We will provide you with the diary and would like you to write 

about any daily routines and events that are shaped by food and exercise. 

 

What benefit will you get from being involved? 

Your participation in this project is helping to create new knowledge and potentially bring about 
positive change for yourself and others. 
 

You will receive a book voucher of $40 for taking part in the interviews to thank you for your time. This will be 

mailed to you at the end of the study. 

 

Will I be identified by being involved in this study? 

All information that identifies specific people or places will be changed or removed from the research files. Any 

comments that you make and we use in our reports will not have your name attached. 

 

Are there any risks or discomforts if I am involved? 
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If you suffer injury as a result of participation in this research or study, compensation might be paid without 

litigation. However, such compensation is not automatic and you may have to take legal action to determine 

whether you should be paid. 

 

How do I agree to take part? 

Participation is voluntary. You do not have to answer all of the questions or you can answer ‘no comment’. You 

are also free to change your mind and stop being involved in the project at any time. 

 

If you would like more information or to be involved please contact the researcher Connie Musolino on 

 

 

We will arrange a time and place to come and talk with you. When we meet you we will ask you to read and 

sign the consent form. We will give you a copy of the signed consent form. 

 

How will I receive feedback? 

You can ask for a copy of any reports we write about this project by contacting the investigators by email or on 

the phone numbers at the top of this Information Sheet. A list of names of people who request feedback will be 

kept in a locked file in the researcher’s office. 

 

Has this study been approved by an ethics committee? 

This study has been reviewed by Southern Adelaide Clinical Human Research Ethics Committee. If you wish 

to discuss the study with someone not directly involved, in particular in relation to policies, your rights as a 

participant, or should you wish to make a confidential complaint, you should contact the Executive Officer, 

Southern Adelaide Clinical Human Research Ethics Committee on 8204 6453 or email 

research.ethics@health.sa.gov.au. 

 

Where can I get more information? 

For further information about this project, please contact the project Chief Investigator Dr Megan Warin, The 

University of Adelaide on  or PhD candidate Connie Musolino, The 

University of Adelaide on  

 

Should you wish to discuss the study or seek advice from someone who is not directly involved in the project 

please refer to the attached Independent Complaints Document. 

 

 

Thank you for taking the time to read this information sheet and we hope that you will accept our 

invitation to be involved. 
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PARTICIPATION INFORMATION SHEET 

 

FOCUS GROUPS with 18-50 year old women 

WHY ARE PEOPLE WITH EATING DISORDERS RELUCTANT TO ENGAGE WITH TREATMENT 

SERVICES? 

 

Ethics Approval Numbers: The University of Adelaide Human Research Ethics Committee H-2012-069 

 

Investigators: Dr Megan Warin                                               Miss Connie Musolino 

Senior Lecturer and Chief Investigator                                    PhD Candidate 

The University of Adelaide                                                      The University of Adelaide 

                                                                      

 

Purpose of the study? 

This project aims to explore the cultural contexts of women, food and disordered eating. We know 
that women delay seeking help for disordered eating, but we don’t know why. In talking to women of 
all ages about their reluctance to seek help, we are hoping to develop some strategies for early 
intervention. This project is linked to policy and strategic initiatives of the National Eating Disorders 
Collaboration. 
 
Am I eligible? 
 
If you are over 18 years of age, and have had a clinical diagnosis of an eating disorder or sought 
professional help for disordered eating, then you are eligible. 
 
What will I be asked to do? 

You are invited to participate in a focus group held at ACEDA, the eating disorder association on South Rd, 

Everard Park. This focus group will last about an hour, and will involve about 6 other women. 

The purpose of the focus group is to ask you and the group if you had certain information about eating 

behaviours early on, would you be encouraged to seek help earlier? You will also be asked to discuss and 

provide valuable feedback and ideas on developing early intervention messages for Federal government 

initiatives on eating disorders. 
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It is important that you know there are no ‘right’ or ‘wrong’ answers in this type of discussion. We want to 

explore your views and experiences. 

This discussion will be recorded using a digital voice recorder. Once recorded the discussions will be typed up 

by Connie and stored as a computer file. 

 

What benefit will you get from being involved? 

Your participation in this project is helping to create new knowledge which will be linked to community 
organisations and government initiatives and potentially bring about positive change for yourself and 
others. 
 

Will I be identified by being involved in this study? 

All information that identifies specific people or places will be changed or removed from the research files. Any 

comments that you make that we use in our reports will not have your name attached. 

 

Are there any risks or discomforts if I am involved? 

Although the investigators anticipate few risks from your involvement in this project, it does deal with some 

sensitive personal issues. If during this study you raise any concerns, you will be provided with information, 

resources and available services. If you have any worries about anticipated or actual risks and dangers, 

please talk to Megan or Connie about them. 

 

How do I agree to take part? 

Participation is voluntary. You do not have to answer all of the questions or you can answer ‘no comment’. You 

are also free to change your mind and stop being involved in the project at any time. 

 

If you would like more information or to be involved please contact the researcher Connie Musolino on  

 

 

In collaboration with ACEDA, we will ring you to organise a time and date for the focus groups. When we meet 

you we will ask you to read and sign the consent form. We will give you a copy of the signed consent form. 

 

How will I receive feedback? 

You can ask for a copy of any reports we write about this project by contacting the investigators by email or on 

the phone numbers at the top of this Information Sheet. A list of names of people who request feedback will be 

kept in a locked file in the researcher’s office. 
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Has this study been approved by an ethics committee? 

The study has received ethics approval from the Human Research Ethics Committee for The University of 

Adelaide and the Southern Adelaide Clinical Human Research Ethics Committee for Flinders University and 

Flinders Medical Centre. 

 

Where can I get more information? 

For further information about this project, please contact the project Chief Investigator Dr Megan Warin, The 

University of Adelaide on  or PhD candidate Connie Musolino, The 

University of Adelaide on  

 

Should you wish to discuss the study or seek advice from someone who is not directly involved in the project 

please refer to the attached Independent Complaints Document. 

 

Thank you for taking the time to read this information sheet and we hope that you will accept our 

invitation to be involved. 
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CONSENT FORM (For 16 to 50-year-old women) 

WHY ARE FEMALES WITH EATING DISORDERS RELUCTANT TO ENGAGE WITH TREATMENT 

SERVICES 

Ethics Approval Numbers: The University of Adelaide Human Research Ethics Committee H-2012-069 

1. I have read and understood the attached Information Sheet for this study. 

2. The nature and possible effects of the study have been explained to me. 

3. I understand that the study involves two phases for which I give my consent: 

 completing the Eating Disordered Examination questionnaires over the phone or face-to-face, 
taking about 50 minutes and; 

4. I understand that I may be contacted later about a second phase of the study, and that I am entirely free 
not to participate subsequently if I so wish. 

5. I have been informed that, while information gained during the study may be published, I will not be 
identified and my personal results will not be divulged. 

6. Any questions that I have asked about this research project have been answered to my satisfaction. 

7. I have been provided with adequate information including the Debrief Information and Resources sheet in 
the case of discomfort being caused. 

8. I am aware that I should keep a copy of this Consent Form, when completed, and the attached 
Information Sheet. 

Participant to complete: 

Name:  ___________________________ Signature: ______________________________  

Date: _____________________________  

If aged 16-17 years old, name and signature of guardian here: 

Name: ________________________ Signatures: __________________________ Date: _____________ 

Investigator to complete:  

I have described the nature of the research 

to

 _______________________________________________________________________________________  
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  (print name of participant) 

and in my opinion she/he understood the explanation. 

Signature:  ________________________ Position: _______________________________  

Date: ____________________________  
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CONSENT FORM 

FOCUS GROUPS with 18 to 50-year-old women 

WHY ARE FEMALES WITH EATING DISORDERS RELUCTANT TO ENGAGE WITH TREATMENT 

SERVICES? 

Ethics Approval Numbers: The University of Adelaide Human Research Ethics Committee H-2012-069 

1. I have read and understood the attached Information Sheet for this study. 

2. The nature and possible effects of the study have been explained to me. 

3. I understand that the study involves taking part in a focus group discussion with about 6 other women that 

will take about an hour each. 

4. I have been informed that, while information gained during the study may be published, I will not be 

identified and my personal results will not be divulged. 

5. I agree to participate in the focus group and understand that I am free to withdraw from the project at any 

time without any effect. 

6. I agree to the focus group being audio/video recorded.  Yes  No  

7. Any questions that I have asked have been answered to my satisfaction. 

8. I have been provided with adequate information and directed to resources in the case of discomfort being 

caused. 

9. I am aware that I should keep a copy of this Consent Form, when completed, and the attached 

Information Sheet. 

Participant to complete: 

Name:  ___________________________ Signature: ______________________________  

Date: _____________________________  

Investigator to complete:  

I have described the nature of the research 

to

 _______________________________________________________________________________________  

  (print name of participant) 
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and in my opinion she/he understood the explanation. 

Signature:  ________________________ Position: _______________________________  

Date: _____________________________  
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Appendix 4 - University of Adelaide Contacts and Independent 

Complaints sheet and debrief information and resources 

CONTACTS FOR INFORMATION ON PROJECT AND INDEPENDENT COMPLAINTS PROCEDURE 

The following study has been reviewed and approved by the University of Adelaide Human Research Ethics 

Committee: 

Project Title: Why are people with eating disorders reluctant to engage with treatment 

services? 

 Approval Number: H-2012-069 

The Human Research Ethics Committee monitors all the research projects which it has approved. The 

committee considers it important that people participating in approved projects have an independent and 

confidential reporting mechanism which they can use if they have any worries or complaints about that 

research. 

This research project will be conducted according to the NHMRC National Statement on Ethical Conduct in 

Human Research (see http://www.nhmrc.gov.au/publications/synopses/e72syn.htm) 

1. If you have questions or problems associated with the practical aspects of your participation in the 

project, or wish to raise a concern or complaint about the project, then you should consult the Chief 

Investigator: 

Name: Dr Megan Warin 

Phone:  

 Or the PhD Candidate 

Name Connie Musolino 

Phone  

2. If you wish to discuss with an independent person matters related to: 

  making a complaint, or 

  raising concerns on the conduct of the project, or 

  the University policy on research involving human participants, or 

  your rights as a participant, 

 contact the Human Research Ethics Committee’s Secretariat on phone (08) 8303 6028. 

 

http://www.nhmrc.gov.au/publications/synopses/e72syn.htm
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DEBRIEF INFORMATION AND RESOURCES 

Body dissatisfaction and associated problems with eating is a common experience for young Australian 

women and can have a significant impact on health and well-being. As a result, we research the factors that 

contribute to these problems in order to be able to refine the services we offer. 

Although we believe that this research project poses no risk for participants, it does deal with some sensitive 

personal issues. If completing this survey or participating in this research has raised any concerns that you 

would like to discuss with someone, please do not hesitate to contact the following services: 

Flinders University Student Counselling      8201 2117 

Flinders University Services for Eating Disorders     8201 5563 

(or see the associated website, 

http://www.flinders.edu.au/sabs/psychology/services/flinders-university-services-for-eating-disorders/home.cfm 

University of Adelaide Student Counselling Services                  8303 5663 

Advanced Psychology Services        7324 3055 

The Butterfly Foundation Helpline                                                                       1800 33 4673 

http://www.thebutterflyfoundation.org.au/ 

 

Centrecare PACE (Recovery Support Groups)                                                                       8159 1400 

http://www.centacare.org.au/AboutCentacare/CentacareNews/tabid/79/articleType/ArticleView/articleId/92/Eati

ng-Disorders-Panic-Anxiety-Recovery-Support-Groups.aspx 

Eating Disorders Association of SA                                                                            

info@eatingdisorderssa.org.au 

http://eatingdisorderssa.org.au/                                                                                   

 

Assessment and Crisis Intervention Services (8am – 10.30 pm)   131 465 

 

Women’s Health State-wide       8239 9600 

          1300 882 880 

Life Line: 24 hour service telephone counselling      131 114 

 

 

http://www.flinders.edu.au/sabs/psychology/services/flinders-university-services-for-eating-disorders/home.cfm
http://www.thebutterflyfoundation.org.au/
http://www.centacare.org.au/AboutCentacare/CentacareNews/tabid/79/articleType/ArticleView/articleId/92/Eating-Disorders-Panic-Anxiety-Recovery-Support-Groups.aspx
http://www.centacare.org.au/AboutCentacare/CentacareNews/tabid/79/articleType/ArticleView/articleId/92/Eating-Disorders-Panic-Anxiety-Recovery-Support-Groups.aspx
http://eatingdisorderssa.org.au/
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Appendix 5 - Interview Schedules 
 

 

INTERVIEW SCHEDULE 

 

 

Individual semi-structured interviews with 16 to 50-year-old women 

 

Background Information: 

1. Name: 
2. Age: 
3. Ethnicity: 
4. Where do you live: 
5. Do you live with parents/partner/children/friends/alone: 
6. Employment/study status: 
7. Level of education: 
8. Religion: 

 
Health and Lifestyle 

What does the term ‘health’ mean for you? 
What do people mean when they talk about a ‘healthy lifestyle’? 
Where did you learn about ‘healthy lifestyles’? (probe for family, school, magazines, tv) 
How can you tell if someone is leading a healthy lifestyle? 
How can you tell if someone is leading an ‘unhealthy lifestyle’? (probe for obesity/fatness ideas) 
Can you be thin and healthy? 
 
Would you consider yourself to be healthy now? 
Have you ever been unhealthy? 
What made you unhealthy? 
Is it important to you to maintain a healthy lifestyle? Why? 
How do you do this? 
 

Some people diagnosed with anorexia say that it is a lifestyle of choice. Why would anorexia be 
called a lifestyle? 
 

Eating disorders and ambivalence 
For you, what is an eating disorder? 
What do you think causes eating disorders? (probe for genetic, cultural, psychological 
explanations) 
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Do you think that people are unwell if they have an eating disorder? (if not, why not, and if yes, 
why) 
Have you ever thought or been told that you might have an eating disorder? (if so, by whom and 
which ED)? 
What was your response to this? 
 
Did you do anything to in response (talk to family/friends or look for information on the web)? 
How would you feel (or did you feel) about having an eating disorder diagnosis? 
 
Why didn’t you seek professional help? (probe – was there something preventing you – 
embarrassment, shame)? 

 
Denial 
 Have you ever denied having an eating disorder? Do you try and hide it? What do you say to hide it? 
 

What might happen if you told your friends you have eating and body issues? (or 
family/partner/coach/doctor) 
 
Does your pattern of eating/exercise make you feel good about yourself? 
Does it help you cope with everyday things? If yes, in what way? 
What would happen if you didn’t have these practices? 
 
Would you be reluctant to have to change your food/exercise practices? If so, why? 
Do you look at pro-anorexia websites? 
How did they make you feel? 

 
Normalisation of disordered eating 

Is dieting and appearance a common topic with your friends? Both male and female? 
What types of things come up in the conversation? 
How does it make you feel when your friends discuss food and body image? 
Do you discuss and compare yourselves to others? If so, who – friends, celebrities/media icons? 
What is a diet? 
 
Does anyone ever comment on your eating/exercise practices? (family/friends) 
If no, do you think people don’t notice? 
 
Do you exercise with friends? Or go on diets with friends? 
Do you avoid eating out with your friends/family? 
 
Do you and your friends talk about eating disorders? 
Do some eating disorders have more status than others? 
 
Many eating disorders are treated by psychiatrists and psychologists. Do you think that eating 
disorders are an illness? Are they a psychiatric illness? (If yes, why, and if not, why not)? 
 
Have you ever thought that having an eating disorder might be okay? 
Are there any benefits to having an eating disorder? 
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Are there any negative things to having disordered eating? 
 
Do you ever worry about becoming overweight or obese? 
How do you feel about people who are obese? 
What can be done to reduce the rates of obesity? 
Can you be overweight and healthy? 
 

Body-habitus experiences 
In relation to your peers, do you think that you are overly concerned with your body and appearance? 
When did you first become conscious of your body? 
Why do you think it became a focus? 
Do you have any ideas about what influenced you to think and worry about your appearance? 
 
Are their particular times or places when you feel anxious about your body? 
When do you feel good about your body (probe - when it is ‘empty’)? 
Do people comment on how you look? How does this make you feel? 
 
[From the EDE we will have information about people’s purging practices] 
 
When you are purging your body, what do you hope to achieve? (e.g. purity/cleanliness/lightness). 
Or – when you do not eat, what are you hoping to achieve? 
Where do these ideas come from (from a religious upbringing, from cultural ideas about gender, 
from cultural regimes of cleanliness)? 
What are the things that you do around your eating or body that you wouldn’t want family or friends 
to know about? 
Why are these things kept secret? 
 
Do you think thin people are morally superior to those who are overweight? If yes, why? 
Do you think that disciplining your appetite or body is a good thing? (probe for ideas about ‘letting 
yourself go’) 
 

Food/Diet 
Do you think that your routines and practices around food are unusual? (If no, why not, and if yes, 
why)? 
 
Do other people around you have similar practices around food/bodies? 
 
Do you think about food continually through the day? And what types of feelings are you having 
while thinking about food? 
Do you have any food restrictions? Medical or personal choice? 
Where do you eat? (e.g. At home- dining table? In your room?) 
Who do you eat with? (at home or at work/uni) 
Who makes and buys the food in your household? 
 

Exercise 
Do you exercise often? 
What type of exercise do you do (and why)? (probe for physical activity levels/meditation/yoga) 
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How do you exercise? (at a gym? group sports?) 
How does exercising make you feel? (during and after?) 
How do you know that you have done enough exercise? (probe about regimes and any 
technologies like pedometers, mapping) 
What happens if you don’t get to go to the gym/exercise? 

 
Help seeking 

Do people with disordered eating need help? (what sort of help)? 
Can people with eating disorders be helped? 
When do you think someone with an eating disorder should seek help? 
At what stage might you seek help for your eating? 
Have you ever thought about seeking help? If so, what kind of help? 
Why do you think people might wait years until they seek help? 
What is the future for you in terms of living with these eating practices – do you see yourself 
continuing with these practices? 
What would you like to change? What wouldn’t you like to change? 
 

 
Has it been hard talking about these things. If so, why? 
 
Thank you for taking the time to speak with me. Is there anything that I haven’t asked you that you 
would like to add? 
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 INTERVIEW SCHEDULE 

 

 

Focus group semi-structured interviews with 18 to 50-year-old women 

 

Questions 

The Problem 

 Maybe a comparison to start with – you break your arm and go to get an x-ray. What 

happens when you ‘get an eating disorder’? What did you do? Why is this different to 

seeking help for a broken arm? 

 Did you know you had a problem? Did you think that your eating habits were a problem at 

the time? 

 What shifted/changed your thinking? 

 When you realised it was a problem, how did you feel? What did you do? 

 

Help Seeking 

 Did you delay seeking help once you realised it was a problem? 

 Why do people delay seeking help? 

 What sort of people seek help? Can you visualise them? 

 What was the moment or the tipping point that you decided to seek help? 

 What is the purpose of seeking help? What types of help? 

 What was your first experience of seeking help like? What was useful and what wasn’t? 

 Looking back, when would have been for you, the best time to seek help? 
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Developing messages/Advice 

Examples from - Butterfly Foundation, EDASA, NEDC. 

 What sorts of mediums of delivery is most engaging? 

 Would greater representation of people with disordered eating be helpful – for example 

video’s of people who have recovered talking about their experiences? 

 

 

Triggering 

 How do you manage triggering? How can you get beyond that? 

 Can messages (as shown) be triggering? 

 

 

Case Study 

K - K has had disordered eating for over 20 years and says that she is managing and does not 

believe that recovery is possible for her. If she was your friend, how would you approach her and 

encourage her to seek help? 
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Appendix 6 - Diagnostic results 
 

EDE Diagnostic results 
 

AN 
 
2 

EDNOS 
 
17 – EDNOS: 
 8 - EDNOS 
 

1- EDNOS - All psychopathology consistent with AN apart 
from feelings of fatness (BMI 17.3) 

 
1- EDNOS - meets criteria for AN but BMI too high 

 
1- EDNOS - possibly AN but did not take weight 

 
1- EDNOS/BN -compensatory behaviours of BN, av 

binges in 3rd month just below criteria. 
 
1- EDNOS - denies fearing weight gain, therefore not AN 
 
1- EDNOS - binges and compensatory behaviours, av 

binges below criteria 
 

1- EDNOS: doesn’t meet number of OBEs for BED 
 

1- EDNOS -underweight but with BMI 18.7 does not 
meet criteria for AN. OBEs/compensatory behaviours 
below frequency criteria for BN 

 
1- EDNOS - No of OBE's too low for BN 

 

Did not meet ED 
criteria 
 
2 
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