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ABSTRACT

The majority of studies pertaining to substance misuse and eating disorders are
dominated by concurrent disorders research. Within that framework, traditional
medical, psychological, biochemical models, and the disease model of addiction
prevail. Studies that consult young women about their ideas and knowledge for how
to best address these problems in therapy are relatively rare within these fields. Using
a narrative approach to therapy, I explore the interplay between these problems, and
the ways in which disordered eating practices and substance misuse problems can
“feed off of each other,” thereby keeping young women ensnared in their grips.
Twelve young women (insiders) who attended a residential substance misuse program
were interviewed about their personal experience with substance misuse and
disordered eating practices in an attempt to explore and identify ways in which
helpers and young women can use these similarities to their advantage. Using case
examples from 12 semi-structured interview conversations, I demonstrate the merits
of co-research practices, and detail the practical and therapeutic applications of a
narrative therapeutic approach when working with young women struggling with
these problems. Interviews were audio-taped, transcribed, sorted and assigned to
thematic categories. The results suggest the importance of highlighting the interplay
between these problems and illuminate the young women’s insider knowledge
regarding these problems. Based on these results, suggestions for ways to best address

these problems are offered. In order to contextualize the problems and locate them
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within their political and social cultural context, the above ideas are framed within
historical accounts of alcohol and drugs, disordered eating, mental illness, social
construction, and narrative therapy ideas. This study may benefit counsellors, health-
care professionals, parents, and teachers who know or are working with young
women who struggle with substance misuse and disordered eating practices in that the
study offers practical ways to assist persons in reclaiming their lives from these

problems.
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CHAPTER 1 INTRODUCTION

It is common knowledge within the field of psychotherapy that many young
women struggle with the problems of substance misuse and disordered eating practices
(Brady, Back & Greenfield, 2009). However, it is less commonly known how to work
with these problems as a therapist when they occur simultaneously in a young woman’s
life. So grew my interest in developing ways to work with young women who struggle
with problems that threaten both themselves and challenge their helpers due to their
complexity. My purpose in this dissertation is to explore and illuminate the interplay
and relational features of disordered eating practices and substance misuse. I will
explore what I have learned as a therapist to develop an approach to working with the
complex relationship between these two problems. Using case examples from 12 semi-
structured interview conversations I conducted with young women who have personal
experience with substance misuse and disordered eating practices, I will illustrate the
practical and therapeutic applications of this approach for therapeutic work with young
women struggling with these problems'.

There is a wide breadth of understanding in regards to the paradigms used to
describe substance misuse and disordered eating practices. Before I move on it is

important to clarify the paradigms that my understandings of these two problems are

"I am aware that young men also experience a form of body policing and also struggle with disordered
eating practices. Yet I chose to only include young women’s experience with both problems for a variety
of reasons; 1) Rates for disordered eating practices are consistently higher for women than men (Hudson,
Hiripi, Pope & Kessler 2007), 2) In my work as a therapist more young women tend to be reporting the
struggle with substance misuse and disordered eating practices more than young men and 3) Discussing
both young men and women’s experience with these problems is beyond the scope of this writing.
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located in. When using the term substance misuse I use it to discern from the more
commonly used terms substance abuse/dependence. Abuse/dependence are rooted in
the dominant addiction terminology, and the disease model of addiction. Rather than
use the term eating disorders, which I find conjures up and limits us to traditional and
individualistic understandings of anorexia, bulimia, and compulsive eating I chose the
term disordered eating practices. I use the term disordered eating practices to
encompass “anorexia, bulimia and weight preoccupation” (Brown, 1993, p. 53). As
Brown describes “the weight preoccupation continuum often includes fear of fatness,
denial of appetite, exaggeration of body size, depression, emotional eating and rigid
dieting” (p. 53-54). Brown acknowledges, “only a matter of degree separates those
women who diet, work out, and obsess about their body shape and calorie intake from
the more extreme behaviours of anorexia and bulimia” (p. 54). My use of the term
disordered eating practices is an attempt to conceptualize the societal drive for thinness
not as individual pathology, but as problems that are very much connected to their larger
social contexts (Brown).

Traditional discourses of eating disorders and addiction can also result in the
totalizing labels of ‘anorexic/bulimic/alcoholic/addict’ being placed on or taken up by
persons (Sanders, 2007; Madigan, 1999). While some people describe finding these
‘labels’ helpful as they give them a way to understand their experience and place to
stand, others find that these labels soon begin to define and explain their understanding
of who they are and how others know and relate to them (Tomm, 1990)

This dissertation is divided into seven chapters. Chapter one introduces the reader

to my own initial interests in this work and the practice, based on theoretical
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assumptions that inform my work. Additionally, I briefly introduce the reader to the
traditional ways of understanding substance misuse and disordered eating. These
traditional treatment models are problematized and an alternative way of addressing
them is proposed. The voices that inform my research will also be discussed. Chapter
two describes the relational features that disordered eating practices and substance
misuse have in common, and ways in which helpers can use these features to their
advantage when working with clients. I give an overview of the narrative re-authoring
perspective, and present a hypothetical conversation between disordered eating and
substance misuse. Chapter three contextualizes disordered eating practices and
substance misuse in history and explores the ensuing ways of understanding and treating
these problems. I also explore some of the similarities and differences in the ways these
problems have been constructed and the ways that this has impacted our current
understandings and treatment practices. The second half of chapter three gives the
history of the Diagnostic and Statistical Manual (DSM)(APA, 2000) and speaks to the
impact this perspective has on persons seeking therapy for substance misuse and
disordered eating practices. In chapter four, I explore and give an overview of social
construction, which is the orienting discourse of this dissertation. Chapter five explains
my research methodology, and chapter six presents the results of my interviews with the
young women. Throughout chapter six, therapeutic questions are included in order to
give the reader a sense of how these ideas work in praxis. Finally, in chapter seven, I
discuss the implications of my research and suggestions for incorporating these practices
into the work that we do as counsellors when working with young women struggling

with what can be life-threatening problems. This final chapter also describes the
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limitations of my dissertation while suggesting possible directions that this work can

take in the future.

How I Came to this Work

A significant portion of my therapy career has been spent working alongside
young men and women trying to reclaim their lives from drugs and alcohol. For the past
eight years I practiced first as a youth counsellor and later as a family therapist at Peak
House, a co-ed residential substance misuse program located in Vancouver, British
Columbia, where young people live for a period of 10 weeks, participating in individual,
group, and family therapy. I was first introduced to Peak House in 2000, while taking a
course in Substance Abuse Counselling, a required course for my Master’s degree. The
course was taught by Colin Sanders, who at that time was the clinical director of the
Peak House program. In my Master’s program and this course in particular, I studied
postmodern and collaborative therapies (Andersen, 1987; Anderson & Goolishian, 1988;
Gergen, 1991; White, 1989; White & Epston, 1990; de Shazer, 1985). When I began my
practicum at Peak House’, I witnessed postmodern, narrative and collaborative
approaches to therapy come to life (Reynolds, 2002; Radke, Kitchen & Reynolds, 2000;
Madigan, 1992; Sanders, 1998, 2007; Bird, 2000, 2004). These practices expanded my
previously held notions of what was possible when working from a collaborative

approach with people seeking relief from problems.

* T would like to acknowledge the therapists, young persons, program directors and youth counsellors
whom I worked with at Peak House in helping me to develop the ideas written about in this dissertation.
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The theoretical framework of this dissertation is postmodern’ and social
constructionist thought (Burr, 2003; Foucault, 1980; Sarup, 1993; McNamee & Gergen,
1992). Social construction is interested in the “relational and generative nature of
knowledge and language” (Anderson, 2003, p. 126). In this approach our
understandings of the world are seen as emerging through our relationships with others.
They are constructed communally. These paradigms question the commonly accepted
modernist notion that there are ‘Truths’ to be known, which are located within
individual minds. Rather than viewing language as an expression of the mind, social
constructionists propose that it is in our interactions and performances with others (in
language) that we create, understand, and interpret our experiences.

The narrative metaphor has been extremely influential in my work as a therapist.
From this perspective, our lives are understood as being storied (Bruner, 1986; White,
2007), and it is through the telling of stories that we come to know and understand
ourselves and the world around us. In the narrative approach, the therapist views the
client as being in relationship to the problem, which creates linguistic space between
person and problem, as the problem is not understood as located within the psyche or
biochemistry of the individual. Labelling, deficit based understandings, and
pathologizing discourses are resisted and explored in therapeutic conversations. Rather
than leaving social, political, cultural, and gendered discourses outside of the therapy
room, therapists have a responsibility to address these discourses and the effects that
they have on peoples’ lives (Waldegrave, Tamasese, Tuhaka, & Campbell, 2003; Hare-

Mustin, 1994). Clients’ strengths, courage, and understandings of their experiences are

? Used here to refer to “a family of concepts that critically challenge the certainty of objective
truths, the relevance of universal or meta-narratives, and language as representative of the truth”
(Anderson, 2003, p.126).
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privileged, and taken for granted assumptions are deconstructed. This stance creates
room for people’s preferred stories to come to the forefront, and for previously
unimagined possibilities to emerge. In writing this dissertation and interviewing the
young women, this stance came to life.

The narrative metaphor is complementary to and located in social constructionist
ideas, as the telling of stories always occurs in relationships (White & Epston, 1990;
White, 1995; Gergen, 1991; McNamee, 2004c). Stories themselves are social
constructions, as opposed to truth or fact, one possible story out of a myriad of others
that may be told. Both narrative therapy and social construction approaches focus their
attention on the relational aspects of human interchange, what people are doing together
(McNamee, 2006). This differs from modernist approaches to therapy that concern
themselves with the individual, focusing their attention on what occurs inside peoples’

minds.

The Problems Overlap

Some of the young people who walked through the Peak House doors not only
struggled with the harrowing problem of substance misuse, but they also struggled with
weight preoccupation, body image concerns, restricted food intake, binge eating,
throwing up after meals, or over-exercising. Some of these youth had previously
attended eating disorder programs or treatment centres, while other youth had kept these
concerns hidden. The other therapists and youth counsellors working at Peak House
worked hard to figure out a way to allow those young women who we knew were
struggling with purging, over-exercising, or food restriction to remain in our program. It

seemed unjust to prohibit someone from participating in a substance misuse treatment
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program simply because she was also struggling with disordered eating practices.” To
deny treatment in this way would, we worried, only throw these young women back into
the arms of drugs or alcohol, and drug dealers (and sending them back into isolation
with disordered eating practices). Our continual question was, “Aren’t they better off

with us?”

Isolating Two Problems

Our program had the same policy as many other substance misuse programs: If
you are self-harming or engaging in practices of disordered eating, you need to leave
and come back when you can focus on the problem of substance misuse. I can see the
good intentions behind this policy, as it can be useful for some youth as it takes a solid
position against disordered eating practices, sending the message that it is not welcome
here.” For them, the fear of having to leave the program should they be caught purging,
serves as a motivator for seeking assistance with disordered eating practices. For others,
this stance may push disordered eating practices even further underground, hidden from
the therapists and youth counsellors’ views. For example, youth might comply with the
program’s eating requirements, but may purge their meal or over-exercise in their rooms
afterwards. Alternatively, they may find ways to skip meals by claiming that ‘they are
still full from lunch,” or ‘they feel sick if they eat breakfast.” Instead of asking us for

support, they may keep their struggle with food a secret, and in the silence disordered

* All prospective youth were required to have a medical evaluation done prior to entering the program and
if a person was deemed too unwell and required more intensive medical care than we could offer to them,
they were referred to the appropriate organization at that time.

> This process of externalizing was developed by Michael White and David Epston (1990) of Dulwich
Centre. It is a way of working whereby problems are externalized. “The problem is the problem, the
person is not the problem” is a catch phrase used to describe this way of working. Externalizing and
Narrative Therapy will be described in greater detail in Chapter 2.
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eating practices grows.

In response to this issue, our team of youth counsellors and therapists began
to construct ways to make it possible for young women to be “eating-enough,” trying to
cut down on “purging-enough,” and engaging in “healthy-enough” exercise so they
could stay in the program (Bird, 2000). I remember many shifts where young women
would let us know that they were struggling with their body shape/size after gaining
some weight since entering the program. I also remember watching tears pour down a
young woman'’s cheeks as she chewed a piece of lettuce from her salad. She had just
been told, on her first day of the program, that eating three meals a day was a
requirement to stay in the program.

We saw the shame the young women experienced when their ‘secret’ was
discovered. They begged us not to kick them out or tell their families or their alcohol
and drug counsellors. Many of them said that they were trying to cut down on purging,
as they binged on plates overflowing with syrup-drenched French toast. We watched as
they drank glass after glass of water and then disappeared into the washroom, turning on
the faucet to tune out the sound of their heaves. We watched as they walked out of the
washroom, face red, eyes glistening and darting anxiously around the room to see
whether they had been noticed.

We recognized the need for young women struggling with both substance misuse
and disordered eating practices to have a space to address these concerns. They were
entitled to have capable, respectful, ethical and well-informed counsellors to assist them
in their quest to find freedom from these problems, yet the structures that we had in

place then were restricting and limiting. We realized that we needed to work with both
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problems if we wished to better serve the clients and their families® who approached us
for our help. So grew my interest in developing ways to work with people who struggle
with problems that threaten both themselves and challenge their helpers due to their

complexity.

Disrupting the Isolation

When a young woman struggles with substance misuse and disordered eating
practices, it can be daunting to navigate a path to freedom. If you are continually
struggling with one problem or the other, you can never really focus on your self, since
one of the two is lurking in the background influencing your thinking. Even more
difficult is when young women struggling with both problems describe both problems
operating at once in their lives, especially when they seek professional help or when
they are trying to step away from one problem or the other. Addressing the two
problems simultaneously disrupts the traditional approach in which each problem is
isolated and dealt with individually, the idea being that only one problem —eating
disorders or substance abuse —can be treated at a time. Traditionally these problems
have been seen as separate from each other, and counsellors often specialize in one
problem or the other. What does this mean for our youth?

Typically, someone struggling with substance misuse and disordered eating
practices would have to address these issues separately, as “historically, those who
suffered concurrently with disordered eating and substance misuse found the doors of

either type of helping facility shut until they could manage one or the other problem”

% When I use the word ‘families’ I am using it in the broadest possible way. Family includes whomever it
is who loves and cares for the young woman and is supporting her in this work, be it moms and dads, two
moms, two dads, adopted parents, legal guardians, grandparents, friends, or partners.
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(Dennstedt & Grieves, 2004, p. 64). In most eating disorder treatment programs, a
person who has had a (self-admitted) history of substance misuse must be abstinent from
all substances for three months prior to entering the program. The same is true in most
substance misuse programs; people are required to eat three meals a day and expected to
abstain from purging, binging, restricting, over exercising, and other disordered eating
practices. This means that people often face multiple barriers to treatment access such
as treatment refusal, lack of resources/treatment that addresses both disorders, and long
wait lists (Dunn, Geller, & Brown, 2008). People seeking support for both problems are
often straddling two very different treatment philosophies. In the field of addictions, the
disease metaphor underlies most treatment approaches. Treatment is often de-
medicalized and governed by 12-Step programs (Alcoholics Anonymous /Narcotics
Anonymous), addiction counsellors, detoxification centres, recovery homes, and
abstinence based treatment programs. Eating disorders treatments are mainly overseen
by hospitals, psychiatrists, psychologists, and inpatient and outpatient programs that are
also run within these frameworks. Therapies tend to be cognitive behavioural and
interpersonal in nature with psychopharmacological medication prescribed more often
than not (Brady, Back & Greenfeld, 2009). Unfortunately this compartmentalization is
incongruous with the ways in which people live their lives, and can lead one problem or

the other to go underground, defying detection.

Traditional Ways of Understanding Disordered Eating Practices and Substance Misuse

In the mental health field, when eating disorders and substance abuse occur at the

same time, they are commonly referred to as a dual diagnosis, co-occurring disorders or
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problems of co-morbidity. The term concurrent disorders’ is defined by Health Canada

(2002) as:
The concurrent disorders population refers to those people who are experiencing
a combination of mental/emotional/psychiatric problems with the abuse of
alcohol and/or another psychoactive drug. Technically, it refers to any
combination of mental health and substance use disorders, as defined for
example, with the classification scheme of Diagnostic and Statistical Manual of
Mental Disorders [DSM-IV-R] (p. 7).

In the last ten to 20 years there has been an increased focus on concurrent
disorders in the mental health field (Cooper & Calderwood, 2004). Many studies have
documented the associations between substance misuse and disordered eating (Dunn,
Neighbors, Fossos, & Larimer, 2009; Franko, D., Dorer, J., Keel, P., Jackson, S.,
Manzo, M., Herzog, D., 2008; Piran & Gadalla, 2007; Herzog, Franko, Dorer, Keel,
Jackson, Manzo, 2006; O’Brien & Vincent, 2003). These studies have suggested the
need to assess patients with eating disorders for drug and alcohol use, and patients with
substance misuse problems for eating disorders (Dunn, Et. Al, 2009; Gorden, Johnson,
Greenfield, Cohen, Killeen & Roman, 2000; Piran & Gadalla; Courbasson, Smith &
Boland, 2004). They also suggest a need for conducting research into effective
prevention programs, and integrated treatment programs for patients with co-occurring
eating and drug and alcohol disorders (Dunn, et al., 2009; Piran & Gadalla). In these

paradigms (12 step approaches (AA/NA), psychiatry, psychology, and the evolving

7 The words co-morbidity, dual diagnosis and concurrent disorders are often used interchangeably. In
Canada the term concurrent disorders is most often used, whereas in the US the term dual diagnosis is
used. In Canada dual diagnosis refers to an individual that has a physical disability as well as a mental
health disorder (Cooper & Calderwood, 2004).
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concurrent disorders field), eating disorders and substance abuse are most often viewed
as individualized and static problems. Furthermore, the cause of these disorders is often
seen as residing inside people inviting us to look inwards for the cause of the problem,
for example, at an individual’s biochemistry, genes, or personality traits.

A quick search on the PsycInfo computer database (from 1983 to 2009) using the
key words “eating disorders” and “substance use” finds 305 results, which illustrates the
current interest in this subject matter as an area of research (Retrieved, August 28,
2009). A common thread between the studies is that they try to determine co-morbidity
rates for eating disorders and substance use and substance use and eating disorders. For
example, studies have examined the co-morbidity rates of disordered eating behaviour in
women who seek treatment for substance use/abuse/dependence (Herzog et al., 2006).
More commonly, the association between eating disorders and substance consumption is
studied in a person’s seeking treatment for eating disorders, by exploring his or her past
and present patterns of psychoactive consumption (Weiderman & Pryor, 1996; Corcos et
al.,2001). These studies often explore the association between the two problems in
question. For example, regarding the prevalence of eating disorders among men and
women who were hospitalized for substance abuse, it was surmised that the increased
stimulant use was because stimulant drugs suppress the appetite thereby increasing
weight loss (Hudson et al. 1992).

Other studies attempt to locate common underlying psychopathological factors.
For example, Baker, Mazzeo, and Kendler (2007) conducted a study in which they
explored the associations between bulimia nervosa and drug use disorders focusing on

the common genetic and environmental influences between the two. Many studies focus
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their inquiry on the links and common factors between specific substance use and
specific eating disorder diagnoses, for example, anorexia nervosa and its associated sub-
types, restricting type, binge-eating/purging type and bulimia nervosa and their
associated sub-types, and purging or non purging type (Dunn et al., 2009; Dunn, Geller,
& Brown, 2008; Herzog et al., 2006; APA, 2000).

Concurrent disorders are studied in various ways with clinically based or
community based populations typically examined separately. In some cases, the
lifetime prevalence rates of eating disorders and substance abuse are studied and then
the likelihood that an individual with an eating disorder would also have a substance use
disorder or eating disorder is determined (Piran & Gadalla, 2007). In other cases,
information is gathered from individuals who are currently in treatment programs (often
referred to as clinical samples) for eating disorders or substance use, having them
complete questionnaires regarding their past and present substance use or disordered
eating behaviours (Krug et al., 2008; Hudson et al., 1992).

While the studies described above are of interest and show a need for increased
research regarding the co-occurrence of these problems (and most certainly generate
funding for continued research in this area), most do not lead us in the direction of
therapeutic treatment approaches for persons struggling with the problem of substance
misuse and disordered eating. When treatment approaches are suggested, they are
typically cognitive behavioural therapies®, interpersonal therapies, or
psychopharmacological treatments (for example, antidepressant therapies) (Sysko &

Hildebrant, 2009; Brady, Back, & Greenfield, 2009). Brady et al. point out that there is

¥ Cognitive behavioral therapy has been chosen as the treatment of choice for eating disorders by the
American Psychiatric Association (Brady, Back & Greenfield, 2009)
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currently “no evidence-based treatment that integrates SUD [substance use disorder] and
ED [eating disorder] treatment” (p. 235). This demonstrates the need for further
investigations into and the development of therapeutic approaches when working with
person’s struggling with disordered eating and substance misuse.

This dissertation does not focus on the reasons why a young woman may develop
a problem with substance misuse and disordered eating. Nor am I interested in what
came first, the chicken or the egg. Rather, I am interested in exploring the interplay
between these problems, and the ways in which disordered eating practices and
substance misuse problems can ‘feed off of each other’ thereby keeping young women
ensnared in their grips. I explore the relational features that these problems share, and
ways in which helpers can use these features to their advantage when working with
clients. My purpose in this dissertation is to explore the interplay of disordered eating
practices and substance misuse in the lives of young women and the implications of this
interplay for therapeutic practice. This research involves formally asking youth the kind
of questions that have emerged in my therapy sessions with young women at Peak
House.

In my therapeutic conversations with young women, I have found that addressing
the problem simultaneously creates a common space where the problems come alive in
an entirely new way, thereby interrupting the tendency to dichotomize these issues,
creating new possibilities for change. Addressing substance misuse and disordered
eating problems collectively is important, otherwise these problems remain
compartmentalized and separate: defined as this (i.e. disordered eating practices) and

that problem (i.e. substance misuse). The problems’ interplay between them remains
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outside of any categorizations, its location hidden and silenced.

To my knowledge, this is the first qualitative study documenting young women'’s
personal experiences regarding the interplay between substance misuse and disordered
eating practices. This is also the first study to detail a therapeutic approach and provide
treatment ideas and therapeutic questions for practitioner’s working simultaneously with

the problems of disordered eating practices and substance misuse.

Youth’s Voices

In closing this chapter, I wish to describe the voices that inform this writing, as
without them this dissertation would not have been possible. This dissertation is the
result of 12 semi-structured interview conversations with young women who have
personal experience with substance misuse and disordered eating practices. Of course,
all identifying information and names have been changed in order to protect their
anonymity. I have paid specific attention to ensure that their voices are highlighted by
including quotes and snippets of our conversations throughout the dissertation. Chapter
6, the results sections, is comprised mainly of the young women’s voices. Their voices
influenced the creation of the chapters and held me accountable to highlighting their
local knowledge (Geertz, 1983) and wisdom throughout the chapters. This is important
to me as so often youth’s voices are not included in professional literature. Instead, the
voices of professionals are allowed to ‘speak for’ the people who are under
‘investigation.” This is especially the case where the ‘subjects’ being studied have
diagnoses that pathologize them and separate them from so-called ‘normal,” or ‘healthy’
individuals. Foucault refers to these as “dividing practices” (Rabinow, 1984, p. 8).

Often the focus of traditional psychological research is to understand what causes the
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deviation from normal behaviour. In these instances, it is assumed that there is an
essence to be known and that this essence unlocks the key to understanding the
individual’s behaviours, actions, and thoughts. When people are categorized as
‘well/unwell,” ‘normal/abnormal,” health-care professionals are positioned as experts
who treat or heal those who require help in specific, culturally agreed upon ways. This
stance disqualifies the expertise and knowledge of the person consulting with the health
care professional, and places the professional in a position of power over the individual
(Foucault, 1980).

I often co-present with youth’ from Peak House at workshops and at the local
college where I teach. In these contexts, the comments of workshop attendees/students
are strikingly similar, “Did you pay them to say that?” “They were so articulate!” “I’ve
never heard young people speak so well.” What do these comments reflect about the
ways in which we view these young people? What does it say about those voices to
whom we give credence? How is it that so often professionals are surprised that the
individuals who receive ‘professional’ help/therapy/counselling/treatment, have ideas
about what will work best for them at this time in their lives?

North American society lends little credence to the voice of young people. Often
their voices are marginalized and not given much room to speak, or if they do have the
chance to speak, they may not always be heard. Instead youth are positioned as people
who need to be taught, shaped, and moulded. These ideas can contribute to us talking

down to youth, or stereotyping them into categories of violent, aggressive, naive, and

? This practice was passed down by Colin Sanders (2007) as a way to not speak for
those that can speak for themselves, as young persons are so often under represented at
therapy conferences, and teaching institutions.
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self-centred, rather than positioning youth as having something meaningful to say, and
as teachers.

This dissertation is an attempt to privilege youth’s voices in a way that will
invite them to let us—the professionals —know how we can be more of use to them.
Their ideas for future therapeutic conversations with other youth who are also struggling
to navigate this rugged and confusing territory are highlighted. I was interested in
hearing about the young women’s lived experiences with both substance misuse and
eating disorders. I was curious about how these problems gained a hold on them, how
they made sense of them, and how they have begun to find freedom from these
problems. I strongly believe that young persons are intelligent and have much insight
into their own lives. They have hopes and preferences about the direction in which they
want their lives to go. I also believe that the problems of substance misuse and
disordered eating are often initially attempts to cope, after which they take on a life of
their own, and that no one imagines or wants their life to be engulfed by these problems.

I believe if you position yourself as curious and interested in what someone has to
say, and if you really listen to the other as she is speaking, that you will hear that she has
her own ideas and solutions for her problems. I also believe that by positioning yourself
as a listener you will be amazed at what it is that you will hear and it is my hope that
you, my reader, will be amazed by the many voices of the youth that inform and speak

through this dissertation.
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CHAPTER 2 THE INTERPLAY BETWEEN DISORDERED
EATING PRACTICES AND SUBSTANCE MISUSE

In order to demonstrate the interplay between substance misuse and disordered
eating practices, it will first be useful to look at the many relational features that they
share. The relational features are the similarities between the problems and the ways in
which these similarities interact to create a new problem. Highlighting these features
will illuminate the ways in which the problems may appear together, how they can be a
means to a similar end, and how difficult it can be to break free from them. It will also
illuminate how these problems, in relationship with each other, can be unrelenting in a
young woman'’s life. Knowing these relationships, and the ways that they work together
in a young woman'’s life, may help us assist young women in finding freedom from the
problem.

I do not intend to write an exhaustive list of all the relational features that the
problems share. Rather, I wish to describe some of the main ones that I have noticed in
my work with young women struggling with disordered eating practices and substance
misuse. I will examine the relational context between the two problems and how they
can—at times—collude to become a means to the same end, such as to lose weight, deal
with emotions, to feel normal, to look/act/be viewed by others in a certain light, or to fit
in/belong.

The diagram below illustrates the traditional modernist way of understanding the
similarities between disordered eating practices and substance misuse. The problems

simply overlap.
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Figure 1 Traditional modernist way of understanding the similarities between disordered eating
practices and substance misuse
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The diagram below illustrates the interplay between the two problems. I will
describe the lower circle that represents the relational context that the two problems
share. The social context of the young women'’s lives is always present when discussing

the relational context.

Figure 2 The interplay between disordered eating practices and substance misuse
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Both problems are skilled at offering empty promises as a way to recruit young
women. I describe their promises as empty, as the costs of the promises in the lives of
the young women are much greater than they let on. Both substance misuse and
disordered eating practices can work as an ‘analgesic,” a way to cope with problems or
to ‘self-medicate.” Both problems can make empty-promises of increased belonging and
connection with people. For example, drugs and alcohol might convince people that they
are more social, more outgoing, and less boring when they are under the influence.
Disordered eating exploits people by leading them to believe that if they are thin that
they will be more likely to be socially accepted by others and have more friends. Yet
eventually, both problems can lead to isolation and disconnection from family and
friends in a way that allows the problems to gain increasing control over the young
women’s lives.

Another commonality is that, with time, substance misuse or disordered eating
practices become the most easily accessible ‘solution’ in a person’s life. If someone is
going through a difficult a break-up, it might seem easier to go out and use, or to binge
and purge as a way to cope with the barrage of emotions that one would experience
when a relationship ends. The other viable solutions—calling a friend to talk, crying, or
mourning the loss of the relationship—might not be as available to a person as the above
practices and/or the results might lack the immediacy for which the person is looking.
This is not to say that people intentionally select problematic ways to deal with
difficulties in their lives, but that alcohol and drugs or disordered eating practices may

disguise themselves as non-problematic solutions or ways to cope. It is often only with
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time, when problems have taken on a life of their own, that the devastating effects of
what first might have seemed like a benign act (smoking a joint after a hard day at
school or cutting out desserts) becomes apparent.

In our consumer-driven culture both problems receive cultural support; alcohol
use and some drug use are socially approved and accepted. Social gatherings,
celebrations, and birthdays, often revolve around the consumption of alcohol. Drinking
alcohol is often considered a right of passage for teenagers on their way into adulthood,
young men’s drinking often being strongly tied to discourses of masculinity (Smith &
Winslade, 1997; Nylund, 2007). In western countries, drinking among young women is
on the rise, mirroring that of young men. In addition, young women are increasingly
targeted by alcohol companies in advertisements (Lyons & Willott, 2008). Problems are
also supported by ideas or promises of increased belonging and a sense of community.
For example, people may begin to drink socially or attempt to lose weight as a way to fit
in.

The “relentless pursuit of thinness” (Bruch, 1973, p. 555) and the generalized
fear of (being) fat that exists in society, encourages and supports women (and men) to
alter their bodies by exercise, limiting their food intake, and dieting. In addition,
advances in cosmetic surgery and declining costs in procedures have considerably
increased the availability of surgical alteration of the body. For example, liposuction
and breast augmentation have become common ways to meet societal body standards
(Blum, 2003). The patriarchal male gaze and normative discourses that come through
the male gaze, with its emphasis on thinness, fat phobia, and heterosexism, support this

(Orbach, 1978). Berger (1972), writes, “Men look at women. Women watch themselves
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being looked at. This determines not only most relations between men and women, but
also the relation of women to themselves” (p. 47). This can translate into the practices
of self-surveillance, perfectionism, self-sacrifice, comparison with other women, and a
critical policing of their own bodies (Foucault, 1979).

Disordered eating and substance misuse also support the notion of ‘special-ness’
amongst its recruits. Young women often describe feeling like they were part of a secret
club, or that other people were jealous of them. For example, young women might
claim that if they did not have drugs, they would be ‘nothing.” In reviewing
conversations and transcripts from interviews of young women, disordered eating
practices and substance misuse have been frequently personified and described as a
‘friend,” (Maisel, Epston & Borden, 2004) just as dealers and pimps are often called
lovers and boyfriends. Substance misuse or disordered eating is described as ‘having
helped’ the individual to get through certain periods in her life, ‘stood by’ her in times
when others might not have. Both problems have a way of convincing people that they
(substances and disordered eating) can truly be counted on. Once people are free from
the problems, they are able to see that the problems are anything but friends and how
this facade isolated them from people who cared about them.

At times substance misuse and disordered eating is minimized as a problem.
Young women often describe how they could ‘stop using at anytime,’ or ‘its not really a
problem.” For example, ‘When I loose X'’ pounds then I’ll be satisfied” or ‘Just one last
time, then I’ll quit,” ‘I’ll just have one drink,’ ‘It is the other people in my life that have

the problem, not me, if people would just get off of my back then I would be fine.” In

' As an anti-anorexic practice I am putting an X rather than a number as a way to not inadvertently feed
anorexia or potentially invite ideas of comparison.
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some circles this minimizing would be referred to as denial (Marlatt, 2002).

The term denial has been critiqued in many disciplines, especially the substance
misuse field, as it negates peoples’ abilities to know themselves and the problems with
which they are struggling. It also casts the therapist/helper in an expert role, suggesting
that the person is unable to see that she has a problem. Solution focused therapists Berg
and Miller (1992) write, “In traditional [treatment] models clients are expected to learn
and adapt to the frame of reference of the treatment model or be considered difficult,
resistant, or ‘in denial’”’(p. 7). By asserting that a client is in denial, the therapist is
positioned as the expert and is therefore absconded of any professional accountability or
responsibility to determine if the help that they are providing ‘fits’ with the needs of the
client (Berg & Miller). The client is simply in denial if they are not responding to the
help offered or making the changes deemed necessary by the therapist. Yet resistance
can very well be a sign that the therapist is trying to encourage the client to make
changes that this client is not yet prepared to make (Miller & Rollnick, 1991; Berg &
Miller).

Both problems are associated with increased health risks and mortality rates.
Mortality rates for persons with anorexia are higher than any other mental and
psychiatric disorder (Keel, Dorer, Eddy, Kamryn, Charatan, Herzog, Franko, 2003;
Herpertz-Dahlmann, 2009). Young women aged 15-24 with anorexia have annual death
rates that are 12 times higher than other young women of similar age (Sullivan, 1995).
Overdose associated with illicit drug injection is one of the leading causes of death for
injection drug users (Kerr, Tyndall, Lai, Montaner & Wood, 2006). Hser, Hoffman,

Grella, and Anglin (2001) followed persons dependent on heroin for 33 years and found
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that 284 of the 581 participants had died with the majority of deaths being caused by
overdose.

Some fields of study consider anorexia/bulimia to be an addiction, and 12-step
groups such as Anorexics and Bulimics Anonymous: The Fellowship Details Its
Program of Recovery For Anorexia and Bulimia (Farthing, 2002) have been created.
These groups are based on concepts that are the foundation of traditional 12-step
programs for Alcoholics Anonymous; for example, ideas of hitting bottom and
admitting that you are powerless (Bill, 1955). David Krueger (1982) points out that,

Perhaps the most common theme of all the eating disorders is that they are

addictions: anorexia nervosa is an addiction to food avoidance, to the pursuit of

thinness, and to feeling a sense of control and of mastery over one’s body;
bulimia, an addiction to food binges and perhaps purging or laxative use, often due
to the intense affect of depression, emptiness, or isolation and the attempt at affect
regulation; and compulsive, addictive overeating, a relentless pursuit of and
obsession about food, with the person often automatically turning to food for

various types of tension reduction (p. 371).

There are of course important differences between the two problems. One is that
it is possible to abstain permanently from drugs and alcohol, whereas we cannot abstain
from eating, which has implications for therapy. Thereby a different type of relationship
needs to be negotiated with people’s relationship to food, and people need to develop
healthy-enough eating practices to ensure that they maintain their physical health.
Another important issue is that prior to attending a residential therapy program, people

need to be medically well enough to participate in therapy. This would mean
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detoxification in some cases for those under the influence of drugs and alcohol, and
weight gain (which can take the form of re-feeding on hospital wards in extreme cases
of malnourishment) for those who are malnourished from lack of eating. Another
difference is that people usually start using substances due to curiosity, seeking pleasure
and or transcendental and or mood altering experience, whereas people often begin
‘dieting’ as a way to lose weight.

Below is a chart that highlights the relational features that exist between the two
problems, and to also show by way of illustration the times when someone is vulnerable
to one of the problems can make it very difficult for a person to break free from the
other, as both problems can serve very similar purposes. In this way, the problem keeps
the person trapped in a web of difficulty. I have decided to break this chart into two.
One chart describes overall relational features between the problems, and the other chart
describes the promises that the problems offer to the young women. The categories and
charts that I have created are not mutually exclusive. Rather, there is an ebb and flow to

them. You may notice some overlap between the two.

Table 1 Relational features between the two problems"!

Relational Features Substance Misuse Disordered Eating

Substance Misuse Problematic relationship Problematic Relationship
with substances (alcohol & | with substances (food)
drugs)

Culturally Supported Social celebrations centre ~ Normative expectations of

"I would like to thank Ali Borden for helping me come up with the idea to create this chart. This chart is
an adaptation from a group exercise she facilitates at her place of work.
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Creates Isolation

Patriarchy

Table 2 Promises of the problem

Promises

Lose weight

around alcohol
Glorification of alcohol
and drugs in the popular

media

Removes people from their
supportive/healthy
connections

People become
preoccupied with using
Response to abuses of
patriarchy

Drug use as a challenge of
traditional females roles, a

way to rebel

Substance Misuse
A young woman may use
substances to help lose

weight, or may lose her
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thinness for women and a
generalized fear of fat that
exists in society
Glorification of thinness
and beauty in the popular
media

People are isolated as a

result of disordered eating

Response to
objectification, self-

surveillance, abuse

Disordered Eating
A young woman may
purge, restrict their food

intake, over-exercise in



Help deal with memories

/trauma/oppression/violence

Be social/belong

Have more energy

Perfectionism

appetite because of

substance use

Feelings numbed by
substance misuse
Euphoric sensations that

substance use creates

Feel more outgoing when
under the influence, fit in,
sense of community

Get much more done; stay
awake for longer periods of

time (with stimulant use)"

Use substances in an
attempt to be the perfect
daughter/young women,
have more energy to get all

demands of day done,

order to meet the
requirements of
anorexia/bulimia

Feelings numbed by
bingeing/purging/not
eating

Focus and distract self by
thinking about or avoiding
the above

As a way to meet social

expectations of thinness

Feeling high as a result of
not eating, more time in
day if not eating to do
other things

Be thin /perfect girl/
perfect daughter. Meet
parental, societal
expectations regarding

weight and appearance

2 There is a specific connection of stimulant use to disordered eating practice. For example, people do
not tend to use alcohol as a way to control weight. Cocaine, crystal meth, ecstasy, speed, dexedrine, are
the riskier drugs in this regard. And of course there is heroin.
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Distraction from feelings; a

way to self soothe

Immediacy

Sense of control

Alleviates Guilt

Rituals

Intense Focus

schoolwork, sports
Get intoxicated, forget for

a while/numb out

Use and problems are
momentarily gone

Escape

Able to control feelings,
memories
Make you feel better

Temporary distraction

Getting, buying, using, e.g.

setting up to use heroin

Preoccupation with getting
drugs and alcohol, and

using

Purge/ restrict eating keeps
focus on food/body and
away from feelings

Purge and problems are
momentarily gone, focus
on food/body no time to
focus on other things
Control food intake, body
weight

Make you feel better

Temporary distraction

Ritualized eating patterns,
e.g. purchasing food for a
binge

Focus on avoiding food, or
purchasing food/bingeing,

getting rid of calories

The above chart depicts the relational features the problems share demonstrating

the potential interplay that exists between the two. These features can make someone

susceptible to the other problem as both can act as a similar means to the same end. As
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further demonstrated in the results section of this dissertation, both problems are clever
at morphing their tactics to serve their own survival. The relationship between the two is
never static; it is ever changing and as such, our questions and conversations need to
reflect the movement between the problems in accordance with how an individual’s
relationship to the problem may also be changing. The stories behind the problems also
need to be heard in order to unpack each young woman’s understanding of the
problems, the connections between the two, along with their similarities and differences.
In doing so, young women might start to get a clearer glimpse of what they need to do in
order to separate themselves from the problems.

Some examples of the problems’ interplay are as follows:

A woman who defines her main problem as alcohol and drug use might notice
that when she is attempting to quit or enters treatment to address her substance misuse
problem, she begins to gain weight. Disordered eating thoughts or practices may also
show up as a way to lose the weight she is gaining in treatment. Or she might begin to
imagine using substances for a week after she leaves the program in order to lose the
weight she gained.

As a young woman tries to stop purging, she notices that her substance use
begins to increase as a way to deal with uncomfortable feelings that are showing up as a
result of no longer purging. Not having access to other easily accessible means to cope
with these feelings, substance misuse becomes a way of coping with uncomfortable
feelings. The opposite may also be true; another young woman might be in a substance
misuse program and is no longer using substances. For that young woman, disordered

eating practices, such as restricting or purging, might show up as a way to deal with
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uncomfortable feelings that were previously numbed by substance misuse.

A young woman uses amphetamines as it increases her short-term immediate
productivity and consequently begins to notice a loss of significant weight. When the
amphetamine use begins to cause problems in her life and she stops using, she might
notice weight gain, which might be upsetting, in which case she might resort to
amphetamine use as a way to try to lose the weight.

In conversations with young women, I have noticed that the ways the two
problems might show up in a person’s life can vary from person to person, and one
problem might be described as being more problematic or more manageable than the
other. Where this interplay begins and ends for each person is quite complex and this
highlights the importance of looking at the meaning of the problematic behaviour for the
person, its purpose, her understanding of it, and what she needs to do for the defined
problem to leave her life. In order to understand the interplay, we need to hear people’s
stories—unpack their understanding of the problem, their connections, similarities, and
differences. In doing so we go beyond the behaviour and into the meaning or purpose of
these problems in young women'’s lives. We are also taking into consideration the social
and cultural contexts of people’s lives and how different situations can make space for
certain problems’ appearances. As we pay attention to the relationship between the two,
we create a linguistic space for something else to be seen, created, and known.

The above discussion illustrates the need to create space to inquire about the two
problems. Without such inquiry, one problem may remain underground, silently feeding
the other. Within traditional therapeutic frameworks, therapists are trained to address

one problem at a time, and therapists often specialize in one field, for example as
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substance misuse counsellors, or as eating disorder counsellors. Yet traditional
assumptions about how to work with individuals struggling with both problems do not
always reflect the ways in which they live their lives, and the way that the problem
works in their lives. Accordingly, practitioners need to develop ways that reflect and
respect the complexities of their lives. In the following section, I will describe a
narrative relational approach to working with disordered eating practices and substance

misuse that [ have found to be helpful.

The Narrative Re-authoring Perspective

This section describes the therapeutic approach I have used for the past ten years
in my work as a therapist. I will describe the narrative approach, discuss externalizing
practices, and provide examples of externalizing conversations and questions. I will
discuss the benefits as well as common critiques of the narrative approach.

Narrative therapy originated through the work and ideas of David Epston and
Michael White (White, 1989, 2007; White & Epston, 1990; Epston, 1988). The narrative
approach is probably best known for the practice of externalizing internalized and
oppressive problem discourses, a practice which is summarized as ‘the person is not the
problem, the problem is the problem’ (White & Epston, 1990). The narrative approach
is also called a re-authoring approach (Myerhoff, 1986) to therapy (White & Epston,
1990). Narrative ideas have a rich history and are rooted in “feminist ideas; the ideas of
the philosophers, and cultural historians, such as Foucault, Derrida, Nietzsche,
Heidegger, Gadamer, Wittgenstein, Bakhtin, and Rorty; anthropological and
sociological sources; literary criticism; personal construct theory; and humanistic and

client centered influences” (Smith, 1997, p. 1).
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Storying our world

As the word narrative implies, a central tenant of the narrative approach is that
we come to know ourselves and the surrounding world through the co-construction of
stories. This occurs through the stories we tell about ourselves and through the stories
others tell about us. White and Epston (1990) have found the use of the text analogy
helpful to describe their approach. The text analogy (also referred to as the interpretive
method) explores how people interpret events that have occurred in time and later go on
to construe and ascribe meaning to these events (White & Epston, 1990; Bruner, 1996).
It is through our “lived experience” (White & Epston, 1990, p. 9) that we come to
understand and story our lives. Jerome Bruner (1996), who heavily influenced White
and Epston, writes “human beings make sense of the world by telling stories about it
—by using the narrative mode for constructing reality” (p. 130). The storying of our
lived experience is constructed across time in such as way that a reliable story line
begins to emerge allowing persons to have a sense of what might occur next in their
lives —this soon becomes the dominant story of a person’s life. Events that fit within
our dominant way of understanding ourselves are noticed, and events that fall outside of
our understanding, are often missed or ignored, as we may have no way to make sense
of those events (Bruner, 1996).

At times, these stories or dominant discourses can be problematic and oppressive
and constrain people from living their lives in preferred ways. Dominant problem
discourses can be very restrictive in people’s lives and can become totalizing and
constitutive of a person’s identity, affecting the way that they see themselves. People

begin to internalize stories that others tell about them and the stories that they, as a
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result, begin to tell about themselves. When people internalize the problems that plague
them they can begin to see themselves as the problem. Within the text analogy,
problems are constructed as the “performance of oppressive, dominant story [ies] or
knowledge” (White & Epston, 1990, p.6) and these problem stories become constitutive
of people’s lives. Problems are discussed in such a way that a diagnosis of anorexia or
substance abuse does not become superimposed on their identities. For example, ‘she is
struggling with the problem of anorexia,” rather than ‘she is anorexic’ disrupts
potentially totalizing language practices.

The interpretive method described above differs from the more commonly
accepted modernist way of viewing persons. Gremillion (2003) writes, “narrative
therapy is centered on the premise that persons’ identities are always ‘in the making’”
(p- 195) which differs greatly from the idea that we have static personalities which
remain consistent through time (Gergen, 1991). Cushman (1995) describes the “current
configuration of the self [as] the masterful, bounded self of the twentieth century” (p.
28). People are viewed as self-contained individuals (Cushman) with their individual
thoughts presumed to reside within their individual minds. From a modernist
perspective, it is considered possible to have objective knowledge of others and
ourselves and possess “essentialist knowledge of the world” (Madigan & Goldner, 1998,
p- 296). From this objective and essentialist space, therapists and professionals are
believed to possess expert knowledge about the lives of their patients. This results in
people being objectified and described as things (White, 1989). White writes:

Within the context of these practices, persons are constructed as objects and

encouraged to relate to themselves, to their bodies, and to other persons, as
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objects. This is fixing and forming of persons. In Western societies, these

practices of objectification are very pervasive (p. 22).

These practices are so prevalent and far reaching that they are no longer
questioned by many —they have acquired a truth status, (Foucault, 1989) privileged and

elevated over other possible ways of knowing.

Externalizing practices

One way to counter these objectifying practices is through the use of
externalization practices. Externalizing allows people to consider the impact that the
problem(s) has been having on their lives and relationships in a way that does not view
the person as the problem. Externalizing practices are particularly useful when it
appears that the person’s identity has been defined by or co-opted by the problem
(White, 2007). It is important to note that not all cases call for externalizing practices
as there are times when a person’s sense of self has not been totalized by the problem.
White maintains that “externalizing conversations have opened many possibilities for
people to redefine their identities, to experience their lives anew, and to pursue what is
precious to them” (p. 59). By locating the problem outside of persons’ bodies through
externalizing practices we position people as being in relationship to these problems,
rather than the problems being located internally (White & Epston, 1990). Externalizing
practices can be liberating for the clients we work with, as they enable clients to hold
onto the knowing that they are more than a ‘sick’ person. Clients are viewed as being in
relationship with the problem, rather than totalized or labelled as the problem (Bird,
2000, 2004).

Externalizing conversations create linguistic space (Bird, 2000) between person
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and problem, allowing us “to objectify and at times personify the problems that they
experience as oppressive” (White & Epston, 1990, p. 38). This shift is as Tom Andersen
(1991) proposes, just different enough to do something different in the conversation.
One of the first steps in externalizing is turning the problem into a noun, which locates
the problem outside of the individual thereby externalizing previously internalized
problem discourses. Once the problem has been ‘named’ and ‘externalized,’ it is
possible to become curious about the person’s relationship with the problem, the history
of the relationship with the problem, and the effects that the problem has had on an
individual’s life. Through the personification and externalization of problems, therapists
can explore the tactics, strategies, and promises the problem uses in an attempt to take
over and devastate a person’s life.

The following is an excerpt from a conversation in the book Biting the hand that
starves you: inspiring resistance to anorexia/bulimia (Maisel, Epston, & Borden, 2004)
in which David Epston externalizes anorexia with 15-year-old young woman named
Riannon. Epson demonstrates how through the personification and externalizing of
anorexia, he learns how anorexia operates in Riannon’s life.

David: Can I just ask you why you think it is that anorexia tricks people into
going to their death thinking they’re feeling fine? Why do you think that is?
What purpose would it have in getting you to go to your death smiling? Most
people go to their death upset or opposing it, especially when they are being
murdered, don’t they?

Riannon: Yeah...

David: I’ve wondered about this..., and you’re probably wondering about it too.
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Probably it is confusing all of us right now. How can anyone be on death row and
not know it? How is anorexia telling you that you’re feeling fine when, in fact, it
could kill you at any moment?

Riannon: Well, I’ve got energy.

David: How is anorexia fooling you into that? You’re on death row and everyone

knows that except you, although you know it sometimes when you take our word

for it (p. 102).

Maisel, Epston and Borden (2004) describe this way of talking as anti-anorexic
talk as it takes a firm position against anorexia and for the life of the person. Through
externalizing conversations we are able to get to know the intentions that problems have
for people’s lives, and the lived effects that these problems have in their lives.

Colin Sanders (1998) provides a series of questions that therapists can use to
explore the influences and effects of substances on a person’s life. I am including these
questions to further demonstrate the types of questions that can be used to externalize
problems in therapeutic conversations. Sander’s writes:

Does it sometimes appear to you that drugs are ripping you off?

Could you describe some of the ways in which drugs are doing this too you?

Are there specific situations or contexts in your life that drugs are more likely to

take advantage of?

Would you agree that valuable time has been stolen from you by

cocaine/pot/heroin, etc? (p. 157).

In externalizing anorexia and substance misuse, both Epston (as cited in Biting the

Hand that Starves You: Inspiring Resistance to Anorexia/Bulimia by Maisel, Epston &
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Borden, 2004) and Sanders (1998) create space for the effects that these problems have
been causing in people’s lives to become visible. When the real effects of these
problems are visible, people can form an opinion about the impact that these problems
have been having on their lives. Through this process people often notice that they are
no longer living in line with their values and preferences of how they wish to be in the
world.

It is important to note that just because people recognize that they are not living in
line with their preferences for how they wish to be acting or living, this does not imply
that change will occur immediately. This process takes time. Often people understand
exactly where the problems are leading them, yet they ‘don’t care’ or they have lost
hope that change is possible. It can sometimes take a long time for the problem to get
out of the way long enough for care to show up. We may need to stay here for a while
(maybe a long while), really mapping out and getting to know the ways in which
problems work in a person’s lives, all the while listening for exceptions to the problem
story (White & Epston, 1990). It is my experience that if we skip ahead too fast,
perhaps trying to move the client to a place they are not yet able to get to, that the
contradictions in the problem’s story that are always present will be written off as flukes

or one-offs, rather than reflecting alternative possibilities.

Alternate Stories

When the problem’s effects on the life and relationship of the person have been
fully mapped out, space is opened for the “authoring of alternate stories” (White &
Epston, 1990, p. 6). It now becomes possible to talk about the person’s influence on the

life of the problem. An alternate or preferred story can be co-created by the therapist
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and the person; a story in which the person’s strengths are remembered, as well as the
way in which the person would prefer to act in the world. The story tells about times
when the person acted against the problem, the times when the problem may not be
around, and about the person’s hopes and dreams for their future. White and Epston,
borrowing from Goffman (1961) refer to these developments as unique outcomes, which
begins to create an alternate story. Questions that trace the history of these unique
outcomes can be explored, further enriching this story, and prompting new
developments in the person’s life. In this way, people’s lives are re-authored.

Narrative therapy has developed creative ways to thicken (Geertz, 1973) unique
outcomes which strengthens the meaning persons attach to these unique outcomes and
facilitates the re-storying of people’s lives by such practices as: letter writing campaigns
(Madigan, 1999; Madigan & Epston, 1995; White & Epston, 1990); leagues, such as the
Vancouver Anti-Anorexia/Anti-bulimia League (Grieves, 1997); and counter documents

and certificates (White & Epston).

A Socio-Political Approach

Narrative therapy is a socio-political approach that is concerned with ideas of
social justice and injustice. It does not assume a neutral position. It is political in that the
narrative approach brings to light the power practices that create and sustain people’s
problems and subsequent oppression. The Just Therapy Team (Waldegrave, Tamasese,
Tuhaka & Campbell, 2003) stress that therapists have a responsibility to address issues
such as poverty, racism, homophobia, and the contributions they make to the problems
clients face. When these issues are overlooked, therapists are positioned to inadvertently

help their clients be happy or content to live in unjust conditions (Waldegrave,
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Tamasese, Tuhaka & Campbell).

In my experience, it is helpful to view disordered eating practices and substance
misuse within their larger dominant socio-political and cultural contexts and discourses,
rather than as fixed entities that reside within a person. As Bruner (1990), quoting
Geertz, writes, “there is no such thing as human nature independent from culture”
(p-12). Traditional therapy practices individualize and locate the problem within
persons, which serves to decontextualize both the person and problem (Madigan &
Goldner, 1998). For example, locating anorexia inside of a young woman suggests that
there is something defective within her or her personality that requires fixing.

The narrative approach is quick to point out that people do not create the ideas that
are oppressing them, and works to locate ‘problems’ in institutions of power rather than
as pathology located within people. This approach takes into account that people’s
stories are affected and influenced by their larger social context and “politics of local
relationship, as well as the larger social politics of gender, class, professional and
institutional dominance” (Wylie, 1994, p. 44). For example, when considering the
problem of anorexia, the narrative approach allows us to consider the powerful cultural
training and pressures young women receive regarding ideas of thinness, beauty,
perfection, gender, and being a person for others, in a cultural context where thinness is
revered. To overlook the effects of gender, culture, sexuality, class, and racism is seen
as being an injustice to the work and to people’s lives. In becoming curious about the
contribution that the larger dominant cultural discourse has on anorexia, a therapist may,
for example, ask their client, “Why do you think it is that more young women struggle

with anorexia than young men?”
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Narrative therapy and power

The narrative approach pays careful attention to the power relationship in
therapeutic relationships. In traditional approaches, the therapist is positioned as an
expert on the client’s life. However, in the narrative and collaborative approaches, the
therapist is viewed as an expert in facilitating therapeutic conversations (White &
Epston, 1990; Anderson & Goolishian, 1992). Rather then working to erase power,
power is rendered visible by asking permission to ask certain questions, letting clients
know they can choose not to answer questions, asking clients permission to take notes,
and letting clients read these notes and the notes contained in the clients’ files, letting
clients know they can choose to end therapy at anytime, letting the clients decide the
direction of therapy, and respecting that the client knows what is best for his or her life
(Madsen, 1999).

In terms of specific treatment practices, Gremillion (2003), has written
extensively about the need for therapists to pay careful attention to the possibility of
replicating power and gender practices within disordered eating treatment services. She
argues that, “mainstream therapies participate unwittingly in historically specific,
dominant cultural discourses of gender, individualism, physical fitness and family life
that help constitute anorexia’s conditions of possibility” (p. xv). She maintains that
traditional therapies for eating disorders, with their focus on body weight, surveillance
practices of weighing and measuring (food portions and young women’s bodies) and the
replication of traditional gender practices between doctors, nurses, psychiatrists and
therapists, inadvertently reproduce and replicate some of the very practices that anorexia

uses in the lives of young women. For example, anorexia thrives on body surveillance,
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control, and a preoccupation with food/exercise, measuring/weighing practices, and
comparison with others. Treatment programs often reproduce these elements in the
name of helping clients get better, thus reinforcing anorexic practices (Maisel, Epston,
& Borden, 2004). Comparison and competition can also be inadvertently encouraged
simply by the diagnosis that young women receive. The diagnosis of anorexia is often
given a higher status than bulimia by disordered eating sufferers (Grieves, 1997)
Michael White (1986) has discussed how young women with anorexia
inadvertently surrender “the responsibility for the supervision of their lives to others”
(p-72). He continues, “If freedom has to do with choice, these women experience
increasing oppression as they become more ‘taken over’ by those around them and by
the symptoms of anorexia nervosa” (p. 72). While White is referring to the increased
responsibility that families begin to assume in the lives of a young woman when
anorexia is refusing to let their daughter eat, the same oppression occurs when therapists
and treatment centres act as if they know best for the young woman'’s life. Ali Borden
(2007), building on White’s work, writes:
...treatment programs specifically can be critiqued as constituting another call to
perpetual effort of self improvement and named as another powerful opportunity
for clients to scrutinize themselves for inadequacies and deficiencies and engage
in the consistent and ‘necessary’ work to improve one’s body, mind and self
along these pre-determined lines of health (p. 39).
I suggest that the same argument can be made for persons entering substance
misuse treatment centres to learn how to properly engage in life, that is, without the use

of substances. In most substance misuse programs it is assumed that one must abstain
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from substances entirely in order to improve. Abstinence is promoted and encouraged

over practices of drinking in moderation or harm reduction (Peele, 1995).

Responses to Common Critiques of the Narrative Approach

There have been some critiques of the narrative approach which I feel should be
addressed as they help alleviate the same criticism of my work. One common critique is
that the externalization of problems places people in passive positions where they have
little or no control over their own actions. It is also suggested that, through the
externalization process, therapists overlook the fact that people are often resisting
something through their use of the problem. It is overlooked that through the problem,
young women are gaining a sense of control over themselves and their lives. This
critique is especially common where narrative practices of externalization have been
used when working with persons experiencing the problem of eating disorders
(Vitousek, 2005; Brown, 2007). As Brown says:

What is so evidently missed here is that anorexia is protest: It is not just

compliance. So committed is this approach [narrative therapy] to rescuing

women from their compliance, their victimhood, it negates the complex,

multiple, and contradictory stories of anorexic body talk (p. 285).

These writers suggest that people are placed in dichotomous positions of good
and bad, people good and the problems bad.

It is my understanding that externalization practices can and do co-exist with
agency. By engaging in externalizing practices I am not suggesting that people have no
control or are victims in their lives. I recognize that people choose to engage in

disordered eating and substance misuse practices. These are choices that people make,
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often to feel better, or to cope, and they may offer them something that they cannot
otherwise find. I believe that we can externalize problems while at same time enquiring
about the ways that these problems did or continue to ‘help them out.’

Yet people are in different positions in regards to choice (Elliott, 1998). For
example, when a young woman begins to experiment with alcohol she may do that out
of curiosity, for fun, or because this is what her friends are doing. Should that same
young woman continue to choose to drink on a regular basis, she may, in the long term,
develop a problem with alcohol. The longer she chooses to drink, the more problems
this may begin to cause in her life. For example, the drinking that once occurred only
on weekend nights, may begin to spill over into weeknights, which begins to affect her
ability to go to school and her grades may drop. The drinking may begin to get her into
trouble with her parents, and teachers, and as a result, she may have more ‘reasons’ to
drink. Drinking may no longer be a way to connect with friends and to have fun, it
might begin to serve the purpose of making her feel better. The methods she previously
used to cope with difficulties may no longer seem available to her. For example, if she
used to confide in her mother as a way to work through problems, this may no longer
seem like an option if her mom is ‘mad at her’ because of her drinking, skipping school,
and lying. Drinking may become a way to ‘forget’ about her problems, yet
paradoxically the more she drinks, the more problems are created. She may begin to
crave alcohol, and she may begin to feel better if she has a drink. Thus the choice to
choose to not drink is no longer as easy as it once was when she first began to

experiment with alcohol.
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I believe that it is in this way that people’s choices to engage with ‘the problem’
becomes limiting. The problem of alcohol, in this example, begins to exert its own
control over the young women and begins to control and limit the choices that are
available. Quitting drinking is no longer as easy when you are kicked out of school, do
not have a routine, all your friends drink, and your body has developed a tolerance to
alcohol. Therapists can enquire about how drinking makes sense for these young
women and ‘helps them out’ while also enquiring about how it begins to play such a
large role in their lives. Externalizing problems while at same time enquiring about the
ways that these problems did or continue to help them out will give us better insight in
the issues at hand and will enable us to honour the complexity of the problems and of
the young women’s lives.

Michael White (2007) addresses these critiques and writes:

It has at times been assumed that externalizing conversations are complicit with

a trend toward constructing people as autonomous units of thought and action. It

is my hope that I have given sufficient illustration of the practices of

externalizing conversations to dispel this assumption. These practices make it
possible for people not only to redefine their relationship with the problems of
their lives, but also to redefine their relationships with each other in ways that
acknowledge each other’s voices in the development of their sense of identity.

(p-59).

White (1989) describes how people are able to take more responsibility for their
lives through the externalizing process. Through externalizing practices, the effects that

the problem has been having on a person’s life becomes clearer, and people are able to
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counteract these practices in a way that they were unable to before the problems tactics
and effects were unveiled (White). In this way, the young woman’s responsibility for
her actions is increased rather than decreased.

Another critique is the idea that metaphors of warring or fighting are commonly
used to describe the process needed for young women to achieve some space from the
problems (Brown, 2007). Brown states that, within the narrative approach, therapists
“are determined to situate women’s struggles with anorexia and bulimia within a
gendered social context. All wish to encourage women to claim power back over their
lives by fighting back against or resisting the power of anorexia or bulimia” (p. 283). In
some cases a strong position against these problems is warranted, as there are times
when people describe, fighting for their lives in regards to substance misuse and
disordered eating (White, 2007).

Maisel, Epston and Borden (2004), clarify their position:

...when we talk about ‘fighting” a/b, we do not mean fighting in the sense of

defeating or conquering. A/b cannot be conquered, but it can be foiled. When

we speak of fighting a/b, we mean resisting it and eventually finding ways of

escaping or disengaging from it (p. 144).

Given the power that anorexia has over and in young women’s lives,
externalizing practice help counter the powerful pathologizing impact of internalized
problem discourses (Gremillion, 2003). White has also spoken to this concern that
warring or fighting metaphors are commonly used in his work, for example encouraging

people to ‘stand up to problems.” White reviewed his work and found that in only a few
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case examples has he used these metaphors, and that in most cases the client had

introduced the metaphor themselves (2007).

In Closing

In closing this chapter I discussed the relational features of disordered
eating practices and substance misuse, as well as the narrative approach and the concept
of externalizing. Narrative therapy has been referred to as an alternative to the
mainstream approaches of therapy, aligning itself with postmodern and social
construction understandings of the world rather then modernist or scientific paradigms.
Given that the narrative practices of personification and externalization are found
throughout the dissertation it was important to discuss these concepts. Without this
background the reader may have found the dissertation difficult to read, as for those
unfamiliar with the narrative approach, people often describe finding it an odd way of
talking about people and problems. This speaks to the insidiousness of the modernist
way of thinking—how locating problems as inside of individuals and as pathology has
become second nature. As a way to bring to life the complexity of the interplay between
substance misuse and disordered eating practices, I thought that it would be helpful to
illustrate this by way of eavesdropping on an imaginary conversation between substance
misuse and disordered eating. In this conversation you will hear how the problems of
substance misuse and disordered eating befriend each other and begin to be in cohoots
with one another. Scheming together they try to drive a young woman into the ground.
In hearing the inner workings of the problems and the ways that they can converse with
each other you will have a richer understanding of the relational features the problems

share, which will add depth to your reading of this dissertation. This fictional
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conversation is a compilation of young women’s experiences with both problems that I
have been told over the years as a therapist. If it bears resemblance to your own
experience or that of someone you know it is purely coincidental while also speaking to
the similarities in the ways the problems operate in people’s lives.
Substance misuse: Well I'm sure you’ve heard, Georgia’s parents are forcing
her to go to a treatment program to deal with what everyone is calling her drug
problem. But she doesn’t even have a problem. She knows it and I know it.
Disordered eating: Of course I’ve heard. I know everything that’s going on in
her life.
Substance misuse: I’m trying to talk her out of it of course. I’ve told her that
I’m the only one that really cares for her, and the proof is that her parents are
planning to ship her off to treatment. I think they just want to get rid of her. I’ve
been telling her to look around at the friends she hangs out with, some of those
people are way worse off than she is. She’s only having fun! Apparently the
school is saying that if she is caught one more time being high at school she’ll be
kicked out. Her parents are livid, and they are threatening her that she’ll have to
move out if she doesn’t stop using me and go to treatment. Can you believe it?
Luckily her parent’s actions are working in my favour. I keep telling her “See

9 <6

no body understands you like I do,” “even your parents are trying to get rid of
you.” But she’s been talking back to me lately, telling me she hates me, that I

ruined her life. I just keep telling her about all the good times we’ve had, the

fun, the parties, the friends, the highs....
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Disordered eating: I don’t know what’s gotten into her either. Lately she has
been eating like a pig. I think its since she’s been trying to cut back on the
drugs. Whatever it is she is looking fat these days. I keep telling her that she is
not gonna have any friends if she keeps gaining weight. She is gonna look
disgusting.

Substance misuse: There is no way that she will be able to quit me. She is not
strong enough to do that. But I feel like I am starting to loose my grip on her.
We can’t let her go to the treatment program. The bunch of losers there will
want her to kick us both out of her life.

Disordered eating: Well I don’t have to worry about myself. She never tells
anyone about me, I’m like her dirty little secret. She’d be too ashamed for
people to know that the only reason she can fit into her jeans is because of me. If
it wasn’t for me she’d have been laughed out of school for being the fat kid. I’'m
the only reason she has any friends. She won’t say anything about me.
Substance misuse: What? You’re trying to take the credit for her weight? That’s
me, that’s all me. I work way better at keeping weight off than you, everyone
knows that. People forget about food when I’'m around, it makes them sick.
You are too much work, people think about eating all the time, planning what
they would eat if you’d let them, planning how to avoid eating. In fact you
should thank me. Some people who might never have thought about you start to
when they see what I can do for them.

Disordered eating: No. You have it all wrong. You should thank me. Young

women start out losing weight because of me, and then they find out about you
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and I’1l admit it you can make the weight come off pretty quick. But anyways
after they are done with drugs they tend to stick with me. Most women in the
world are on a diet.

Substance misuse: This could go on forever and we don’t have that kinda time.
Right now we might have to work together to ensure that we don’t loose her.
Disordered eating: What? Now you wanna be friends with me? I’'ll remember
this when you are trying to take the credit for killing her.

Substance misuse: Here’s the plan, when she goes into treatment I’ll try to
convince her to sneak some drugs in with her- just in case she decides she can’t
handle it without me. Plus maybe they’ll catch her with them and she’ll be
thrown out. Wouldn’t that be the best? Getting kicked out of treatment! She’d
need to use a ton of me then to ease that shame. Once she is in there we’ll just do
like we’ve always done. The counsellors at the treatment program are going to
force her to eat three meals a day there, and she is obviously going to be hungry
given that she has been consuming more drugs than food lately. She’ll start
gaining weight pretty soon into the program.

Disordered eating: And that’s where I come in. Soon she will notice that her
clothes are not fitting like they used to. Then she won’t be able to fit into her
pants. I can have her agonizing over her body in the mirror, staring at the rolls
of fat pouring over the tops of her jeans. But luckily I can solve all that. She’ll
just have to gain some control over her huge appetite and begin to restrict her

meals. Or she could always start purging- no one there would catch on to that.
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Substance misuse: And if her weight doesn’t get her back to you, my guess is
that she’ll need some way to deal with all the memories of all the shit she has
done over the past couple years.

Disordered eating: Yeah I’ve got many ways to help her out with that, purging
being one of them. I can keep her so focused on her unhappiness with her body
that she won’t have any time to think of any thing else but me.

Substance misuse: Perfect! If she is preoccupied thinking about her weight or
trying to not eat, she’ll miss most of what they are trying to teach her in
treatment. She’ll be way too distracted to get anything out of it, which will make
it much easier for me to sneak back into her life once she’s done treatment
(that’s if she can even finish the program). That’s where we can really start
working together. I'll start telling her that all she has to do when she leaves
treatment is to use me for like a week and then she’ll be happy with her body.
Disordered eating: Perfect, then I’1l tell her that once all that weight’s off she can
just start going to the gym, and be healthy. They always fall for that.

Disordered eating and substance misuse: Excellent! She won’t have seen this

coming and she won’t even know what hit her!
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CHAPTER 3 THE HISTORICAL CONTEXT

This chapter traces the history of substance misuse and disordered eating
practices. In tracing their rich and varied histories we begin to see the many
transformations that our understanding of these problems have gone through. It
becomes clear that our present day concepts of anorexia/bulimia and substance abuse
bear little resemblance to that of our ancestors’ experience of the same phenomena. This
chapter demonstrates the changes in our understanding of concepts of self, illness, and
socially acceptable behaviours over time. This chapter is broken into three sections. In
the first section, I trace the history and emergence of the phenomena we now know as
eating disorders. In the second sections I sketch the history of substance misuse. The
third and final section examines these problems together looking at the historical

similarities and differences that exist between the two.

Eating Disorders

Brumberg (2000) writes, “The story of anorexia nervosa lays bare the extent to
which disease is a cultural artifact, defined and refined over time, and therefore
illustrative of fundamental historical transformations” (p. 6). This section will describe
some of these historical and cultural shifts in an attempt to demonstrate the extent to
which anorexia is, in fact, a cultural artifact, and also to illustrate how our response to it

or treatment of it varies depending on the way in which it is constructed.
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Medieval Europe

Although anorexia nervosa attracted medical attention and was formally named
in the 1870s, women’s food refusal can be traced back to Medieval European times
(Brumberg, 2000; Bell, 1985; Bynum, 1987). As early as 1200 AD, women’s food
refusal and fasting is documented. For example, Catherine of Siena (1347-1380) was
said to eat “only a few handfuls of herbs each day,” (Brumberg, p. 43) and she would
often eat twigs to make herself throw up if she was forced to eat. In the Roman Catholic
Church, fasting was a practice women used as an expression of their piety. “The
medieval women'’s capacity for survival without eating meant that she found other forms
of food: prayer provided sustenance, as did the Christian Eucharist— the body and blood
of Christ—ingested as wafer and wine” (Brumberg, p. 44). Fasting was commonly
understood as a devotional practice and was as such supported in the Medieval Era
(Brumberg). During fasts, Medieval women often experienced visions, and during these
visions women frequently reported being fed by “eucharistic food” (Bynum, p. 131).
The intent of this self induced starvation was not to become thin, in fact a plump body
was considered the ideal as it showed one’s elevated social standing. Instead this self-
induced starvation signified one’s dedication to God, and demonstrated the importance

of the spirit of the body, and over the flesh.

The Protestant Reformation and 17" and 18" Centuries

In the 16" Century, during the Protestant Reformation, some of the practices
central to the Roman Catholic religion were called into question, such as praying to
Saints and fasting. These were considered practices of the devil. Yet cases of female

self-starvation continued, as can be seen in the story of Saint Veronica in the 17"
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century. She was said to fast for three days at a time, and then “on Fridays permitted
herself to chew on five orange seeds, in memory of the five wounds of Jesus”
(Brumberg, 2000, p. 43). During the 17" and 18" centuries, physicians began to refer “to
periods of prolonged fasting or ‘self starvation’ as, anorexia mirabilis (miraculously
inspired loss of appetite)” (Brumberg, p. 44). As stories of women surviving on little to
no food persisted, there was an increased need from the medical profession to
authenticate these cases.

Questions were being raised as to how these women were able to survive without
eating for prolonged periods of time, or by abstaining from eating altogether (Brumberg,
2000). Entrusting the how to faith or miracles no longer satisfied the newly emerging
medical professions. Physicians and the clergy were deemed the appropriate agents to
determine the authenticity of a person’s fast. Typically these authentications consisted of
watching the fasting patient 24 hours a day for weeks on end to determine if they were
indeed surviving without food. These authentications often ended with the discovery
that the patient was being kept alive by consuming very small amounts of food or drinks
brought to them by their family members (Brumberg). In some cases young women
died of starvation during these watches, and a number of fraudulent cases resulted in the

young women being condemned to die (Brumberg).

The 19" Century: Anorexia is named

The late 19" century was a time of medical discovery. Diseases were beginning
to be named and classified and it was during this time that anorexia nervosa was itself
named as a new disease. As a way to increase understanding amongst physicians,

anorexia nervosa was distinguished from other diseases that also had lack or loss of
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appetite as a symptom. Anorexia was seen as separate from ‘lunacy’ and physicians’
treatments tended to occur at the young women’s homes or private hospitals, as opposed
to asylums where the poor tended to be housed and treated. Private physicians enjoyed
special status treating young women from middle to upper classes, where cases of
anorexia were most common.

In the late 19" century, cases of fasting girls continued, and improvements in the
printing press made it possible for cases to be widely and rapidly published for both
physicians and the general public. Cases such as Sarah Jacob and Mollie Fancher were
well known and attracted much attention, often in the form of pilgrimages to the young
women’s houses (Brumberg, 2000). These fasting girls continued to generate a conflict
between science and religion, as their ability to sustain life without food seemed to defy
logic.

In 19" century Victorian England, anorexia was typically seen as a form
of hysteria, a nervous disorder”. The etiology of the word hysteria is derived
from the Greek word, ‘hustera’ which means womb (Soanes, 2001, p. 445-6).
According to Greek physicians hysteria was thought to be “a rising of the
womb” (Burstow, 1992, p. 26). One of the believed causes of hysteria was a lack
of sex, which resulted in the uterus drying up and then floating upwards, which
caused fits, convulsions, weakness, muteness, and melancholy. Puberty was
thought to be an especially risky period for the development of hysteria, as was
any demanding intellectual pursuit, since women presenting with hysterias were

regularly noted to be of strong intellect (Bordo, 2003). The treatment for hysteria

" “Hysteria. .., neurasthenia, and anorexia...were three recognized Victorian ills of the middle and upper
classes” (Cushman, 1995, p. 103).
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was often what caused it in the first place: isolation, rest, and a limit on mental
stimulation, work, or study. Hysteria was a gendered and class based
phenomenon; it was not seen among the poor, males, or working class females.
Femininity became linked with hysteria, illustrating patriarchy’s power to define
women by their biology (Mitchell, 1974; Foucault, 1978). This illustrates how
our understanding of problems such as anorexia and hysteria are shaped and
constructed by historical and cultural contexts, and the extent to which these
disorders are mere cultural constructions (Malson, 1998; Bordo).

In the nineteenth century, women’s dress in high Victorian society was as
restrictive as the rules surrounding women’s behaviour. Waists were tightly corseted
severely limiting movement. Occupational choices for upper and middle class women
were very restricted, making them economically dependent on men (Cushman, 1995).
For the most part, women were considered possessions and their value was increasingly
intertwined with their appearance and home making skills (Hesse-Biber, 2007). In
accordance with what was considered desirable at the time, a frail, subservient, and
attractive woman stood a good chance of finding a husband. Hesse-Biber, citing
historian Helen E. Roberts, writes, “In an age when alternatives to marriage for women
were grim and good husbands scarce, the pressures to conform to the submissive ideal
that men demanded were enormous” (p. 39). As men and women’s lives divided into
breadwinner and homemaker, and women were forced into the domestic sphere,
advertisers began directing their ads towards women who were quickly becoming the
“primary consumers” (Hesse-Biber, p. 40). Women could purchase items for their home

and the latest beauty products, promising self-improvement and increased femininity
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(Hesse-Biber; Cushman). Consumption soon became linked with salvation (Cushman),
and manufacturing businesses quickly recognized that “as long as a woman viewed her
body as an object, she was controllable and profitable” (Hesse-Biber, p. 40).

In 1873 the French physician Lasegue (1873) used the term hysterical anorexia
to describe anorexia is his paper, “Del’anorexie hysterique.” He details the pressures
that upper and middle class girls faced and the way in which these pressures may
contribute to the development of hysterical anorexia. He illustrated the power that food
refusal had within the context of Victorian England homes, where family life often
centred on meal times. A young girl who refused to eat would have caused major
distress at meals. In Victorian England, young women of the upper and middles classes
were discouraged from eating large amounts, and a delicate appetite was encouraged, as
a women'’s appetite, thinness, and frailty was equated with her class standing, morals,
and ability to marry into a respectable family of high standing (Brumberg, 2000).
Appetite was also tied to sexuality, eating meat was discouraged among females as it
was thought to generate heat within the body, and a voracious appetite was reflective of
one’s sexual attitude. With this understanding of food in Victorian society, as well as
the lack of possible outlets for women’s distress and unhappiness, food refusal became
an especially powerful form of protest' during this time period (Bynum, 1987).
Cushman (1995) writes:

Physical symptoms were one of the few avenues of expression available

to women within the Victorian terrain: where else could women express

the restrictions and frustrations of their roles but in the body, that realm

' The idea of food refusal as protest will be expanded upon later in this chapter.
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wholly identified with, and expressive of, their “untamed” nature? (p.

104).

Malson (1998) describes how “‘the hysterical woman’ or ‘the anorexic woman’
parodies the deeply embedded gender ideologies that devalue women, insisting that we
inhabit a dependent and restricted social role” (p. 21).

In 1873, shortly after the publication of Lasegue’s paper, anorexia nervosa was
classified as a diagnosis by British physician, Sir William Withey Gull (Brumberg,
2000)." The classification was based on Gull’s work with upper and middle class young
women. According to Brumberg, Gull

conceived of anorexia nervosa as a coherent disease entity distinct from

starvation among the insane, and unrelated to organic diseases such as

tuberculosis, diabetes, or cancer...this disease had a specific clientele: young

women between the ages of sixteen and twenty-three (p. 110).

Both Lasegue’s and Gull’s descriptions of anorexia had at the centre a young
women who would not eat and who exhibited “low body temperature, amenorrhea and
hyperactivity” (Brumberg, 2000, p. 160).

Treatment for anorexia consisted of bed rest and feeding at regular intervals. It
was preferred that the girl’s family not be responsible for the feeding, and, if possible, it
was considered best for the youth to be separated from her family, her care entrusted to
a nurse until her health was regained. Young women were considered cured when they
had regained weight. Young women were often fed by force with a stomach pump if

they refused to eat. Being force-fed is an inherently violating act. In the case of using a

"% Even though anorexia was named in the 1870s, “until the 1920s and 1930s ... American doctors used
the two terms almost interchangeably: ‘hysterical anorexia’ (a reference to a neurological conception) and
anorexia nervosa” (Brumberg, 2000, p. 109).
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stomach pump, the use of the benign word feeding minimizes the force involved in the
act of being fed in this manner'® (Coates & Wade, 2007). These methods show how
young women were not seen as autonomous individuals, instead decisions for their care
and treatment were left up to others. Underlying the anorexia nervosa (as with hysteria)
was believed to be an irrational longing for attention and sympathy. This interpretation
basically negates all potential claims at distress that a young woman was making, and

located the distress as originating within the women themselves.

The 20" Century

Physicians continued to search for possible biological explanations for women’s
food refusal and in 1914, the discovery of Simmond’s disease was used to explain a
woman’s lack of appetite (Brumberg, 2000). A deterioration of the anterior lobe of the
pituitary gland was thought to be the cause of Simmond’s disease (Brumberg).
Treatments consisted of giving patients hormones with the hope of stimulating their
appetites. Though this was later disproved and Simmond’s disease was found to be
relatively rare, the search for biological causes and hormonal treatments for anorexia

nervosa continued into the 1920s and 1930s.

The Flapper Era

In the Flapper Era of the 1920s there was a societal emphasis on thinness as the

boyish look of the flapper took center stage. Transgressing traditional gender roles,

'® Today woman are force-fed using nasal gastric tubes. This is a procedure that can be live saving, and in
extreme cases of malnourishment necessary to keep someone alive. Maisel, Epston & Borden (2004)
describe how “when the will of the treatment team is imposed upon the person, violations of spirit are
bound to occur. At times these impositions may be necessary to save a life (p.279). In their book “Biting
the Hand that Starves You” they offer suggestions for how to proceed in the most respectful way possible
should it be deemed necessary that a person be hospitalized or tube-fed (Maisel, et. al.).
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women’s breasts were bound, hemlines raised and hairstyles became shorter and freer.
These acts of resistance were part of women’s on-going attempts to challenge the long
lists of behaviors that were deemed unacceptable for women such as drinking and casual
sex. They were also a response to the hegemonic policing of women's bodies and desires
(Gramsci, 1971). Standardized ready-to-wear clothing was also introduced during this
period, which meant that women’s bodies were now required to fit the clothing,
compared to having clothing tailor-made to fit an individual woman’s body. Women
with larger bodies were at a disadvantage and often unable to fit into the newly arriving
collections of fashionable clothes (Brumberg, 2000).

Though psychoanalysis was developed in the late 1800s it did not actually take
hold until the 1930s when the medical field’s interest in exploring endocrinologically
and biologically based reasons for anorexia waned (Brumberg, 2000). In the late 1800s,
Sigmund Freud and Pierre Janet began talking to their patients in hope of uncovering the
emotional reasons for the development of anorexia. “Freud posed the important
conceptual question that had not been asked before: What does the anorectic’s lack of
appetite mean?” (Brumberg, p. 212). Of course, given the time period and social
context in which they lived, Janet and Freud based their theories of anorexia in ideas of
sexuality. It is important to note that Freud is one of the first theorists to consider the
importance of the symbolism involved in food refusal and thinness. He discussed how
many of his patients described being fearful of the fat that accumulated on their
stomach, hips, and breasts —areas that are typically seen as defining characteristics of a
woman’s body (Bordo, 2003). In this way, women were resisting their own bodies by

dieting and food refusal (Bordo).
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In the 1930s and 1940s, Freud’s theories of anorexia as a psychosexual
dysfunction were brought to the forefront. Psychiatrists linked anorexia to the
unconscious and sexuality, claiming among other things, that anorexia was an attempt to
hold onto a small, childlike body, and a fear of oral impregnation (Brumberg, 2000;
Gremillion, 2003). Psychiatrists agreed that, for a patient to recover, she needed to gain
weight as well as undergo psychotherapy to discover the reasons behind her refusal to
eat (Brumberg). During this period, psychiatrists began to talk about an ‘anorexic
personality,” —women who had anorexia were found to be intelligent, willful, driven,
introspective (Brumberg). Here we see the beginning of the diagnosis of anorexia
becoming fixed to the young woman’s identities. Freud’s theories continued to be
influential up until the 1950s when people began to move away from the heavy focus on
psychosexual stages and instinctual drives, and toward the behavioral approaches that

became popular are still in use today (Gremillion, 2003).

The Sixties

In the 1960s, anorexia was characterized by an intense focus on thinness, and an
aversion or fear of becoming fat (Malson, 1998). Twiggy, a 97-pound British fashion
model, emulated the fashion style of the sixties, and became a fashion icon to many of
her generation (Hesse-Biber, 2007). Interestingly the pressure to conform to a slender
body occurred as women were beginning to take up more space in the public sphere,
attending university and working out of the home (Hesse-Biber). Anorexia was still not
well known by the general population, yet around this time there began to be an increase
in the number of patients diagnosed with anorexia. Hilde Bruch (1973) revolutionized

the ways in which eating disorders were treated when she detailed the meaning behind
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food behavior and its relationship to the development of women diagnosed with
anorexia. As a result of her conversations with hundreds of women and professionals,
she described anorexia as a longing to be thin coupled with the feeling of being fat.

Psychiatry began to recognize that anorexic patients were not suffering from a
lack of appetite; in fact they were denying their appetite in spite of their hunger. By
talking with their patients, they realized the extent that patients were going to in order
not to eat and avoid food. Bruch also linked under-consumption and excessive food
consumption together, describing them both as diseases in need of treatment (Brumberg,
2000). The increased number of patients diagnosed with anorexia during this time has
been linked with the abundance of food and food choices, coupled with ‘norms’ for how
the female body should look. In the 1970s, in addition to body size standards for
woman, there was also an emphasis on health and fitness. Women were not only to be
thin but also fit and toned, which placed more pressure and responsibility for the
shaping of their bodies. Women’s bodies began to become sites of prescription where
hegemony was scripted onto the bodies of women (Foucault, 1979; Diamond &
Quimby, 1988). Treatment during this time centered on weight gain, and was based in
behaviorist approaches using both positive and negative behavioral reinforcements to
attain the desired treatment outcome (Gremillion, 2003). Once an individual’s weight
was stabilized, cognitive/behavioral, family therapy or psychotherapy could commence.

Capitalism and patriarchy joined forces further commodifying women’s bodies
as a product and, by the 1980s, dieting had become a common practice to the extent that
over five billion dollars was spent on dieting, exercise, and weight loss regimes

(Brumberg, 2000). Cushman (1995), citing Lears, writes how “the influence of
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advertising... has had a negative effect on the feminist movement, preoccupying women
with the perfectionist pursuit of cleanliness in the middle class home and the ambitious
pursuit of a life a glamour in the celebrity spotlight” (p. 69). Singer Karen Carpenter’s
death in 1983 from anorexia spurred a new awareness of the disease and for the first

time, anorexia became known outside the medical profession.

Present day understandings

Current “lifetime prevalence estimates of DSM-IVR anorexia nervosa, bulimia
nervosa, and binge eating disorder are .9%, 1.5%, and 3.5% among women, and .3%
5%, and 2.0% among men” (Hudson, et. al., 2007). The main criteria for eating
disorders, specified by the Diagnostic and Statistical Manual-IVR (APA, 2000), defines
different features for anorexia nervosa, bulimia, and eating disorders not otherwise
specified.

The following features define Anorexia Nervosa:

Table 3 Features of Anorexia Nervosa

A. Refusal to maintain body weight at or above 85% of normal weight for age
and height.

B. Intense fear of gaining weight or becoming fat, even though underweight.

C. Disturbance in the way in which one’s body weight, shape or size is
experienced.

D. In postmenarcheal females, amenorrhea, i.e., the absence of at least three

consecutive menstrual cycles (p. 263)

Bulimia Nervosa is defined as:
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Table 4 Features of Bulimia

A.Recurrent episodes of binge eating. An episode of binge eating is characterized by
both the following:

1) Eating, in a discrete period of time (e.g.. within any 2-hour period), and
amount of food that is definitely larger than most people would eat during
a similar period of time and under similar circumstances

2) A sense of lack of control over eating during the episode (e.g., a feeling
that one can not stop eating or control what or how much one is eating)

B. Recurrent inappropriate compensatory behaviour in order to prevent weight gain,
such as self induced vomiting; misuse of laxatives, diuretics, enemas, or other
medications; fasting; or excessive exercise.

C. The binge eating and inappropriate compensatory behaviours both occur, on
average, at least twice a week for 3 months.

D. Self-evaluation is unduly influence by body shape and weight.

E. The disturbance does not occur exclusively during episodes of Anorexia Nervosa.

(p. 264-5).

Eating Disorder Not Other Wise Specified:

Table 5 Features of eating disorders not otherwise specified

The Eating Disorder Not Otherwise Specified category is for disorders of eating that

do not meet the criteria for any specific Eating Disorder (p. 265).

Treatment for anorexia and bulimia tends to be based on inpatient or outpatient

programs, which are often located in hospitals or specialized treatment centres.
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Treatment, while still focusing on weight gain, is often in the form of behaviour
modification therapies, and includes individual, family, group and psycho-educational
therapies (Gremillion, 2003). But, as Gremillion explains,
...even with this multipronged treatment approach, anorexia— widely understood
since the 1960s to be a syndrome of complex (‘multifactorial’) or unknown
etiology —remains extremely difficult to treat. It has the highest mortality rate of
any psychiatric illness (approximately 10%), and according to a number of studies,
most patients continue to struggle with significant anorexic symptoms many years
after treatment (p. 3).
I will now trace the historical perspectives of drugs and alcohol, and our present

day understandings of substance abuse and dependence.

Historical Perspectives on Drugs and Alcohol

Alcohol

In order to conceptualize how our current understandings of substance misuse
have developed, it is helpful to have an historical understanding of the context out of
which the treatments and attitudes towards drugs and alcohol have grown. This means
tracing the etiology of alcohol and drugs as well as contextualizing their use and the
social meaning of their use at that time.

As I'live in Canada, it is particularly relevant that I include a discussion about
the impact that alcohol use has had on the First Nation People in Canada. First Nations
people were the original settlers of Canada, with prolonged European contact not
occurring until the 17" and 18" centuries (Brody, 1988). As the European settlers

encroached upon First Nations’ land the First Nations people began to experience a
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cultural dislocation. The Hudson Bay Company began to trade alcohol for furs, which
led to the breakdown of communal, kinship-based, cultures (Ray, 1998). Prior to contact
with Europeans, alcohol was not a part of First Nations people’s diet. Brody writes:

Traders soon recognized that they had an almost ideal trade commodity in

alcohol: it is soon consumed and tends to be addictive. They exchanged

drink — traditionally rum—for furs, or sold it for the money they had paid for
furs, or simply gave it away. The Indians promptly drank it all. The traders
were left with the furs and the Indians were left with as great a need as ever—if
not an increasing need—for trade goods. Trading, thus helped by alcohol, led to

more trading (p. 251).

The devastating and destructive effects of alcohol and colonization continue
today in Canada in the lives of First Nations people.

People have been trying to alter their states of consciousness for most of our
documented history. Beer jugs have been found dating back as early as 3700 BC, and
wine is believed to have been around since 1700 BC (Levinthal, 2005). Prior to the 18™
century, alcohol was one of the few beverages able to be consumed since water was not
always safe to drink. Fermented alcohol served an important dietary role; it was a staple
of early diets and provided important nutrients (Levine, 1978). Alcohol was also used as
a medicinal substance, prescribed by physicians to relieve aches/pains, soothe
indigestion, and to fight fatigue. Levine states, “liquor was food, medicine and social
lubricant, and even such a Puritan divine as Cotton Mather called it the ‘good creature of

God’” (p. 494).
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In the 17" and 18" centuries, drinking was part of daily life. Levine (1978)
writes, “Americans drank wine, beer, cider, and distilled spirits, especially rum. They
drank at home, at work and while travelling, noon and night. And they got drunk™ (p.
495). Heavy drinking was built into the culture of social celebrations, and the tavern
keeper was an esteemed member of town (Heron, 2003). The tavern acted as a
community centre for gatherings and get-togethers (Heron). People who chose to drink
to excess did so for their love of the drink, they were not judged to be doing so because
of the addictive power of alcohol, or from a lack of will power or a need to drink. They
got drunk because they enjoyed it and because they wanted to (Levine).

Dating back to at least the 17" century, the occasional complaints about the
amount of drinking in the colonies came, more often than not, from wealthy colonials or
preachers (Roth, 2004; Levine, 1978). Habitual drunkenness did not go unnoticed.
Towns often had lists of ‘drunkards’ as they were referred to during that time and tavern
keepers could be fined or shut down if they provided them with alcohol. But for the
most part, drunkenness was an accepted part of life in colonial America. It is important
to note that most histories of drinking are specific to males; taverns were for the most
part dominated by males, and most stories of ‘drunkenness’ (especially in public spaces)
pertain to males. The existing stories of public displays of female drunkenness are
typically about prostitutes. Women who drank to excess most likely did so within the
confines of their homes due to the harsh judgment of female behaviour and the very
different standards as to what was acceptable for men and women (Heron, 2003).

With the change from an agrarian society to an industrialized one in the 18" and

19™ centuries, attitudes towards alcohol hardened, and concern regarding “habitual
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drunkenness” (Levine, 1978, p. 496) increased. Industrialization meant the break up of
small and connected communities as individuals moved to larger cities looking for
work, and immigrated to Canada and the US. In agrarian communities, employers
provided alcohol and employees drank on their breaks at work as a way to ease the hard
work’s toil on the body (Heron, 2003). The use of heavy machinery meant that it was
no longer safe for workers to drink on the job and more important, productivity and
financial gains could be threatened. As industrialization progressed and capitalism
strengthened, stronger divides emerged between the upper and lower class. Capitalism
was beginning to play a central role in defining a person’s position and worth in new
post-colonial America (Severns, 2004), and increasingly the values of the upper class
and the emerging middle classes were forced upon those below. Industrialization also
marked the end of family and community regulation of alcohol consumption. The
poorhouses, prisons, asylums, and sanitaria increasingly handled these problems.

In the mid 18" century we begin to see concerns arising regarding the amount of
alcohol that people were consuming, the number of taverns that existed, and the amount
of time people were spending in them (Levine, 1978). Temperance groups that promoted
moderate drinking emerged and their reasons for encouraging drinking in moderation
were tied to religious discourses of good and evil, which were increasingly moralistic
and pejorative. Interestingly, the amount of alcohol that was being consumed did not
change between the 16" and 19" century. What did change, however, were the attitudes
that people held towards alcohol (Roth, 2004). In Canada and the US in the 1820s and
1830s, temperance movements emerged from the previously formed temperance groups,

and we increasingly see drunkenness portrayed as if it were a disease (Heron, 2003;
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Levine). This movement emphasized morality, self-control, moderation, and the
avoidance of spirits (Heron; Roth). Advocates of the movement believed that if spirits
were avoided, then most of the social problems faced by colonial America would
disappear (Levine). Members of the temperance movement rallied to encourage people
to stop drinking alcohol as a beverage and to pledge that they would abstain from
drinking entirely (Heron).

Benjamin Rush, a physician and a signatory on the Declaration of Independence,"”
was adopted as a ‘spokesperson’ for the temperance movement after writing a pamphlet
in 1785 that detailed the impact that alcohol had on both the mind and body (Levinthal,
2005). Citing Sander’s (1994) description of Benjamin Rush’s ideas on the effects of
alcohol, “alcohol, in the lives of some persons, was a misused substance that eroded
‘willpower’ and led to a troubled existence and impoverished life” (p. 26). Levine
describes how:

Rush’s contribution to a new model of habitual drunkenness was fourfold: First,

he identified the causal agent-spirituous liquors; second, he clearly described the

drunkard’s condition as a loss of control over drinking behavior- as compulsive
activity; third, he declared the condition to be a disease; and forth, he prescribed

total abstinence as the only way to cure the drunkard (p. 500).

Women became more involved in the prohibition movement, and according to
Heron (2003), “by mid-century women had a prominent role in many temperance
organizations, even as speakers and organizers, and sometimes had their own branches

such as the Daughters of Temperance” (p. 56). Women were included in many of the

' Rush is also considered the Father of American Psychiatry (Brodsky, 2004).
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temperance activities “to set a higher moral tone and to keep male excesses under
control” (Heron, p. 56). Within this context, people who fell prey to ‘drunkenness’ were
viewed with compassion, and sober houses were set up where people could stay until
they lost their desire for the drunkenness—women often providing assistance to families
whose member had fallen prey to the drink (Heron; Levine, 1978).

Nearing the end of the 19" century and entering into the 20" century, temperance
was fuelled by the middle classes who insisted that those who drank were weak willed
and of lower moral standing than those who refrained or drank in moderation. Roth
(2004) describes how, “the now more aware middle class cast the proletariat-as-drunk as
its Other” (p. 23). For example, the Irish working class were generally Catholic, while
the middle class were mostly Protestant. The derogatory slang phrase, ‘paddy wagon’ is
thought to be derived from inebriated ‘Patty’s,” referring to Irish persons (C.J. Sanders,
personal communication, March 1, 2009).

The middle and upper classes began to avoid the taverns and saloons that they
had previously frequented, choosing instead, if they did drink, to drink in the privacy of
their own home with friends of the same class standing (Roth, 2004). Saloons began to
be demonized as breeding grounds for corruption, and sites for immoral behaviour.
Public drinking among the working class became more visible and apt to be judged as
the divide between those who could choose to drink and remain unseen behind closed
doors widened.

As the temperance movement gained momentum, alcohol was portrayed as a
dangerous drug that no one could use safely or in moderation; therefore no one should

have access to it. “Demon Rum” (Levinthal, 2005, p. 235) was viewed as an entity that
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could destroy the lives of even the most well to do, and much concern existed for
members of their own classes; anyone could become alcohol’s victim (Levine). Clearly,
the language used to describe alcohol and its effects was not neutral. Terms such as
‘demon rum’ imply that alcohol was evil and consumption of it would result in
possession by the devil.

Prohibition parties began pressuring the government to ban the manufacture,
sale, transportation, and importation of alcohol, and on January 29, 1920, the Eighteenth
Amendment of the Constitution in the United Stated implemented prohibition
(Hartmann & Millea, 1996). In Canada, retail outlets closed and shipments of alcohol
were restricted but brewers, distillers, and wine-makers were allowed to continue
making and selling their products for export which set the stage for bootlegging alcohol
to the US" (Heron, 2003). Legally, alcohol could still be purchased, but only from
“properly licensed wholesalers or... official government-run dispensaries and only for
‘medicinal, mechanical, scientific, and sacramental purposes’”’(Heron, p. 181).

[Distilled] Hard alcohol replaced beer or wine because it could be transported
more easily and illegal clubs— ‘speakeasies’ —appeared in cities all over the US. In
these ‘speakeasies’ only spirits were served and intoxication was the norm. It quickly
became apparent that prohibition was not working—organized crime surrounding
alcohol consumption increased, the government lost out on revenue from the taxation of
alcohol. It is estimated that “by 1927 well over 50, 000 people had died from drinking
poorly made alcohol” (Severns, 2004, p. 159; Hartmann & Millea, 1996). For the

aforementioned reasons as well as the financial devastation that the economy was in due

' And the ascendancy of the Bronfman “Seagram” dynasty. (Heron, 2003)
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to the depression, in 1933, the Volstead Act, which had made prohibition possible
beginning in 1919, was repealed by the 21* Amendment, and alcohol was again
legalized (Levinthal, 2005; Hartmann & Millea).

Only two years after Prohibition was repealed, Alcoholics Anonymous (AA)
came into being as a way to support individuals who wanted to stop drinking. AA was
started by Bill Wilson (often simply referred to as Bill W.), with ideas based in the
traditions of the Oxford Group, a religious group that centred on “performing self
inventory, admitting wrongs, making amends, using prayer, and meditation and carrying
the message to others” (Alcohol Anonymous Worldwide Services Ltd., 2008, 91). AA
is a fellowship-based group with a spiritual component that relies on sober AA members
to support and sponsor other alcoholics who want to quit drinking. Thus began a real
self-help model regarding the treatment of addiction.

Within the AA framework, the word “‘illness,” ‘allergy,” ‘sickness,” and

999

‘malady’” were used (Severns, 2004, p. 161) to help explain the problem of addiction.
The word disease was intentionally not used so as to not offend the medical profession,
as they were generally not in favour of treating alcoholics and they wished to “re-
involve the medical profession in treatment” (Severns, p. 161). Another reason the word
allergy was chosen was:
AA members were anxious not to give the impression of genetic anomaly
because, until the rise of Nazi Germany, the United States led the world in
eugenics. AA members did not wish to be the target of forced sterilization or

more noxious strategies by which they would be denied the possibility of

procreation (Severns, p. 161).
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The dominant view of alcohol at this time was that problems were caused by the
nature of alcohol itself, as opposed to the problem residing with the person drinking
alcohol. In 1940, AA members formed The Committee for Education on Alcoholism,
which later became the National Counsel on Alcoholism (NCA) (Hatmann & Millea,
1996). These groups arose partially in response to the type of inhumane treatments that
were available to alcoholics and addicts —institutionalization, criminalization, and
experimental surgeries such as frontal lobotomies—and also due to a lack of funding
and research initiatives directed towards alcoholism and addiction (Severn, 2004).
Severns writes, “isolated and without help, alcoholics were viewed as hopeless, their
treatment reduced to sterilization and end-stage warehousing, with frontal lobotomies
becoming a popular option in the 1940s” (p. 158).

Now that alcohol was again legal, the liquor industry needed to find ways to
undo the fear towards alcohol that over 100 years of temperance had created. One way
was to build on the ‘allergy’ idea being promoted by AA, which meant that alcohol was
only addicting to a small group of people and that others were safe to drink it. Jellineck
began researching the disease idea in the 1940s, and throughout his career he was a
lifelong advocate for the medical treatment of alcoholism (Severns, 2004). It is of
interest to note that Jellineck’s research studies were “financed by the liquor industry,
which reported that about 10% of U.S. citizens were predisposed to alcohol addiction”

(Severns, p. 159)."

" This sort of association continues today with the medical profession being courted and recruited by
pharmaceutical companies to distribute new drugs. For more information regarding this phenomena see
David Healy (2002) The Creation of Psychopharmacology. Harvard University Press: USA; Robert
Whitaker, (2001) Mad in America: Bad Science, Bad Medicine, and the Enduring Mistreatment of the
Mentally Ill. Basic Books: USA.
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In 1960, Jellineck expanded on the allergy idea and wrote a book categorizing
alcoholism into five distinct types, titled, The Disease Concept of Alcoholism (Hartman
& Millea, 1996, p. 40). With this, the ‘disease’ concept of addiction blossomed
(Severns, 2004). The American Medical Association affirmed the disease concept of
alcoholism in 1968, but it was still considered “an indicator of ‘mental illness’”
(Hartmann & Millea, p. 41). In 1970, the National Institute on Alcohol Abuse and
Alcoholism (NIAAA) was formed and the disease concept of alcoholism was advanced.
The NIAAA expanded treatment programs and research funding for alcoholism, and
also ensured that most addiction treatment programs were based in AA philosophy and

the disease model of alcoholism (Hartmann & Millea; Peele, 1999).

The ascendance of drug use

Drug use can be seen as entering the western scene during a time when alcohol
use was being scrutinized and intolerance towards alcohol was growing. Up until the
1800s, drugs were used in their natural, unaltered form, and when used in this manner
there was less likelihood of addiction occurring (Musto, 1991). In South America, the
use of the coca leaf can be traced back to Inca civilizations in the 13" century. Coca
leaves (from which cocaine is derived) were known to have stimulant properties and
were used for years by locals, in the way of chewing coca leaves, which contain about
2% cocaine.

Opium, which comes from the head of the Opium Poppy, was used for centuries
almost exclusively on a medicinal basis without addiction; in China, it was used as early

as 973 AD by Chinese herbalists, and by the indigenous populations of South America,
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particularly, in Peru. The active agent, morphine, is diluted when opium is taken orally.
It wasn’t until people began smoking opium in the 18" century, that problems with
opium addiction began (Levinthal, 2005). In terms of the effects of colonization, it is
important to note that it was Britain that fuelled the demand for opium among the
Chinese, by demanding that China trade Chinese silk and teas for opium, effectively
forcing the Chinese people into addiction. This culminated in the Opium Wars of 1839-
1842 and 1856-1860 between China and Britain, which China lost (Chang, 1970).

When Chinese labourers were brought to North America to build the Western
Railroads, they brought with them the tradition of smoking opium (Willutzki &
Wiesner, 1996). The Chinese received harsh treatment for their opium smoking
practices, which was fuelled by fear and racism. Opium used in this form was seen as a
vice and associated with the lowest class of people, whereas opium taken in the form of
a drink called Laudanum was both acceptable and common practice by both English and
Americans. ‘Mrs. Winslow’ Soothing Syrup is one such mixture of Laudanum, and was
used for pain relief, sleep, and for common coughs or colds. Western practices of
consuming narcotics were considered legitimate and licit, yet the Chinese immigrants’
practice of consuming the same narcotic substance by smoking it was viewed as dirty
and illicit (Musto, 1991).

With advances in science in the 1800s, drugs were chemically isolated from their
raw state and became available in purer form (cocaine, morphine, codeine, and later
heroin in 1898). Physicians and lay people, not knowing the addictive potential of these
substances, used them unabashedly for their medicinal, euphoric and, relaxation

inducing properties —they were widely available and their advertising was unrestrained.
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In 1812, many Civil War soldiers became addicted to opium after being given
opium preparations when they were wounded, ill, or ‘shell shocked’ (the origins of what
became post-traumatic stress disorder) (Kutchins & Kirk, 1997). With the discovery of
morphine, it was assumed that this would be a cure for opium addiction due to less of it
being needed. In 1870, the hypodermic syringe was perfected and had become a
familiar instrument to both doctors and patients. Doctors falsely assumed that because a
person was injecting less morphine they were less likely to become addicted to it. As
doctors continued to isolate new chemical forms of drugs they would unwillingly
replace one drug addiction for another. For example, when in 1884 Sigmund Freud
promoted cocaine to mainstream medicine, he described it as a ‘magical drug’ and a
safe, non-habit forming, treatment for morphine addiction (Levinthal, 2005). By 1885
the Parke Davis Company had made cocaine available in 15 different forms, cocaine
cigarettes, cocaine for injection, and cocaine for sniffing. In 1863, cocaine was also
used in a beverage mixed with wine called Vin Mariani (Musto, 1991). Later the
alcohol was removed and Coca Cola was born, advertising the benefits of cocaine
without the ‘harmful’ effects of alcohol (Musto).

After about 100 years of unrestrained use and unrestrained advertising of drugs,
public fear of opiates and their addictive properties increased. The increase in fears was
a response to capitalism, increased criminalization of drugs (Severns, 2004), and the
marginalization of the Chinese people who had been brought to America to build the
railways (who had brought with them the practice of opium smoking), (Willutzki &
Wiesner, 1996). Due to these fears, we begin to see a decline in the general public’s

consumption of drugs. Some states responded to these fears by allowing morphine to be
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available only by prescription. With fears increasing about morphine addiction,
physicians were looking for other substances to replace morphine, and in 1898 the Bayer
Aspirin Company believed they had found the answer through heroin (Willutzki &
Wiesner, 1996. p. 52). Heroin was believed to be less addictive than morphine, with
fewer side effects. It was even included as an ingredient in cough syrup as it was useful
in suppressing the cough reflex (Musto, 1991). The addictive potential of heroin was
soon discovered and quickly associated with criminal use, as it was not a drug regularly
used by the medical profession (Willutzki & Wiesner).

As aresult of the growing temperance movement in the 1800s and increasing
unease towards alcohol, a burgeoning patent medicine mail order trade had developed,
of which doctors were trying to gain control, mainly because of the profits to be made
(Severns, 2004). In part, the use of mail order patent medications was one way to avoid
the shaming that was occurring when people consumed alcohol (Severns, 2004). In 1847
the American Medical Association (AMA) was formed, which allowed them, in 1914, to
gain control of patent medications and drugs (except nicotine and alcohol) under the
Harrison Act (Severns, 2004). In 1914, the Harrison Drug Act was enacted which gave
the American Medical Association (AMA) control of patent medications and drugs
(nicotine and alcohol were excluded) and categorized all substances as narcotics
(Severns, 2004). The Harrison Act oversaw any opium coming into the United Sates as
well as the dispensing of it. The sale and production of opiates were now prohibited
except through prescription, which made it possible for physicians to maintain a
patient’s addiction. No longer could any patent remedies contain any trace of narcotics.

The Harrison Act was also an attempt to stop illicit drug use and the importation of
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narcotics by immigrants into the United States. This act drew a clear line between white
American’s licit drug use (laudanum) and illicit drug use by the Chinese (opium
smoking).

In 1919 the Supreme Court ruled that “indefinite maintenance for ‘mere
addiction’ was outside of legitimate medical practice hence, physicians were no longer

299

able to maintain a patient’s ‘addiction’”(Musto, 1991, p. 44). Now patients who were
dependent on narcotics had to obtain them by other means, which created a large black
market for drugs and increased crime rates. Similarly, prohibition put alcohol’s control
in the hands of organized crime and created an illegal market for alcohol. Increasingly
individuals who used drugs and alcohol were criminalized, leaving ‘addiction’ treatment
in the hands of law enforcement (Severns, 2004). As described by Willutzki and
Weisner (1996):

In the next decades early attempts by the medical profession to work in the area of

drug use were very much restricted by the Federal Bureau of Narcotics....thousands

of physicians and drug users were criminalized and put in jail; eventually the

medical profession mostly dropped out of the field (p. 52).

So disappeared years of treatment practices, addiction knowledge, and medical
remedies treating addiction (Levine, 1978; Severns, 2004).

In the 1950s, doctors again began treating ‘addiction’ (Willutzki & Wiesner, 1996)
based mainly in AA ideas, and in the disease model of addiction. Addiction was seen as
a progressive disease that would end in death if drinking or substance use was not

stopped, therefore abstinence was always prescribed. Even today, the judgment towards

individuals misusing alcohol and drugs tends to be quite strong and paternalistic. The
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general belief is that people not willing to seek help are in denial, that they choose

addiction, and that they can stop if they so desired.

Present day understandings

As insurance companies are increasingly outcome orientated and institutions
compete with academia and research for funding, there has been an increasing demand
for the treatment providers to have an education that extends beyond personal
experience in the field (Hartmann and Millea, 1996). As more money goes into
research, the disease concept of addiction is increasingly called into question although
the search continues for the ever-elusive human gene responsible for causing addiction.
Colin Sanders (2007) writes, “The tendency to locate the etiology of the addiction
experience within a person’s biochemistry is the latest, albeit most sophisticated, variant
of the history of the disease metaphor” (p. 60).

The American Psychiatric Association (APA) DSM-IVR (2000) outlines the criteria

for substance dependence and substance abuse as follows:

Table 6 Criteria for substance dependence:

A maladaptive pattern of substance, use, leading to a clinically significant impairment or
distress, as manifested by three or more of the following, occurring at any time in the

same 12-month period:*

* The APA has been criticized for the use of the word dependence, claiming that it is too general of a
term (Peele, 2009). As Peele (2009) writes, “people can become dependent on medications for good
medical reasons, but that this doesn’t comprise a disorder.... Why is there no addiction in the DSM-1V?
Addiction experts used to consider narcotic withdrawal the penultimate characteristic of addiction. That
was called “physical” dependence. But that left out cocaine (and nicotine).... So physical dependence and
what used to be called “physic” dependence were folded into one big dependence ball of wax”
www.peel.net/blog/090425 . html
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1) Tolerance, as defined by either of the following:

a) A need for markedly increased amounts of the substance to achieve
intoxication or desired effect

b) Markedly diminished effect with continued use of the same amount of the
substance

2) Withdrawal, as manifested by either of the following:

a) The characteristic withdrawal syndrome for the substance
b) The same (or a closely related) substance is taken to relieve or avoid
withdrawal symptoms

3) The substance is often taken in larger amounts or over a longer period than was
intended

4) There is a persistent desire or unsuccessful efforts to cut down or control substance
use

5) A great deal of time is spent in activities necessary to obtain the substance (e.g.,
visiting multiple doctors or driving long distances), use the substance (e.g., chain-
smoking), or recover from its effects

6) Important social, occupational, or recreational activities are given up or reduced
because of substance use.

7) The substance use is continued despite knowledge of having a persistent or
recurrent physical or psychological problem that is likely to have been caused or
exacerbated by the substance (e.g., current cocaine use despite recognition of
cocaine-induced depression, or continued drinking despite recognition that an

ulcer was made worse by alcohol consumption) (p. 110-111).
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Table 7 The criteria for substance abuse as defined by the DSM-IV-TR (APA, 2000)

A. A maladaptive pattern of substance use leading to clinically significant impairment

or distress, as manifested by one (or more) of the following, occurring within a 12-

month period:

1)

2)

3)

4)

Recurrent substance use resulting in a failure to fulfil major role obligations at
work, school, or home (e.g., repeated absences or poor work performance
related to substance use; substance-related absences, suspensions, or expulsions
from school; neglect of children or household)

Recurrent substance use in situations in which it is physically hazardous (e.g.,
Driving an automobile or operating a machine when impaired by substance use)
Recurrent substance-related legal problems (e.g. arrests for substance- related
disorderly conduct)

Continued substance use despite having persistent or recurrent social or
interpersonal problems cause or exacerbated by the effects of the substance
(e.g., arguments with spouse about consequences of intoxication, physical

fights)

B. The symptoms have never met the criteria for Substance Dependence for this class

of substance (p. 114-115).

Harm Reduction

In Europe, Australia and Canada since the 1980s, there has been a growing harm

reduction movement, which has begun to shift the focus away from the hegemony of the
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disease model of addiction that continues to prevail in the United States (Marlatt, 2002).
It is important to note as Marlatt points out that, “the origins of this approach to drug
problems can be traced back to the 19" century” (Marlatt, p. 30) Harm reduction
practices meet the individual where they are at, with services geared towards reducing
harm at the individual and societal level. Harm reduction practices do not expect the
individual to just say ‘No’ to drugs and alcohol, and instead provide services for
individuals who do not wish to stop using. Examples of harm reduction practices are;
needle exchange programs, methadone maintenance programs, and supervised injection
sites, among others. These practices focus on the health and dignity of the person using
substances, and on creating safer options and alternatives for persons who wish to

continue using drugs and alcohol.

Crafting Alternative Understandings of Eating Disorders and Substance Misuse

It is important to consider the historical context from which both alcohol/drugs
and eating disorders came for a few reasons. First, it allows us to see how the concepts
of substance misuse and disordered eating have evolved through time —they are clearly
not static categories. Instead they have subtly transformed into new categories that are
quite different from their original understandings. In each different historical context,
substance misuse and food refusal have been given new meanings based on the beliefs
and values that existed at that given time. Looking back, we are able to see how people
coordinated their actions based on their beliefs, values, and expectations (McNamee,
1992) regarding drugs, alcohol, and food. These beliefs, values, and expectations
emerged within communities as generalized notions of the correct or appropriate way to

behave during given time periods (McNamee). Knowing that the theories we use to

94



make sense of ourselves and of our surroundings are not universal truths better positions
us to deconstruct our current understandings of substance misuse and disordered eating.

Second, a historical looking back sheds light on how people who drink, use
drugs, or refuse food are viewed in the context of particular time frames. For example,
according to Willutzki and Weisner (1996), “The historical perspective of drug use in
the U.S. during the last 200 years seems particularly instructive because it covers the full
range from autonomy to disease to criminality concepts and back” (p. 53). The
discourse surrounding drug use and misuse, particularly marijuana, cocaine and heroin,
has been influenced by race and racism, not just class. The Chinese were feared for
smoking opium, Mexicans for marijuana use, and African Americans for cocaine and
heroin use. The ‘other’ is usually constructed regarding a race, class, and ethnicity by
privileged whites (C. J. Sanders, personal communication, March 1, 2009), and, as has
been demonstrated, this ‘othering’ has strong implications for an individual’s social and
medical treatment (Sampson, 1993).

Third, the historical context demonstrates how meaning and subsequent language
practices influence our understandings of phenomena. This understanding is very much
tied to a society’s specific cultural values, ethnicities, and moralities (Epstein, 1996). In
my opinion, nothing illustrates the importance of this better than the concept of gluttony.
Gluttony was originally tied to excessive food consumption, and a refined appetite that
showed restraint was highly regarded. As Roth (2004), explains, “The most obvious
early taxonomy for bad behaviour was the Seven Deadly Sins, in which gluttony marked
the place of sins of consumption, but it was uniformly associated with food, not drink”

(p-20). As has been demonstrated, excessive drinking soon surpassed excessive food
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consumption as a sinful and immoral behaviour. The cultural meaning given to the
behaviour of gluttony changed, and people adapted their beliefs accordingly. The
behaviour remained the same yet the values attached to it had changed. This illustrates
the power a discourse has in disseminating what is acceptable or not at a given period in

history.

Changes in the Way the Problem is Understood

When tracing the history of substance misuse and food refusal, what becomes
apparent is the change that occurred in the ways that they were understood. Initially not
much thought was given to ‘why’ people drank or drank in excess. It was just not seen
as a problem. With time, this changed and people began looking for explanations as to
why people drank. What they found was that people drank simply because they loved to
drink, and they loved liquor itself. The same can be said of food refusal. Originally it
was understood within the context of religion. Religious women, whose faith was
strong, were believed to be able to survive on the Eucharist alone due to the strength of
their faith (Bell, 1985).

However, within a few hundred years, food refusal and drinking or drugging to
excess was understood in very different ways. Drinking to excess was now the result of
‘an allergy’ and eventually was believed to be ‘a disease’ that some people had and
some people did not have (Severns, 2004). It was even given a name, alcoholism.
Bateson writes (1972) “They [AA (alcoholics anonymous)] try to have the alcoholic
place alcoholism within the self” (p. 322), for example, ‘I am an alcoholic.” A similar
phenomenon happened with food refusal. In the later part of the 1800s, physicians

began searching for the biological location of the problem, and offered treatments such
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as bed rest, stimulation of internal organs, and re-feeding. When no plausible biological
explanations could be found, the search moved from the body to the psyche, and
psychotherapists began to ‘talk’ to their patients, who could now be diagnosed with
anorexia nervosa, which would eventually lead to them being described as ‘anorexic’
(Brumberg, 2000).

Before problems could be attached to a person’s identity or personality, people
first needed to be conceptualized as individuals. But what changes had to occur in
society to allow for such a huge shift in perspective? Phillip Cushman (1995) writes,

We can see the beginnings of individualism in a myriad of small changes,

such as portraits that began to reflect personal idiosyncrasies as well as

one’s place in the social hierarchy; the concept of personal friendship

rather than corporate feudal bonds; the philosophical growth of

mysticism that emphasized personal communion, rather than a solely

institutional, mediated relationship with God; the shift in art from a fixed

to a moveable perspective; and literary forms such as the biography and

autobiography. (p. 364)

As Cushman (1995) clearly illustrates, it was not just one change that occurred;
instead many small shifts in perspective needed to occur in order for people to become
individuals. Industrialization and capitalism were two very influential factors in the
demise of communal identity and communal ties by which people had previously
defined themselves (Sampson, 1989). As people moved to larger cities looking for
work, small and tightly knit communities dissolved. Individuals became more

autonomous and there was less family and community regulation of social disruptions,
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crime, and physical ailments. As others have suggested, and I concur, the social
dislocation (Engels, 1987; Alexander, 2008) caused by industrialization set the stage for
the development of social problems like drinking to excess and food refusal in the forms
that we begin to see in the nineteenth century. Severns (2004) describes how:

Jellinek’s belief was that communal systems had previously provided

context and ritual whereby life was given meaning and reason, which

safeguarded members for the personal disintegration that Jellinek saw to

be prevalent in his day. He saw the value of alcohol as having shifted

from symbolic to ritualistic use, to the level of folk custom, as a cultural

attempt to reduce the tension produced by individualism (p. 162).

Additionally, people began to be conceptualized as possessing stable
‘personalities’ that were assumed to reside inside a person’s mind (Geertz, 1973). When
the words we speak are seen as the portal to the mind, words become constitutive of
individuals. Gergen (1991) writes, “the idea of single minds behind words is a
cornerstone of Western individualism” (p. 106). Disciplinary power further positions
people as subjects or things to be acted upon—“docile bodies” becoming a thing to
discipline and control (Foucault, 1979, p. 135).

As societies became increasingly saturated with work and responsibilities, and
increasingly disconnected from their communal bonds, the way was paved for
professionals, doctors, and —eventually in the twentieth and twenty-first
centuries —therapists, and counsellors, to step into our lives to perform roles that had

previously been assigned to our families, friends, and loved ones (Gergen, 1991). The
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medicalization of illness slowly replaced the religious views that had been dominant up
until the 1600s.

Medicine has played an increasingly important role in the current understandings
of disordered eating practices and substance misuse. We see a reliance on the diagnoses
of professionals to explain what was going on inside of people’s bodies/minds and a
stepping away from more traditional ways of knowing and healing practices. This gave
increasing authority to the medical professions to create new and more elaborate
categories of deficit by which to define people (Peele, 1989). Phillip Cushman (1995)
describes how keeping individuals focused on their personal deficit qualities and failures
ensured that they would not look outwards to their surrounding community for the
source of their unhappiness. To Cushman, if deficit or personal failure

...1s thought to be caused by the biochemical structure of our genes—our human

nature —not the particular political arrangements of twentieth century capitalism

Thus it is foolish and ultimately ineffective to blame, and then advocate

resisting, current social structures (p. 342).

For the above to take place, mechanisms of surveillance by an unjust society
needed to be put into place as methods of individual social control (Foucault, 1979).
Initially these mechanisms of control were externally located. The genealogy of eating
problems best illustrates these mechanisms. It shows a history of women being watched
over by patriarchy and being prescribed certain appropriate avenues in which to
demonstrate that they were women. In Victorian England, corsets and full skirts
limiting a woman’s mobility were considered fashionable and a thin waist was the

ultimate in femininity. In the 20" century, the appropriate size of women’s bodies
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began to be dictated by standardized clothing sizes, insurance companies, and the diet
industry. By the 1960s, medicine and a burgeoning diet and beauty industry had
developed and women had internalized what a women’s body ought to look like. When
individuals began to watch over their own body, the mechanisms of control
unknowingly became internally located. For example, ‘the gaze’ as described by
Foucault, has us acting and controlling our actions as if there is always someone
watching. Foucault (1979) states:

The efficiency of power, its constraining force has, in a sense, passed

over to the other side- to the side of its surface of application. He who is

subjected to a field of visibility, and who knows it, assumes
responsibility for the constraints of power; he makes them play
spontaneously upon himself; he inscribes in himself the power relation in
which he simultaneously plays both roles; he becomes the principle of his

own subjection (p. 202-203).

This is not to say that women are personally responsible for their
subjugations. Instead, they are responding to power structures and hegemonic
processes that direct and coerce their choices. Our bodies become docile bodies
(Foucault, 1979) objects upon which things can be done, and we as individuals
are then solely responsible for their form and their shape. Women are indirectly
and directly socially encouraged to try to reach the ever-unattainable goals of
thinness, which ensures an ever-present awareness of the ways that their body is
not meeting society’s norms for beauty. This often occurs at the expense of

educational pursuits and other life enriching options. In this way, our bodies
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also become commodities from which others may profit in terms of clothing, diet

and beauty industries.

Substance Misuse and Eating Disorders as a Form of Protest®'/Resistance

To some extent both substance misuse and food refusal can be viewed as a form
of protest of the conditions within which individuals are living. According to Bynum,
(1987) food refusal in the medieval ages even though a spiritual meaning was attached
to it, was very significant beyond the meaning of food itself. Bynum writes:

Far from substituting control of self for control of circumstance or

destroying ego and body while attempting to direct the attention of others

towards them, women’s food practices frequently enabled them to

determine the shape of their lives—to reject unwanted marriages, to

substitute religious activities for more menial duties within the family, to

redirect the use of fathers’ or husbands’ resources, to change or convert

family members, to criticize powerful secular or religious authorities, and

to claim for themselves teaching, counseling, and reforming roles for

which the religious tradition provided, at best, ambivalent support (p.

220).

Entering into the doctrine of religion allowed women access to other roles that
were not possible if one were married, raising children and responsible for the care of
others. Something similar can be seen amongst the middle and upper class young

women in Victorian England, as they too were very much confined to a life of

*! For more information on resistance or protest to oppression please see Allan Wade’s article, Small Acts
of Living (1997), which is based on the premise that where there is oppression there is resistance.
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domesticity. Young women’s lives were highly controlled by their parents, who wished
to raise daughters suitable to be married into even higher social standings. Education
and work was believed to be detrimental to a woman’s reproductive organs and too
stressful for her overall constitution (Hesse-Biber, 2007).

In these conditions, food refusal served as a statement of protest to the stiflingly
and potentially un-stimulating activities to which young women were allowed access, as
well perhaps to the conforming standards of beauty exemplified by thinness and
paleness common at the time. Brumberg (2000) describes how the frailness and food
refusal associated with middle and upper class women was not seen in lower or working
class women, as it was not an influential form of protest. Many writers have noted that
women’s control of the body as a form of protest or resistance to the prescribed gender
roles and patriarchy actually restricts and limits women’s possibilities (Bordo, 2003;
Gremillion, 2003; Malson, 1998; Orbach, 1978). To quote Bordo:

The anorexic’s experience of power is, of course, deeply and dangerously

illusory. To reshape one’s body into a male body is not to put on male

power and privilege. To feel autonomous and free while harnessing body

and soul to an obsessive body-practice is to serve, and not transform, a

social order that limits female possibilities (p. 179).

Substance misuse can also be viewed as a form of protest and in some cases a
form of resistance. When the Chinese immigrated to North America to build the
Western Railroads, they brought with them the tradition of smoking opium. As
mentioned earlier, Chinese labourers used opium while doing extremely dangerous work

that was seen as unfit for their North American counterparts. Chinese immigrants were
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surrounded by racial violence, attempts to destroy their dignity, and attempts to stop
their immigration into America. Holding onto their familiar practices may have been a
refusal to assimilate in a country that was treating them with hate and disdain as well as
an escape from the stress of their circumstances. During the civil war, fighters were
some of the first casualties of morphine addiction, morphine perhaps dulling the pain of
the memories of the atrocities that they both participated in and witnessed while in the
battlefield. Similarly, the housewife at the turn of the 20™ century, addicted to
Laudanum, which was widely prescribed for minor problems such as sleep disturbances,
developed an addiction problem as well. Later, in a similar vein, Valium was lovingly
referred to as “mother’s little helper” (The Rolling Stones, 1967), indicating its use as a
way to survive the monotony of a housewife’s days [this role, too, being a capitalist
construct that would later evolve, post-feminism, post-60’s, into the heterosexual
‘family’ where both mother and father required being in the work force] (C. J., Sanders,
personal communication, March 1, 2009).

As a gendered response, substance misuse can be seen as women’s refusal to
conform to the ‘acceptable’ standards of drinking and drug use by which she is
surrounded. Drinking and drug use in this way can be a form of rebellion, as it is not
considered typical of a ‘proper’ woman’s behaviour. Women have been responsible for
child rearing, managing the household, keeping the family intact, and if a woman is
using illicit drugs or drinking to excess, the chances of this occurring can be lessened.
Women’s drug using behaviour can then be seen as a threat to traditional gender roles
and ‘life’ as it has always been. In the book Using Women, Campbell (2000) traces

“how women’s drug use has been constructed as a gendered, racialized, and sexualized
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threat to modernity, capitalist production, social reproduction and democratic
citizenship” (p. 14). This is illustrative of how women’s substance taking behaviour has

far reaching implications on so many levels other then the substance use itself.

How People Were Seen and Subsequently Treated

Initially, excessive drinking was not seen as a problem, but with time people
who were considered habitual ‘drunkards’ were looked down upon, condemned, and
judged. Habitual drunkenness became associated with the lowest form of citizen, and
was an attack on their morality (Sanders, 1994). In the mid to late 20" century, both
substance misuse problems and food refusal came to be defined by the American
Psychiatric Association (APA) as problems that resided inside an individual and were
considered a deviation from what was considered ‘normal’ (Kutchins & Kirk, 1997).
Now, someone who drank to excess was viewed as doing so because s/he was an
alcoholic. Someone who refused to eat did so because s/he was an anorexic. The
reason for the existence of the problem was assumed to be a deficit or pathology that
resided within the individual. This explanation made it possible for a problem to define a
person’s identity, without the person’s consent.

A certain “meaning and value” (McNamee & Gergen, 1999, p. 4) is attributed to
people’s actions, and the actions of consuming too much of a particular substance, or
eating to excess or too little, are likely to have a typical response of distain, pity, or
judgment passed for their actions. Persons struggling with substance misuse are
commonly faced with a contradictory judgement. It is assumed they have no control
over themselves, yet it is expected that they could choose to stop using at anytime they

want. People with anorexia are often called spoiled, selfish, and narcissistic. When
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people are constructed as individuals, divorced from their context, they become solely

responsible for their actions and pathologized accordingly (Bruner, 1990).

Cultural influence

“In Maurice Merleau-Ponty’s famous phrase, culture, through everyday social
practices, is “sedimented” in the body. This is what is meant by the social
“construction” of the individual” (Cushman, 1995, p. 18).

In the social world, our actions are co-ordinated (McNamee & Gergen, 1999)
with those around us, as are the resulting ways we come to understand and give meaning
to people’s actions. This includes people’s decisions (and our understandings of
people’s decisions) to use or abstain from alcohol and drugs, and/or restrict/purge/over-
consume food. Yet the cultural influence is often overlooked resulting in anorexia,
bulimia and substance misuse being pathologized. For example, the 2000 edition of the
DSM-IV included culture bound syndromes in its Appendix I, acknowledging the
importance of cultural difference in the understandings of disorders. Yet anorexia
nervosa, bulimia, eating disorders not otherwise specified, substance abuse and
substance dependence were not included as culture bound syndromes (APA, 2000). The
description reads:

The term culture-bound syndrome denotes recurrent, locality-specific patterns of

aberrant behavior and troubling experience that may or may not be linked to a

particular DSM-IV diagnostic category. Many of these patterns are indigenously

considered to be ‘illnesses,’ or at least afflictions, and most have local names . . .

culture-bound syndromes are generally limited to specific societies or culture

areas and are localized, folk, diagnostic categories that frame coherent meanings
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for certain repetitive, patterned, and troubling sets of experiences and

observations (p. 844).

Some writers have made strong cases for disordered eating and substance
misuse to be considered as culture bound phenomena (Malson, 1998; Peele,
1995; Cushman, 1995). For example Helen Malson describes how:

Anorexia nervosa, like some other illnesses can be viewed as a metaphor

for, and a manifestation of, a multiplicity of socio-cultural concerns of the

late twentieth century; concerns about femininity and feminism, about the
body, and about individual control and consumption within consumer

society (p. 5-6).

Stanton Peele (1995) has written extensively of the differences in the
historical treatment and understanding of drinking compared with our current
understandings of the same behaviour. The behaviour has not changed yet our
understandings of the behaviour have. He states:

What people believe about their drinking actually affects how they react

to alcohol... In other words, the readier people are to decide that their

behavior is a symptom of an irreversible addictive disease, the more
readily they fall into a disease state. For example, we will have more
bulimia now that bulimia has been discovered, labelled, and promulgated

as a disease (p. 170).

Culture is powerfully generative of our identities, communities, and our beliefs.
Our identities are communally constructed within the cultural frame we are surrounded

by, with popular culture playing an important role in this. For example, when television
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arrived in Fiji in 1995, anorexia was relatively unknown and young Fijian women
reported feeling good about the size and shape of their bodies (Becker, Burwell, Gilman,
Herzog & Hamburg, 2002). Only three years later there was a statistically significant
increase in the numbers of young women no longer content with their bodies and/or
dieting as a way to alter the shape of their bodies (Becker et. al.). In North America
some people will go to any means necessary to attain beauty —invasive plastic surgery,
liposuction and gastroplasty (stapling of the stomach) being fairly common procedures.
The reality television show Nip Tuck demonstrates just how far men and women will go
to surgically alter their bodies—all in the name of beauty.

Alcohol use is also built into western cultural social celebrations and
heterosexual male identities are strongly associated with drinking. David Nylund (2007)
in his book Beer, balls, and babes: masculinity and sports talk radio, describes how
drinking culture has become an integral part of our understanding of what it means to be
a heterosexual male in the 21* century. When we consider the context of people’s lives a
different understanding of their lives is possible. Today the general consensus amongst
mainstream professionals is that both problems are individually and medically based,
which excludes any cultural, historical and social based reasons for the development and
progression of these problems. Yet when people’s actions are seen solely within the
confines of biological causes this leaves little room for the impact of trauma, poverty,
racism, homophobia, and gender training on a person’s behaviour.

In the following section I briefly describe the history of the Diagnostic and
Statisticians Manual (DSM) and the impact that the DSM has had on our societal

understandings of mental illness and treatment practices.
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A brief history of the DSM

There are many perspectives from which to view eating disorders and substance
misuse. The stance that we adopt impacts our interaction with the persons consulting us
for therapy, as well as the solutions that are possible within the chosen approach. In this
section, I will briefly trace the history of the Diagnostic Statisticians Manual (DSM) and
then discuss the implications that the DSM can have on the clients who consult us for
therapy. Of particular concern to this writing is the pathologizing discourse that stems
from the DSM. Especially as the classifications that define ‘normal’ grow smaller and
the possibilities to be diagnosed as having a DSM diagnosis grows larger given the ever-
growing list of disorders housed within the text. This is very relevant to this dissertation
as young women seeking treatment for anorexia and bulimia are often required to meet
the ‘criteria’ listed in the DSM-IV in order to access treatment for disordered eating. I
will argue that the criteria that have been created to support young women can
inadvertently strengthen disordered eating practices (Gremillion, 2003).”

Madness as a concept has existed long before the profession of psychology or
psychiatry emerged (psychiatry as a profession did not exist before the end of the 18"
century (Shorter, 1997). Individuals considered ‘mad,” or ‘insane,” were commonly
seen as a threat to society in Roman and Greek societies, who preferred to remove this
element from society. The Spartans routinely tossed defective offspring of the cliffs,
while Plato suggested to take the ‘offspring of the inferior’ to an unknown place (as
cited in Blatt, 1966). During the middle ages, the initial spread of Christianity fostered a

more charitable view of the insane: as in need of help and protection from the devil. The

*? In British Columbia, Canada most youth treatment programs for alcohol and drug misuse are not
hospital based therefore young persons are not required to have a DSM diagnosis of substance abuse or
dependence in order to be admitted.
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bishop of Myra for example (also know as Saint Nicholas) offered shelter for the
mentally ill in the fourth century (Wever-Rabehl, 2001). Treatment or education was not
a consideration however (Wever-Rabehl). Mental illness and developmental delays were
seen as incurable and hopeless. This did not change until the late 1700s, with work of
Jean-Marc Gaspard Itard and his ‘wild boy of Aveyron” (Wever-Rabehl).

Throughout the 18" and early 19™ centuries, the medical profession searched for
the cause of madness, which was believed to be located inside the body (Cushman,
1995). By the latter half of the 19" century North America had gone through massive
social change and disruption as the result industrialization, which lead to social
problems such as unemployment, homelessness, slums, and crime. ‘Defective genes’
were identified as the cause of these problems (Wever-Rabehl, 2001). Much research
took place, in the US as well as in Europe, on the interplay between mental status and
crime. The eugenics movement provided an answer in that they offered a scientific
method for the improvement of the human race through selective breeding and
sterilization (Wever-Rabehl). Till well into the 1900s, federal and state governments
issued various social control measures directed against the ‘mentally retarded’ and the
‘insane:’ sterilization, restriction on marriage and sexual relationships, and even
euthanasia (Wever-Rabehl). Sterilization continued on a broad scale until the 1960s, and
eventuated in the forced sterilization of 31,038 Americans (Knoblock, 1987, as cited in
Wever-Rabehl). In Germany, eugenics was taken to an extreme. Some 275,000 mentally
retarded and mentally ill were killed in ‘mercy deaths’ (Werthman, 1978, as cited in

Wever-Rabehl).
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Science and medicine became more and more influential in the care of people’s
physical and mental health in the early twentieth century (Cushman, 1995), and insanity
was increasingly associated with the pathological (Wever-Rabehl, 2001). In order to
standardize and humanize treatment for the mentally ill within asylums, the American-
Medico Psychological Association was founded in 1892 by G. Stanley Hall (Reisman,
1991). In 1921 it was changed to its current name, the American Psychiatric
Association (APA). In 1952 the APA published the first edition of the Diagnostic and
Statistical Manual of Mental Disorders or DSM-I (American Psychiatric Association,
1952). Karl Tomm (1990) describes how the DSM was “originally intended to stabilize
psychiatric nomenclature in American Psychiatry and to clarify the description of
diagnostic terms” (p. 1). It also offered a common language for psychiatrists to use
when consulting with one another about their patients. Tomm (1990) describes how
when the second edition of the DSM (DSM-II) was released in 1968, the name referring
to the mental ‘disorders’ had been changed. For example, what had previously been
called mental ‘reactions’ in the first edition, were now called mental ‘illnesses’ (Tomm,
1990). As aresult the field of psychiatry was now closer aligned the field of medicine
(Tomm, 1990).

To get a sense of the changing nature of the contents of the DSM, DSM-III was
released in 1980, and DSM-III-R was released just seven years later (Kutchins & Kirk,
1997). DSM-1V was released in 1997 and DSM-IV-TR was release in 2000. With each
revision, categories have been deleted or added, and terminology changed, all in the
name of ‘diagnostic reliability” (Kutchins & Kirk, 1997, p. 27). Regarding the DSM-IV

the APA itself claims: “one of the most important features of the DSM-IV is its
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provision of diagnostic criteria to improve the reliability of diagnostic judgments ”
(APA, 2000, p. ix). The next version DSM-V is expected to be released in 2012 (APA,
2009,99).

The American Psychiatric Association’s Diagnostic and Statistical Manual of
Mental Disorders is commonly referred to within mental health fields as ‘the bible,” as it
defines and outlines the current diagnostic criteria for the mental disorders contained
within it (Tomm, 1990). The DSM-IV-TR (2000) includes the criteria for Anorexia
Nervosa (307.1), Bulimia Nervosa (307.51), and Eating Disorders Not Otherwise
Specified (307.50). Also included are the criteria for Substance Abuse or Substance
Dependence Disorder. (Please refer back in this chapter for the full diagnostic criteria of
the aforementioned disorders). As our society changes, what is collectively deemed
acceptable waxes or wanes, and so do the criteria in the DSM. This helps explain why
what started out as a book of 66 disorders now includes almost 400 (Kutchins & Kirk,
1997).

The DSM has been critiqued for its “pathologizing of everyday behaviour”
(Kutchins & Kirk, 1997) as it identifies what could be seen as normal healthy responses
to problems or ways of living as forms of mental illness. For example, homosexuality
was included in the second edition of the DSM under the category of sexual deviations
(Kutchins & Kirk). Implicit in the initial creation of homosexuality as a disorder is a
value judgment of ‘normal’ being assigned to heterosexual behaviour and deviant or
‘abnormal’ being attached to homosexual behaviour. Homosexuality was subsequently
eliminated from the third edition. Kutchins and Kirk link the removal of the diagnosis to

a combination of four factors, one of which was the “historical changes in the category
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of homosexuality” (p. 58). Because of societal changes, increasing acceptance of
homosexuality, and a developing gay liberation movement, homosexuality could no
longer be classified as a mental illness. This underscores that categories of mental
illness are invented constructions, created by individuals with the power to label others
(Kutchins & Kirk; Foucault, 1982).

Anti-psychiatrist, Szasz (1972) describes mental illness as a myth. The mental
illnesses contained within the DSM are social constructions, yet nowhere does the DSM
mention that mental illness is, in itself, a construct. Nor is there mention of how the
various categories of disorder listed in the DSM are by-products of socially negotiated
practices. The problem with the diagnoses listed within the DSM as Caplan (1996)
describes is how “these subjective determinants of diagnoses masquerade as solid
science and truth” (Caplan, 1996. p. xvi). These truths can have serious consequences on
people’s lives. For example there is a common belief that alcohol abuse ‘runs in
families,” and if you come from an ‘alcoholic home’ you will either become an
‘alcoholic,” or become ‘co-dependent.” While there likely is a genetic predisposition,
this remains to be proven as no gene has yet been found. Meanwhile, some people live
their lives as if genetics were fully to blame, which runs the risk of becoming a self-
fulfilling prophecy (Peele, 1995).

In a similar vein, Kutchins and Kirk (1997) note that:

The DSM can be an instrument that pathologizes those in our society who are

undesirable and powerless; this occurs not because of any malicious intent but

because of unspoken cultural biases about what should be considered normal and

what should be considered disease (p. 19).

112



Foucault has argued along similar lines that the institution of psychiatry has the
power to shape the lives of individuals based on the norms of acceptable behavior, and
truth claims of certain discourses (Rabinow, 1984). In this way psychiatry becomes a
“dividing practice,” separating the normal from the deviants, the sane from the insane

(Foucault, 1986, p. 208).

The impact of this perspective

The DSM locates mental illness ‘in an individual.” This suggests that there is
something wrong with that individual’s makeup. Tomm (1990) writes:

The authors seemed oblivious to the theoretical significance of their

individualistic presuppositions. There was no mention of the possibility of

another point of view. They simply ignored the body of knowledge based on an
alternative assumption, namely that the human behavior, the mind, and its
disorders, may be more fundamentally grounded in social phenomena than

individual phenomena (p. 2).

The diagnosis of mental illness has far-reaching consequences on a person’s
sense of self and identity. The language of the DSM has the power to both construct and
colonizes a person’s identity (Kutchins & Kirk, 1997). Coates and Wade (2007) invite
us to consider the inherent violations that occur in this ‘benign languaging’ of identity
that have serious implications for how people see themselves and the way that others
relate to them. Sanders (1994), citing Karl Tomm writes:

The diagnostic label imparts a defective personal identity to the patient, it will

henceforth identify him to others and will govern their conduct towards him, and

his towards them. The psychiatric nosologist, thus, not only describes his
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patient’s so called illness, but the ramifications of this description have been

horrifying for many persons, who have experienced the debilitating and

totalizing effects of diagnostic labels in terms of self-blame, self loathing, and

intense self monitoring (Sanders, 1994, p. 27).

If the language we use constructs the reality we live in, then it is possible that the
terminology of pathology trickles into the culture at large. Today it is commonplace for
people to describe themselves and others by these DSM-IV based terms. For example,
‘I’'m so depressed,” ‘he’s a sociopath,” ‘I am bulimic’ (Gergen, 1991). This way of
describing each other and ourselves has become so common that even children can not
escape this rampant labelling. For example, the diagnosis of children with Attention
Deficit Hyperactivity Disorder (ADHD) reached epidemic proportions during the 1990s
(Nylund, 2000). Gergen (1991) refers to the labels that are housed within the DSM as
“terms of mental deficit. They discredit the individual, drawing attention to problems,
shortcomings, or incapacities” (Gergen, 1991, p.13). As this occurs and the language of
the medical profession becomes the language of the everyday —even more specialized
discourse needs to be created, and the public ever more relies on the medical profession
in order to be ‘cured’ from their ailments (Gergen, 1991; McNamee, 2002).

The use of the DSM in North America has become so commonplace that more
often than not medical insurance companies often require individuals to have a DSM
diagnosis in order for them to receive help, and for practitioners to be compensated for
their work (Cushman, 1995). The problem then expands; in order for people to receive
help, they need to be ‘diagnosed’ which results in their being pathologized. On one hand

they benefit from getting help, yet on the other they receive a label and its associated
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stigma. As a notable conflict of interest, the APA is closely linked to the
pharmaceutical industry, which contributes massive funding and monies to research and

hospitals (Healy, 2004).

What this means for this dissertation

Of importance to this writing is how social construction and the narrative approach
to therapy positions us to question the truth status that has been assigned to the
diagnostic labels listed in the Diagnostic and Statistical Manual (APA, 2000) by much
of the larger health-care profession and society at large. When positioned as one
possible idea among many, we can question the impact that labels have on the clients
who consult us, as well as how it impacts our interactions and relationships with those
clients. The writing of this dissertation has allowed me to question the utility of those
ideas and to privilege the young women’s ideas about how to find freedom from the
problems with which they struggle.

The intent of the DSM is not to locate problems in their socio-political context.
Yet it is easy to see the relevancy of the socio-political context. The diagnosis of an
eating disorder exists mainly in industrialized societies, and upwards of 90% of
diagnoses pertains to young women. Many have experienced sexualized violence and/or
abuse (Bordo, 2003). As well, activities that are focused on body size, appearance and
display women’s bodies such as modelling, gymnastics, and ballet are often associated
with increased rates of disordered eating (Maisel & Epston, 2004). Correspondingly,
rates of substance misuse are found to be higher for people who live in poverty, have a
mental health diagnosis, are impacted by racism, homophobia, or disabilities, and have

experienced sexualized violence or physical or emotional violence/abuse (Gitberg &
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Van Wyk, 2004). To overlook the contributions of the socio-political context of
diagnosis is a grave error, as we then pathologize individuals for their actions rather than
placing them back in the socio-political context in which they belong (Waldegrave,
Tamasese, Tuhaka, & Campbell, 2003). If we continue to look at problems as
individually based problems of ‘the self” there is little space to include culture and the
importance of human relationships and connection on individuals actions. The
diagnostic criteria of the DSM leaves out the richness of human experience, and the
context behind people’s use, and the ‘technical descriptions’ of the diagnoses often look
very different than peoples lived experiences with these diagnoses (Madsen, 1999).

The Gergen’s (1996) write: “constructionism supports systemic views in
providing a rationale for therapists to step back from the typical ‘rage to classify’ clients
into diagnostic categories and to canonize or universalize any particular mode of
treatment” (Gergen & Gergen, p. 77). The social constructionist and postmodern
framework in which this writing is located allows for the privileging of young women’s
experiences of substance misuse and disordered eating practices, rather than trying to fit
their experiences within the classifications of the DSM. Young women’s experiences of
distress can be dismissed when expert categories of health and illness are privileged.
The DSM focuses on behaviour, while overlooking the personal experience and
meanings that these problems have in someone’s life. The level of distress that a person
feels does not necessarily translate into meeting the DSM criteria for eating disorders or
substance misuse.

This dissertation describes an approach to working with the problems of

substance misuse and disordered eating practices that honours the young women’s
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knowledge of, and personal experience with, the problem. Stepping out of the “rage to
classify” (Gergen & Gergen, 1996, p. 77) allows us to step into relationships with our
clients, and co-construct preferred stories for their lives. Our questions become
inquiries into trying to get a better sense of their experience, as opposed to asking
questions to determine if the client fits better in category A or B. My therapeutic
approach fits with what Michael White (1997), borrowing from what Geertz (1973),
describes as contributing to thick or rich descriptions of persons lives, rather than the
thin descriptions that are afforded by those based in the DSM (i.e. ‘all people who have

these problems are like this’).

In Closing

In summary, substance misuse and disordered eating have undergone many
transformations since their initial inception. I traced the history of substance use from
their natural forms, to the resulting chemical isolation of their psychoactive properties,
their increased use by the medical community, and the criminalization of some
narcotics, which has created a large black market for these substances (Musto, 1992).
The resulting effect of criminalization of drugs has negatively impacted the view of and
treatment of persons who use illicit substances (for example, illegal street drugs like
heroin, and cocaine), and misuse licit ones (for example, legal substances like alcohol
and prescription medications). I also looked at the changes in our cultural understanding
of substance use itself. I traced the history of food refusal, it first being a practice
associated with female saints, its understanding based in religion. Later when food
refusal could not be reduced to a definite biological cause it was understood as a

problem in the young women or in their relationships with others (especially their
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mothers) (Gremillion, 2003). It wasn’t until the 1960s that it was understood that those
struggling with anorexia or bulimia had not lost their appetites, but rather they were
denying their appetites.

Lastly, I discussed some of the historical and linguistic shifts that occurred
making it possible for persons to be viewed as individuals. This dramatically changed
the way we began to view persons affected by the problems of substance misuse and
disordered eating. With this shift, both anorexia/bulimia and substance misuse began to
be viewed as biological problems in need of medicalized treatments. Seeing persons as
individuals paved the way for the dominant approach to mental illness as described by
the DSM (APA, 2000). The underlying ‘biological’ cause for both problems has yet to
be found, yet the search continues. In the next chapter, I offer an alternative perspective
from which to understand ourselves, the world around us, and the problems of substance

misuse and disordered eating practices.
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CHAPTER 4 SOCIAL CONSTRUCTION

This dissertation is located in the larger frame of postmodern and social
constructionist thought (Gergen, 1991; Burr, 2003; Foucault, 1989). Social
constructionism is a orientation that was developed by Berger and Luckmann (1966),
Gergen, (1985, 1994, 1999), McNamee & Gergen, (2000), Anderson & Goolishian
(1988) and John Shotter (1989) to name a few. This philosophical movement has
emerged over the last 30 years and is a radical departure from the ways in which we
traditionally understood reality (Gergen, 1985). As such, social constructionism has had
far-reaching implications on how we understand self, identity, meaning and truth,
dialogue, and the significance of relationships (McNamee, 2004a; Gergen, 2005). As
described by Ken Gergen (1985) “social constructionist inquiry is principally concerned
with explicating the processes by which people come to describe, explain, or otherwise
account for the world (including themselves) in which they live” (p. 266).

Social constructionism is a philosophical response to individualism, the
enlightenment, and modernist ideas that have profoundly influenced how we understand
the individual and the world around us. To gain a sense of the significance of social
construction it is helpful to trace the history of the modernist and positivist ideas from
which social construction emerged. Prior to the 17" century, the Church and nobility
governed society in a manner that emphasized an unquestioned faith in God and
religion. People had little freedom of choice, and were expected to live life by the

doctrines of the church and as they were instructed. The Enlightenment era
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philosophers Locke, Hume, Descartes, and other empiricists of the 17" century began to
publicly question the taken for granted ideas of religion, the church and the power that
these institutions held (Cushman, 1995; Gergen, 1985). The Enlightenment sought to
grant power to each individual choice over their actions, and emphasized each
individual’s ability to think, to reason, and to observe, which threatened the sovereign
rule of the church.” Until this time, the church had ruled with unquestioned authority.

Philosophers imagined a self that was separate from the dogma of the church,
and a self that could reason independently from the will of God (Cushman, 1995).
Reason and observation became one way that individuals could challenge the power of
the Church. If through reason and observation individuals could choose courses of
action that were appropriate for themselves they no longer had to rely on God’s doctrine
for moral order and direction (Gergen, 1991).

Rene Descartes (1596-1650) is described as being the father of modern
philosophy (Robinson & Groves, 2004) with the term Cartesian being coined from his
name (Burr, 2003). Rene Descartes’ well-known quotation, “I think, therefore I am,” or
Cogito Ergo Sum (Robinson & Groves, p. 56) epitomizes the importance placed on each
individual’s ability to reason. Descartes prioritized the act of thinking (which he
believed occurred in the mind) above all other forms of knowing. This revelation,
referred to as the Enlightenment transformed the way in which self and activity were
conceptualized as we see the re-emergence of a dichotomy between the mind and body
(Gergen, 2005). Geertz (1973) describes how the focus of the Enlightenment was to

find the essence or core of “actual men” (p. 51) and this was believed to be possible

3 I am referring solely to men as during this time period women were not believed to be capable of
rational thought.
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once man was stripped down to the core. In order to truly know the individual, the
culture surrounding the individual needed to be removed, and then the essence or
“natural man” (Geertz, p. 51) was left to be seen and known.

The Enlightenment prioritized knowledge that was based on fact, reason, and
observation. Descarte’s ‘Discourse on Method’ (1637) introduced the idea of doubt, and
prioritized objective certainty above all forms of knowing (Robinson & Groves, 2004).
He began questioning all that he had previously known and taken for granted, believing
that our senses lie to us. Therefore he believed that we can only be certain of what we
know through reason derived from mathematics. The general consensus being that if
individual’s possessed enough knowledge then they could predict and control the
behaviours of others, the environment and, in theory, the world (Gergen, 2005). Society
began to be conceptualized as composed of individual thinkers, and activities were
focused on the acquisition of knowledge (Gergen, 1985). During this time people began
to advocate for their own rights, and important advances in law, democratic thought, and
institutions appeared (Gergen, 2005). Cushman (1995) writes, “the self became
constituted by rationality and the scientific empirical process, the material word became
the realm properly controlled and dominated by humankind, and the new empirical
science became the vehicle of domination and the measure of all things” (p. 31).

The Romantic period that followed the Enlightenment, with its emphasis on
love, powerful emotions, the soul, and “the deep interior” (Gergen, 1991, p. 20). This
contrasted the emphasis on reason alone that the Enlightenment proposed. During the
Romantic period, art, poetry, and literature were celebrated, as were romantic notions of

love that are still prominent today.
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Dating from the late 19" century, modernism brought with it a revitalization of
the ideas of the enlightenment. Modernism emphasized individualism and privileged ‘a
self-contained’ individual (Sampson, 1993). Individuals began to be conceptualized as
independent from the world around them, separate from their social context. Sampson
describes the conditions that needed to occur in order for this to occur as:

We first need to think of the self as a kind of bounded container, separate from

other similarly bounded containers and in possession or ownership of its own

capacities and abilities. In order to ensure this container’s integrity we need to
think of whatever lies outside its boundaries as potentially threatening and
dangerous, and whatever lies inside as sufficiently worthy to protect. These
beliefs establish a possessively individualistic view of the person and the
assumption of a negative relation between the self and other, both of which

understandings permeate much of western civilization (p. 31).

With these ideas firmly in place our modern day notion of the individual self was
born (Gergen, 1989; Geertz, 1973; Sampson, 1993).

Modernism is based in the philosophical approach known as positivism.
Positivism describes knowledge as existing within the confines of observation, rationale
thought and science. Armed with these tools, the researcher is positioned to discover
new knowledge. Gergen (2004) describes how these ideas are lodged in a
“metaphysical dualism” (p. 46). He writes, “here one presumes a real world (objective,
material) somewhere ‘out there’ and a psychological world of the experiencing agent ‘in
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here’” (Gergen, 2004, p. 46). He goes on to say, “Knowledge is essentially achieved

when the mind of the individual agent has mastered the complexities of the material
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world. And this knowledge is ideally reduced to propositional networks (theories and
descriptions) for purposes of communication” (p. 46).

With people considered to be separate from their surroundings and others, people
were thought capable of observing the world in a non-biased way. Gergen (1991) writes
that “reason and observation” began to be seen ‘as the central ingredients of human
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functioning’” (p. 19). Describing the traditional “positivist-empiricist conception of
knowledge” (Gergen, 1985, p. 266), Gergen writes how it is assumed that “scientific
theory serves to reflect or map reality” (p. 266). There are two popular understandings
of the way that information is garnered and transmitted. One view is that if we observe
things correctly, then we can map and transmit our understanding of the world to others.
In this approach, our knowledge is believed to mirror the way things actually are— out
there in the world —“knowledge copies (or should ideally copy) the contours of the
world” (Gergen, p. 269). This is what Gergen refers to as the “exogenic perspective” (p.
269). Gergen describes a second popular way of understanding knowledge as the
“endogenic perspective” (p. 269). In this view, the drive to think is internal and inherent
to humans. This view of human nature is the foundation for the popular cognitive
behavioural approach to therapy (Gergen). Traditional approaches view
thinking/knowledge as an internal individual mental process that can be measured
(Gergen, 1994), for example through intelligence tests.

Within this paradigm, language becomes an expression of the mind (Gergen,
1985). Indeed, in a modernist perspective, language is representative of reality; when a

person speaks, s/he is expressing what is in his/her mind, and the knowledge that s/he

possesses. Now people can describe their private world of mental events, what they
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think, what they see, what they feel, and what they know (Gergen). The above concepts
underscore our current notions of scientific progress and universal knowledge, which

pervades universities, positivism, scientific classifications and individualism.

Relationships, Language, and Reality

Social constructionism offers another perspective illuminating how we come to
know what we know, a perspective that privileges language and relationships as central
to our understanding and the co-creation of our world. In this way, language is a way to
share and build information and knowledge, a conduit of knowledge. From a social
constructionist perspective, our words do more than transmit information: they construct
and constitute our understanding of our world (McNamee, 2004b). This section will
describe some of the central assumptions behind social constructionism, specifically the

centrality of language, meaning making, relationships, and reality.

The power of language in the construction of reality

While the modernist view of language contends that language represents reality,
social constructionism proposes that our language use constructs reality (Gergen, 1989).
This means that through our language use, we actively construct the world around us in
relationship with others. Language plays a central role in how we make and share
meaning (Gergen & Gergen, 2003). Through language we communicate, describe,
explain, organize and make sense of each other and our surroundings. Language does
not simply refer to the words we use, but also encompasses our body movements, our

tone of voice, and the subtleties of how we use words (Andersen, 1992, 1998).
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The philosopher Ludwig Wittgenstein’s ideas regarding language have strongly
influenced social constructionist thought. Wittgenstein proposed that we “look at the
way we use the word to find out what it means” (de Shazer, 1985, p. 89). Words in
themselves do not mean anything, or hold any particular essence or meaning; it is
through the use of words that they gain their meaning (Wittgenstein, 1953). As
Sampson (1993) writes “our task is to examine how language used in the public, social
world of communication between people holds the key to our understanding” (p. 98).
The words we use constitute the reality in which we are surrounded. While I can say that
I feel sad, or disappointed, Wittgenstein proposes that the words we use, for example
sad or disappointed, do not in themselves reflect actual inner mental representations
(Gergen, 1989). Rather, our words are brought to life through social interactions.
Through language we create and bring things, ideas, and objects to life.

One can only participate in language once we know the rules of language and
these rules determine how we use language. Social constructionism emphasizes how
“words gain their meaning through their use in social interchange, within the ‘language
games’ of the culture” (Gergen, 1991, p. 102). Wittgenstein’s (1953) concept of
language games describes how the use of language is an activity and there are social
rules governing the ways in which we use words. For example, in order for us to have
conversations with one another there needs to be some shared understanding of what
words means, in order for us to understand and converse with one other. Social
constructionism proposes we have arrived at this shared consensus in relationships with
one another. As McNamee has described, we co-ordinate our actions with others, and

rituals and patterns emerge, as do, rules, expectations and standards of behaviour, and
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corresponding beliefs and values (McNamee, 1992; McNamee & Gergen, 1999). The
focus then becomes on what we are creating together, in a performance with the other
through dialogue.

In order to have conversations with others there needs to be agreed upon social
conventions as to how we will use language such as greeting a person with the words
‘hello’ and departing with the word ‘goodbye.” If we greeted a stranger by saying
‘goodbye’ at the outset of the conversation, we would be breaking the conventional
agreed upon rules of language use. These rules emerge out of daily use, as do the
meanings of the words we use and they are affected by their historical and contextual
surroundings. We socially agree on what words ‘mean’ and in doing so language is not
neutral. We can accomplish things with language for example, someone can be
‘sentenced to death’ or someone can be given a new identity, ‘she is an alcoholic.’

In addition, the idea that “the meanings carried by language are never fixed,
always open to question, always contestable, always temporary —is fundamental to post
structuralism and has major implications for our understanding of the person, their
identity and the possibilities for personal and social change” (Burr, 2003, p. 53). There
are many examples of the wide changes that have occurred in our word usage and some
words are virtually obsolete after many years of non-use. These changes support social
constructionists claim towards anti-essentialism. If words described the ‘real’ truth, or
essence of something, then with the exception of the object disappearing there should be
no way to explain a word falling out of usage, especially if what it describes is ‘the

truth.” This supports social constructionists practice of not defining people in
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essentialist terms. People are not thought to have an essence or true self; instead people

are always changing and renegotiating themselves depending on their surroundings.

Relational Beings

Meaning making is not something that happens in isolation, it is co-constructed.
As McNamee (2004b) writes, “to the constructionist, meaning making is a relational
activity” (p. 39). Relationships play a crucial role in how we come to know ourselves,
the world around us, and in the creation of knowledge. Within a social constructionist
approach, people are seen as socially co-creating and co-constructing the world in
language through interactions with each other. Social construction takes a profound
shift from modernist ways of knowing and proposes that it is through our relationships
that things come into being. Relationships create knowledge, language, and our sense of
sense. What we do with each other takes precedence, over what we independently think
or observe.

From a social constructionist perspective, there can be no knowledge without
relationships, as knowledge is created in our relationships with others. John Shotter
(1999) writes “all our meaningful social practices originate in and develop as
refinements of the spontaneous, responsive reactions occurring between us, out in the
world. Meaning originates between us not from within us” (p. 129). Relationships are
the starting place for understanding the world and through relationships we negotiate
agreed upon meanings and use for language, and that together creates knowledge.
Knowledge has its roots in shared interactions with others and is gained through social

exchanges, relationships, and dialogue (Gergen & Gergen, 1996). As Vivian Burr
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(2003) writes, “Knowledge is therefore seen not as something that a person has or

doesn’t have, but as something that people do together” (p. 9).

Power and Social Constructionism

Social constructionism proposes that what we see and believe to be true has its
roots in communal exchanges with others and these exchanges are agreed upon by
groups of people as being the right or correct way of doing or thinking about things
(Gergen, 1989). These collectively agreed upon ideas are integrated into the everyday
fabric our lives (in a way that we can no longer see where they began) and granted the
status of truth (McNamee, 2006). In these social exchanges, certain things are
overlooked while other things are granted a superior status. Social constructionism
encourages us to look at how we come to know what we know and how taken for
granted ideas become such. In doing so social construction takes a hard look at—and
questions—our taken for granted ideas of truth. Why is this truth greater than that one,
who benefits from one truth prevailing over another, and how did this occur (McNamee
& Gergen, 1999)? This is especially relevant to consider when discourses become
factified, for example the discourses of psychiatry, psychology and science.

Ken Gergen (1991) writes: “If our discourses are not derived from the facts, but

once embraced they create what we take to be the factual world, then a more

critical look at these discourses is in order” (p. 96).

To expand on social constructionist concepts of truth, I will discuss Foucault’s
concept of power/knowledge, which he describes as being inexplicably linked.
Foucault’s idea of power/knowledge differs from traditional ideas of power.

Traditionally, moments or processes where an individual is seen as gaining power are
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linked to the possession of knowledge. Instead, Foucault as quoted by Sarup (1993)
argues, “knowledge is a power over others, the power to define others” (p. 67).

Foucault, a French historian and philosopher, describes individuals as being
constituted or made up by power relations. He addresses the ways in which disciplinary
power positions people as subjects or things to be acted upon (Foucault, 1980). Foucault
describes power not as a ‘thing’ to be had or owned, as it is not a commodity, but as
being constructed with others in relationship.

Foucault uses Jeremy Bentham’s Pancopticon, a model for a prison, to illustrate
how a discourse of social control is created (Foucault, 1979). The Pancopticon was
constructed in such a way that the guard’s tower was positioned in the centre of circular
prison cells, which allowed the guards a constant watch over the prisoners. Because of
the way the prison was constructed, the prisoners never knew when they were being
watched and so they began to monitor their own actions and watch themselves
(Foucault, 1979). Similar to Bentham’s prisoners, people become subjects of power as
they begin to conform to the norms set out for them in society. Foucault makes reference
to how power is tolerable only on the condition that it masks a substantial part of itself.
He writes, “its success is proportional to its ability to hide its own mechanisms”
(Foucault, 1978, p. 86).

The idea that people are under constant surveillance also offers insight into the
mechanics of problems such as body policing. The prevalence of the dominant
discourses and pressures surrounding thinness and beauty in western society assures that
persons are never free of the ‘body police.” People watch their bodies (while also

assuming that others are watching their bodies) in ways that may lead to their trying to
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have their bodies conform to the standards of how they should look. Persons internalize
and monitor themselves to fit in to the standardized notions of what has been deemed
attractive. The internalization of thinness as the correct way to be results in the
subjectification of persons and can help explain the collective dieting epidemic
occurring in most westernized cultures.

In North America, the discourses that have traditionally influenced us and that
are often automatically granted a ‘truth status’ include economics, science, education,
and medicine, to name a few. For example, a medical doctor could diagnose a patient as
having bulimia, and because of the power relations involved in a doctor/patient
relationship, the patient may not question or challenge the diagnosis, and they will
accept that they ‘have bulimia.” In fact, they might even start to refer to themselves as
‘a bulimic’ or ‘I am bulimic,” and, in time, this diagnosis might become part of, or all of,
how they define themselves. According to Stephen Madigan (1998) the dominant
discourse refers to—what can be said, who can say it, and with what authority. If a
medical doctor says you are bulimic and writes it in your chart, then you are. Our words
are not neutral and they have serious consequences on the lives of others. Being able to
define someone’s identity in ways that benefit you provides you with certain advantages
over other people (Burr, 2003; Foucault, 1982). For example, depending on your
location in western categories of wellness and mental illness, you may experience
certain advantages or disadvantages based on how you are situated. If someone is
labelled as mentally ill s/he might not enjoy such freedoms or rights as someone who

has not been defined as such.
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Cushman (1995) makes reference to how the helping professions inadvertently
benefit from having both a steady supply of mental illnesses and patients. He writes:
Without psychotherapists realizing it, our theories have reflected the post-World
War II consumer landscape, normalized it necessary ingredients such as the
empty self, and explained away its unavoidable consequences, such as emotional
isolation, selfishness, drug addiction, and the nihilistic use of others.
Psychotherapy theories consider these consequences to be anomalies, deviations
from the healthy norm and therefore we set out to heal them (p. 277-278).
He goes on to say that unwittingly our willingness to pathogolize those things
that could in fact be considered normal, creates the very ‘patients’ that we then treat

(Cushman, 1995).

Subjugated Knowledge

As shown above, language has the power to define others, and thereby positions
us in specific ways in society. This positioning may be to our advantage (‘I am a
successful lawyer’), or to our detriment (‘I am mentally ill”) (Harre, 1990). In time, we
begin to experience ourselves through the stories that we and others use to describe
ourselves. These stories can define what is possible for us, as our identities are created
in and through discourse. To quote Burr (2003) “once we take up a subject position in
discourse, we have available to us a particular, limited set of concepts, images,
metaphors, ways of speaking, self-narratives, and so on that we take on as our own” (p.
119). This is how power is constitutive in shaping our identities, and how the words we

use influence how we describe and experience the world and the people in it.
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Foucault invites us to take a critical look at the process by which ideas and
concepts become normalized and taken for granted while other possibilities fall to the
wayside. This intentional re-storying of history constitutes the ‘knowledge’ that we hold
and ‘truth claims’ we make about the way things are (Foucault, 1980). On the other
hand, “subjugated knowledge” (Foucault, 1980, p. 81) refers to the historical ideas,
theories, knowledge and events that are written out of history, as others are privileged,
elevated to a truth status, and become unquestioned, the real chain of events. One could
describe subjugated knowledge as traditional or alternative health practices that do not
fall within standardized western medical practices. Western medicine has been
centralized and granted hegemony to diagnose, treat, and cure people who are ill,
thereby locating other healing practices (homeopathy or traditional Chinese medicine,
for example) as ‘alternative’ (Madigan, 1992). Narrative therapist Michael White
(1989) introduced the concept of subjugated knowledge into the field of therapy and he
illustrates how therapists can work in ways that privilege their clients’ subjugated
knowledge to re-author their lives in ways that they prefer. Foucault’s (1980) ideas of
“subjugated knowledge” (p. 81) remind us of the many truths and various ways of
seeing the world. When Foucault’s ideas collide with therapeutic ideas the results can be
libratory (Martin-Bar6, 1994).

Foucault’s later writing focuses on the usefulness of power. He writes:

We must cease once and for all to describe the effects of power in negative

terms: it ‘excludes’, it ‘represses’, it ‘censors’, it ‘abstracts’, it ‘masks’, it

‘conceals.” In fact, power produces; it produces reality, it produces domains of
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objects and rituals of truth. The individual and the knowledge that may be gained

of him belong to this production (Foucault, 1979, p. 194).

Within this frame, power is seen as producing reality; it “produces domains of
objects and rituals of truth” (Sarup, 1993. p. 74). This view of power positions people
as active agents in their lives and creates space for people to resist power that is
oppressive. Utilizing subjugated knowledge and stepping ‘out of the box’ of traditional
therapies can be an act of resisting power, and opening up new possibilities for people in

their lives.

Social Constructionism, This Writing, and Therapy

Gergen and Gergen (1996) borrowing from the ideas of Wittgenstein, write, “if
our language forms the limits of our relationship, than expanding the languages of the
therapeutic relationship may offer the greatest liberatory potential for participation in
cultural life” (p.80). Social constructionism allows us to step outside of the totalizing
and essentialist language of traditional psychology (Burr, 2003), and to question the
truth claims of psychiatric diagnosis, labels, and the idea of static personalities. In other
words, it enables us to co-create new possibilities with our clients.

Within this dissertation, social construction as an approach allows for new and
generative ways of engaging with the young women struggling with disordered eating
practices and substance misuse. Steve de Shazer (1993) quoting Wittgenstein writes,
“All of the facts belong only to the problem, not to its solutions” (p. 85). And if we take
the facts to be constructions then we can question them looking at the real effects the
facts have on clients lives. Now we are positioned to talk to the solutions, to the young

woman’s hopes and preferences for her life.

133



In a social constructionist stance, therapists are not positioned as all knowing
experts set to tell their clients what is wrong with them. Instead we are positioned as
listeners (Andersen, 1992a), and conversational partners (Anderson & Goolishian, 1992)
positioned to help keep the conversation going. In order to do this, we need to
coordinate our meaning with the other as opposed to putting our meaning on the other
(McNamee & Gergen, 1999). Instead of listening to figure out what is occurring within
their mind or listening with the intent to label or diagnose, we listen with the intent of
entering into a dialogue that is transformative. The focus is to open up conversational
space rather than shutting it down. For example, if my identity is totalized and rendered
to a label of an alcoholic, where do I go from there? What possibility does this mean for
my life? It shuts down possibilities rather than opening new ones. Tom Andersen writes
(1998), “the listener is not only a receiver of a story, but also by being present, an
encouragement to the act of making the story. And that act is the act of constituting
one’s self” (p. 66).

As previously mentioned in chapter 1, social construction has influenced
narrative therapies and creates new possibilities for therapists working with young
women whose identities have been constituted by problems new places to stand which
may allow them to say “Now I know how to go on!” (Andersen, 1998, p. 79).

The following chapter details the narrative methodological approach to co-

research used in this study.
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CHAPTER 5 A NARRATIVE CO-RESEARCH
METHODOLOGICAL APPROACH

In this chapter, I detail a methodology that prioritizes the usefulness of the
research to the participants involved. Rather than participating in an inquiry process
where research is done to participants—I propose a research style that is more of a doing
with. 1 will outline the ideas informing a qualitative narrative methodological approach
to co-research, and describe the steps I took while conducting the research.

The term co-research, as [ am using it, stems from the ideas described by New
Zealand narrative therapist David Epston (1999). He describes a process whereby the
person being consulted is believed to have knowledge about his or her own personal
experience that others, including professionals, cannot know or possess. This position
makes possible “the co-production of knowledge by sufferers and therapist” (Epston, p.
142). There are many ways to describe the process by which the researcher consults
with his or her clients (Katz & Shotter, 1996; Shotter & Katz, 1999; Andersen, 1987,
1991,1992a; Anderson & Goolishian, 1992; Shotter, 1989; White & Epston, 1990;
McNamee, 1989; Freire, 1989; Bruner, 1986). Before elaborating on the contributions of
the above writers, I wish to describe a brief history of the ideas that have contributed to
the evolution of the research practices I describe.

My research approach can be contrasted to the modernist understandings of
science described in the previous chapter. There I noted the traditions that began to
appear in the sixteenth century (Cushman, 1995), that were strongly grounded in ideas

of science and empirical knowing.
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The ideas of the enlightenment, and modernism — with their focus on essences,
progress, observation, science, truth and knowledge —contributed to the ideas of
empirical research. Social constructionist Ken Gergen (2005) describes five guiding
principles of empirical research: “remain dispassionate...control the
conditions...convert observation to numerals... search for the answer... and ...separate
truth from practice” (p. 91-93). At the centre of empirical research is the search for the
truth, for the one single truth.

In order to find the truth, empirical researchers position the research participants
as objects where they are done to and acted upon. The researcher is positioned as the
subject, separate from, yet looking in on those being studied (Parker, 2005). From this
perspective the researcher is located as outside of the research and positioned as an
objective observer, disconnected from, and not influenced by or influencing the research
participants. Empirical research assumes that researchers can yield a precise and
unbiased understanding of the research participants’ experiences and tends to be
quantitative in nature. Scientific knowledge is exalted and granted a privileged status
over other ways of knowing —the emphasis being on rational thought and on “absolute

forms of knowledge” (Crotty, 1998, p. 185).

Philosophical Hermeneutics

Martin Heidegger and Hans-Georg Gadamer are two 20" century philosophers
who influenced social science research by their views regarding the interaction that
occurs between text and reader and ideas of the centrality of language (Eagleton, 1983).

Heidegger felt that language breathed life into our existence, and is what creates the
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world (Eagleton). Central to their work is the notion that in order to understand and
interpret literary texts, the texts needs to be considered in the historical and cultural
context in which they are embedded. Heidegger proposed that the researcher’s pre-
understandings shape, influence, and inform the researcher’s understandings of what it
is that s/he is studying (Eagleton). Building on this notion, Gadamer proposed that the
person reading the text brings his or her presupposed knowings that influences his or her
interpretation and understanding of the texts (Eagleton). This understanding is not fixed
in time; rather it changes with time —this he referred to as our ‘horizon of
understanding’ (Gergen, 1991, p. 104). Both Heidegger and Gadamer “argued that it is
not possible to exist as a human outside of a cultural context” (Cushman, 1995, p. 20).
Gadamer also proposed that language and understanding is a shared or “social matter”
(Eagleton, p. 71). As a result, understanding is produced in dialogue (Gehart,
Tarragona, & Bava, 2007). Given that understanding occurs with others and is
influenced by our pre-understandings or biases, we can never be sure that we know the
truth of a matter. Gadamer questioned whether it is possible for a researcher to be
detached from the research that s/he studies (Gehart, Tarragona, & Bava). His ideas are
important in regards to this dissertation as he proposes that all knowing needs to be

placed within its cultural context.

Research and Social Construction

Some of the new developments in research methodology were a response to the
research practices of the sixties where research participants were treated as subjects and

at times perhaps unethically done to or acted upon (Parker, 2005). Using a
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constructionist stance positions the researcher to embrace the diversity that exists in the
world, privileges relationships, views language as generative, and aims to have multiple
truths and perspectives co-exist. Constructionist research allows for the researcher to
bring his or her biases and knowledge of what is being studied to the work. The
researcher’s knowledge is not seen as something that hinders the research. Rather it is
seen to enhance it.

Sheila McNamee (1989) advocates for “blurring the distinction” between
therapy and research (p. 96). “Blurring the distinction” (McNamee, p. 96) embraces the
similarities between research and therapy. Research becomes therapeutic and therapy a
form of research. For example, in therapy, a therapist investigates the life of the
problem and the ways that it impacts the person s/he is speaking with, and an interview
for research can be experienced as therapeutic. By stepping out of the traditional
confines of researcher and therapist, I believe that the manner in which I conducted the

interviews with the young women, allowed for this blurring to occur.

The History of Co-research/Collaborative Research/Narrative Inquiry

The ideas of co-research have a rich tradition. Edward Bruner (1986) described
how there is no clear distinction between researcher and researched yet how we have a
false sense of separation. Coming from this perspective, the researcher is no longer
positioned to discover (Bruner) new universal knowledge. Rather, the researcher is
positioned to resurrect subjugated or local knowledges (Geertz, 1983; Foucault, 1980)
with those being researched, and this resurrection occurs in dialogue. Borrowing from

Epston (1999; Maisel, Epston & Borden, 2004) I use the term ‘insiders’ to refer to the
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young women as it is a term that honours and elevates the young women'’s local
knowledge as a result of their personal experience with substance misuse and disordered
eating practices. Insiders, is a term that refers to ‘subjugated knowledges’ which
Foucault (1980) defines as “knowledges that survive only at the margins of society and
are lowly ranked” (p. 81) compared to so-called expert or professional knowledge.

Collaborative research, as described by Andersen (1997), re-positions the
therapist (researcher) and client (researched) as exerting influence on each other. From
this perspective, knowledge and ideas are not contained in people. Rather, these are
processes that occur between people (McNamee & Gergen, 1999). As Edward Bruner
(1986) writes, “Our ethnographies are coauthored, not simply because informants
contribute data to the text, but because . . . ethnographer and informant come to share
the same narratives” (p. 148).

It is through collaboration, dialogue, conversation and our relationships with
others that the generation of new knowledge and meaning is co-constructed. There is no
presumption that the therapist does not influence the client, nor is it possible for the
client to not influence the therapist. The implications of this premise change the nature
of our research. The focus changes from a doing to to a doing with. No longer can the
researcher remain a separate and unbiased observer regarding the entity s/he studies
(McNamee, 1988). We cannot remove observer bias as it is embedded in the language

that we use (Gehert, Tarragona, & Bava, 2007).
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Co-research Within the Field of Therapy

Collaboration in the field between therapists and clients can be traced to the
work of Tom Andersen (1987, 1991, 1992a, 1992b). Andersen derived a method in
which he broke some of the ‘rules’ of therapy and brought into the open the private
conversations that therapists and consultants were having about their clients. He came
to call this work reflecting teams (Andersen, 1991). I will briefly describe this process.
The therapist has a conversation with the family while team members watch. At an
appropriate time in the course of this conversation, and with the permission of the
family the therapist asks questions of the reflecting team members, inviting their
ideas/thoughts/opinions about what the family and therapist have just discussed. Once
the therapist and team members have had a conversation with each other, the family and
therapist converse about what they have heard.

It is my understanding that these conversations generate new knowledge as
conversations are built upon and added to. The families can correct or highlight what
they are most interested in and what resonated for them. This process also forces
therapists to be more respectful of the words/descriptions they use to describe families.
In Andersen’s words, “nasty” (1991, p. 58) reflections were avoided. Andersen’s work
can be seen as revolutionary as it challenged the idea that professionals know more
about their clients’ lives than the clients do. Reflecting teams positioned families and
clients as having insight, awareness, and hopes about and for their own lives. Andersen
described this work as creating more “egalitarian relationships” (p. 66) between clients

and therapists.
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When describing his therapeutic approach Tom Andersen (1992b) writes, “I can
say that theories and methods have been relegated to the backseat whereas relationships,
language and prior assumptions have been given more attention” (p. 87). In a similar
vein, rather then prioritizing the research that I was conducting, I prioritized the
relationship and the conversation that was unfolding between myself and the young
women that I was interviewing at the time.

Harlene Anderson and Harry Goolishian introduced the idea “the language that
we use makes us who we are in the moment we use it” into therapeutic practice (as
cited in Andersen, 1992a, p. 64). In therapy and in co-research we are co-creating with
clients their knowing of themselves, and our knowings of them, at that moment.
Together at the Galveston Institute Anderson and Goolishian (1992) developed a
therapy process where they positioned themselves as learners and the client as the
expert. Rather than make hypotheses about clients, they consulted with them, they took
a ‘not knowing stance’ and let the client lead the conversation. The therapist is simply
an expert in creating conversational space (Anderson & Goolishian), follows the clients
story and the therapist’s questions are informed by their curiosities rather than
assumptions or beliefs about what the client means or what the solution to their problem
is. Their approach to therapeutic conversations placed therapeutic questions as tools to
open up space in a conversation in order to loosen the grip that the problems had over
people, rather than as interventions, or to affirm assumptions the therapist had made
about the client (Anderson & Goolishian).

As mentioned in chapters one and two, narrative therapists White and Epston

(1990) catapulted the idea of narrative and collaboration into therapy. They positioned
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themselves as experts in the therapeutic process but not on the lives of the clients who
sought consultation They made transparent their position that the client is the expert on
his or her own life. David Epston (1999) connects co-research to the work of
philosopher Michel Foucault. Epston writes, “The philosopher Michel Foucault advised
the documentation, authentication and circulation of ‘alternative knowledges’ if they
were to do what he proposed was their work —that of critique” (Epston, p. 6). Co-
research generates ‘alternate knowledge’ as it makes space for the knowledge of the
young women to be brought forward. This knowledge is often in stark contrast to the
knowledge generated by psychiatrists, physicians, psychologists and other professionals
who have been granted the power to label and diagnose others. Alternative knowledge
also refrains from positioning the young women as objects to be studied, which Foucault
has written extensively about (1980).

Positioning oneself as a co-researcher makes space for the generation of “insider
knowledge” (Epston, 1999, p. 3). Insider knowledge is distinct from ideas of
professional knowledge. These knowledges are often overlooked, and called local or
“subjucated knowledges” (Foucault, 1980, p. 81). Epston’s approach brings the voices
and wisdom of the young women to the foreground. Describing co-research he writes,
“co-research implies, firstly, that the answer is unknown but, secondly, that it can be
discovered by an experimental attitude on a day-to-day basis” (p. 4). David Epson has
used co-research with a wide range of people and problems. For example he has
consulted with young children suffering with medical problems, young women
struggling with anorexia and bulimia, and men under the influence of depression (1989,

1993, 1999).
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Arlene Katz and John Shotter (Katz & Mishler, 2003; Shotter, 1983, 1993, 1995;
Shotter & Katz, 1996, 1999, 2004) have written extensively about the ways that clients
and therapist lean into one another and become mutually responsive to the other. They
describe a synchronizing that occurs in the presence of another in actions, words,
movement and body (2004). They introduce yet another way of conceptualizing the
therapeutic process, one where therapist and client inform what occurs between them.
In this process there is an intentional ‘dwelling’ in words that resonate deeply with
therapist and client, and from this place, new possibilities for hearing, speaking, and
ways to go forward arise. Katz and her colleagues (Katz & Shotter, 1996; Katz,
Conant, Inui, Baron, Bor, 2000; Katz & Mishler) have conceptualized a style of co-
research that brings in the voice of the client to inform the creation of new knowledge.
What is exciting about their collaborative research practices is how it has been
conducted within health care settings and the field of medicine, which traditionally have
been dominated by quantitative research methodology and practices.

Co-research has also been used in the field of education. Paulo Freire (1989) a
Brazilian educator, was responsible for teaching poor and illiterate adults in Latin
America. Freire believed that through pedagogy, individuals and communities could
find liberation. He describes liberatory education as a form of education where the
teachers allow themselves to be taught