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 ‘Mum’s needs are just on the back-burner’: An exploration of the lived 

experiences of mothers diagnosed with anorexia 

Abstract 

This study is concerned with exploring the lived experiences of six mothers who 

have experienced anorexia while raising their children. This group of women are 

currently under-represented in the eating disorder and anorexia literature. 

Much of the current literature on anorexia focuses on younger people; 

particularly young women. The limited literature that does exist on mothers 

with anorexia is often pathologising, where the women are represented as 

being needy, defiant and oppositional to treatment, or are signified as failing as 

mothers in important respects. The six women participated in telephone 

interviews that focused on how they made sense of their experiences of 

mothering and in seeking and receiving psychotherapeutic interventions for 

anorexia. Interpretative phenomenological analysis was used to analyse the 

data. Three super-ordinate themes captured the ways in which these women 

made sense of their experiences. The first theme ‘We live in an Alice in 

Wonderland world’ illuminated the women’s feelings of ‘otherness’ through 

experiences of (in)visibility, shame and engaging with an anorexic identity. The 

second theme: ‘The windowsill syndrome’ highlighted the competing demands 

of motherhood and anorexia that were described by the women through the 

course of their narratives. The final theme: ‘Fuck you, don’t give up on me’ 

explored the diverse experiences of support and recovery, expressed through 

the stories the women told. The findings are examined in the context of 

dominant and feminist discourses on motherhood and anorexia. The utility of 

these findings for an increased psychological understanding of, and improved 

interventions for, mothers experiencing anorexia is also discussed. I argue that a 

focus on formulation, rather than diagnosis, would allow for a holistic 

perspective from which to inform help and support. Therapeutic interventions 

that acknowledge the life-world of the client offers a whole person focus that 

has often been lacking in therapy for the experience of anorexia. (The use of the 
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word ‘treatment’ is part of a medicalised discourse and has been used sparingly 

in this research, primarily when discussing research that uses this term).  

Key words: counselling psychology, eating disorders, eating disorder 

interventions, interpretative phenomenological analysis, motherhood, 

telephone interviews 
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‘Mum’s needs are just on the back-burner’: An exploration of the lived 

experiences of mothers diagnosed with anorexia 

Overview and Background 

Anorexia has the highest mortality rate of any mental illness (Smink et al., 

2013). Mortality risk estimates for anorexia are 5.9% compared to 1.6% for 

depression which means that many people with anorexia will die (Chesney et 

al., 2014). There is a general consensus that the risk for relapse is particularly 

high (Khalsa et al., 2017) and that there is a high risk of lifelong sub-clinical 

symptoms (Arcelus et al., 2011). Adult women who experience anorexia are 

generally under-researched as a group, as much of the focus is on adolescents 

(Wright & Hacking, 2012). This research will focus on women who have 

experienced anorexia while being mothers. This is an area that is currently 

under-represented in the literature, where there is a paucity of qualitative 

studies that give voice to what this experience is like for this group of women 

(Stitt & Reupert, 2013). This research acknowledges the importance of locating 

the experience of anorexia (and seeking and receiving professional support for 

it) for mothers within the wider context of contemporary socio-cultural ideas 

about body shape, size and eating (Gelo et al., 2015) as well as the interaction 

between individual lived experience and cultural and social notions of 

motherhood and anorexia. Using interpretative phenomenological analysis (IPA) 

to analyse the data means the focus of this research is the subjective 

experiences of the participants, where the person is seen as ‘an experiencing, 

meaning-making, embodied and discursive agent’ (Eatough & Smith, 2006, 

p.486). Attending to wider social, cultural and embodied contexts will serve to 

support an understanding of how these pervasive influences might be impacting 

upon the development, maintenance and experience of anorexia for this group 

of women. 

In the following discussion of the literature, I will consider anorexia in a 

historical context in order to illustrate how the meanings of anorexia and self-

starvation have changed throughout history, and how our understanding of 

anorexia is strongly related to the wider cultural and social context (Gelo et al., 
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2015). A consideration of present-day mainstream representations of anorexia, 

in terms of prevalence, diagnosis and interventions, sets the stage for 

contextualising the predominant medical model in which many diagnosed 

individuals experience anorexia. A consideration of mainstream research on 

mothers and motherhood serves to further situate women’s experiences in 

social and cultural contexts. ‘Motherhood’ as a concept, in terms of how it is 

differently understood and internalised from social and psychological 

perspectives helps to place individual women’s experiences within this wider 

framework. Reflecting on feminist critiques on and alternative perspectives to 

mainstream accounts of anorexia and motherhood offers a different lens 

through which to view these experiences. 

I will consider the body of literature that focuses on the lived experiences of 

women and mothers with eating disorders, and of those with anorexia, in 

particular. Qualitative research focusing on lived experiences offers a unique 

methodology from which to tap into rich seams of human experiences, 

capturing how these are for particular groups of people (Smith et al., 2009). This 

is especially relevant to the field of counselling psychology. Acknowledging and 

elucidating lived experiences with a focus on subjective insights and participants 

world views conforms to the Division of Counselling Psychology Guidelines (BPS, 

200, p.1/2). These recommend that we ‘work in ways that empower rather than 

control’ in an anti-discriminatory framework. In presenting nuanced, individual 

accounts of the experience of mothers living with anorexia, a fuller and richer 

account of the internal and external aspects of the experience might be heard 

and understood. 

A primary aim of this research is to comprehend what sense the women in this 

study make of their experience of mothering. This includes understanding how 

it is for them to feed and educate their children with regards to food and 

concepts of body shape and size. Consideration will be given to how this may be 

affected by their experiences of anorexia and embodiment within the wider 

context of socio-cultural norms, experiences of embodiment and their 

understandings of being a mother with anorexia. The experiences of these 



‘Mum’s needs are just on the back burner’  9 

mothers in both seeking and receiving professional help for anorexia will also be 

explored to expand our current knowledge of experiences of professional 

support. The rationale for this focus is that this research will offer valuable 

insights about the experiences of these women, for counselling psychologists 

and other health care professionals. It is hoped that this research will contribute 

to formulating best practice guidelines for professionals working with mothers 

experiencing anorexia. 

Eating disorders and anorexia within a historical context 

Eating disorders are defined as ‘abnormal eating habits that can threaten your 

health or even your life’ (American Psychological Association, 2015, p.1). They 

have been well-documented throughout history (Engel et al., 2007) and the 

incidence of behaviours associated with self-starvation and purging fluctuates 

significantly across particular periods of time (Brumberg, 2000). In Western 

Christianity there were dominant interpretations and representations of self-

starvation in various religious contexts. During the twelfth and thirteenth 

centuries, women who starved themselves were termed “miracle maidens” 

(Hadfield et al., 2014, p. 71) and held in high esteem, but by the sixteenth 

century, ‘anorexics’ were often condemned as witches and burned at the stake 

(Brumberg, 2000). This volte-face, from veneration to damnation, illustrates one 

temporal polarisation (of many) of meanings that have been historically 

ascribed to similar eating practices and body sizes. 

In the nineteenth century, the French psychiatrist, Charles Lasegue, contributed 

to psycho-social understandings of eating disorders by suggesting that not 

eating could be understood as a form of female protest against a sense of life 

being suffocating and repressed (Brumberg, 2000). The idea that eating 

practices could be understood as political, symbolic, economic, material and 

nutritional communications remains important in contemporary understandings 

of women and their relationships with food (Abbots & Lavis, 2013). 

From a phenomenological perspective, Merleau-Ponty (1945/2004) contended 

that the body is inextricably intertwined with how we experience ourselves, our 
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relationships with others and our lifeworld. In this respect the body is theorised 

as a body-subject that perceives, knows and is a means of communicating with 

the world (Merleau-Ponty, 1945/2004; Moran, 2000). Acknowledging the wider 

historical and embodied contexts from which women might be experiencing 

anorexia is important in beginning to theorise a holistic understanding of their 

particular life-worlds. 

Twentieth and twenty-first century understandings and treatments of anorexia 

have progressed considerably from the understanding of anorexia in the early 

1900s where imposing a ‘parentectomy’ (isolating the patient from her parents) 

on individuals experiencing anorexia was believed to be essential to recovery 

(Murray & Anderson, 2015). The 1930s onwards saw researchers challenging 

the idea that anorexia was due to an organic cause (Caparrotta & Ghaffari, 

2006) and psychoanalysis began to influence how professionals conceptualised 

anorexia by linking its existence to psychosomatic (Parry-Jones, 1991) or sexual 

origins; for example, Ryle (1936) contended that psychosexual traumas could be 

a cause of anorexia. The publication in 1973 of Dr. Hilde Bruch’s highly 

influential book on eating disorders (Eating Disorders: Obesity, Anorexia 

Nervosa and the Person Within) highlighted the importance of considering 

anorexia as a serious mental illness. She also rejected a psychoanalytical model 

based upon sexual drives in favour of a model based on attachment and early 

social difficulties (Treasure & Cardi, 2017).  

In 1980, the American Psychiatric Association’s Diagnostic and Statistical 

Manual of Mental Disorders (DSM-III) added an eating disorders section to its 

classification system including anorexia. Brumberg (1988) suggested that the 

burgeoning incidence of anorexia in the twentieth century is largely due to 

social pressures and how they impact on meanings around food, sexuality and 

body shape for women. Eating disorder treatment now encompasses multiple 

approaches that cover medical, psychological and nutritional aspects of the 

experience. Clinical practice for the treatment of anorexia has tended to 

become more defined in terms of guidelines, parameters and recommendations 

(Lock, 1999). Although there has been progress in the field, it is widely 
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acknowledged that anorexia still poses a serious risk to those individuals 

experiencing it (Zipfel, 2015) and that further research into the subject in 

general can only benefit the wider field of eating disorders. 

In terms of exploring contemporary experiences of anorexia for mothers, it 

makes sense to consider the prevalence of anorexia for this group, how 

mainstream medical and mental health communities approach individuals who 

may be practicing restrictive eating and the categories that are currently used 

and referred to in diagnosis. 

Prevalence of anorexia in women of childbearing age 

The Mental Health Foundation (2015) estimates that there are 1.6 million 

people affected by an eating disorder in the UK and that up to 1 per cent of 

women in the UK between the ages of 15 and 30 experience anorexia. A recent 

study, investigating the lifetime prevalence of eating disorders for adult women, 

found that 15% of the women in their study had experienced an eating disorder 

at some point in their lives and that 3.6% had experienced one in the past year 

(Micali et al., 2017). 

Some research maintains that individuals that experience early-onset anorexia 

are most typical and that those individuals experiencing it later in life appear to 

have undergone a severe life event (Gowers et al., 1996; Troop et al., 1997), 

whereas other research does not support this claim (Schmidt et al., 1999). There 

is some research that indicates that motherhood may exacerbate experiences 

of anorexia for some women who have experienced it in the past or who 

experienced it while becoming pregnant and having children (Tierney et al., 

2011). However, there appears to be little or no research that has examined 

whether becoming a mother might prompt a first experience of anorexia. 

Numerous cases of eating disorders go unreported or undiagnosed and figures 

for the prevalence of anorexia are likely to be much higher (Fursland & Watson, 

2014). As it is likely that anorexia will be experienced by some women who are 

or may become mothers, it is worthwhile to research the experiences of this 

group of women, particularly as they are currently under-represented in the 
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eating disorder literature. The World Health Organisation (2004) has identified a 

whole raft of factors that may contribute to the development of eating 

disorders. These include unhealthy dieting; excessive weight, shape and body 

dissatisfaction; family and social influences; glamorising of thinness in society 

and the mass media; insecure attachment; physical abuse; bullying; low self-

esteem; and affective stress coping. There is other research that identifies that 

the prevalence of childhood sexual abuse is high amongst individuals seeking 

treatment for anorexia (Carter et al., 2006; Oppenheimer et al., 1985). The 

aetiology of eating disorders is commonly considered to be multifactorial in that 

no single aetiological factor is thought to account for the development of the 

disorder in an individual (Cooper, 1995). 

Diagnosis and critiques of DSM-V and NICE guidelines 

In the UK, individuals undergo an assessment by a health care professional to 

receive a diagnosis of a particular eating disorder. The assessor usually refers to 

either the current edition of the Diagnostic and Statistical Manual of Mental 

Disorders (DSM-V, 2013) or the National Institute for Health and Care Excellence 

(NICE) guidelines in making their diagnosis. The DSM-V is published by the 

American Psychiatric Association, is globally influential in diagnosis and is often 

cited in eating disorder research. 

Although the DSM-V and NICE guidelines are most commonly referred to in the 

UK in making a diagnosis of anorexia, there is controversy around the 

appropriateness and relevance these particular ‘diagnoses’ have for the 

individual experiencing problems with eating. Maine et al. (2010) argued that it 

is more relevant to consider the symptoms that a person presents with. They 

acknowledged that many individuals move between different eating disorder 

diagnoses over the duration of their illness, and that shoehorning them into one 

diagnosis is unhelpful in making sense of their experience of and help for their 

eating disorder. 

It has been argued that a broader classification for anorexia in the DSM-V would 

be more helpful (Focker et al., 2013). Furthermore, using ‘diagnosis’ and 
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‘medical’ terminology can be unhelpful when it becomes a barrier to 

transparency in making sense of, and helping with, what might be being 

experienced by individuals at any given time (Newnes, 2002). The DSM-V and 

NICE guidelines and ‘diagnosis’ do not allow for a more nuanced approach to 

making sense of living with many kinds of experiences (of which anorexia is 

one). The idea of ‘formulation’ is a useful alternative to diagnosis where there 

is ‘a provisional explanation or hypothesis of how an individual comes to 

present with a certain disorder or circumstance at a particular point in time’ 

(Weerasekera, 1996, p. 4). 

Psychotherapeutic interventions for anorexia 

Analysis of trends in intervention outcomes for individuals experiencing 

anorexia paints a stark picture of a recurring cycle of diagnosis, intervention, 

recovery and relapse, that often lasts at least 6 years regardless of intervention 

types (Beat, 2015). There remains a lack of consensus over what approaches 

work best in terms of developing interventions and practice guidelines for 

anorexia (Watson & Bulik, 2013). 

Women experiencing anorexia are often negatively represented in mainstream 

literature on treatment and have been described as needy, oppositional and 

resistant to interventions (Kaplan & Garfinkel, 1999; Ramjan, 2004). Health care 

professionals have described feeling negative emotions in their experiences of 

working with this client group, including frustration (Satir et al., 2009), suspicion 

(King & Turner, 2000) and feeling not wanted or valued (Shipton, 2004). 

Other research critiques current treatment practices that can be experienced as 

disempowering and pathologising for the client (Malson et al., 2008). Malson et 

al. (2008) highlighted the fact that some ‘treatment practices’ for anorexia (e.g. 

monitoring body-weight and eating) are ‘anorexia-like’ in their construction and 

are potentially ‘anorexia-sustaining’ for the individual experiencing treatment. 

Eivors et al. (2003) highlighted the uneasy tension between focusing on 

‘symptoms’ and the meanings of these symptoms for the client, maintaining 

that an aim of therapy should be to enhance a sense of self apart from that 
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defined by the eating behaviour. A recent systematic review of intervention 

outcomes for anorexia by Murray et al. (2018) found that there was a significant 

discrepancy between ‘weight-based symptom remission’ and ‘psychological 

symptom remission’ in the interventions used. Another review, focusing on 

specialised treatments of anorexia, found that, although weight-based 

symptoms of anorexia were relieved in the short term, there was little 

advantage over comparator treatments in relation to psychological symptoms 

(Fishburn, 2019). Other studies have suggested that different therapeutic 

approaches might be more helpful than mainstream specialised treatments for 

anorexia (Goss & Allan, 2014; Malson et al., 2011; McIntosh et. al., 2005). These 

include Supportive Psychotherapy where the ‘therapist helps to sustain and 

bolster the patient’ (Bloch, 2006: p. 216) and compassion-focused therapy (CFT) 

which specifically addresses self-criticism, hostility and shame, through helping 

individuals to cultivate self-compassion and compassionate emotional 

responses (Gilbert, 2009). It is evident that future intervention development 

would benefit from having more of a focus on relieving psychological distress as 

well as the physical. This would represent a more holistic approach to ‘recovery’ 

in recognising the central interaction between the physical and psychological in 

terms of overall ‘wellbeing’ (Eivors et al., 2003; Fishburn, 2019; Murray et al., 

2018). 

At this juncture, it is important to acknowledge the fact that the therapeutic 

alliance (defined by Bordin, (1979) as an agreement on the goals of therapy in 

the context of a positive, affective bond between client and therapist) has been 

a consistent predictor of therapy outcomes over many years (Horvath et al., 

2011). Some research questions the importance of the therapeutic alliance in 

therapy for eating disorders, emphasising the benefits of manual based 

approaches and techniques in treating anorexia (Brown & Waller, 2013/2014). 

Other research contends that, although the therapeutic alliance has been 

shown to be challenging to create in therapy for eating disorders (e.g. Ramjan, 

2004), building a therapeutic alliance is a key aspect of therapy for eating 

disorders and is crucial for successful outcomes (Tierney, 2008; Pereira et al., 
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2006; Sly et al., 2013). Where the therapeutic alliance is not an integral part of 

practice, ambivalence (in clients) towards the support and high drop-out rates 

(Tierney, 2008) have been shown to occur. 

Although there are variety of therapeutic interventions recommended and 

offered by health care professionals to women experiencing anorexia, the 

research indicates that the evidence of efficacy of these is often questionable 

and still requires development (Bulik et al., 2007). This research is partly 

concerned with experiences of seeking and receiving professional help for 

anorexia and what this is like for different women. In this respect, it is important 

to examine and begin to understand how the wider context of therapy helps 

shape, and has an impact on, experiences of being a mother with anorexia. 

Having provided a brief overview of mainstream understandings and therapies 

for anorexia, I now review social and psychological perceptions of mothers and 

motherhood, to enhance a greater understanding of other dominant discourses 

that may be influencing women who are mothers. 

Social and psychological understandings of motherhood 

Current dominant western socio-cultural understandings of mothering and 

motherhood can be oppressive to women (Mack, 2018; Ross, 2016). What 

emerges consistently from literature and research underpinned by biological or 

essentialist imperatives, is an image of the socially dominant and idealised 

mother as one who is devoted to the care of others and particularly her children 

(Ross, 2016). She is self-sacrificing, ‘not a subject with her own needs and 

interests’ (Bassin et al., 1994, p. 2). Dominant understandings of motherhood 

espouse the view that nurture and selflessness go hand in hand (Malacrida & 

Boulton, 2012) and in contemporary Western societies, the ‘good mother’ is an 

‘intuitive nurturer’ (Krane & Davis, 2002, p.172), ‘responsible’ (Miller, 2005, p. 

25), a mother who will put her children’s needs above her own (Hays, 1996) and 

is ‘predominantly happy’ (Johnston & Swanson, 2003, p. 23). These 

constructions of the ‘good mother’ are built on ideals of what mothers should 
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be and are potentially oppressive to women, arguably presenting women with 

an unattainable ideal. 

Although there is feminist research that captures the diversity of women’s 

actual experiences of being a mother (e.g. Arendell, 2000; Chase & Rogers, 

2001; Green, 2018; Miller, 2005; Taylor & Bloch, 2018), contemporary 

formulations of ‘the good mother’ continue to be influenced by essentialist 

assumptions in popular discourses that sculpt women’s lives (Goodwin & 

Huppatz, 2010; Miller, 2005). 

If a woman appears to fail in the role of ‘the good mother’ a discourse of blame 

is readily available (e.g. Courcy & des Rivières, 2017; McLaren, 2013). ‘Mother-

blaming’ holds women responsible for the ‘actions, behaviours, health and well-

being of their (even adult) children’ (Jackson & Mannix, 2004, p. 150). ‘Mother-

blaming’ is an insidious practice that is particularly reflected in the attitudes and 

interactions that some health professionals hold in relation to women and is 

reflected in therapies for women experiencing eating disorders such as anorexia 

(Allan, 2004; Jackson & Mannix, 2004; Kaplan & Garfinkel, 1999; Ramjan, 2004). 

Contemporary competing discourses of the ‘good’ and ‘bad’ mother polarise the 

experience of motherhood in a way that does not take account of what the 

paediatrician and psychoanalyst D.W. Winnicott termed ‘the good enough’ 

mother. Winnicott (1964) originally advocated for the idea of the ‘good enough’ 

mother in a bid to defend the ordinary parent against formulations of the 

idealised mother and what he considered to be increasing intrusion into the 

family from health professionals (Jacobus, 2005). This is echoed in research by 

Jackson and Mannix (2004), where they found that health professionals 

contributed to this sort of intrusiveness by ‘mother-blaming’ in their 

interactions with women. Vander Ven (2003) examined trends in ‘mother 

blaming’ in accounts of the aetiology of anorexia in children and found that 

ideas of ‘proper’ social roles for women were interconnected with this 

‘blaming’. There are studies that have found that mothers and fathers do not 

share the same values and caregiving expectations with regards to their children 
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(Lamb et al., 1989) and that traditional discourses about ‘women’s work’ confer 

responsibility for caring for the family onto mothers (Martin & Lippert, 2012). 

The phenomenon of mother blaming and shaming is comprehensible within 

these contexts where the mother is largely held responsible for the health and 

well-being of her children (McLaren, 2013). Phares (1992) and Rohner and 

Veneziano, (2001) suggest that the lack of research pertaining to paternal 

influences on child and adolescent development is due to the societal norm 

whereby the mother is the child’s main caregiver. This reinforces the idea that 

the mother is responsible for a child’s psychological well-being, in addition to 

the development of maladaptive behaviours (East et al., 2006). These ideas are 

considered to be the basis for insidious mother-blaming attitudes (Jackson & 

Mannix, 2004; Phares, 1992). Furthermore, fathers or other significant 

caregivers have not been held responsible in the same way for their children 

and the father’s role ‘in caregiving has too often been missing from public 

policies, from systematic data collection and research, and from efforts to 

promote women’s empowerment’ (Levtov et al., 2015, 16). 

Although the fact that men also experience anorexia has been documented in 

the literature (Hudson et al., 2007; Paterson, 2008), eating disorders are 

disproportionately experienced by women (American Psychiatric Association, 

2013). Research has shown that the general public associates eating disorders in 

men with reduced masculinity (Räisänen and Hunt, 2014; Robinson et al., 2013) 

and that muscularity-oriented body and eating concerns (rather than concerns 

with being thin) are associated with conformity to masculine appearance norms 

for men (Griffiths et al., 2014; Pope at al., 2002). It is understandable then that 

the discourse around eating disorders is predominantly gendered; cultural 

meanings of food and the thin female body as represented in Western culture 

and feminist literature often focuses on the contradictory nature of femininity 

and the pursuit of being thin (e.g., Bordo, 1990, 2004; Lester, 1997; MacSween, 

1993; Malson, 1998). Bordo (1990, 2004) argues that thinness can be attractive 

to women as it is directly related to the characteristics of autonomy, power and 

control that are viewed as being more masculine. Having an awareness of these 
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narratives is useful in making sense of what might be contributing to mothers’ 

various experiences of their eating disorder, within and outside of the health 

care system. The following section highlights pervasive contemporary narratives 

around eating, body shape and size in acknowledgement of the fact that this is 

another context that might be influential in women’s (and mothers) lives. 

Contemporary social norms and pressures around eating, body shape and size 

The notion of ‘normative discontent’ is recognised as being pervasive in western 

society. This term describes the pervasive dissatisfaction that women 

experience with regards to their body weight and shape (Cash & Henry, 1995: 

Rodin et al., 1984). There is a widespread portrayal of body shapes and sizes 

that are difficult or impossible to achieve healthily. Grogan (2017) and Halliwell 

et al. (2005) both described the destructive effects of such media portrayals on 

women’s body image and eating habits. It is not surprising that people often 

feel conflicted and confused about how to feed themselves (Dodds & 

Chamberlain, 2017; Spiteri & Moraes, 2015). This extends to how parents might 

feed their children in a healthy and ‘normal’ way, while also conforming to the 

proliferation of conflicting societal and media messages about what is perceived 

as ‘healthy’ and ‘normal’ in terms of food, eating and physical appearance 

(Eckstein et al., 2006; Vereijken et al., 2011). The next section will focus on how 

eating disorders (and anorexia) have been conceptualised in critical feminist 

perspectives on the subject. 

Critical feminist approaches to eating disorders 

There have been significant developments in the field of critical feminist 

approaches to eating disorders that take account of how food and eating, 

bodies, weight, appearance and gender are comprehended and signified 

(Bordo, 1993; Holmes, 2016; Malson & Burns, 2009). Eating disorders are 

theorised as being constituted in and by the discursive contexts in which we 

live, as opposed to being viewed as individual psychopathologies that are 

peculiar to particularly divergent individual women. This critical feminist 

perspective questions the idea that anorexia exists beyond its construction in 

medical discourses (i.e. that ‘anorexia’ is not an objective reality, but rather is a 
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medical construct, situated in a particular time and place). Some feminist 

scholars argue that distress around eating and bodies is on a continuum 

encompassing ‘normal’ women and women with eating disorders, informed by 

the practices and discourses of normative femininity (Malson, 1998; Saukko, 

2008). 

Critical feminist approaches allow for the possibility of multiple and 

contradictory influences on the individual in making sense of particular types of 

experiences. For example, although Bordo’s (1993a) theorises that self-

starvation represents a conformist ‘bodily crystallisation’ of society, self-starving 

could be viewed as an act of defiance if it occurs in a society with an emphasis 

on ‘health’. Anorexia has been re-theorised in a way that rejects the idea of 

distinguishing between ‘pathological’ and ‘normal’, offering an alternative 

conceptualisation of it as something that is ‘culture bound’ and references 

phenomenology, post-structuralism and post-modernism (Eckermann, 1997). 

Thus, anorexia can be understood as embodying practices and discourses of 

‘containment and discipline as well as embodied agency and resistance’ 

(Holmes, 2016, p. 467). Reflecting on the idea that discourses on anorexia (and 

motherhood) are gendered, political and social, critical feminist perspectives on 

these constructs are important to consider in terms of highlighting ‘the rarely 

explored disempowering underside of diagnostic discourses that define and 

treat eating disorders’ (Saukko, 2008 p.7). These ideas have relevance for this 

research in offering an alternative lens through which to view the experience of 

anorexia for mothers. The following section offers a consideration of literature 

that focuses on the lived experience of eating disorders and anorexia and offers 

an ‘insider’s perspective on what these are like. 

Exploring the lived experience of eating disorders and anorexia 

Given that ‘eating disorders’ are classified in DSM-V as a ‘mental disorder’, it is 

important to recognise that this is the dominant discourse that informs the 

training and practice of many healthcare professionals. Thomas Szasz, an 

influential US psychiatrist, argued that in many ways ‘mental illness’ does not 

exist; but is a socially created category, used for the purposes of social control 
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and that the phenomena that we understand to represent as ‘mental illness’ is a 

consequence of the attempt to confront and to tackle the problem of how to 

live (Szasz, 2010). Using a research methodology that illuminates ‘problems in 

living’ is important in offering an alternative to more traditional quantitative 

research methods that are grounded in positivist and post-positivist research 

paradigms (Ponterotto, 2005). Providing an alternative to medicalised accounts 

of understandings and treatments of anorexia, there is a growing body of 

research that prizes women’s narratives and experiences as a means of gaining 

a deeper understanding of the lived experience of eating disorders for women 

(Patching & Lawler, 2008). 

Some studies have used qualitative inquiry to elucidate individual experiences 

of the development of, living with and recovering from eating disorders (Garrett, 

1998; Hardin, 2003; D’Abundo & Chally, 2004; Lamoureux & Bottorff, 2006; 

Patching & Lawler, 2009; LaMarre & Rice, 2015), whilst other qualitative 

research has illuminated experiences of seeking and receiving support for 

anorexia (Conti et al., 2017; Eli, 2014). In an exploration of women’s narratives 

about their eating disorder, Patching and Lawler (2009) found that women’s 

narratives and experiences were significantly themed around control, 

connectedness and conflict, in both the development of and recovery from their 

problems with eating. Other research has covered many different aspects of 

how it is to live with an eating disorder. For example, a study by Tozzi et al. 

(2003) used interviews to explore anorexic patients’ subjective accounts of the 

causes of their anorexia and factors that supported their recovery, while 

Paquette and Raine (2004), explored how women’s personal and sociocultural 

context influences their body image. Burton (2014) interviewed pregnant 

women who had eating disorders and found that they experienced their 

pregnancies as traumatic. Other research by Collins et al. (1998) investigated 

the daily lived experiences of women with eating disorders and one of the 

major implications of their study was that a better understanding of how eating 

disorders affect women on a day-to-day basis is needed to enhance the 

therapeutic process. 
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What is important about these studies is that the findings are directly related to 

the ways in which individual’s first-hand experiences are variously 

communicated and described; where the women have been offered a platform 

from which to speak and be heard (as opposed to being told what they are like). 

Considering the idea that elucidating women’s experiences of their eating 

disorder can better inform support (through taking account of what they tell us 

is significant, useful, and otherwise), it is helpful to examine the research 

around the lived experiences of interventions and support for anorexia to shed 

some light on how that might be for some women. 

Some of the research on the lived experiences of treatment for anorexia 

highlight the shortcomings of what is offered to women in terms of support. 

The women in a study by Burton (2014) perceived their treatment as 

‘inadequate’, while a case study, exploring the lived experience of an adolescent 

undergoing Maudsley family therapy, found that the participant and her family 

experienced the approach as blaming (Conti et al., 2017). Research by Le Grange 

& Gelman (1998) found that a significant minority of their participants felt that 

causes of the illness were dealt with inadequately in treatment, and that 

behavioural strategies were insufficient when symptoms were too 

overpowering. These findings of unhelpful experiences of treatment are 

reinforced by other research that illuminates the ways in which treatment for 

eating disorders has been experienced by women as particularly unhelpful and 

pathologising (Burns, 2004; Eivors et al.,2003). 

Other research on lived experiences have used the insights gained from their 

participants to challenge the ways in which we conceive of recovery. 

Consideration of how lived experiences of an eating disorder have been 

researched from a critical feminist perspective offers a gendered lens from 

which to regard women’s accounts of how experiences of support for anorexia 

is felt. LaMarre and Rice (2016) found a ‘biopedagogy of eating disorder 

recovery, which offers individuals in recovery sets of instructions for how to be 

healthy that run in opposition to dominant prescriptions for health’ (p.136). If 

what is being offered to individuals in treatment runs counter to other 
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dominant discourses, it is likely to be confusing for the individual and ‘recovery’ 

may be more challenging to maintain. Similarly, Malson et al. (2004) explored 

how the ‘eating-disordered patient’ was discursively constructed through the 

accounts of women experiencing treatment for anorexia. This study questioned 

the ‘normality’ of the treatment the women received, where the treatment 

experiences echoed a similar ‘micro-management’ of the body, evident in the 

experience of anorexia itself. Gremillion (2002) discussed how notions of 

‘feminine fitness’ are constructed in ways that are central to having and being 

treated for an eating disorder (where the female body is understood as a 

‘resource’). Gremillion (2002) contended that the discursive practices related to 

eating disorders are reproduced in the treatment for these, which are attached 

to ‘culturally normative ideals’ and may have problematic implications for 

‘recovery’ from anorexia for women who do not readily embody (or wish to 

embody) these ‘ideals’. 

The research outlined above reinforces the idea that the ways in which 

therapeutic interventions for eating disorders are conceived, constructed and 

executed are not always experienced as being beneficial to the woman 

accessing support and can often impede the likelihood of an increased sense of 

well-being. My argument here is that universal changes in thinking are needed 

in order for health and mental health professionals to become more accepting 

of a diverse range of bodies, rather than perpetuating stereotypes that can 

often interfere with recovery from eating disorders (LaMarre and Rice, 2015). 

Offering an alternative to the research outlined above, other studies on lived 

experiences of anorexia have explored what has been perceived as helpful in 

supporting individuals experiencing eating disorders. For example, de la Rie et 

al. (2006) found that treatment in a specialised unit was perceived as being 

most helpful by participants. Other research on the lived experiences of women 

receiving professional support for an eating disorder highlighted the utility of 

retaining a focus on both the physical symptoms and underlying issues in the 

support they received (Pettersen et al., 2010; Le Grange at al., 1998). Other 

studies have illuminated more nuanced communications from their participants. 
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For example, a study by Eli (2014), exploring the narratives of individuals who 

had been hospitalised for treatment of their eating disorder, found that 

participants’ accounts were concerned with the dynamics of difference and 

belonging and that this ambivalence had protective qualities in the context of 

treatment. Another study, exploring patients’ experiences of a psycho-

educative programme for eating disorders, found that narratives centred 

around ‘self-development, self-determination and personal decisions to make 

changes’ (Pettersen et al., 2010, p.16). 

What emerges from the studies that use qualitative inquiry is often novel, 

surprising and challenging to previously received wisdom or assumptions about 

eating disorders. The handful of studies on the lived experiences of eating 

disorders highlights the diversity of experiences and findings that emerged from 

the data, serving to remind us that living with an eating disorder is experienced 

by women in multi-faceted and nuanced ways. Through listening to these 

voices, we gain a greater understanding of what might help and what we might 

wish to adapt in supporting individuals. Having examined research on mothers, 

eating disorders and anorexia, I now consider the research on mothers 

experiencing anorexia. 

Research on mothers experiencing anorexia 

As evidenced from the sections above, there is a growing body of largely 

feminist research exploring lived experiences of eating disorders (Bordo, 1993a; 

Fairburn & Beglin, 1990; Hepworth, 1999; Hoek, 2006; Malson, 1998; Malson & 

Burns, 2009; MacSween, 1993). However, the experiences of women who are 

mothers and are living with anorexia are woefully under-researched, within the 

field of counselling psychology, and psychology more broadly. Some of the 

research that does exist slips into pathologising the mothers by implicitly or 

explicitly mother-blaming in their analysis, while other studies are more 

compelling and less problematic in that they present a more holistic view of 

aspects of being a mother living with anorexia. 
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Some research on mothers with eating disorders reproduces dominant 

discourses around mother-blaming, where the mother is held responsible for 

their children’s relationships with food and eating and with their bodies (Birch & 

Fisher, 2000). This tendency to mother-blame is further exemplified by case 

reports of mothers with eating disorders restricting the amount of food in the 

house (e.g. Stein & Fairburn, 1989), not cooking for their children (e.g. 

Woodside & Shekter-Wolfson, 1990) and not eating in front of their children, 

(e.g. Evans & le Grange, 1995). Other research has reported children of mothers 

with eating disorders failing to thrive (e.g. Brinch et al. 1988; Stein & Fairburn, 

1989; van Wezel-Meijler & Wit, 1989; Vignalou, 2006). It is evident that these 

research studies on mothers with eating disorders are underpinned (explicitly 

and implicitly) by an anxiety that women with eating disorders may fail in a key 

maternal role, by not adequately nourishing their children. 

Some qualitative studies offer a more holistic sense of what the experience of 

being a mother with anorexia can be like for these women. Fogarty et al. (2018) 

explored the experience of the perinatal period for women with eating 

disorders and found that pregnancy represented a period of stress and anxiety 

for many of the women in terms of managing the needs of the eating disorder 

and the unborn child. They also found that some women experienced a positive 

change in their eating habits and body image during pregnancy. Other 

qualitative research on ‘treading the tightrope’ between motherhood and an 

eating disorder heard participants talk about the challenge of maintaining a 

balance in which they were able to respond to their eating disorder, whilst 

putting the needs of their child first (Tierney et al., 2011). Motherhood has also 

been shown to have a positive impact on the experience of an eating disorder. 

Tuval-Mashiach et al. (2013) explored how mothers with eating disorders 

perceived the impact that their eating disorder might have upon their children. 

Although some of the themes in this study highlighted beliefs around not being 

good enough, involving the children in the eating disorder and coping strategies 

employed by the mothers, the idea that motherhood could also be a positive 

catalyst for recovery from the eating disorder was also evident in the data.  
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This supports findings from quantitative research by von Soest and Wichstrom 

(2008) that demonstrated that motherhood can have a positive effect on eating 

problems. In addition to this, a study conducted by Franzen and Gerlinghoff 

(1997) documented the fact that, although for some mothers becoming a 

parent can prove a major obstacle to recovery, perceptions of the negative 

impact on children of the eating disorder can also act as a catalyst for seeking 

treatment and making positive life changes. Research by Papadopoulos et al. 

(2013) also echoed the protective aspects of childbearing for women 

experiencing anorexia. What these studies have in common is that they offer 

multi-dimensional pictures of what the lives of the mothers participating in their 

research were like, emphasising the positive and protective factors that 

motherhood can have upon the experience of anorexia, alongside that of the 

more challenging aspects of being a mother with anorexia. 

Other qualitative research on mothers experiencing anorexia are less holistic in 

the ways in which they choose to present their findings. Psychiatric nurse 

researcher, Rortveit (2009) explored the experience of motherhood in the 

context of eating difficulties. The findings centred around a main theme of 

“experiencing guilt as a mother in the context of eating difficulties” (p.603). This 

research seemed to focus specifically on eliciting the difficulties experienced by 

these mothers in a way that echoes other research that implicitly pathologises 

women. The theme of guilt is used to encompass all the experiences described 

by the mothers in relation to their being a mother with an eating disorder. I 

argue that this interpretation is narrow in its focus and does not attempt to 

unpick the subtleties of the communications from the mothers in ways that 

might be more meaningful and compassionate. The interpretations seemed to 

be made from a non-critical standpoint that accepted the dominant narratives 

around motherhood; resulting in themes that were centred on guilt.  

An Australian study, conducted by Stitt and Reupert (2014), focused on the lived 

experiences of mothers with eating disorders. Some of the feelings expressed 

by the mothers in this study were similar to those described by Rortveit (2009) 

but were not labelled under a theme of guilt and this study is thus less-



‘Mum’s needs are just on the back burner’  26 

pathologising in this respect. However, other aspects of their approach are 

more problematic in terms of how they present the mothers in their study. 

Although their findings were that mothers experienced competing demands 

between their eating disorder and children, and that children were often a 

reason to recover, they chose to entitle their research ‘Mothers with an eating 

disorder: ‘food comes before anything’’. This suggested that this was the main 

finding of their research and is implicitly pathologising of their participants, in 

that it focuses narrowly on one aspect of the findings in a way that implies that 

food is more important than children for mothers with an eating disorder. It 

does not express the nuanced and sometimes conflicting experiences that the 

women expressed in relation to the competing demands of motherhood and 

experiencing anorexia. In this way, it also perpetuates, re-creates and 

contributes to the dominant discourse of ‘mother-blaming’ in some research on 

mothers with eating disorders. 

Some research offers more specific ideas for supporting women in their role as 

mothers, in the context of their eating disorder. A study by Bryant-Waugh et al. 

(2007) focused on the development a group intervention for mothers with 

eating disorders that was described as ‘acceptable’ and ‘supportive’ by the 

women experiencing the intervention. Fogarty et al. (2018) highlighted 

opportunities for interventions at particular stages in pregnancy (when the 

women experienced more acceptance of their bodies and where their desire to 

protect the health of their unborn child was most strong). Fogarty et al. (2018) 

also recommended educating health care professionals and providing ongoing 

support for the women beyond their pregnancies. 

Additional qualitative research into mothers with eating disorders will serve to 

promote a more comprehensive understanding of these experiences for these 

women, through offering a space in the literature for their narratives to be 

spoken and heard (Bryant-Waugh et al., 2007). 



‘Mum’s needs are just on the back burner’  27 

The current study 

This study aims to elicit the lived experiences of mothers who have experienced 

anorexia, in order to comprehend more fully what it might feel like to be them 

and how the world appears through their particular experiential lens. The 

research will also focus on the women’s experiences of seeking and receiving 

professional support for anorexia in a bid to contribute to a greater 

understanding and development of therapeutic interventions for this group of 

women. 

Research aims 

This research aims to explore: 

• The experiences of women who have lived with anorexia while raising 

their children. 

• What sense these women make of their experience of mothering in 

general and of feeding their children and educating them with regards to 

food and concepts of body shape and size. 

• The experiences of these women in seeking/receiving help for anorexia.  

Contribution to counselling psychology 

This research subject is relevant to counselling psychology, in that the 

counselling psychology field is concerned with locating itself within the wider 

‘world of helping’ (Woolfe, 2016), and more specifically with understanding and 

formulating client experiences (Johnstone & Dallos, 2013). A central tenet of 

counselling psychology is that human experience is at the heart of ethical, 

clinical and research endeavours (Cooper, 2009). Through the focus on lived 

experiences of a particular group, this study is congruent with the concern 

within counselling psychology to engage with values, beliefs, subjectivity and 

intersubjectivity, through respecting first person accounts and maintaining an 

awareness of the impact of social contexts on individuals (British Psychological 

Society, Division of Counselling Psychology, Professional Practice Guidelines, 

2006). 
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This study aims to put counselling psychology ‘values into action’ (Cooper, 2009) 

through situating it in a practical context that contributes to a greater 

understanding of the complex, diverse and nuanced life-worlds that some 

mothers who have experienced anorexia are operating from. This study 

acknowledges that the life-worlds of women who are mothers, and who have 

experienced anorexia in this context, are under-represented in the literature, 

and that where this group of women have been represented, it has often been 

in a pathologising manner. Counselling psychology seeks to facilitate growth, 

actualise potential and empower clients (Kasket, 2016) and this research aims 

to offer an alternative non-pathologising account of this group of women to add 

to the body of literature on this subject. Counselling psychology has a strong 

emphasis on well-being and human potential and challenges defining 

psychological distress in medical terms (Strawbridge, 2016). This research aims 

to embody this emphasis, through offering an alternative, empathic way to 

conceptualise the distress that these women experience and to advance a more 

compassionate way of talking about, talking to and supporting these women. 

Methodology 

Interpretative Phenomenological Analysis 

This research uses a qualitative methodology, and specifically interpretative 

phenomenological analysis (IPA), to explore the experiences of six mothers who 

have experienced anorexia while raising their children.  

Qualitative research provides a way of describing and developing insights into, 

and interpretations of, particular experiences (Smith, 2003; Willig, 2008). IPA is 

concerned with facilitating a detailed examination of personal lived experiences 

(Eatough & Smith, 2017). This makes IPA an appropriate methodology for 

gaining a detailed and in-depth understanding of what these particular 

experiences mean for each of the women. Although the epistemological 

assumptions of IPA concord with those of counselling psychology, in terms of 

prioritising subjective and intersubjective experiences (Kasket, 2016), it is also 

recognised that other methods of investigation might have been usefully 

applied to a study of mothers with anorexia (such as thematic analysis or 
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grounded theory). IPA was chosen as the methodology for this research as it 

coheres with the research aims in exploring lived experiences. The lived 

experience of mothers with anorexia is an appropriate subject for IPA, as the 

personal meanings ascribed to the experiences, and the context in which they 

occurred, is crucial to an understanding of the psychological world of the 

respondent. The phenomenological idea that the body is central to our ‘life-

world’ and how we communicate with the world (Moran, 2000) is important in 

the context of this study, in theorising how the participants make sense of their 

embodied sense of self in their communications with the world. It also 

resonated well with my identity as a counselling psychology practitioner and 

researcher to use a methodology that parallels the ‘double hermeneutic’ 

process of therapy, in making sense of the individual making sense of their 

experiences. 

IPA draws on ideas and concepts from both phenomenology and hermeneutics 

and combines interpretative and idiographic components (Gill, 2014). IPA is 

used to examine in detail the lived experiences of people in a way that seeks to 

unravel the meaning of particular experiences (interpretative) while focusing on 

‘that which is experienced in the consciousness of the individual’ (Smith et.al, 

2009, p.13) or is ‘phenomenological’ about these experiences. In this respect, 

the research participant is the ‘experiential expert’ in the phenomenon that is 

being studied (Eatough & Smith, 2017). In conducting an IPA study, this second 

level of interpretation is grounded in the text, but there should always be an 

awareness on the part of the researcher that this is necessarily more ‘tentative’ 

and ‘speculative’ than the first more descriptive level of interpretation (Willig, 

2008). The idiographic orientation of IPA allows for an emphasis on the 

importance of the ‘particular’ (Smith et.al, 2004). In IPA, Smith et al. (2004) 

emphasised the fact that there is an implicit commitment to making sense of 

how certain ‘experiential phenomena’ have been understood, by particular 

people, in a particular context. In addition to this, although the analytic process 

in IPA travels from individual cases to more general assertions, there remains 

the space within the process to prioritise ‘particular claims’ for the individual 
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participants (Smith et.al, 2004).This is especially relevant to my study where it is 

valuable to hear the individual voices of the participants, within the context of 

their life-worlds, but also to draw out broader themes and concerns where 

appropriate. 

Researchers using IPA recognise the fact that a variety of assumptions and 

preoccupations are unavoidably inherent in the process (Eatough & Smith, 

2017). Engaging with, and reflecting upon these, in the context of 

interpretations and insights that emerge as part of the research, is an intrinsic 

part of the process of IPA, as is an acknowledgement of the fact that it is ‘an 

always-unfinished activity’ (Eatough & Smith, 2017, p. 6). It is important to 

acknowledge that the theories and concepts informing interpretations in this 

research are largely drawn from relational, integrative psychotherapeutic 

constructs that privilege remaining open to intrapsychic and interpersonal 

dynamics, while remaining aware of particular sociocultural contexts (Finlay, 

2015). In counselling psychology research it is particularly important to maintain 

a curious reflexive attitude on how, and in what ways, the researcher has 

shaped each stage of the research, from its inception through each part of the 

process; remaining open to the paradoxes and differences in perspectives that 

IPA inevitably highlights (Kasket, 2012). 

Eatough (2006) argued that, while IPA acknowledges that there are many 

influences on experience (historical and cultural ‘situatedness’ including 

language and social practices), this ‘contextual’ analysis only represents a part 

of what is occurring. In her study on anger and meaning-making she posits the 

idea that the narratives we share are also related to our capacity for ‘human 

potential’ and development in the way in which we construct the stories of our 

lives through the process of linking our past, with our present and future. This 

current research similarly includes explicit and implicit narratives that are 

representative of this human potential and capacity for positive personal 

growth. Concordant with the theoretical foundations of IPA, this study aimed to 

explore the personal lived experiences of mothers with anorexia through giving 

detailed attention to each woman’s account of how it was for them. This 
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included an exploration of the meanings that the participants ascribed to these 

experiences and what sense they made of these in different contexts through 

exploring, describing, interpreting and situating how, why and in what ways, 

they made sense of these. 

Recruitment of Participants 

The relatively small sample size recommended for IPA (Smith et al., 2009) allows 

for a deeper and richer analysis of individual experiences than is typically 

possible in qualitative research oriented to identifying patterns of meaning 

across a dataset. Although Smith (2003, p.54) commented that there is ‘no right 

answer to the question of sample size’ in IPA research, there is the ‘rule of 

thumb’ pragmatic suggestion that between four and ten participants is 

acceptable for a professional doctorate thesis (Smith et al., 2009). Keeping this 

in mind I reviewed the data set with my supervisors after six interviews were 

completed. The resulting stories and experiences were notably diverse, and it 

was decided that this represented sufficiently vivid, distinct and powerful 

narratives about participants’ experiences of being a mother whilst 

experiencing anorexia, maintaining a good balance between the individual 

stories and overall themes. 

The recruitment criteria were that participants were mothers of at least one 

birth child, they were over 18 years of age, and had been formally diagnosed by 

a health professional as having anorexia and now considered themselves to be 

recovered. Individuals who considered themselves to be still experiencing 

anorexia were excluded from the research. Inclusion and exclusion criteria were 

adhered to in order to have participants who could speak to the research 

question, in terms of their experiences as a mother who had anorexia and to 

minimise the vulnerability of those participating in the research. Anorexia was 

chosen above other eating disorders in response to the pathologising nature of 

much of the available literature on mothers with anorexia. It was important for 

the women to have had a formal diagnosis in order to have individuals that had 

experienced this medical process. 
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Five of the six participants were recruited through the UK’s eating disorder 

charity, Beat. Beat supports and promotes postgraduate research on eating 

disorders; for research to be advertised on its site, the research proposal and 

procedure must be submitted and approved in line with their policies and 

procedures (Appendix II). In addition to this, Beat offers advice to potential 

research participants where participant well-being is considered paramount. 

These factors felt important in maintaining ethical standards for recruitment in 

line with the British Psychological Society (BPS) standards and Code of Ethics 

and Conduct (2018). The remaining participant was recruited through a contact 

of the researcher. This participant was given the same information as was made 

available on the Beat website with regards to the study. 

All participants were invited to complete a short demographic questionnaire in 

order to understand some basic details about the range of women taking part in 

the study and to ‘situate’ the sample as recommended in quality guidelines 

(Elliott et al., 1999). Participants age range, number of children, ethnicity 

employment and relationship status are shown in Table 1. 

Table 1. Participants demographics 

Participant Age 

range 

Number of 

children 

Ethnicity Employment 

status 

Relationship 

status 

Alison 40+ 3 White 

British 

Employed 

part time 

Married 

Gail 40+ 2 White 

British 

Employed 

part time 

Married 

Jane 40+ 4 White 

British 

Full-time 

homemaker 

Divorced and 

currently 

single 

Jess Under 20 1 White 

British 

Student In a 

relationship 

Kate 50+ 4 White 

British 

Employed 

part time 

Married 
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Vicky 40- 2 White 

British 

Employed full 

time 

In a 

relationship 

 

Smith et al. (2009) suggested that it is desirable to find a reasonably 

homogenous sample in order that an exploration of the research question will 

be meaningful. In this study, the sampling was purposively homogenous in that 

all participants were female, mothers and had experienced anorexia while 

bringing up their children. However, it is also important to highlight their 

differences in terms of the number of children they had, their age, employment 

and how open I felt they were prepared to be in talking about their experiences. 

Some participants talked very freely about difficult, upsetting and what they 

experienced as shameful experiences, while there was the sense of other 

participants being more guarded in what they were willing to share. 

Interviews 

Semi-structured in-depth telephone interviews with participants were 

conducted. Participants were given the choice of face-to-face, telephone or 

Skype interviews. All six chose to be interviewed by telephone. The length of the 

interviews ranged from 52 minutes to 70 minutes, with an average length of 63 

minutes. Participants were all in their homes when the interview took place. 

The women were e-mailed a participant information sheet (Appendix III), 

consent form (Appendix IV) and demographic information form (Appendix V). 

Written informed consent was obtained and demographic forms were returned 

before the interviews took place. The study received ethical approval from the 

first author’s Faculty Research Ethics Committee. At the beginning and end of 

each interview, participants were given the opportunity to ask questions about 

the research. They were also given the opportunity to receive a short summary 

of the findings on completion of the research. 

Interviewing is the recommended way in which to collect data in IPA and semi-

structured or qualitative interviewing is considered to be the ‘exemplary’ form 

of interviewing in this methodology (Smith, 2004). 
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Participants were given a choice of face-to-face, telephone or Skype interviews 

as it allowed them a degree of control over the research process (Hanna, 2012). 

Pragmatically, it also meant recruitment was not limited by geography. and was 

cost efficient in terms of not incurring travel or room booking costs (Shuy, 

2003). It felt particularly important to offer an alternative to (virtual) face to 

face interviewing in this research due to the greater anonymity afforded by a 

telephone interview and that potentially ‘sensitive’ subjects might be more 

easily discussed (Glogowska et al., 2011; Greenfield et al., 2000). It has often 

been assumed that face to face interviewing is preferable to other interview 

modes (Ryan et al, 2009; Schultze & Avital, 2011), because it allows the use of 

respondents’ body language as a guide to questioning and interpreting 

particular comments. However, what has also been shown to be key is that the 

fit between the needs of the participant and the interview mode is perhaps the 

most important consideration in order to generate rich data (Deakin & 

Wakefield, 2013; Hanna, 2012). 

Participants were asked planned and responsive open-ended questions (e.g. 

‘can you tell me about your experience of anorexia?’). Initial questions led on to 

more searching questions about how they made sense of their experience of 

living with anorexia and whether, and in what ways, it impacted on their 

experience of motherhood (e.g. the experience of day to day living with 

anorexia, the impact on their life, how they experienced motherhood, and what 

sense they might make of these experiences). 

Some technical and practical difficulties arose as the result of the use of 

telephone interviewing. In the case of one participant, the phone line cut out on 

numerous occasions during the interview. This interrupted the flow of 

conversation at various junctures, which was distracting. While interviewing 

another participant, one of her children came into the room to ask a question. 

This interrupted the flow of that part of the interview. This raised the question 

of whether the possibility of being interrupted might have impacted on the 

information offered by the participant. Although all participants were asked at 

the beginning of the interview if they were able to talk for approximately an 
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hour, these were unpredictable interruptions. The other interviews ran 

smoothly with no problems or interruptions. The rapport created in the 

interviews felt relatively easy. The rich and detailed quality of the data and the 

intimate disclosures of often painful and traumatic experiences, in some of the 

interviews, would seem to support the idea that participants felt comfortable 

enough to talk freely. 

The telephone interviews were audio-recorded and transcribed verbatim using 

Braun & Clarke’s (2013) transcription notation system for orthographic 

transcription. 

Piloting 

The interview schedule was piloted with one participant, in order to address any 

potential issues with the interview schedule or the interview itself (Kvale & 

Flick, 2007). The questions were refined to be more specific and possible follow 

up questions were discussed in supervision. The pilot interview formed part of 

the final sample as I and my supervisors concluded after careful consideration, 

that this interview provided rich enough detail and depth to merit inclusion. 

Ethics 

Ethical approval for the study was granted by the Health and Applied Sciences 

Faculty Research Ethics Committee (FREC) at the University of the West of 

England (Appendix IV). The BPS Code of Human Research Ethics was adhered to 

throughout the course of the research process. The participants were made 

aware that the opportunity for withdrawal would not be possible in the latter 

stages of the research. Participants were ascribed a pseudonym to protect their 

anonymity and possible identifying features (e.g. family members names or 

geographical locations) in the transcripts were disguised. 

Reflexivity 

Reflexivity in research enables the researcher to adopt a ‘critical attitude’ 

towards the potential impact that they may be having in all parts of the process 

(Finlay and Gough, 2003). I was aware that I arrived at this particular research 

subject as a result of a variety of influences that prompted the idea that this 
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could be useful and interesting to the field of counselling psychology, in 

addition to representing a study in which I could be personally and 

professionally invested. Many of the stories I heard in therapy sessions, with 

women experiencing (or having previously experienced) anorexia, had a 

common theme of not feeling ‘understood’ or treated well in NHS settings for 

anorexia and that ‘recovery’ was often viewed by clients as being ‘in spite of’ 

rather than a result of these interventions. Whilst being interested in the fact 

that this appeared to be a common narrative (and wondering why this might be 

so), I tried to bracket the assumption that mainstream therapies for anorexia 

are not always helpful when conducting the research. In addition to this, I 

became aware through reading the literature on the subject and talking to 

academics and other clinicians, that older women experiencing anorexia (and in 

particular those who are mothers) are under-represented in mainstream and 

critical feminist research. 

As a woman and a mother of three children, I am aware of feeling the weight of 

(internal and external) ‘mother-blame’ and how this is often associated with 

social norms and expectations of feeding practices, nurture, body weight and 

size in relation to one’s children. Although I have not personally experienced an 

‘eating disorder’, I am aware of experiencing ‘normative discontent’. This, 

coupled with having often experienced the process of feeding my children as 

frustrating and anxiety-provoking, led me to wonder how it might be for other 

women who have more complex relationships with food to experience this 

aspect of parenting. I also acknowledge that, within an interpretative 

phenomenological framework, ‘bracketing’ is understood as an idealised 

process that is not fully achievable, as all perceptions are shaped by our 

previous experiences and current contexts (Smith et al., 2009). 

In conducting the interviews by telephone and not having sight of the 

participants, I often experienced a fantasy about their physical embodiment and 

presentation in the world and how this might contrast with my sense of my own 

physicality. I questioned how the experience of face to face interviewing might 

have differently impacted on the research, wondering whether it might have 
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positively or negatively influenced the researcher/participant alliance. Although 

it is impossible to know for sure, my sense is that face to face interviewing 

would have aided some aspects of the research in perhaps being able to forge a 

stronger, more immediate bond, but that, in losing the physical anonymity 

afforded by the phone, some participants might feel less inclined to talk so 

openly about difficult experiences. 

I was aware that I experienced some conflict between my identities as 

researcher, therapist, woman and mother, during the process of interviewing. I 

held a close awareness that, having worked therapeutically with individuals 

experiencing anorexia, I might be bringing a variety of assumptions or ideas to 

my experiences of research participants. I often felt the pull of my therapist 

identity, particularly at especially poignant or affecting parts of their narrative. I 

was aware of the struggle in myself in avoiding therapeutic responses and 

resisting the desire to interpret or offer interventions at several junctures. In 

these situations, I used the method of summarising what the participant had 

disclosed to communicate my understanding of their experience without 

confusing the participant/ researcher role with that of client/therapist. I was 

aware of consciously adopting an open and non-defensive manner with each 

participant, particularly at the beginning of each interview. This mirrors my 

clinical approach with clients, in attempting to minimise the power differential 

inherent in the therapist/client (and researcher/participant) dynamic. What was 

unique to the research experience was the aspect of self-disclosure, in that I 

was open about my status as a mother and that I had not experienced anorexia. 

In this context it felt appropriate to be transparent about aspects of my own 

identity. 

I identified strongly with some of the participants descriptions of the challenges 

involved in responding to one’s own needs and desires, in addition to that of 

one’s children. I was aware of having internalised some dominant social 

discourses on motherhood and mothering; in particular the idea of the 

‘idealised’ mother persona and the blame and shame involved in perceptions of 

falling short of this ideal. This created a sense of commonality of experience 
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with some of the participants that I felt aided my understanding of, and 

empathy with them, whilst trying to maintain an awareness of their unique 

individual experiences and life-worlds. Remaining conscious of the ethics of the 

research and my role in this, was paramount in maintaining a professional 

researcher stance, whilst staying empathic and open to the stories the women 

shared with me. 

I kept a research journal for personal reflection and used supervision to discuss 

the process of the research. Remaining vigilant of all the possible subjective 

roles and assumptions, both ‘in the moment’ with participants, and 

retrospectively in the analysis, helped develop my capacity to reflect on the 

experience of being a researcher, whilst maintaining respect for the ‘knowledge, 

insight, experience and expertise of participants’ (BPS, 2014, p.8). 

Data analysis 

I carried out the analysis following a six-step process, recommended by Smith 

et.al. (2009). The first step involved repeated reading of the interview 

transcripts and listening to the audio-recordings of the interviews which led on 

to organising and interpreting the data in order to begin to be able to identify 

emergent themes (an interview extract with initial notes is to be found in 

appendix VI). Super-ordinate themes were developed by linking themes that 

evolved from the data, through an examination of similarities across the 

themes. This process was repeated on a case by case basis, for each set of data, 

followed by taking a holistic approach to the data; where patterns, similarities 

and differences were identified across transcripts and super-ordinate themes 

were developed. 

Results 

Table 2: IPA analysis of lived experiences of mothers with anorexia 

Super-ordinate theme Emergent theme Codes 

Being and feeling 

different from others. 

Slipping under the radar: 

not being seen 

Visibility 

Invisibility 
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This theme reports on 

how the women 

experienced and made 

sense of living in their 

particular life-world in 

the context of their 

experience of anorexia. 

 

Misunderstood 

Experiences of blame 

and shame 

By others 

By Self 

For anorexia 

For being a ‘bad’ 

mother 

Engagement with an 

anorexic identity 

Anorexia as a separate 

identity 

Rejecting of separate 

identity 

Feeling different 

Competing demands of 

motherhood and 

anorexia 

This theme reports on 

participants’ accounts 

of the challenges and 

positive aspects 

involved in being a 

mother experiencing 

anorexia.  

 

Impact on the children 

Desire not to impact 

children 

Fear of judgement 

Role reversal 
Mother as child 

Child as parent 

Children as a reason to 

recover 

Protective factor 

Triggering of anorexia 

Positive long-term 

outlook 

Disparate and diverse 

experiences of seeking 

and receiving support 

This theme reports on 

how the women made 

sense of their various 

experiences of seeking 

and receiving support 

for their experience of 

Difficulty being mother 

and client 

Child care 

Can’t put self first 

Feeling (mis)understood 
Positive support 

Unhelpful support 

Ongoing support 

Necessary for health 

Not available 

Afraid to ask 
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being a mother with 

anorexia.  

 

 

After closely coding each data set and immersing myself in the life world of each 

participant, I have arrived at 3 super-ordinate themes that are outlined in Table 

2 and described in detail below 

Super-ordinate theme 1: ‘We live in a topsy turvy Alice in Wonderland world’: 

Experiences of living with anorexia as being and feeling different from others 

The first super-ordinate theme captures how the participants made sense of 

their experiences of living in an anorexic world, where their narratives often 

referred to feeling ‘other’ to people around them; and how ‘topsy-turvy’, 

surreal and shameful this sometimes felt. In relation to this felt sense of 

‘otherness’, there was also a narrative that signified how the women variously 

experienced engaging with or rejecting the idea of an ‘anorexic identity’. The 

‘Alice in Wonderland world’, referenced by one of the participants, alludes to 

the novel written by Lewis Carrol in 1865 that tells the story of Alice, a girl who 

falls through a rabbit hole into a fantasy world, where the laws of logic and 

what we take for reality are literally turned on their heads. In this world some 

animals behave like humans, while others have supernatural abilities of 

appearing and disappearing. Themes of body size (relative to other creatures), 

eating and drinking are prevalent, throughout the novel, as Alice has to 

constantly reassess her position of power and control in the fantasy world in 

relation to how large or small she became after imbibing food and drink. Her 

changing size, and what it means, is commented on by herself and other 

characters throughout the book. ‘Reality’ is represented as constantly shifting, 

unpredictable and defies the laws that govern our everyday lives. In using the 

Alice in wonderland’ metaphor, the participant is expressing an embodied sense 

of a life-world that is tangibly different from what is perceived as more usual for 

people (and mothers) who do not experience anorexia. 
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This super-ordinate theme clusters together three related themes that are 

detailed below: 

Emergent theme 1.1: ‘Slipping under the radar’: Not being seen 

The women described various situations in which they were not visible to other 

people in the context of their experiences of anorexia. They described how their 

experiences of psychological distress, problems with eating, food and 

embodiment went unnoticed by themselves and by others, and how this 

impacted upon them at different junctures in their lives. This theme 

contextualises their experiences as mothers with anorexia including what they 

believed might have contributed to this process. Their experiences of anorexia 

began (for some of the women) before they became mothers and ‘slipping 

under the radar’ played a significant role in maintaining their anorexia. 

In this extract Gail recounted her sense of not realising until later life that she 

had experienced anorexia from a young age, before having children: 

I‘ve lived most of my life with anorexia and haven’t even known that I’ve 

got it. I think it’s quite easy to have an anorexic mind-set and not know 

that you have an eating disorder. I think it’s quite an easy thing to do, 

and I found it really hard to recognise after, you know, when I’m nearly 

forty, that that’s what I’ve been doing to myself all my life. So, I think if 

you slip under the net as a teenager, it’s not something you just grow out 

of. 

Gail spoke from a position of new self-awareness, indicating that she held the 

belief that anorexia became so familiar, it was no longer noticed and, as a 

result, was not able to be discarded as a ‘teenage’ experience. This ‘slipping 

under the net’ conjured up an image of being too small to be grasped and being 

outside of the containment of the net, where the net might be seen to 

represent safety. Although she described having an anorexic mind-set as 

something ‘easy’ to have, Gail also stated how difficult it was to recognise this. 

There was a big gap between what was happening, and what she was aware of 

happening. Her use of the term ‘mind-set’ suggested a belief in anorexia being a 



‘Mum’s needs are just on the back burner’  42 

way of thinking about, or an outlook on, eating that was all-encompassing. It 

conveyed the idea that the mindset consumed her - where the eating practices 

were not seen as problematic and were normalised by the mindset. 

In this respect, the mindset distorted her reality as she viewed her experience 

retrospectively. It was also interesting that she described it as something she 

was ‘doing’ to herself, which suggested agency and action; implying 

responsibility. This sounded quite self-critical and suggested an acceptance of a 

dominant narrative that favours the idea of individual responsibility, rather than 

a belief of there being a wider context to her eating practices. She seemed to be 

trying to make sense of how she had got to a place where she was nearly forty 

years old, and only just realising that she had been experiencing anorexia for a 

long period of time. She appeared to be associating its presence in her life as a 

result of not having been recognised by anyone when she was a younger 

person. She went on to elaborate how other people were involved in this lack of 

‘seeing’: 

Just realising stuff about myself that I just hadn't realised and I think that 

when you're dealing with someone that's older you know - a person like 

me - a middle -aged person, quite often they haven't stopped - they 

haven't stopped to think, so you slip through the net you know really are 

- I realise now when I had a check-up at school. I was fourteen and I was 

clearly underweight – clearly, and I hadn't started my periods, and, erm, I 

had to stand on the scales - you had your polio thing and I remember my 

mum - your parent had to be there for it, and my mum had had to come 

off work, and it had all been a big hassle and the woman said ‘right when 

was your last period?’ and I was either fourteen or fifteen and Mum said 

‘she hasn’t started yet.’ And now I just think ‘Oh my god!’ you know, why 

did nobody look at this really skeletal girl and think there's something 

going on here? I was really depressed. I'd been put in boarding school 

you know and I just think, and I just feel quite shocked, about how it was 

just let slip under the net like that, and when I actually admitted to my 

mum and my sister, erm, a couple of years ago that I have been ill, and 
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that I actually had anorexia and I've had it for a long time and I've only 

just realised it about myself. My mum said, ‘I've always known that’ and I 

said, ‘what do you mean you've always known?’ And she goes ‘I've 

always knew that about you, but you can't tell someone they're anorexic 

they have to find out themselves’ - and I thought, ‘oh my God - I'm forty 

years old and you're telling me now that, you've known I've been?’. My 

sister said, ‘Oh I'm glad I didn't end up having to tell you’ and I just 

thought ‘oh my god this is my family’ so I thought, you know it was quite 

an eye opener. 

Gail questioned the fact that no-one looked at her body and made sense of 

what they were seeing or knew; where the physical evidence was not taken 

account of. Looking back, she explored the idea that not having her physical 

symptoms acknowledged by the adults (or care-givers) around her did not allow 

her to see this herself; as if this part of her remained hidden from view or 

notice. Not having herself reflected as worthy of eliciting concern meant that 

she might not have been able to access compassion for herself. Her use of ‘was 

just let slip’ suggested that, at some level, she held a belief that her distress was 

somehow actively ignored and this idea was shocking to her. She communicated 

the idea that she experienced herself as an inconvenience with the words ‘it 

was all a big hassle’ as if the medical procedure (and Gail) was an annoyance to 

be transacted in an objectified, rather than personalised, way. The idea that her 

anorexia was known, yet not acknowledged, was borne out by her statement 

that both her mother and sister did know, but that they were leaving it to her to 

come to that awareness herself. This prompted her to think both about her age 

(being an adult woman) and the fact that the female members of her family had 

not revealed to her something of such great significance. 

Kate’s account echoed this experience of ‘not knowing’ and not being ‘seen’ by 

the self and others: 

Throughout my eating disorder I always sort of fell under the radar a 

little bit because my food groups that I chose to eat, didn't necessarily 
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match the pattern. I didn't really know what was going on until my late 

forties. I think almost as my body started to pack up. 

This extract reinforced the idea that being undetected meant that the anorexia 

remained hidden from Kate’s view and continued well into her life. She ascribed 

this ‘falling under the radar’ to her behaviour not following a ‘pattern’, which 

suggested her belief in a recognisable ‘anorexic’ way of being. Her choices of 

food meant that the ‘detector’ was not able to locate her and her distress. Like 

Gail, she was unaware of what was happening. There seemed to be a lack of 

interaction between her mind and her body, until her body clearly 

communicated that something was going wrong by ‘packing up’. Both Gail and 

Kate seemed to be trying to account for the fact that they had become a mother 

with anorexia, when it is so often associated with being a younger woman and 

the not being seen was what allowed it to continue later in life. 

In contrast to these accounts of ‘not knowing’, Jane communicated her 

experience of others’ expectations that she would have a lack of awareness and 

that this was not the case for her:  

There’s this kind of myth that anorexics are not aware that they’re ill and 

that was very much what my doctor felt he had to do to me – he kept 

turning me back, he kept weighing me and he kept pointing out to me. I 

remember thinking ‘why is he keeping on doing this?’ and it was later on 

when I spoke to him again. He thought my problem was that I didn’t 

know I was thin and didn’t know I was ill. But you do know that you’re 

thin, you do know that that you’re ill. 

In this account, Jane has not fallen under the radar or slipped through the net in 

the way that Gail and Kate described. However, there remained an issue around 

her doctors’ assumption about her perceived lack of awareness of her being thin 

and ill. She referenced and rejected the ‘anorexic myth’ of having no awareness 

of being ill. The disparity between what was assumed and what was known left 

Jane feeling unsure about what was going on, where her doctor was ‘doing’ 

things to her that did not make sense. This created an idea of Jane as physically 
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objectified, rather than attended to as a sentient being. In not communicating 

what he was ‘doing’, there is the sense of the doctor infantilising Jane or 

conceiving of her as a problem that he was dealing with, without her knowledge 

or consent. Jane’s account illustrated the lack of communication between her 

and her doctor. There was no sense of a collective or shared understanding of 

what was going on. Thus, even though Jane was aware of her anorexia she was 

still not ‘seen’ by her doctor. The veracity of her experience slipped under his 

radar as a result of his own assumptions about the experience of anorexia. 

Alison’s account was different from that of Gail and Kate because her 

experience of anorexia was ‘caught’ at an earlier age; but not in a way that felt 

safe and containing. Despite being ‘seen’, notions of concealment and 

suppression were also evident in her narrative. In the following poignant 

extract, Alison described her sense of when her problems with eating began at 

the age of nine. She related the sequence of some events that happened to her 

before the point where she received a diagnosis of anorexia at eighteen (before 

having children). She described how the lack of acknowledgement of, and family 

secrecy and denial around, traumatic events impacted on her relationship with 

food: 

It was around the time, about six months after the onset of, um my 

brother was abusing me and, and, um, it was like um, for me, my mum’s 

kind of I, I, it was like, the, the whole, I mean it's kind of the classic 

probably, the control thing but it was the, um, for me it was like that was 

something that I felt safe with and (pause) and so it was always like lot 

of sort of focus on food, when sort of happened with my brother, it was 

just something that was, something secret that was always. It was 

started off at lunchtime; that’s always my first meal that goes, em, and I 

started sort of chucking away my food and not eating, at nine. It wasn't 

mega, mega big deal it was kind of there it, sort of, it was an issue, but 

no one really noticed and my weight didn't massively change, and when I 

got to high school and we didn't have these supervised lunchtimes, em, I 

just used to just bring my food and do my homework at lunch, and that’s 
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when it became more of an issue, em, and this was found out in (sigh) I 

was really young when it started, and I was a lot older when I finally 

(sigh) told my mum, em, and there was a bit of a breather in that period. 

I kind of ate a bit better and em my mum's, my mum didn't really cope 

with it very well and her way of dealing with it was ‘basically this never 

happened. We never talk about this outside the family’. Em, so I was kind 

of living with all of that - the fact that obviously I'd see my brother every 

day and he, em, (sighing) couldn't rape me. He bullied me, em and was 

just generally vile, em, and, then when I was a teenager, and my parents 

went away, em, for - they were either out really late or they stayed out 

overnight, I can't remember but basically he got his friends round and 

they gang-raped me and he sold me to them for a tenner, and it was 

after that that I started, em, throwing up food.. That was my sort of 

angry, em, when I'm depressed, I tend to starve, but when I kind of had 

that anger and I couldn't really express it. So, I started taking laxatives 

and started vomiting and at that point my mum found out. Someone 

heard me throwing up at school and told a teacher, and they told my 

mum and my mum just was like, 'well you're throwing good money away 

down the toilet, you're, you know, disgusting'. 

The matter-of-fact way that Alison described several shocking experiences here 

is particularly remarkable. The narrative was delivered in a flat, toneless voice, 

which served to create a sense of depersonalisation, as if she is relating 

something that happened to someone else, rather than to her. The focus on the 

process of the development of her problems with food also felt significant in 

that it served the function of keeping her away from the emotional content of 

what happened to her. This was also true of Kate and Gail’s narratives, where 

their bodies and eating practices expressed what the child was unable to. In the 

same way that the abuse Alison experienced was hidden and secret, her 

relationship with food was also obscured from view. No-one paid attention to 

the idea that her eating practices might be serving as a communication about 

her trauma. What felt particularly affecting was the fact that the telling of the 
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abuse did not engender acknowledgement or care from Alison’s mother, but 

rather it became a secret and something that had to be concealed from the 

outside world and contained within the family. 

Although Alison described there being a ‘breather’ from the abuse which meant 

she was able to eat better, there was the sense that this respite was only 

available in the presence of her mother who knew what had happened. Her 

parents leaving her alone with her brother ended the respite, where the abuse 

escalated. The breathing space was abruptly terminated by the gang-rape. The 

lack of feeling expressed by Alison in this particularly traumatic part of her 

narrative, created a sense of emotional numbness on her part and was 

experienced like a jolting shock to myself as researcher when I listened to her 

story, both in the moment she was talking and later when I listened back. My 

supervisors also experienced a similar overwhelming emotional response 

reading the transcript. This felt like a literal and metaphorical gasp at the 

(apparently) insouciant way she described being sold for a ‘tenner’, contrasted 

with the horror at what is being described. This further exacerbated the parallel 

sense of what was seen and what was hidden; by Alison as the narrator and us 

as the witnesses. We experienced a powerful transference, giving us a small 

window into what these experiences might have been like for Alison. The fact 

that Alison had sublimated and repressed her feelings over what happened, 

created an agonising and overwhelming sense of horror for what she had to 

endure. 

It is notable that this experience heralded a period of ‘throwing up’ and that 

Alison was able to relate her mood states to her physical relationship with food. 

She was able to link her experience of depression with starvation and anger 

with expelling food from her body. In the absence of being able and allowed to 

express her feelings over these traumatic events, Alison expressed this through 

what she did with food. It is interesting to observe that both practices of 

starvation and expelling food leave Alison literally empty, echoing the 

metaphorical emotional ‘emptiness’ of her narrative. She described the process 

by which her mother found out – by being told by someone who was told by 
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someone else. The experience echoed the previous experience of Alison 

revealing her distress where her mother’s response was to chastise her rather 

than to exhibit concern. This also resonated with Gail’s experience of being 

‘seen’, yet not being treated with care. Becoming visible and ‘seen’ as someone 

who was throwing up, Alison was labelled as ‘disgusting’ by her mother which 

might also be linked to what her mother knew and felt about Alison being 

sexually abused by her brother. 

A different perspective on ‘visibility’ was strikingly highlighted by Kate where 

she described her experience of her anorexia in terms of not wanting to be seen 

or ‘noticed’:  

I remember Princess Diana saying in that famous interview she wished 

she could be a Disprin and dissolve and no-one ever notice her – as an 

anorexic, you know, we want to live in our private world and we don't 

want people poking their noses in, and yet we felt that our private world 

was always the centre of attention, and, and, and that's hard. 

Her use of the word ‘we’ indicated her sense that she was speaking for both 

herself and others, aligning ‘their’ experiences with that of a well-known (and 

generally well-loved) public figure. In turning from a solid into a liquid it became 

more difficult to be seen. It was interesting that a Disprin also serves the 

purpose of being a pain-killer, which suggests the idea that the smaller and 

more invisible one became, the less the experience of pain. Kate expressed her 

desire to keep this world private, where ‘poking their noses’ suggested an 

unwelcome intrusion from other people. 

Vicky’s account of her experiences added a different dimension to the theme of 

visibility, where she described seeing herself in a way that did not reflect reality: 

I would look in the mirror and I'd think 'Oh my God!' and I'd see this fat 

person in the mirror, even though everyone kept saying to me 'oh you 

know, you're not fat' and I knew that I was really slim, and probably 

skinny and I needed to put on weight but I wasn't seeing that. 
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Her private experience of seeing herself did not correspond with what other 

people saw and what she knew. There was a disconnect and distortion between 

what was known and what was seen. 

Emergent theme 1.2: ‘I felt very ashamed’: Experiences of blame and shame 

When the experience of anorexia became visible and ‘known’ to the outside 

world, the women expressed various feelings of being and feeling blamed and 

shamed, often in relation to their children. Alison described her mother’s 

response to her distress over her son’s ‘fussy’ eating habits: 

My mum, at the time, said 'I'm not telling any of, anyone else that he's 

fussy because they'll know it's your fault'. 

This sounded like a direct accusation in her mother’s reported use of the word 

‘know’ where she was stating it as a fact rather than a supposition. The ‘not 

telling anyone’ resonated with her mother’s previous demand for secrecy 

around the family abuse and Alison’s problems with food, where blame and 

shame for these events seemed to be directed towards Alison. Having been 

bombarded by maternal criticism, it was not surprising perhaps that Alison’s 

own assumptions about how people would view her were also negative. Talking 

of her health visitor, she said: 

I’d get her to sort of weigh them regularly just to make sure, ‘cos I 

thought everyone’s going to be looking at me like’ you can’t feed your 

child properly’. 

This conveyed the sense of uncertainty that Alison felt over wanting her 

children to be checked up on. She created a sense of feeling negatively 

appraised or potentially blamed by ‘everyone’. Living with a sense of 

heightened visibility in being ‘looked at’ with regards to her children, 

engendered a sense for her of feeling blamed for feeding them too much or too 

little: 

The health visitor made me feel crap, so when I had Sally and she's got a 

similar em frame, I used to get really stressed about weight like 'Oh, God, 
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she's put on too much, hasn't she?' and the health visitor was all a bit 

sort of like 'stop trying to put your issues onto her'. 

There was the sense of Alison experiencing the stressful process of weighing her 

child as a test of ‘good mothering’ that she feared she would fail. She conveyed 

the idea that she felt unable to judge what was ‘normal’ in terms of weight gain. 

In communicating her uncertainty to the health visitor, she was cruelly shut 

down in a way that sounded punitive, blaming and judgemental of her status as 

a mother. The health visitor was experienced as a harsh, reprimanding weight 

‘expert’, who ‘made’ Alison feel ‘crap’, like excrement, the lowest of the low. 

Jane expressed a similar sentiment in her narrative in terms of feeling blamed 

by others: 

‘you’re anorexic so you’ll starve your child and, you know, put your issues 

onto them’. 

Like Alison (in the extract above), Jane was not quoting a particular person here, 

but rather indicated that this was a generalised message that she felt she 

received from numerous sources or faceless others. In both Jane and Alison’s 

accounts, other people’s responses were felt as accusatory, rising from others’ 

assumption of cause and effect. The corresponding implicitly-felt criticism was 

that it was difficult to be a ‘good mother’ and be anorexic. 

Anticipating condemning responses from others led Alison to attempt to 

conform to an ideal of how a ‘mummy’ should be: 

Trying to just be normal, balanced Mummy, ‘cos I'm just aware that 

everyone is going to be judging me. I felt like it's such a failure when it 

comes to them [her children] 

There was the sense that Alison felt pressure to present this ‘normal’ version of 

‘mumminess’ in response to the perceived judgement of ‘everyone’; where the 

‘trying’ felt effortful, rather than natural. There was also the sense that she felt 

publicly observed, as if she was performing on the stage of her life, in a way that 

needed to be acceptable to the onlookers. She expressed how this resulted in 
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her feeling like a ‘failure’ when it came to feeding her children, and how 

sometimes this effort to be ‘normal’ became too much for her: 

and sometimes I'm just, 'fucks sake!', you know, 'don't eat then. If you 

don't want it, don't!’ 

There was the sense that the façade of behaving like a ‘normal, balanced 

Mummy’ around food was sometimes too much, and Alison’s real frustration 

and anger spilled out, like a calm veneer that suddenly cracked and revealed the 

turmoil concealed just below the surface. There was also the sense that she was 

unable to view the venting of her frustration as a ‘normal’ reaction to her 

children struggling with eating, as if the ‘performance’ of being a mother had a 

prescriptive, idealised storyline, to which being a ‘good mummy’ and 

‘experiencing difficulty around food’ did not conform. 

In common with Alison’s account, Jane also described feeling publicly 

scrutinised and blamed. The focus of this blame was for her daughter’s 

perceived ‘issues’ with food. Jane responded to these criticisms by developing a 

heightened awareness over the possible impact of her anorexia on her children: 

It really did make me have to stop and think to really be aware of it. 

Her use of the words ‘make me have to’ suggested that this awareness felt 

imposed upon her, rather than it being a natural choice. 

Kate met certain experiences of blame with denial: 

My mother in law constantly telling me I was over-feeding them and they 

were overweight, I just totally denied it - I just said they're hungry - 

they're boys - you know they've got the – I always called them the 'fat 

genes’ from my husband’s family, and I flatly refused to believe that 

anything was to do with me. I just thought I was well-feeding my 

children. 

There was the sense that this denial was a protective strategy that served to 

preserve her identity as a good mother. She referred to gender and genetics as 
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a likely cause for the weight of her sons, as a means to defend her practices of 

feeding her children. In addition to denying any responsibility for over-feeding 

her children, she squarely laid the blame for their body size and weight with her 

husband’s family, and perhaps implicitly at the feet of her mother-in-law. Kate’s 

denial was unequivocal and protective of her status as the ‘good mother’. In this 

instance, public blaming did not produce heightened awareness of or reflection 

on the fact that the reality of Kate’s world did not match that of outside 

observers. At this point in Kate’s life, her experience of anorexia was still hidden 

and unknown to herself and others and there is the sense that this ‘invisibility’ 

was somehow protective against feeling blame and shame. In mentioning it 

here, Kate appeared to be talking from a different perspective where she was 

able to recognise her previous denial and had reached a place where 

investment in this denial was no longer necessary. 

Inhabiting a world where anorexia is known, and ‘visible’ seemed to signal 

permission for other people to express blame and criticism towards some of 

these mothers, in relation to their children. These women variously reported 

these experiences as inducing shame, heightening awareness and evincing 

denial. Becoming more vulnerable to public scrutiny served to contribute to an 

emergent sense of difference and ‘otherness’, in the context of these women’s 

identities as mothers. 

Emergent theme 1.3: Other people speak our language: Engagement with an 

anorexic identity 

The participants variously created an idea of themselves as inhabiting an ‘other’ 

world from that of other women and mothers, through how they were or were 

not seen and through their experiences of blame and shame. This sense of 

‘difference’ in terms of visibility often began in childhood for these women and 

informed their interactions with themselves and others as they grew into 

women and then mothers. This next theme focuses on how, and in what ways, 

these women related experiences of engaging with (or not) a distinct anorexic 

identity, separate from other ways in which they perceived themselves in the 

world. These accounts might be theorised to serve a protective function for the 
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women, where the anorexic identity does not have to interfere with the good 

mother identity, but rather is divorced and separated off from the whole 

person, where it can exist independently. 

Jess spoke of making a connection between her understanding of what 

contributes to her ‘being anorexic’ with her identity as a mother: 

Having anorexia like, obviously you got the sort of biochemical 

abnormalities that other people don't have like erm very high dopamine 

and serotonin that was, and I think I've kind of got quite a hot temper 

and, erm that high anxiety levels as well ‘cos that are sort of associated 

with those altered biochemical levels, so I would sort of link the other 

aspects of my personality that affect my parenting abilities and linked to 

anorexia. 

Her account explicitly referred to a medical, physiological model of anorexia; 

where she connected biological elements with her emotional experience and 

linked this to her anorexia. She used this as a way for her to make sense of how 

these ‘biochemical abnormalities’ might have influenced her mothering abilities. 

There was the sense of her separating herself apart from ‘other people’ through 

her investment in this narrative. Although it is not explicitly expressed here, 

there is the sense that her narrative performs the function of explaining why 

she might not always be able to be the ‘idealised mother’. 

Jane explicitly made a distinction between her sense of having an anorexic self 

and a ‘mother’ self: 

I was very careful, and if you make that distinction, you can erm between 

feeding your children, and that feeding me, and I think you’re very 

conscious of trying to instil a good body image, and lifestyle, erm, it’s 

almost like you’re two different people. like you’re two different people. 

Her description emphasised the studied awareness she had of these two 

‘different people’. Feeding herself and feeding her children were separate and 

distinct experiences where one belonging to the anorexic self and the other to 
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the mother self. She seemed to be making the point that she believed that 

being anorexic and being a good mother were not mutually exclusive; they were 

separate parts of herself. Engaging with an anorexic identity did not preclude 

the possibility (and reality) of knowing what was ‘good’ for her children. There 

seemed to be an element of ‘splitting’ here. This is the term given to the 

defence mechanism whereby aspects of the self are polarised in a bid to defuse 

anxiety over parts of the self that may be deemed unacceptable to a person’s 

sense of identity (Fairbairn, 1994). In this particular example, the dichotomy of 

anorexic self and mother self were not able to be integrated into a cohesive 

identity. Alison also referred to this sense of distinguishing between her own 

relationship with food and feeding her children: 

I struggle to feed myself, but my eating disorder is about me and it's 

about what I put in me and I've always, always, always done my best for 

my children 

It seemed important to Alison to be producing an account of good mothering. 

Her use of the word ‘always’ three times in a row emphasises her conviction (or 

protest) that she has done her best, but indicated that she might have felt the 

weight of external judgements that her experience of anorexia has somehow 

impaired this ability  

This idea of ‘splitting’ the self was explicitly rejected by Gail in her account: 

Lots of people say that they see their anorexia like as a different person 

and that, and I don't know if it's coming at it as an older sort of patient, 

but I never, I never could have identified with it like that. I couldn't have. I 

had to have control of that as an adult. I had to take responsibility for it. I 

couldn't have seen this as a different person if you like - a different entity 

- it was very much part of me and I needed to deal with it like that. 

She referenced the common anorexic discourse where individuals view their 

eating disorder as separate from the rest of themselves. With the repetition of 

the word ‘never’, Gail reinforced the point that this was not a notion that she 
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subscribed to. She toyed with the idea that this might be as a result of being an 

older woman. She elaborated further on her rejection of this discourse when 

she expressed her need to have a sense of control. She conveyed the 

impression that, in separating off the anorexic self, she was relinquishing 

responsibility for it. For her to be able to ‘deal with it’, she had to own it. 

The contrast with Jane and Alison’s ‘two people’ narrative, is of interest. All the 

women subscribed to their particular viewpoints in ways that served important 

functions for their sense of identity, for Jane and Alison to keep the ‘good’ 

mother ‘part’ separate from the anorexic part, and for Gail to integrate this 

aspect of herself in order to deal with and take responsibility for it. 

It was notable that much of Kate’s narrative around the experience of anorexia 

referenced a further collective anorexic identity: 

When you have anorexia, you hear that other people you know there is a 

thing called anorexia, but you think you are uniquely different in your 

anorexia, and unfortunately until you go through treatment and even 

come out. I have never met anyone with anorexia until I joined the peer 

group, and when we speak to each other or when we read books and 

things that other anorexics feel we sit there with our mouths open, 

because we can't believe that other people speak our language, because 

we have - I remember the head of Beat saying we live in an Alice in 

Wonderland world. Everything we think is upside down, so when other 

people say things you think I can’t believe they’ve just said that because 

that’s what I think but I’ve never met anyone before that speaks that 

language. 

This excerpt charted a journey of self-knowledge and discovery for Kate. She 

started out describing feeling unique in her anorexic experience. This sense of 

being exceptional crumbled when she met other ‘anorexics’ and realised they 

were all speaking the same ‘language’. The way she spoke, reflected this shift 

from the individual to the collective. She used the words ‘you’ and ‘I’ at the 

beginning of the excerpt when she described her sense of uniqueness. These 
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words were replaced with ‘we’ when she related how it was when she met and 

spoke with other ‘anorexics’. Her account conjured up a sense of astonishing 

discovery. Her sense of wonder at this revelation was captured in her 

description of herself and others: ‘with our mouths open’, literally 

dumbfounded. She subscribed to the idea of this anorexic society being like 

living in an Alice in Wonderland world where everything (including the 

language) is ‘other’. The sense of disbelief over finding a place that was shared 

by others was tangible. Her narrative conveyed a sense of belonging and coming 

home to a place that was shared by other women. 

Interestingly, although Vicky’s narrative did not reference a sense of her 

engaging with an anorexic identity, she did mention an experience with her 

therapist (who was also a mother who had experienced anorexia in the past) 

who was trying to persuade her to become an inpatient and leave her children 

for a period of time: 

I think she was trying to, it was almost like yeah 'this has happened to 

me, I did this, I think that you should do the same'… you know, and I just 

don't know, yeah, that just wasn't the right thing for me. 

 

Vicky’s perspective on this was that the therapist tried to impose her own 

experiences onto her, with regards to how she should manage her anorexia. She 

stated that this did not feel appropriate to her and rejected the idea that their 

experiences might similar in this respect. Vicky’s narrative created a sense of 

her experience of anorexia as being personal (much like Kate’s description at 

the beginning of her excerpt). In Vicky’s case, they were not speaking the same 

language. On the one hand, Vicky’s narrative represented a private individual 

account of anorexia and Kate’s represented anorexia as a way of being and 

belonging to a collective identity. In Vicky’s case her identity as a mother did not 

allow her to follow the same path as her therapist: 

 

And I didn't want to go obviously, ‘cos I didn't want to leave my children. 
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Her use of the word ‘obviously’ indicated her belief that a mother would not 

want to leave her children. This might be understood as Vicky subscribing to the 

idea that a ‘good’ mother stays with her children at all costs, particularly if it is 

in the interests of the mother to be absent for a while. The children must always 

come first. 

In summary, this super-ordinate theme reports on how these six women 

described feeling like their experiences of anorexia created a sense of 

‘difference’ and ‘otherness’ from that of others (either as an individual or as a 

member of a group of women). This sense of difference impacted on how they 

felt they were viewed by others and how they experienced themselves as 

mothers in the contexts of blame and shame. Engaging with, rejecting or 

separating, an anorexic identity from other parts of themselves created a 

different sense of reality from that of other women and mothers, which could 

be protective to their status as a mother. Their narratives revealed an implicit 

awareness of how ‘mothers’, ‘anorexics’ and ‘anorexic mothers’ are often 

pathologised, through dominant discourses that serve to oppress and engender 

internalised shame and self-criticism. 

Super-ordinate theme 2: ‘The windowsill syndrome’: Experiences of the 

competing demands of motherhood and anorexia 

The second super-ordinate theme reports on participants’ accounts of the 

difficulties of being a mother experiencing anorexia, and how there was often a 

struggle with responding both to their own needs and to the needs of their 

children. Also captured in this theme is how far, and to what extent, the women 

in this study believed that their experience of anorexia affected their children, 

and how this, in turn, was experienced by the mothers. This super-ordinate 

theme clusters together three themes that emerged from the data set and are 

detailed below. 

Emergent theme 2.1: Mother’s perceptions of the impact of their anorexia on 

the children 

This first theme captures how the mothers in this study perceived how their 

experiences of anorexia impacted on their children. In this excerpt, Kate 
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described how living in a family with children fitted well with the practices 

associated with her experiences of anorexia: 

I think that people who aren't familiar with anorexia think that I’m going 

to say it’s just absolutely awful being a mother. I've got four sons, and 

being surrounded by food, but in actual fact it's a very safe haven and to 

fit all the criteria of anorexia because first of all you know that we starve 

ourselves but nourish others. So that fits very well when you're feeding a 

family. Erm, being around food is actually your way of eating it, and 

being involved with it and I would spend as I’ve said I’ve got four sons 

that were always overweight - they were obese, erm, because I just fed 

them because that was my way of loving them. I don’t think any of my 

boys have got an uncomfortable relationship with food then or now. 

Kate created a sense of confounding expectations in her description of being a 

mother with anorexia. Instead of it being ‘absolutely awful’, she described 

motherhood as enabling her to protect her ‘anorexic identity’ in terms of 

feeding her children and starving herself. There was the sense of her feeling like 

she was conforming to the ‘principles’ of anorexic behaviour, in how she fed her 

sons. She endorsed a particular ‘anorexic’ discourse of women feeding others 

while starving themselves. Feeding her sons symbolised an expression of her 

love for them. In starving herself, Kate suggested that this was not something 

she could apply to herself. However, she also indicated that being around food 

allowed her to feel included in the process of sustenance in some way. Food 

could still be nourishing for her on an emotional, if not physical, level. The size 

of her children’s bodies and her description of them as ‘obese’ might be 

understood as a physical manifestation of the magnitude of her love for them in 

that the bigger they appeared, the more obvious her love. It was noteworthy 

that she stated clearly that there was no negative impact on her boys’ 

relationship with food, as a result of her maternal feeding behaviour. Her denial 

of them feeling ‘uncomfortable’ might suggest a belief in food as providing a 

measure of comfort and security for her sons. This assertion that her ‘anorexic 

behaviour’ had no negative consequences on her children, contrasted sharply 
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with another poignant excerpt, where she explained to ‘the chiefs of the NHS’ 

the struggle she experienced with the competing demands of anorexia and 

motherhood: 

One of them asked me about the voice in my head and I described it to 

them as what I call the windowsill syndrome. I said, if my four boys were 

standing at a window begging me just to have a sip of water, ‘cos 

sometimes that was what it was like just to get me to sip some water, 

and the voice said to me ‘no’ - if my little boys had said ‘mum, if you 

don’t have a sip of water we are going to jump out of this window’ the 

voice was so strong I would have let them do that. So obviously I felt very 

bad that I should have had such wicked thoughts, that literally I would let 

my boys do that and, and also I felt terrible of the impact that this illness 

has had on all of their lives - all their lives. 

Her naming of the voice in her head as the ‘windowsill syndrome’ was 

interesting in terms of how ‘syndrome’ was evocative of a medical condition or 

disorder and ‘windowsill’ suggested being on the edge. Through this dramatic 

metaphor, Kate described the battle between the ‘voice’ of her anorexia and 

the voices of her children, where the anorexic voice was most powerful in that 

moment. Although the personification of the anorexic voice served to split this 

part of her off, so that she did not have to own it as an intrinsic part of herself, 

holding a belief in the possible reality of jumping out of the window caused Kate 

to feel ‘very bad’. Her description suggested a belief that these ‘wicked 

thoughts’ might have been transformed into action; emphasised by her use of 

the word ‘literally’. There was also a confessional tone to her narrative; as if by 

entertaining the wicked thoughts, she had somehow committed a crime, if only 

in thought. 

On a more basic level, this scenario could be understood to communicate a 

sense of Kate’s belief in the power and strength of her anorexia, and that this 

strength could feel all-consuming and overwhelming to her. Although not 

explicitly stated by Kate, the implication might be, that jumping out of the 
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window would result in the demise of her sons. Not to ever take a sip of water 

would also have resulted in her own death. The fact that she was alive to 

convey this narrative suggested that she did eventually sip the water and both 

she and her children remain intact and safe. Her previous denial that her 

feeding behaviour did not impact her children’s relationship with food, was 

sharply contrasted by her assertion that the impact of her ‘illness’ on them 

could have been literally life and death. Through this narrative, Kate created a 

dramatic and shocking account to communicate to the ‘chiefs of the NHS’ the 

intensity and sometimes perilous nature of her experience of anorexia. 

Alison also described how she sometimes struggled to balance the needs of her 

children with her own experiences with food: 

And kind of have deliberately kept my issues away from them. Firstly, I 

didn't want them to be into, I didn't want them to be influenced by, my 

stuff with food. I've found it really hard, having three picky children to 

deal with and sometimes I phone my husband and say, 'do I actually 

have to feed them today?', which is kind of really shit. 

Alison communicated the conscious effort involved in keeping her ‘stuff with 

food’ separate from her children. When she said, ‘I didn’t want them to be into’ 

and corrected this to ‘I didn’t want them to be influenced by’, there was a sense 

of an awareness over what might happen if they became involved with (rather 

than influenced by) her issues. There was the suggestion that she might be 

harbouring a belief that her ‘issue’ might also become theirs. She described how 

difficult the experience of having ‘three picky children’ could be for her. Her 

question to her husband illustrated how much of a struggle feeding them could 

be. There was the sense that she felt that she needed to be regulated by him, 

but that she was also aware of what she should do. Her statement at the end 

conveyed her feelings aptly; although she is trying her best and, is aware of the 

possible impact on her children, the effort involved in doing this is ‘shit’. 

Alternatively, she could be expressing that it is ‘shit’ that she must ask her 

husband what she should do. Like Kate, she expressed the problematic nature 
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of being able to look after both herself and her children. In the context of her 

perceptions around how her experiences of anorexia might be impacting her 

children, it was difficult for her to simultaneously hold a ‘good mother’ identity 

alongside that of an ‘anorexic identity’. 

Gail described having retrospective guilt around the fact that she experienced 

anorexia whilst having children: 

When I realised what I was doing to myself with the anorexia, I felt 

incredibly guilty that I could've, and incredibly selfish that I could have let 

that happen when, you know, I was a mother I thought ‘how could I, how 

could I?’ 

Her account referred to the sense of agency in her experience of anorexia, 

where anorexia was something she was ‘doing’ to herself. Self-blame was a 

common theme throughout her narrative. Although there was the sense of ‘the 

anorexia’ being almost ‘object-like’ and external to herself, she was still 

prepared to take responsibility for it. Becoming aware of the impact of anorexia 

on herself, led to feeling guilt as a mother, as if being ‘anorexic’ and a mother 

should be mutually exclusive. The selfishness she ascribed to her being anorexic 

did not fit with her idea of how a mother should be. 

Questioning how these two identities might fit was also evident in how the 

other women expressed concern around the impact their experiences of 

anorexia might have on their children. For example, both Vicky and Jess 

expressed apprehension around the thought that their children be ‘affected’: 

Vicky: Oh gosh, I hope this is not going to affect them in any way. 

Jess: I’m terrified that she’s going to have issues with food because of 

me. 

Vicky expressed a general fear of her children being affected at all, whereas Jess 

voiced her explicit fear over her role in shaping her daughter’s relationship with 

food. In these statements, they both communicated a belief and a fear that a 
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mother’s behaviour can have a negative impact on their child, reproducing the 

dominant discourse that holds mothers accountable for the health and well-

being of their children. 

Interestingly, both Alison and Jess explicitly expressed a fear that their children 

might become anorexic themselves. When asked what that would mean for 

Alison, she said: 

It would be twofold. Obviously, one side I know what a shitty, shitty path 

it is and I'd want to make them better and I'd want to do everything I can 

to support them but then there's going to be the other side. At the end of 

the day I'm a competitive anorexic and it'll be ‘well if they can lose 

weight why can't I?’ I would struggle so much. I would be terrified for 

her. I dunno, I'd probably be a bit resentful for her for doing that ‘cos 

that's my thing and I dunno, ‘get your own problem’. 

Alison made the distinction between the impact on her daughter and the 

impact on herself where she imagined that the mother part of her would be 

frightened for her daughter, but the anorexic part of her would be aggrieved at 

feeling that something would be taken from her. There was the sense that 

protecting her children from being impacted by her anorexia was also 

protective for herself. She conceptualised her anorexia as belonging to her and 

not something that she would happily share. There was the sense of her holding 

her anorexia tightly, like a small child unwilling to share a favourite toy with the 

other children. Jess expressed that having an anorexic daughter would not be 

the worst thing for her: 

I wouldn't necessarily freak out, although the anxiety is obviously an 

issue but, I know there is, like a high mortality rate and things but, erm, I 

think that's the really severe inpatient cases and people who didn't get 

treatment. Those things, so I know that actually if like, say if she had, for 

lack of a better word, a phase of sort of eating abnormally, I wouldn't 

sort of hound her about it. Well the only thing I'd hate is erm, erm, I'd 

absolutely not be able to tolerate it if she was obese, that, like I say, I 
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think that's very unlikely to happen. I mean I make sure she's erm, well, I 

do my best to not let it happen anyway, and I often think the parents can 

be to blame for that sort of thing. 

What Jess knows about anorexia does not correspond to her own private 

experience of it, and by reducing anorexia to ‘eating abnormally’, she 

diminished the power it may have over her daughter. She acknowledged that 

the concomitant anxiety could be problematic, but dismissed the life-

threatening elements as belonging to other people. It was noteworthy that her 

feelings towards ‘obesity’ represented a polar opposite; anorexia she could deal 

with, but obesity could not be tolerated. At this point in her narrative, it was 

evident that she was invested in the dominant social discourse that references 

the ‘obesity epidemic’ (Maguire & Haslam, 2010) and the attendant scare-

mongering associated with the language used in ‘talk’ about it (Gard & Wright, 

2005). She had clear rules around what is acceptable in terms of ‘disordered 

eating’ and was reproducing a dominant discourse that references acceptance 

of the ‘thin ideal’ (Johnson et al., 1989) on the one hand, and renounces 

‘obesity’ on the other. It seemed that she was conflating her own experiences 

and values with a fantasy about her daughter’s future relationship with food. 

The function of this strategy might be that it kept her safe, in her familiarity 

with anorexia, and protected her (and her own mother) from the possibility of 

parental blame. Unlike Alison, she was willing to share the experience of 

anorexia with her daughter. 

Alison described how her experiences with food informed how she fed her 

children: 

I always try and find something, if they've refused something that they 

normally like, it's just, don't want the kids to go to bed hungry and hate 

that. I'm probably not doing a very good job, but I just don't want them 

being hungry, ’cos nothing about food was normal for me. 

Alison expressed an awareness of not wanting her children to have a similar 

experience to her as a child, where she had been emotionally hungry, deprived 
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of maternal care as well as physically hungry. Sending her children to bed 

hungry represented a lack of maternal love for Alison, which meant it was not 

possible for her to carry this out and maintain her identity as a loving mother. 

However, doing things differently did not free her from the anxiety of whether 

she was doing a ‘good job’. Gail also described how her own experience of 

anorexia had informed how she educated her daughter, with regards to food 

and exercise: 

I never, ever want my kids to go through this. I stress how important it is 

to eat, to her, but I've definitely made a very conscious effort to get rid of 

any sort of hang ups about food or exercise or anything with, erm, but 

yeah, you know - it has definitely made a difference. 

In this excerpt Gail expressed how adamant she was in wanting her children 

(and specifically her daughter) to have a healthy relationship with food and 

exercise. Her narrative conjured up the image of the anorexia being consciously 

cast out and banished so it cannot touch or harm her children in the way that it 

did to Gail. There was the sense of her having agency here, using her own 

experiences and power for things to be different for her children. Something 

similar was expressed by Jess:  

But I do at the same time try not to be too restrictive, 'cos I don't want 

her to get into that habit. 

This suggested the idea that ‘restriction’ was viewed as a habit that could be 

curtailed or expanded, also reinforcing the possibility of agency for Jess to be 

able to protect her daughter from getting into that ‘habit’. In using the word 

‘habit’, Jess communicated the idea that restricting eating is a repeated 

behaviour that tends to occur on a sub-conscious level and is a cycle that can be 

broken when recognised. 

Having an awareness of the actual and possible impact of their experiences of 

anorexia on the children, led some of the women to reflect on how this could 

influence changes in family dynamics. They expressed concern about the 
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possibility of adversely affecting their children through the behaviour that they 

modelled to them. This feeling of trepidation often led to the mothers 

consciously taking responsibility for particular ways of being with their children 

that were motivated by the desire to minimise the possibility of the children 

experiencing similar distress around eating and food. In some cases, the reality 

of being a mother acted as an encouragement for them to stop unhelpful 

behaviours of their own, in pursuit of protecting their children. In all cases, the 

mothers expressed the wish that their children not be negatively affected by 

their experience of anorexia. 

Emergent theme 2.2: ‘Role reversal’: Experiences of changes in maternal and 

familial roles 

A dominant narrative, running through some of the women’s accounts, centred 

on how the experience of anorexia could sometimes have a significant impact 

on the relationships between mother and child and the ways in which family 

dynamics were experienced. These shifts in relationships were experienced in 

different forms for different mothers. Some experienced a sense of their own 

mothering capabilities being restricted by an escalation in their experience of 

‘anorexic symptomology’, others related experiences of ‘role-reversal’, where 

the child acted as care-giver and the mother as ‘child-like’, while others 

referenced more subtle shifts in traditional dominant conceptualisations of 

‘mother/child’ dyads. 

Alison described a situation where she felt that her mothering capabilities were 

severely restricted as a result of her anorexia:  

I've spent all winter in hospital, and that was really tough, and I was 

really unwell, and I basically could only be a mum from the sofa, for them 

to come to me and sit on me and have a cuddle but I couldn't do normal 

things for them, and I felt like such a big failure. 

In this excerpt she conveyed a sense of her feeling unable to fulfil the expected 

mother role; what she could do had been reduced to cuddling her children from 

the sofa. There was the impression that her agency had been diminished, 
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through her being unwell, to a level of inertia that she described as leaving her 

feeling like a failure, where being ‘a mum from the sofa’ was not enough. The 

magnitude of this feeling of failure was communicated by her use of the word 

‘big’. In not being able to do ‘normal’ things for her children, there was the 

sense of her mother identity contracting; reinforcing the idea that mothers ‘do’ 

rather than ‘be’. 

Vicky talked about an experience she had with her daughter where Vicky’s own 

difficulties around food prompted a different mother-daughter dynamic: 

I went into the shop one time with my daughter and I remember we were 

in there looking for something for dinner, and I, I practically almost had a 

breakdown in the shop with the while she was with me and I think that 

did frighten her a little bit erm ‘cos she was like I don't think she could 

quite understand why I was like that, and why I was getting so panicky 

over food, erm, and but again she, she did help and say 'Mum, it's fine' 

you know,  and as I say, because she was older - she was like in her teens, 

like her late teens, erm, it was fine. 

Vicky described how looking for food for dinner became a distressing 

experience for her. Food was directly attributed as the cause of her panic. She 

described how she felt her behaviour impacted her daughter in terms of it being 

‘frightening’ and confusing, although this might be comprehended as Vicky 

projecting her own feelings onto her daughter. In this situation, there was a 

sense of role-reversal where Vicky’s daughter acted as the comforter to her 

mum. Vicky related how she believed that this experience was ‘fine’ as her 

daughter was an ‘older’ teen child. There was the sense that this was reassuring 

to Vicky, in helping to maintain her status as a ‘good’ mother. 

Kate described a particular situation where she experienced a sense of role-

reversal with one of her sons, describing how affecting this encounter was: 

and if my boys just think for one minute they give me some 

encouragement to have some water, or have something to eat - that is 

the greatest gift that you can have, to nurse a parent, but being anorexic 
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I didn’t look at it like that - I felt ashamed and awful that, even my 

number four when he was quite young, he used to hold me in his arms 

like a baby, and rock me to look after me, to console me and, and that 

was very difficult. 

Kate described how she was unable to view the idea of looking after a poorly 

parent as ‘gift’ in the context of her experience of anorexia and being a mum. 

Her own emotional response to being looked after by her children was to feel 

dreadful shame. She created a vivid picture of ‘role-reversal’ through her 

description of herself and her young son. This image was reinforced by her 

phrase ‘like a baby’; strongly conveying a sense of her distress and need for 

succour. Her son was presented as the soother and the comforter; a role 

commonly associated with being mother to a child. Remembering this 

particularly poignant experience reminded Kate how difficult this experience 

was for her. The notion that looking after a parent is a gift, might be viewed as a 

protective strategy in that she was able to maintain a sense of ‘doing’ 

something positive for her son. She appeared to be able to reconcile this shame 

through the process of therapy: 

And again, once my therapist explained to me that if I had cancer or 

another illness my family would care for me, and I lost my own dad at 

seventeen. I never once thought, or begrudge him for the impact that his 

illness, and then his death had on me. I willingly looked after him - he 

was my parent, ’cos I used to then punish and self-harm myself for the 

fact that, when I had a bad attack, you know, what it did to the family, 

how it ruined everyone’s lives. 

In this excerpt, she communicated how her own experience of her father’s 

illness and death allowed her to think about re-framing how her children’s 

experience of her own distress might have been. Likening her anorexia to 

cancer or another more ‘physical’ illness allowed her to access a different 

perspective and narrative on understanding her own situation. She described 

how punishment and self-harm was her ‘go-to’ response when she had a ‘bad 
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attack’. Using experiences of her child self, in relation to her own parent, 

permitted her to reflect that there might be a different lens through which to 

view the ‘role-reversal’. It was interesting that she described this as being 

‘explained’ to her by the therapist. There was the sense that (using her own 

experiences as a frame of reference) she was able to internalise the idea that 

the therapist was communicating a universally-acknowledged truth; families 

care for and look after ill parents, and do not resent doing this. However, there 

also appeared to be a dichotomy at the centre of this narrative; in terms of 

what Kate was able to consider intellectually and what she felt at the time. This 

was clearly communicated in her final statement that ‘it ruined everyone’s 

lives’. It is notable that she used the word ‘it’ rather than ‘I’, which served to 

distinguish ‘herself’ from the ‘anorexia’. This separation of self and anorexia 

might be understood to provide a protective function for her where she might 

become freed from the idea of being ‘responsible’ for the devastation. 

Emergent theme 2.3: Children as a reason to recover 

All participants related, to varying degrees, how having children (and becoming 

mothers) provided them with a reason to contemplate recovery. In this excerpt 

Alison described how being pregnant was for her (after having been told that it 

would be extremely unlikely that she would be able to get pregnant, due to the 

toll anorexia had had on her body): 

It was amazing! I mean a few weeks before our wedding my husband 

had been in a, was like 'I don't know if I can go through with marrying 

someone who won't be able to have children' so it was the most ama- it 

was like kind of like a second chance. It was almost too good to be true 

and it's weird, it's about the only time in my life, well since I've been 

about nine that it was actually easy to eat. It was the only time, I kind of, 

cos I wasn't then eating for me, I was eating for them. 

Her initial response was one of wonder in that becoming pregnant was 

something that she could not quite believe. There was a sense of poignancy 

around her description of how her husband had contemplated not marrying her 
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as a result of the likelihood of her not being able to have children. Her use of 

the word ‘someone’ is de-personalising, where there is the sense of her 

reducing her identity to ‘a woman who is unable to have children’. There was 

the feeling that not being able to have a mother identity, could have had a big 

impact on the possibility of her having a wife identity, as if her identity as 

‘Alison’ was not enough. This part of the interview with Alison was notable for 

the way in which she expressed herself in an animated and enthusiastic way, 

not apparent in much of the rest of the interview. It felt that this period of her 

life was qualitatively positively different from her experience of much of the 

rest of her life. There was a sense of hopefulness in this part of her narrative. 

This was reinforced by her description of becoming pregnant as ‘like a second 

chance’; an opportunity for things to be different. This period did mark a 

positive difference for her, in that she was able to eat with ease for the first 

time since the sexual abuse began at the age of nine. Although she described 

this as ‘weird’, she was able to make sense of it in the context of feeding the 

children she held inside her. She expressed an awareness of making a 

distinction between eating to nourish her children and eating for herself. 

Despite this distinction, becoming pregnant allowed her to experience a 

relationship with food that had not been previously available to her; almost as if 

she was able to return to the child who had once been and nourish her 

alongside her baby. Later in the interview, she described how significant these 

children, in utero, were to her, in direct comparison with her mother, her 

husband and anorexia: 

In the past my mum had been like 'oh, you know, will you eat, will you 

eat, you would eat if you loved me' and that I'd be like 'fuck off' and I 

couldn't do it for anyone. I couldn't even do it for my husband, but, these 

babies that I never, ever thought I would have, erm, it just, you would 

just kind of, it's like the anorexia just went on sort of on the back shelf. 

This dialogue with her mother felt quite shocking. It started out as being 

reminiscent of a parent pleading with a recalcitrant child refusing to eat 

vegetables. However, her mother’s plea of ‘you’d eat if you loved me’, felt like a 
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boundary was crossed for Alison, where it became about mother rather than 

child and emotional blackmail was invoked. Alison’s verbal response was like 

that of a teenager when she told her to ‘fuck off’. This response felt angry and 

punishing, in the context of which, not eating may be viewed as an unspoken 

communication of this anger towards her mother. There was the sense that this 

was a response to a far deeper distress, where the unspoken question from 

Alison might feasibly have been ‘if you loved me, how could you have let this 

happen to me?’. She went on to state that she couldn’t even eat for her 

husband, which suggested that she felt more positive affection for him than her 

mother, but that even the strength of her feelings for him was not enough. The 

fact that she was able to eat for her children felt hugely significant to her. She 

created a sense of them as an unexpected ‘amazing’ gift that came before 

everything else, in a way that no one else in her life ever had. Conforming to the 

notion of the ‘good mother’ marked a significant shift in her life and her own 

relationship with food and eating: 

Yeah, it was kind of a big turning point. 

Jess also related how her daughter motivated her to stay well: 

I think she's quite responsible for keeping me healthy 'cos obviously I 

need the strength to keep up with her and stuff all day, and be a sort of 

good example? Sort of, if you have a good attitude to food, erm, I try and 

do that. Yeah - she's a big motivator sort of for staying healthy and with 

eating behaviour, there's some study that sort of shows how a mother's 

dietary restriction was like the best indicator of a daughters eating 

behaviour, erm, which obviously makes me sort of again more motivated 

to eat well. but like I've said - I've always tried very hard to make sure 

that Millie gets enough nutrition and, and grows up with a healthy 

attitude to food. 

Jess described three reasons for staying well, in the context of her identity as a 

mother and where she put her daughter first. Her account indicated that these 

were choices she was aware of making, prompted by her desire to be a good 
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mother. In this instance, conforming to the idea of the ‘good mother’ was 

protective for Jess in her experience of anorexia. Jane’s account also made 

reference to conscious choices with regards to recovery, in the context of her 

role as a mother: 

I had three older kids to support and whatever, and I just had to, had to 

get better I had no real option and that was part of it you know coming 

out of, Yeah ,I mean that was very much, I think I was probably, I mean I 

was tired of it anyway, I did want to, I did want to sort of get better. I 

don’t believe I would have got to, and I would have never ever believed I 

would have got to a real healthy, you know, weight but I think that was 

due to the fact that how, when putting on the actual weight when I had 

to and which I have to say in the beginning it is horrendous, but I wasn’t 

doing it for myself back then, I, I felt I had no option so it was the fact 

that what was being said and my kids relied on me allowed me to push 

through literally got to the stage where, you know, what actually – yeah, 

I was starting to do it for myself and which does, you know, make me 

think ‘my God if I didn’t have had kids would I ever have managed?’ 

It is interesting that she described not feeling as if she had a choice over getting 

better, almost as if it were something imposed on her by the fact that she was a 

mother. At this particular point in her life, her ability to mother ‘well’, in the 

context of her experience of anorexia, was under close scrutiny and being called 

into question by her husband and others. There was the sense of there being an 

element of wanting to get better for herself when she said she was tired of 

anorexia, but that it was believing that getting better was a necessity and the 

only option that instigated her first steps towards recovery. The initial stages of 

her ‘getting better’ were described as ‘horrendous’, but that having an 

awareness of doing it for her children allowed her to ‘push through’ this stage. 

The language she used created a strong sense of how effortful the process of 

recovery was for her. There was the sense that the process was experienced as 

being in stages; it began from a feeling of necessity and evolved into feeling like 

a choice. It started out as being for her children and resulted in her doing it for 
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herself as well. Her question at the end of this excerpt indicated how uncertain 

she was about whether the outcome would have been the same had she not 

had children. 

Gail’s account referred to the dichotomy involved in her getting better for the 

children, whilst holding the thought that they were, in part, responsible for 

triggering her anorexia: 

I know that I had anorexic episodes early in my life, I know that I did, but 

I don't know how I would have got out of it if I hadn't got the kids. But I 

wonder if I would have got into it, because this time was definitely 

propelled by this, this break-down with my mum about the kids. So, it's 

funny isn't it - you just don't know but, they definitely were the reason for 

getting better. 

Gail toyed with the idea that, although the children were a reason to ‘get out of’ 

the anorexia, they were also involved with what she saw as the cause of her 

most recent ‘anorexic episode’ (where she had argued with her mother over her 

mother’s refusal to be actively involved in their lives). Her question seemed to 

be around the relationship with her mother and how that might have been 

negatively impacted by her own status as a mother. This interpretation might be 

viewed as being protective of her daughter-identity, rather than damning of her 

mother-identity. Although she mused over the uncertainty of knowing whether 

having children might have made a difference to her anorexia, her conclusion 

was unequivocal; the children were her reason for getting better. 

This second super-ordinate theme unpicked how the women in this study 

understood, interpreted and negotiated their experiences of motherhood 

within the context of their experiences of anorexia. Their perceptions, anxieties 

and fears around how their experiences of anorexia might be negatively 

impacting on their children, were scaffolded in some instances by the more 

positive influences motherhood and having children had on their experiences of 

anorexia. The relationship between ‘motherhood’ and ‘anorexia’ was variously 

experienced and represented as symbiotic or mutually exclusive; creating a 
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sense of a temporally-shifting dynamic, that could be experienced as both 

positive or negative, within particular relational contexts.  

Super-ordinate theme 3: ‘Fuck you, don’t give up on me’: Experiences of 

requesting and receiving psychological support as disparate and diverse 

The third super-ordinate theme reports on participants’ experiences of seeking 

and receiving psychological support, and how it was variously experienced as 

being inconsistent and diverse in terms of how helpful it was. The accounts of 

these experiences give an insight into the distinct ways in which these women 

did, or did not, feel understood and attended to, in the context of their own, 

and other people’s responses, to their experiences of anorexia. How that felt for 

participants, and the meanings that they ascribed to these feelings and 

experiences, is further explored in the wider context of their experience of 

being a mother. This super-ordinate theme incorporates three emergent 

themes described in detail below: 

Emergent theme 3.1: ‘Being a mother – it was very difficult’ 

A common theme running throughout the women’s accounts was that many 

aspects of seeking and receiving help were experienced as being challenging, 

within the context of being a mother. Some participants described finding it 

difficult to seek support in the first place, and others found it difficult to engage 

with the support on offer, from both a practical and a psychological perspective. 

This theme captured and explored the dynamic and ‘fit’ (or otherwise) between 

participant’s statuses as ‘mother’ and ‘client’. This was variously reported by the 

women as being a good fit, fitting to a certain extent, or feeling like there was 

no fit at all. This superordinate theme is expanded on in the paper found in 

Appendix I. 

In this excerpt, Jane described how difficult it was to access support for her 

anorexia in the context of her identity as a mother: 

There’s a case where, for mums anyway – you do always have to put 

other people first you know – regardless, erm, of whether you’re anorexic 

or not, but I think that’s very much, erm, a case of, in the fact that you do 
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feel worthless, and you don’t feel you deserve to get help, erm, and I do 

think that that is important, because a lot of people do think ‘Oh you’re 

not seeking help’, because they don’t know they’re ill, but it’s not – you 

do know you are ill – you do know you’ve got a problem, but you don’t 

feel you deserve it, or that you’re ill enough, and it is more that, and 

actually, you’re not going to ask for help – it’s highly unlikely that you‘ll 

ask for help, and then also you have the anorexic thing that won’t let you 

ask for help. 

Jane was referencing her awareness of, and belief in, a wider social narrative 

about the ‘selfless’ mother. Engaging with this narrative enabled her to make 

sense of her own experience of not asking for, or feeling that she was deserving 

of, help. She portrayed herself as feeling judged by other people in a way that 

left her feeling misunderstood, in terms of her perceived lack of awareness of 

her experience of anorexia. This jars with her sense that she was highly aware 

that she was unwell, but that it was the ‘anorexic thing’ that was stopping her 

from asking for help. There was the sense that anorexia and motherhood had 

conspired together to prevent her from accessing support. 

The idea that ‘mothers’ needs come last’ is also echoed by Kate when she 

stated: ‘mum’s needs are just on the back-burner aren’t they?’ The question is 

presented as rhetorical; as a statement of something that we all know to be 

true. 

Gail also reiterated this idea: 

the guilt as a mother, that you're being so selfish to put yourself first. As 

well, I mean, I used to feel so guilty about going to this counselling, like 

because you do just put your kids first naturally, but why would I be 

thinking about myself? This wasn't right. 

In this statement, Gail clearly expressed her belief in the idea that it was ‘selfish’ 

to put oneself first if you are a mother, and that this was a trigger for feelings of 

guilt. This references the dominant discourse where the ‘good mother’ never 
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puts herself first. She questioned the correctness of thinking about herself at all; 

as if, when you are a mother, this should not be okay to do (referencing again 

the narrative of the ‘selfless mother’). Going to counselling challenged this 

belief, where actively seeking help was incompatible with her identity of being a 

mother. This offered an insight into the difficulty she experienced in reconciling 

the idea of ‘seeking help’ with the idea of what being a ‘mum’ means.  

Vicky also talked about the difficulty of reconciling her identity as a mother with 

the help offered to her by her therapist: 

All she kept wanting was for me to be admitted erm to erm to a hospital. 

And I didn't want to go obviously, cos I didn't want to leave my children, 

although they were older, they were grown, not grown up, but they were 

old enough and stuff like that. So, I you know, they weren't like babies or 

anything, so I didn't have to worry about anything like that. 

Although it is unclear what her ‘worries’ were in terms of not wanting to leave 

her children (whether this was for herself, for them or for both), Vicky clearly 

related the sense that what was being offered to her was not wanted. Later on 

in the interview, she related just how difficult the therapy became, as a result of 

opposing views on the help being offered: 

And, em, you know every time I knew I had an appointment with her I 

almost dreaded going, because I was just like, you know every time I 

went I knew that she would badger me about going to the eating 

disorder unit, and I just thought 'it's not gonna happen' you know, and 

then, as I say, she sort of tried to turn it around slightly differently and 

tried to get me to go as an outpatient instead but, eh, it couldn't be done 

because you had to be an inpatient first or something and it, it, it 

couldn't have happened. There was no way I was gonna go in there as an 

in-patient so I just said to her ‘look’, you know ‘don't worry’ and ‘I think 

I'll just leave it’. 
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Therapy was dreaded by Vicky and became a vehicle for opposition and 

resistance. She conveyed her sense of the therapist persistently pursuing her 

idea of what Vicky should be doing (with her use of the word ‘badger’), 

highlighting the power imbalance and lack of collaboration and alliance 

between therapist and client. She communicated her conviction that the offer 

of attending as an outpatient was not allowed for by the system and she 

remained unequivocal in her refusal about acquiescing to this suggestion. The 

reason she gave for her opposition was her status as a mother. To leave her 

children for an extended amount of time was unthinkable. The repeated use of 

the word ‘tried’, in relation to the therapist presenting things differently, 

implied an adversarial parry on the part of the therapist, which was further 

blocked by Vicky’s reiterated, explicit ‘no’. This left them in a state of deadlock 

and Vicky returned to a position where she was left on her own once more, 

where she felt unable to accept the help that was on offer. Although there was 

a sense of agency in Vicky deciding to ‘leave it’, and that she was relinquishing 

them of responsibility for her, when she said, ‘don’t worry’, she expressed later 

in the interview how it really felt for her: 

It felt very frustrating and upsetting and kind of, I dunno, I, I guess that it 

probably stressed me even more cos I, as I say, I knew I had an issue and 

I, I couldn't get the help for it, erm, erm, and I just felt that well okay 

maybe it's something that I've just got to try and do on my own but that 

you know as time was going on I just thought, no this isn't happening, so 

it's not going to go away. 

Vicky expressed the fact that her desire for help was not being met with an offer 

that fitted with her sense of what might be helpful to her. There was the sense 

that she was being told what was best for her, despite her repeated claims that 

this was not okay; conjuring an image of an authoritarian parent dealing with a 

recalcitrant child. She was left feeling in a heightened emotional state, holding 

the idea that she had to deal with her distress alone. It became apparent to her 

that, even with the passage of time, this ‘issue’ was not going away. When the 

help that was on offer did not take account of her values as a mother (or of the 
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practical constraints of motherhood), Vicky was left feeling she had nowhere to 

turn. 

Gail also talked of the difficulty she experienced reconciling being a mother with 

accessing support. In this extract she described her experience with one health 

care professional: 

I had this very, em, she was a larger than life character, I’d imagine in 

real life, and she was quite - I felt like she was quite a bully with me - very 

big lady, and she was always late. So, em, anyway, she was always late 

and, em, I had to get back and I found it quite rude. I was like you know, 

’I’m a mother’, I can’t. I have to look after my daughter today, and I 

haven't got any other childcare. I can't stay for the whole hour now, so 

you know quite often I'd only have a twenty-minute appointment 

because she'd been 40 minutes late. It was crazy, and em, in fact I only 

saw her twice in the end, and she signed me off because I think she sort 

of knew I'd had enough of her she said, ‘Oh we're fine’ and signed me off 

(laughing). 

There is the sense of Gail experiencing the therapist’s embodiment as 

overbearing, oppressive and as a tyrannical tormenter (suggested by her use of 

the word ‘bully’). Her use of the terms ‘larger-than-life’, ‘character’ and ‘in real 

life’ created a sense of the therapist as a caricature or cartoon-like in a 

menacing way, with Gail experiencing an embodied and abusive power 

imbalance. Gail described her lateness as being ‘rude’ and dismissive of her 

identity as a mother. It was interesting to note that Gail described her as 

‘always late’ despite only seeing her twice. Her impression of this woman as 

‘always late’ had been set by these formative experiences and was felt by Gail 

to be ‘enough’ to have ‘had enough of her’. There is the sense that she felt that 

her ‘mother-identity’ should confer respect and a boundary for therapy, when 

she stated, ‘I’m a mother’. Engaging with this ‘mother’ identity felt protective 

for Gail, in that it allowed her to maintain a positive idea of herself, while 

vilifying the therapist as a bully who did not share her value for respect and 
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boundaries around motherhood. Gail initially attributed being ‘signed off’ as a 

result of her having ‘had enough’ of the therapist, but went on to describe in 

greater detail what led to this happening: 

And, em, in this time I'd been training for this half marathon and I didn't, 

I couldn't give it up, I couldn't you know, total addiction and she was very 

like 'you have to not do this', and I said 'you're telling me not to do it like 

that is just going to make me do it'. You know it’s not going to help me at 

all? And she goes, 'well if you do this, you're going to kill yourself' and I 

was like, 'I'm not going to kill myself you know, I’m absolutely not and I’ll 

phone you up the next day and tell you that I’m not.' So I did the half 

marathon, and I phoned her up and said, ‘I’m not dead. I’m here I’m still 

here’ and she said, ‘well, I’m going to sign you off. You’re not accepting 

help, blah, blah, blah’. So she just signed me off. 

Here, there was the sense of getting closer to the reason for the therapy ending. 

Gail described how she felt ‘addicted’ to training and that this, and other 

communications, were not attended to by the therapist. The therapist was 

experienced as being directive, dogmatic and dramatic in her assertion of what 

she believed was ‘right’ for Gail. This was met with rebellion from Gail; like a 

child defying an overbearing parent. The relationship was experienced as 

conflictual from the outset. There was a sense of Gail asserting her autonomy in 

running the marathon, although it was also interesting to note that Gail called 

the therapist to let her know she was ‘not dead’. This detail created a sense of a 

child checking in with a parent, but also wanting to prove them wrong. This 

communication was met with a final boundary from the therapist where she 

places the responsibility for not being helped, squarely on Gail’s shoulders. 

Kate’s narrative also referred to her experiencing her therapist in an embodied 

way, which, she felt interfered with the therapeutic relationship. This happened 

when her therapist ‘lost a lot, all her weight and became very slim’. This was 

also experienced as a ‘conflict of interests’ for Kate. 
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These accounts echoed Jane’s, Vicky’s and other participants experiences of 

wanting help, but either not feeling able to access it in the first place, or feeling 

rejected from, or rejecting of it in ways that were related variously to their 

‘mother-identity’ or some other important aspect of their lifeworld. What was 

evident from these narratives was that, seeking and accessing support as a 

mother was a difficult, in both practical and emotional respects; where the ‘fit’ 

between becoming or being a client, and being a mother was a decidedly 

uneasy one. Where the mothers were able to attend therapy, experiences 

where they felt that their autonomy was being threatened or compromised, 

resulted in the women resisting this or dropping out of therapy. 

Emergent theme 3.2: Mother’s perceptions of feeling understood in their 

experiences of interventions and receiving support for anorexia  

The women in this study variously describe their experiences of therapeutic 

interventions and support for their anorexia as ‘detrimental’, ‘helpful’ and 

‘unhelpful’. The over-arching sense from the narratives was that all participants 

experienced both positive and negative interventions. Some accounts of 

therapy related to intervention experiences during motherhood, while others 

related to experiences before the women became mothers. This section reports 

on experiences of therapy while the women were mothers, but Alison’s account 

of particularly de-humanising and punitive experiences of treatment before 

motherhood provided the title of this theme, perfectly encapsulated by her plea 

‘Fuck you, don’t give up on me’. In common with existing research on 

interventions for anorexia (e.g. Rance at al., 2015), the women highlighted 

wanting to be treated as a ‘whole person’ and not for food and weight to be the 

sole focus of therapy.  

Jane described an experience of ‘treatment’ where she was left feeling 

distressed and alone: 

I was desperate to say ‘No! I don’t want to be like this. Please help me’, 

there’s a case where when you’re very ill, as I say, I was, em, at the end, I 

think, sort of given up on me: ‘so the best way for you just to keep 

yourself safe, so we’ve put these measures in because maybe one day 
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you’re gonna want to change’ and I said, inside I was sitting there going, 

saying ‘but I want to change now, don’t leave me like this – please don’t 

leave me like this!’ 

In this extract, Jane described feeling given up on and abandoned, where her 

internal cry for help was not heard. What was apparent from the narrative, was 

Jane’s desire to be different and not to be left in ‘this’ state. Her narrative 

created a sense of her feeling deserted at her lowest, most ill point. The idea of 

it being down to Jane to ‘want to change’ marked a boundary of responsibility 

that exacerbated her feelings of aloneness. The help she was offered was 

limited to putting ‘measures’ in to help keep herself ‘safe’, rather than about 

accessing positive change. There was a sense of the ‘help’ being faceless and 

impersonal; in Jane’s use of ‘we’, rather than it being a named individual or 

service. Responsibility for change was firmly handed over to Jane by the faceless 

‘we’. There was the sense that Jane felt ‘they’ put in the safety ‘measures’ and 

retreated, leaving the option to change up to her. This seemed to render her 

mute and unable to explicitly voice her distress. There was the sense that her 

communication of distress was embodied by the anorexia but that this was not 

being listened to This sense of being left alone and unheard was reiterated by 

Vicky’s more matter-of-fact account of one experience of therapy where she 

stated: 

Okay. Well if this isn’t working, I’ll try to deal with it myself again. 

These narrative threads built a sense of isolation and lack of connectedness 

with the support-givers that was variously responded to with anger, pleading 

and a sense of resignation around dealing with distress alone. There is the sense 

that the women felt they were experienced by others as outwardly resistant to 

the help on offer in ways that did not mirror their internal desire for help. 

An alternative narrative was also available in some of the participants’ accounts 

of their experiences of help. In this statement Alison communicated what she 

appreciated about her ongoing therapy: 
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I think it’s kind of having the continuity and the regularity of it and I 

know that I can, that, at the moment, I can save up all the crap and 

dump it at her once a week. 

Alison articulated how valuable it was for her to have something that was 

constant and reliable. Her use of the words ‘crap’ and ‘dump’ were visceral in 

their evocation of bodily functions and served to describe how she felt able to 

expel the excrement of her week ‘at’ her therapist. Her language suggested that 

the therapy might be functioning as a depository for the ‘crap’ that she has 

saved up over the week, and her use of the word ‘at’ rather than ‘on’ indicated 

an element of dynamism in the relationship, where the therapist might have 

some autonomy over whether to take the ‘crap’ or leave it. Her inclusion of ‘at 

the moment’ suggested that therapy might stop at some point which begs the 

question of what happens when Alison has nowhere to dump the crap. 

Jess also talked about the value of having continuity in her care. In this extract 

she compared her two different experiences of therapy: one with a consultant 

psychiatrist from the ages of 14 to 18 years old, and the other with a general 

counsellor. This time span covered the period before and after she became a 

mother at the age of 16: 

It worked very well that I saw her [the consultant psychiatrist] for so long 

because we were able to build up a very good relationship, em, sort of, 

knew what to do when things sort of started to go bad, it was very, just 

very, very good, obviously and it so much helped that she just knew my 

entire sort of family and relational history and things, whereas it was a 

lot more difficult with the counsellor - having to go right back to the start 

and then up to the present day and throwing up and things, and she 

didn’t have sort of the same level of specific eating disorder training, em, 

and obviously she focused more on, em, yeah like I said, family problems 

and unconscious triggers and stuff, which I know there's always sort of 

been an aspect of kind of vanity in my eating disorder. I mean it's not a 

quality I like in it, but it's true so em, so yeah, she focused less on the 
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eating disorder itself and more on, sort of like potential problems that I, 

that was quite different to be honest. 

Jess described how important the therapeutic relationship was and how 

valuable it was to feel confident in her therapists’ expertise. Having different 

experiences of therapy to compare has grounded Jess in a sense of awareness 

over what has worked best for her, although it was interesting to note that the 

very ‘good’ therapy was not able to help her stop things going ‘bad’. Having a 

broader sense of Jess within her family and her history felt helpful to Jess, with 

the first therapist, but that going back and having to re-tell her story to 

someone else was a lot more difficult. There might have been a sense of loss 

around engaging with someone else. She cited levels of training specific to 

eating disorders, as important to her and there is the sense that the ‘newer’ 

therapist cannot live up to the previous one. The focus of the therapy is also 

expressed as feeling significant. She mentioned the fact that there was a 

significant (and important to her) difference between the two, where she 

intimated that a focus on family problems and unconscious triggers had felt less 

helpful to her than on the eating disorder itself. She expanded on this later: 

Obviously, being a consultant psychiatrist, she really knew her stuff, and 

she would sort of break down sort of em sort of biological reasons for the 

disorder and stuff for me to help me sort of understand it more. Ah, em 

she would sort of be kind of like kind of blunt - not in a vicious way at all, 

but just sort of blunt about the em severity of my eating disorder at any 

time and, em, when she actually, when I sort of I stopped going to school 

em when I had it and she actually arranged for me to go to a sort of 

special school, em which was helpful as it gave me the time to sort of 

catch up and things and, and she taught me lots of coping strategies and 

things like em, like em, she got me into running which I've done ever 

since sort of thing, as a sort of alternative to starvation and things and 

em she was very good to keep me out of hospital - she worked really 

hard to do that. 
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Jess reiterated her belief in the psychiatrist’s expertise, and how she helped her 

understand her eating disorder in a way that made sense to her. It appeared to 

be important to Jess that she felt that her therapist was honest with her, but 

that she also acted as an advocate for her when necessary and taught her 

coping strategies. There is a sense that Jess felt ‘held’ in many ways by her 

therapist, and that she found a pragmatic approach to her experiences helpful. 

There was the sense of this therapist maintaining an almost parental/teacher 

role for Jess; being there for much of her adolescence, explaining and teaching 

and offering solutions that Jess was able to take on board. There is the feeling 

that Jess ascribed a great deal of power to the psychiatrist, illustrated by when 

Jess talks of how ‘good’ she was to keep her out of hospital, that her ‘working 

hard’ was what allowed her to stay at home. Jess built a narrative of credibility 

with regards to her experience of her therapist. Holding a belief in this 

credibility allowed Jess the opportunity to trust, engage and work with her in a 

meaningful way. It was interesting that Jess focused more on the practical (and 

biological) rather than emotional content of what went well for her. The 

contrast with her experience of her other counsellor is described here: 

She was very, not quite as scientific is how I'd put it. She was good you 

know she was very friendly and she sort of, she taught me a lot about 

sort of stuff you cope with triggers - sort of stress management type of 

thing but, but, like I say, she em didn't know much about eating disorders 

themselves and, em yeah and sort of spent far too much time talking 

about like, em, the stress of being a mother and the family environment 

and stuff which is of course, I mean obviously being a mum is very 

stressful thing but that wasn't sort of, was never the root cause of any of 

my eating problems. 

Jess continued to build a narrative here that argued for a ‘scientific’ approach as 

being most helpful for her. There was the sense that she felt that her time was 

wasted on talking about aspects of her life that she believed were separate to 

her experience of anorexia. It was interesting that she did not say what she 

believed the root cause of her eating problems was, but rather, focused on 
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what it was not. She refuted the idea that family environment, and being a 

mum, were causes of problems with eating. With her experience of both 

therapists, there was a felt sense of each having separate agendas, and while 

the former ‘fitted’ well with Jess, the latter seemed to grate. 

What was evident, from the extracts above, was that these women’s 

experiences of ‘treatment’ for their eating disorder were varied and diverse. In 

accounts where the treatment was related as being unhelpful, the treatment 

was experienced as punitive at worst, and indifferent at best. These types of 

experiences tended to engender either resistance to therapy, for the women, or 

caused a rupture that marked a premature end to treatment. The women’s 

narratives that highlighted treatment that was perceived as helpful referenced a 

variety of contributing factors such as therapist expertise and feeling able to 

‘offload’ on a regular basis. What was common to all accounts was the 

underlying message that for support to be experienced as helpful, a match or 

‘fit’ between the health care professional and mother was key. 

Emergent theme 3.3: ‘It’s still a struggle now’: the importance of ongoing 

support. 

This theme captured storied experiences of ‘recovery’ and ‘staying well’; 

interrogating the narratives for the meanings ascribed to these, and the various 

ways in which the experiences were interpreted and internalised by 

participants, in the context of their own individual life-worlds. There was a 

common theme that advocated for the helpfulness of ongoing support and the 

idea of ‘hopefulness’ for the future was evident across all narratives. 

Gail succinctly expressed the challenges of remaining well when she stated: 

It's still, still a daily struggle. I don't think if you've had an eating disorder 

for as long as I obviously have, that it’s never going to be easy, but it’s 

just now at least I'm conscious of it so I can, I have to try and you know, 

fight against it. 

She described her experience of recovery in the language of the battlefield, 

where she was conscious of having to ‘fight’ and ‘struggle’ on a daily basis. 
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There was a sense of her eating disorder being the adversary. The fact that she 

became aware of her opponent felt empowering, in knowing what she was up 

against and where to fight. For her, it was being aware of her triggers and 

remaining watchful of these: 

The fitness culture is massive here; everybody does sport all the time, and 

it's good but it's another little danger aspect that you know you have to 

watch for, that you don't - I just know I can't enter that world that it's 

more healthy for me not to be in the gym and in the this and that and 

everything else, luckily I don't have time so, (laughs) I don't have time as 

a mum. That's my excuse (laughs). 

She expressed an awareness that what is ‘healthy’ and ‘good’ for others, may 

not be healthy for her. She was referencing the idea that general prescriptions 

for health may not be healthy for someone at risk of experiencing an eating 

disorder. She set herself apart from a world that is potentially dangerous for 

her, using her identity as a mother as a protective shield from risk. Although she 

laughed when she stated this and claimed it was an ‘excuse’, there was the 

sense that the time she spends on being ‘a mum’ is a defence that helped keep 

her from danger. 

Although Gail relied on her own awareness and autonomy to keep well, in the 

wider context of her past experiences of support, she also communicated the 

sense of feeling that having someone there to check in with on an ongoing basis 

would be helpful: 

You just have a series - you just have this series of counselling, you have 

this series of, em, series of nutrition and that bit that stopped, and that 

that is a really big problem I think, em, when you're, when you're when 

that's what you've realised especially when you're an adult, you know, 

with kids. When you're a teenager you've got your family who are still 

there. And I really needed that; someone checking up on me, and my 

doctor did nothing. Nothing at all. I actually asked if the nurse, if I could 

be weighed every other week l. So I was, but that involved me having to 
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walk down a really long hill, and then virtually run up it to get to school 

so it was just defeating the object really, and em, it was just ridiculous. 

But I just felt that I needed somebody to, I needed to be checked up on, 

you know, like a kid would, and without asking for it, I didn't get it. 

Gail describes the ‘stopping’ of support as problematic in the context of her 

identity as a mother with children. She communicated that combining ongoing 

appointments with school runs is not practical; eating disorder care is not 

designed for mothers. Gail directly related this need to the cessation of her 

identity as a child in a family. Her GP is represented as being inactive and absent 

in her ongoing care, illustrated in her bald statement ‘my doctor did nothing. 

Nothing at all.’ Again, what is created is a narrative of wanting to be looked 

after. Gail was left feeling alone with this responsibility and communicated 

clearly how difficult this could be. Her plea for help was not attended to, and 

even when it was (in the nurse agreeing for her to be weighed regularly), it was 

not in a way that was ultimately helpful to her. She was aware that there was a 

childlike element to her desire for the support she was asking for, but also 

crucially, that this need was not being met. There was a sense of her doctor as 

an unresponsive parent, and the nurse as being responsive in a way that did not 

meet her needs. She was asking, but not getting. Both were experienced as 

being emotionally unavailable to Gail. In these extracts Gail experienced herself 

as both parent and child in relation to anorexia; where the parent was watchful 

and on guard for danger, but where the child sought attention and care. 

It was clear that Alison also believed ongoing support would be helpful for her: 

There needs to be something, I think, help in supporting you feeding your 

children, em, because they ought to know. I was always really worried 

when I got pregnant, I was always, I thought 'what if I either underfeed 

my children, cos I'm so worried that I'll feed them too much. See for me, 

if I have to follow a food plan, I always eat less than the food plan, cos I 

might accidentally have more than I'm meant to have and get big. I was 

so scared that I wouldn't feed my children enough or feed them too 
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much, cos I was trying to compensate for the fact that I might not feed 

them enough, and it would just to be nice to have somewhere that you 

could either phone or, just get that support so like my children being 

really fussy, the health visitor's been useless, the GP is like 'well, speak to 

the health visitor' and there is nowhere to go, and you just want to say 

'my kids just won't eat anything I give them and my son's not eating his 

school dinners and he won't eat anything for packed lunch. I just want to 

cry’. 

This section illustrated just how difficult Alison found feeding her children. She 

expressed how unsure she felt about what she did with her children around 

food, as a direct result of her own experiences of what food has meant to her. 

There is the sense that she experienced it as something that was easily able to 

‘go wrong’. Her use of the word ‘accidentally’ exacerbated the sense of how 

difficult it was to feel in control of food and eating. When she stated: ‘they 

ought to know’, she communicated her belief that someone should have access 

to an answer that was beyond her knowledge, with regards to what was ‘right’ 

for her children, in terms of eating. This served to increase her sense of 

impotence and desire for an answer that she felt was being withheld from her. 

She was aware that support with this would be helpful to her, but that she felt 

that responsibility for this was being passed on in a way that left her feeling 

worried and lost, with nowhere to turn. The GP and health visitor were 

experienced by her as unresponsive in a way that felt evocative of neglect, but 

not in a way that was felt by Alison as benign, or as a means by which to 

empower herself. What was obvious, was that food and feeding her children 

was an emotional experience for Alison, and left her feeling upset, alone and 

unsupported. Her final statement in this extract: ‘I just want to cry’, perfectly 

encapsulated her feelings of distress, invoking an image of a small child who has 

no one to comfort her. Kate also communicated her experience of recovery as 

something which was ongoing: 

In January I'm starting another 6 months, 24 sessions of treatment, as as 

I’ve tried to explain to you when the weight is restored and our brain 
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works properly there are a lot of issues, as, for example, why we 

maintain an eating disorder - what spurs us on, don’t necessarily get 

addressed along the way - the CBT doesn't cover that, and the NHS funds 

are that they like to leave us at a point where at least our weight is 

stable but with some people, particularly when you’ve had it for forty 

something years, the facts that maintain the eating disorder are still 

there, the psychological patterns, the self-worth, self-esteem - they still 

remain, so and that, all of us, we have a peer group that's been set up for 

people who’ve been discharged at a stable weight. We all struggle now 

that we all feel fat, and that we're living in a new world with all these 

new feelings, that we struggle very much with. I mean not a day goes 

past that I just think’ oh I just want to be the way I used to be - this is just 

too difficult’. 

Kate separated out the strands of what ‘recovery’ meant to her; physical and 

neurological recovery (attended to in CBT), but also with a deeper focus on 

what might have caused and maintained the eating disorder in the first place. 

Her use of ‘we’ rather than ‘I’ implied her belief in it being a universal 

experience, that she shared with other mothers who have experienced 

anorexia. Her description of her experience of the peer group underlined this 

sense of ‘belonging’ to a tribe of women who feel the same. She presented 

herself as a spokesperson for her tribe, confidently stating that she knew how it 

was for them and that this was the same as how it was for her. She described 

how ‘feeling fat’ was experienced as a struggle. She communicated a sense of 

finding herself in a foreign land where everything was new, different and 

difficult, and where a desire for a return to the old familiar was a daily 

experience. She created a sense of nostalgia for a past easier self, in a world 

that was known and where feelings were not a struggle. Her account evoked a 

feeling of ‘otherness’ that she believed she shared with the women in her peer 

group. Again, she used ‘we’ throughout, demonstrating her affiliation with her 

group: 
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well it’s funny because we have an expression in our peer group. We say 

we are covering shit, excuse the language, It’s just that the, we’ve not 

recovered mentally, but everyone thinks were recovered because our 

bodies sort of look okay, I mean having faces that are, they’re not 

chubby, but they’re probably in the higher range of the normal. Some are 

still very skinny, and I think it just, the peer group for me is so important, 

because it just reminds me and my family that even though the house 

that it looks like I’m living in looks about normal - the head is far from 

normal. 

Kate’s use of language and metaphor in this extract viscerally demonstrated the 

contrast between how she experiences what is seen by the world on the 

outside, and what was really felt underneath. The ‘recovered’ ‘chubby’ bodies, 

presented as the ‘houses’, are acting as a cover-up or disguise for the ‘shit’ that 

remained both in the ‘head’ and ‘mentally’. She cited this as a reason why the 

peer group was so important in her ongoing recovery; it served as a reminder 

that what looked ‘normal’ was actually concealing something far less palatable; 

and that this was something to be vigilant of. 

The dominant message in these accounts of ‘recovery’ was that it was an 

ongoing process and something which required continued attention beyond 

‘physical recovery’. The women cited different aspects of this ongoing process 

that they believed would be most helpful. These included: support and advice 

for feeding and caring for children, ongoing one-to-one therapy (attending to a 

holistic sense of recovery that covers both physical and psychological elements), 

being part of a support group, and help with gaining an understanding about 

what works and is helpful to them as individuals. These stories expressed a 

common theme that referenced the idea that ‘recovery’ is not static or is 

something that necessarily has an end-point, but rather it is dynamic, evolving 

and requires appropriate care and attention. 

This last super-ordinate theme unravelled how the women experienced seeking 

and receiving treatment for anorexia, and how they viewed ‘recovery’ looking 
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forward into the future. What was evident from the stories the women told was 

that, feeling understood and attended to within wider contexts (that had 

importance and resonance for them in how they experienced their worlds), was 

of paramount significance and that experiences of ‘poor’ support or 

interventions was likely to have a poor ‘outcome’ for the woman being treated. 

‘Being a mother with anorexia’ was expressed as representing a particularly 

important context for the women to be treated from, throughout the process of 

seeking and accessing help and feeling supported on an ongoing basis. 

Taken together, the three super-ordinate themes illustrated the similarities and 

diversity in the women’s stories of living as a mother, experiencing anorexia. 

The stories they told highlighted the embodied experiences they had, in terms 

of their sense of (in)visibility in a world that feels different to that of other 

women. This feeling of ‘otherness’ was exacerbated through narratives of 

shame and blame which often related to their identity as mothers. How far they 

related to the idea of there being a separate part of them that was internalised 

as ‘anorexic’, had various impacts on their sense of being able to uphold a 

strong separate ‘mother’ identity; often creating the sense of splitting (Fairburn, 

1994) where it was difficult to integrate the ‘mother’ with the ‘self, experiencing 

anorexia’. This related to the often-challenging experiences of the competing 

demands of motherhood and anorexia; where it was sometimes difficult for the 

women to attend to their own needs and those of their children simultaneously. 

Role-reversal in families was described, where the children sometimes adopted 

a more parental role with their mothers, and the mothers became more child-

like. These experiences were greeted with guilt and shame on occasion, but also 

fulfilled a restorative function for the mothers in some situations. Although 

having children was also described as potentially triggering (for the experience 

of anorexia) by some of the mothers, all of the mother’s narratives referenced 

the idea that having children was restorative and protective in terms of 

supplying them with a tangible reason to recover. 

In experiences of therapy and support for anorexia, the mothers variously 

described the difficulty of fit between being both a mother and a client; where 
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they often referenced dominant discourses around motherhood that rejected 

the idea of a mother ‘putting herself first’. The diverse range of experiences of 

interventions and support were highlighted by the stories the women told; 

where they variously described positive and negative aspects of the ‘help’ they 

received. What was evident from their accounts was that perceived ‘fit’ 

between the therapist and client, and between the support being offered and 

the perceived acceptability of the intervention, was paramount in maintaining a 

positive therapeutic relationship and environment conducive to constructive 

change. What also emerged from the women’s stories, was the importance of 

feeling supported beyond the ‘physical recovery’ of anorexia, in the context of 

motherhood and staying well. 

Discussion 

The purpose of this study was to explore mothers’ narratives about their lived 

experiences of anorexia while bringing up their children. The study focused on 

what sense these women made of their experiences of mothering within this 

context and their experiences of seeking and receiving support for anorexia. The 

analysis highlighted the range of embodied emotions and feelings involved in 

these experiences. The over-arching findings were that these lived experiences 

were nuanced, multi-faceted and diverse. Although there were some aspects of 

the experiences (described by the women) that shared common themes, what 

stood out from the findings was that each woman’s story was qualitatively 

different and unique to any other. While it is helpful to elucidate the common 

ground in the narratives here, this is done within an explicit awareness that 

each woman’s story should be prized in its own right, and that each is as 

valuable and precious as the next. 

The use of IPA allowed a presentation and interpretation of the data that had a 

focus on how the women expressed their thoughts and feelings about their 

experiences of anorexia and mothering and how, and in what ways, these 

aspects of their lives interacted with and influenced, each other. A non-

pathologising perspective on the particular experiences of being a mother while 

being diagnosed with anorexia speaks to the central tenets of counselling 
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psychology, in terms of researching (and disseminating information on) 

individual subjective experiences in ways that are empowering rather than 

controlling. The BPS Division of Counselling Psychology Guidelines (BPS, 2005) 

suggests that counselling psychology has a unique role in developing 

phenomenological models of enquiry and research through engaging with first-

person accounts that ‘recognise social contexts and discrimination’ (p.1-2). This 

research has attempted to put this suggestion into action. 

The findings are contextualised in relation to the existing literature, highlighting 

similarities, differences and challenges involved in the experience of being a 

mother experiencing anorexia while bringing up children. Suggestions for 

therapeutic practice will be discussed, offering ideas of what might be helpful, 

for mothers experiencing anorexia, in terms of practical, emotional and 

psychological approaches. How this research contributes to the field of 

counselling psychology will also be considered, followed by a critical evaluation 

of the study and suggestions for future research. 

 Considering the interaction between motherhood and anorexia through social 

and psychological understandings 

The mothers in this research described the challenges involved in attending to 

the competing demands of motherhood and anorexia. There was often a 

struggle in responding to their own needs and those of their children 

simultaneously. The often-uneasy relationship between being a mother and 

experiencing anorexia (described by participants) may be comprehended within 

the context of pathologising dominant social discourses on both (Jackson & 

Mannix, 2004; Henderson et al., 2016), where there is an expectation for 

mothers to think and behave in certain prescribed ways that are in direct 

opposition to the negatively-perceived ‘anorexic’ identity. 

Current dominant understandings of mothering and motherhood linked to ideas 

of ‘selflessness’ are widely referenced in the literature (Chodorow, 1978; 

Malacrida & Boulton, 2012; Thurer, 1995). An espousal of this discourse was 

apparent in the stories told by the women in this study. Participants told stories 

referencing an internalisation of the idea of the ‘selfless-mother’ (Hays, 1996) 
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that made it difficult for them to view themselves in a compassionate way. 

Internalising guilt and feeling pressure to be the ‘perfect mother’ increases a 

mother’s risk for experiencing anxiety, stress and decreased self-efficacy 

(Henderson et al., 2016) and this was borne out by some of the accounts of the 

women in this study. They described feeling negatively appraised as a mother, 

by selves and by others (often in relation to their experiences of anorexia) and 

that feeling like a ‘failure’ in this mothering role led to experiences of anxiety 

and low self-esteem. These internalised narratives are reinforced and 

perpetuated by the stories that are told and do not leave space for a 

consideration of Winnicott’s ‘good-enough’ mother (1964), where a mother can 

attend to her own needs alongside those of her children without concern (on an 

individual and societal level) that there will be ‘harmful’ effects on the child. 

Critical feminist perspectives critique dominant discourses that perpetuate 

gender inequality and discrimination. Some research on mothering and 

motherhood offers alternative discourses that does express nuanced and 

complex experiences of being a mother (Arendell, 2000; Chase and Rogers, 

2001; Green, 2018; Taylor & Bloch, 2018). However, reconceptualising 

motherhood, as an institution reinforced by patriarchy (as opposed to 

mothering itself being a form of female oppression), as proposed by Adrienne 

Rich (1976), does not seem to have significantly influenced essentialist 

assumptions surrounding the ‘good mother’. This is perhaps not surprising in 

that patriarchy is likely to fight perceived resistance to its authority (Gilligan & 

Richards, 2009). Alternative, less-oppressive formulations of mothers and 

mothering have often been silenced by the omni-present (and somewhat 

ominous) ‘idealised mother’ discourses (Bassin et al., 1994; Ross, 2010). This 

was starkly highlighted and reproduced in the stories communicated by the 

mothers in this research, where it can be theorised that their narratives stand as 

a testament to individual and societal internalisations of this oppressive (and 

unattainable) ideal. Although they might have an awareness that this ideal is 

unattainable, the personal narratives of the women in this study attest to the 

fact that they continue to be influenced by the ideological conditions in which 
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their discourses are constructed. This corresponds to research that argues that 

individual stories are shaped by political realities where it is almost impossible 

for women to ‘embrace the ambivalence in their stories in a context where such 

ambivalence is not yet tolerated within the dominant ideologies’ (Kruger, 2003, 

p. 198). Taking this perspective, it could be argued that, while it is important to 

hear the individual voices and personal narratives, it is also valuable to expose 

essentialist tendencies within these stories, in order to theorise and 

acknowledge sources of oppression ‘found in the conceptual practices of power 

that are embedded in institutional cultures and practices’ (Harding.2001, p. 

517). 

The ‘idealised’ mother has her polar opposite in other dominant discourses that 

are involved with the insidious practice of ‘mother-blaming’ (Caplan & Hall-

McCorquordale, 1985; Jackson & Mannix, 2004), and a concomitant 

internalisation of this phenomenon was also evident in the some of the stories 

the women told. Some of the narratives created a sense of the women feeling 

negatively judged and blamed for struggles over feeding children, where the 

women’s status as a mother was experienced as being publicly available for 

negative appraisal. Experiences of blame were described by the women as 

becoming internalised as guilt and shame (e.g. where Jane described 

questioning and doubting whether she had negatively affected her youngest 

daughter, after feeling blamed by her ex-partner). It was striking how much the 

women ‘s introspective critical questioning of themselves, in this study, echoed 

those accounts in Jackson and Mannix’s (2004) paper on mothers’ experiences 

of mother blaming’, highlighting the ‘normative’ aspect of this for many 

mothers. This is borne out in other research which reports on mother’s 

experiences of guilt in the context of an eating disorder (Rortveit, 2009; Stitt & 

Reupert, 2014), indicating that an updating of oppressive and pathologising 

conceptualisations of motherhood and mothering is long overdue. This has 

been argued for time and again in the literature. For example Chess (1982) 

wrote: ‘It is the height of irresponsibility to start with the assumption that the 

mother is at fault (no matter how elegantly such a "blame the mother" ideology 
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is phrased), to shape the facts to fit this ideology, and then to act accordingly’ 

(p. 107). Critical shifts in culture, policy and the stories we tell, are needed in 

beginning to reconceive motherhood in a way that women can embrace, 

without feeling bad about themselves, or feeling judged by others. This idea was 

argued for by Caplan and Hall-McCorquordale, (1985) when they opined that: 

‘social practices that classify the responsibility for child rearing as the 

mother's province can only perpetuate mother-blaming…such 

interpretations by clinicians, researchers, and other mental health 

professionals strengthen the notion that the problems are the mother's 

fault, and the vicious cycle continues’ (p. 612). 

They recommend that a seismic shift away from this propensity is both 

desirable and necessary in order to release women who become mothers from 

this burdensome source of shame and anxiety. 

Dominant discourses associated with anorexia are also often characterised in 

pathologising and oppressive ways in the descriptions that are used to describe 

individuals experiencing it. This is particularly evident through the narratives 

created by mainstream research into mothers with eating disorders (e.g. Stein & 

Fairburn, 1989; Vignalou, 2006). There is often an implicit assumption, in this 

research, that mothers are entirely responsible for their children’s relationships 

with food and eating and that, in the context of their anorexia, they will 

somehow fail in this role (e.g. Stein & Fairburn, 1989; Birch & Fisher, 2000). 

What is often omitted from this assumption is the additional impact of other 

relationships and the wider cultural context on a child’s relationship with food 

and feeling pressure to conform to the cultural thin ideal (Tiggemann & Slater, 

2014). Other factors that may usefully be taken into account include 

government regulation of the food industry, schooling, the influence of fathers, 

other parents and family members (Savage et al., 2007). 

The women in this study described ways in which they felt negatively judged by 

others or by themselves with regards to their ‘status’ of ‘being anorexic’ which 

included being shamed (by family members and others) for ‘being anorexic’ and 
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having to be hidden from public view. In this respect, the ‘shamers’ might be 

said to personify the body of literature that pathologises anorexic mothers as 

being somehow ‘unfit’ (Brinch et al., 1988; Vignalou & Guedeney, 2006). It is no 

surprise, therefore, that some of the literature exploring mothers who 

experience anorexia, report the mothers expressing guilt and shame (e.g. 

Rortveit,2009). Other narratives in this study, referred to mothers self-blaming 

for engaging with the practices of anorexia; deeming this ‘wrong’ (and a source 

of guilt and shame) in the context of being a mother. This might be theorised as 

an internalisation of the ‘anorexic’ as fundamentally ‘wrong’ or ‘bad’ in some 

way; where anorexia is not perceived as being acceptable to experience, but 

rather is something to be hidden and be silent about (Rich, 2006). From this 

perspective, it makes sense that it becomes difficult for the mother 

experiencing anorexia to conceive of herself as someone to be cared for and 

attended to with compassion. It is important to expose the implicit and explicit 

existence of these ‘unfit mother’ narratives in beginning to make sense of 

women’s experiences of how it is to be both a mother and experience anorexia. 

Through acknowledgement and recognition of these prevailing unhelpful and 

pathologising narratives, it becomes possible to begin to challenge and re-frame 

these, in a bid to access and construct alternative, more helpful and 

compassionate ways of conceiving of, and supporting these experiences. 

There were variations in individual narratives about how much the women 

perceived that their experience of anorexia impacted negatively on their 

children. Only one of the women in this research related her belief that her 

anorexia had no impact whatsoever on her children, while the other women 

communicated fear that their problems with eating would negatively affect 

their children. Their fears involved ideas that they might cause, or be 

responsible for, disordered eating in their children and engender unhelpful 

attitudes to body shape and size. This echoed findings in research by Bryant-

Waugh et al. (2007) where mothers with eating disorders also described 

concerns about passing on traits of disordered eating to their children. The 

mother’s stories in this study revealed that being a mother experiencing 
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anorexia could be inherently challenging and anxiety-provoking and as such 

experiences worthy of support. 

At the heart of Kate’s narrative lay a contradiction that perfectly encapsulated 

the complexities of simultaneously holding a mother and anorexic sense of 

identity. Part of the narrative communicated that experiencing anorexia in the 

context of motherhood could be ‘safe’ and ‘nourishing’, while another account 

conveyed the sense that the experience of anorexia could be potentially 

dangerous (and even life-threatening) for the children. In this story, the 

narrative referenced a battle between the ‘good’ and ‘bad’ mother, where one 

or other must win and where it is impossible to be both. The sometimes-

paradoxical nature of the narratives, in and between mother’s accounts in this 

study, highlighted the contradictions and complexities that lie at the centre of 

much of human experience and experiences of distress (e.g. Werner & 

Malterud, 2004). 

Critical feminist approaches offer theories of eating disorders that aim to serve 

as alternatives to the pathologising accounts that dominate the research 

literature (e.g. Holmes, 2016; Malson & Burns, 2009). These include studies that 

avoid subscribing to the idea that there is anything that is ‘pathological’ or 

‘normal’ about what we know as ‘eating disorders’. They advocate for the idea 

that these might be more helpfully regarded as ‘distressed experiences and 

practices that simultaneously express a multiplicity of potentially contradictory 

positions and effects’ (Malson & Burns, 2009, p.4). The idea that distress around 

eating and bodies is on a continuum, which is informed by practices and 

discourses of normative femininity (Malson, 1998; Saukko, 2008), might be a 

more helpful lens through which to view the experiences of anorexia described 

by the women in this study. In re-framing their experiences in this way, distress 

associated with guilt, blame and shame might be somewhat alleviated, where 

blame is shifted from the individual woman and anorexia does not necessarily 

have to be experienced as divergent from some perceived ‘norm’, but is 

replaced with and understood as a communication of distress. 
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Feminist approaches theorise anorexia and eating disorders as being 

constituted in, and by, the discursive contexts in which we live (Malson, 2009). 

The field of counselling psychology is also well-placed to contribute to an 

alternative conceptualisation of anorexia in terms of how it values the process 

of formulation (BPS, 2011) in making sense of experiences of distress. The 

women in this study expressed numerous factors that shaped how and why 

they came to experience anorexia. Some women made explicit reference to the 

idea that difficult relationships might have contributed to their experience of 

anorexia, while others related their belief that that it was a ‘mind-set’ or way of 

being that became habitual. Alison’s account connected experiences of sexual 

abuse to having a difficult relationship with food, while others related it to 

having low self-worth or to biological and sociocultural reasons. In many 

accounts, the women expressed a belief that their experiences of and with 

anorexia were a result of many different influences which (with the exception of 

one mother) pre-dated their becoming mothers. The diversity in their narratives 

about their beliefs about the origin of their experience of anorexia corresponds 

with recent understandings of what triggers and sustains anorexia for 

individuals in which it is acknowledged that this is likely to be multi-factorial 

(Beat, 2016; Zipfel et al., 2015). What appears to be important in recognising 

that each woman had a unique story to tell, is that this furthers the case for 

using formulation to relate theory to practice in order to make sense of their 

experiences and inform what support might be most appropriate for each 

(Johnstone & Dallos, 2013). 

Holmes (2016) discussed the idea that the practice of ‘self-starving’ could be 

understood as embodying practices and discourses of ‘containment and 

discipline as well as embodied agency and resistance’ (p.X). This fits well with 

some of the experiences and beliefs, related by the mothers in this study where 

discourses around starving the self, while nourishing others were described as 

conforming to particularly ‘anorexic practices’. There was the sense that the 

women were able to hold both ‘conforming’ and ‘defiant’ stances through these 

practices. While it is helpful and desirable to have other non-pathologising 
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lenses through which to view both motherhood and anorexia, it is evident that 

there is still a great deal of work to be done in achieving this; for the women 

experiencing blame, shame and guilt and in the way these pathologising 

narratives are produced and reproduced in wider social contexts. 

Considering disparate experiences of therapy and support for mothers with 

anorexia 

Studies reporting on public attitudes to anorexia have revealed an underlying 

blame culture towards individuals experiencing anorexia (e.g. Crisp, 2005; 

Stewart, 2006). Worryingly, this blame has been reported in studies of health 

providers’ attitudes toward their patients (e.g. Crisafulli et al., 2008). 

Experiences of feeling blamed for their experiences of anorexia were poignantly 

expressed by some of the participants in this research; reinforcing the sense 

that this blame culture is still pervasive today. In addition to this, women 

experiencing anorexia have often been described in the literature as being 

needy, oppositional and resistant to treatment (Kaplan & Garfinkel, 1999; 

Ramjan, 2004). In this study, different accounts of therapeutic interventions and 

support were expressed by the women - some of which were characterised by 

feeling objectified in ways that could be dehumanising and unsupportive. Some 

of the women responded to these experiences by rebelling against, resisting or 

dropping out of the services that were supposed to be supporting them. 

Questioning why women experiencing anorexia are described in negative ways, 

in the context of interventions, might help inform the development of more 

compassionate and helpful interventions, rather than blaming the women for 

‘non-compliance’. This idea resonates with critical feminist accounts that 

question the ‘normality’ of the treatment women with anorexia received 

(Malson et al., 2004) and theorises that treatment experiences have been 

shown to echo a similar ‘micro-management’ of the body, evident in the 

experience of anorexia itself. Some of the women in this research 

communicated that a focus on food, weight, body shape and eating were 

experienced as unhelpful and were sometimes perceived as exacerbating the 

‘symptoms’ of anorexia. This echoes research by LaMarre and Rice (2015) in 
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which they found that the advice given to individuals in recovery was in 

diametric opposition to dominant recommendations for health, which results in 

understandable confusion over what is ‘healthy’ eating behaviour. Having a 

‘treatment’ focus purely on the physical embodiment of the experience of 

anorexia, was variously experienced by the women in this research as punitive, 

frightening and unhelpful in different ways. For Alison this was reminiscent of 

abusive embodied experiences in her past, while for other participants it was 

experienced as infantilising, patronising and not considerate of their status as 

mothers. Their accounts of opposition and resistance to some of the 

interventions speaks to the literature (outlined above) that propagates these 

harmful stereotypes of women experiencing anorexia. This suggests that 

discourses disseminating the idea of the ‘anorexic patient’ as ‘needy’, are 

unhelpful for women (in general) seeking help for anorexia, and particularly for 

women who are mothers (who might also be bound up in the ‘idealised mother’ 

mythology).This signals a need for the healthcare profession at large to think 

about why particular clients or patients might be experienced and represented 

in pathologising ways and to recognise the attendant relational aspect of the 

treatment dynamic where responsibility should be most helpfully conceived as a 

shared endeavour (Hepworth, 1999; Sandoz et al., 2010). 

The women’s accounts of their experiences of professional support, in this 

study, illuminated how difficult it could sometimes be to achieve and maintain a 

good ‘fit’ between being a client experiencing anorexia and being a mother. 

Some of the accounts described the women not feeling deserving of help; 

particularly in the context of being a mother where ‘other people’ must come 

first. They described how difficult it could be to even think about accessing 

treatment (as a mother) suggesting the problematic nature of maintaining an 

‘idealised mother’ status alongside that of being a ‘distressed woman’ in need 

and want of support. Other stories of interventions in this study highlighted 

difficulties experienced by the women in reconciling aspects of their treatment 

with their status of being a mother (e.g. where in-patient interventions were 

recommended for Vicky and where Gail’s therapist was continually late). These 
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recommendations were met with either opposition or feelings of guilt at the 

prospect of having to leave their children. The tendency in treatments for 

anorexia, to focus on (sometimes prescriptive) clinical pathways and 

recommendations (Lock, 1999) has meant that some women fall beyond or 

outside the helpfulness of these treatments for their particular experiences. 

Some of the women in this research related embodied experiences of health 

care professionals that proved unhelpful. Gail reported feeling ‘bullied’ by a 

health care professional who was described as ‘larger than life’, while Kate 

related experiencing her therapist’s weight loss over the course of therapy as a 

barrier to the relationship. Merleau-Ponty (1954/2004) contended that the 

body is inextricably intertwined with how we experience ourselves and our 

relationships with others. It might be theorised that this particular aspect of 

experience appears to be especially significant in psychotherapeutic 

relationships that have their focus on distress that has a strongly embodied 

element to it. Taking into consideration the idea that the body perceives and 

knows and is a means of communicating with the world (Moran, 2000) suggests 

that maintaining an embodied awareness of self and other (and the dynamics it 

produces) in the context of therapy is important for health care professionals 

working with clients who might be struggling with body weight and size. 

Despite the fact that the women in this research were ultimately able to resist 

the challenges they faced in their experiences of seeking and receiving support 

(and go on to seek more ‘helpful’ help elsewhere), these facets of the women’s 

stories testify to the fact that oppressive power dynamics and discourses 

(described above) can sometimes be an insurmountable barrier to giving and 

receiving help and support. This idea is reinforced elsewhere in the literature 

that documents other women’s accounts of experiences of interventions (in the 

context of the experience of anorexia) as unhelpful and pathologising (Burns, 

2004; Eivors et al., 2003; Gremillion, 2002).  

Although some of the women in this study related some of their experiences of 

seeking and receiving support as unhelpful, other women had a more positive 
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story to tell. This resonates with other accounts in the literature where women 

reported both helpful and less helpful aspects of the treatment they received 

(e.g. Le Grange et al., 1998). Some of the women reported the value they placed 

on having a continuity of care, which allowed them the opportunity to build a 

‘good relationship’ with their therapist. This corresponds with research which 

recognises the therapeutic alliance as an important aspect of ‘successful’ 

treatment for eating disorders (Pereira et al., 2006; Sly et al., 2013; Tierney, 

2008) and indicates that that this might be usefully considered by health care 

professionals in their interactions with clients experiencing eating disorders. 

Another aspect of treatment that was experienced as valuable was the sense of 

the therapist being a ‘specialist’ in her field and being educated into ‘biological’ 

and ‘scientific’ explanations for eating disorders. In addition to this, developing 

practical coping strategies was also experienced as helpful. This resonates with 

literature (Brown & Waller, 2014) which suggested that a focused approach on 

techniques in helping with the experience of anorexia can be helpful. 

The diverse nature of what the women in this research found ‘helpful’ in their 

treatment, suggests that a pluralistic approach might be usefully employed by 

clinicians. Supporting their clients in a holistic way that takes account of their 

values and life experiences might be useful, in addition to acknowledging the 

other multifarious influences that might impact on what is perceived and 

experienced as helpful. Similarly, a recent systematic review of intervention 

outcomes for anorexia recommended the utility of therapists’ engagement with 

a more holistic approach to treatment than that which has traditionally been 

employed (Murray at al., 2018). 

Transformative experiences of motherhood in the context of experiences of 

anorexia 

There was also a common theme in the narratives that referenced how having 

children could be transformative in a mother’s life and could have a positive 

impact on their experience of anorexia. Experiences of pregnancy and becoming 

a mother signalled periods of respite from the experience of anorexia, for some 

of the women. This echoed findings from Fogarty et al. (2018) in which some 
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women in the research experienced a positive change in their eating habits and 

body image during pregnancy. Likewise, in this study, some of the women 

described that by putting the child first (in utero and when they were 

delivered), anorexia had to take a back seat against nourishing the child, 

through the mother’s body. In this respect, the narrative of the ‘selfless mother’ 

functioned in a positive, rather than oppressive way, where the women 

reported being able to experience a period of liberation from rules around size 

and eating. Although this experience of liberation was often short-lived, 

whereupon the women returned to less helpful patterns of behaviour, it could 

be theorised that the experience of becoming a mother allowed them access to 

a different way of being that would not perhaps have been otherwise available. 

Fogarty et al. (2018) suggested that these ‘windows of opportunity’ (where 

things could be different) might be usefully exploited in gaining longer term 

positive effects on mother’s relationships with food and eating. 

Studies by Rortveit (2009), Tuval-Mashiach et al. (2013) and von Soest and 

Wichstrom (2008) described how motherhood could have a positive effect on 

eating problems, often citing children as a reason to recover. These findings 

were replicated in some of the women’s stories in this study. Not wanting the 

children to have the experience of anorexia, being a good role model and being 

able to physically keep up with the children were cited by some of the women 

as being strong motivators for staying ‘well’ themselves. It might be theorised 

that the women were subscribing to the role of the ‘idealised mother’ in these 

accounts, but in ways that become protective and helpful rather than 

pathologising. This idea might benefit from further exploration in future 

research and may have utility in the context of therapeutic practice as it offers a 

way to positively re-frame the identity of a woman who becomes a mother or to 

access a more compassionate self-image. In this research, the women variously 

described ways in which they had been able to re-frame previously critical, 

blaming and shaming narratives into ones which they were able to conceive of 

as positive, liberating and much more helpful in the context of the process of 

recovery. Tuval-Mashiach et al., (2013) also suggested that there could be 
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benefits to developing interventions that fostered self-confidence for these 

women (rather than focusing specifically on the eating disorder). Although there 

were similarities in the women’s stories about how they felt about their 

children, it was also notable that there were some qualitative differences in the 

narratives. This diversity in narratives furthers the case for the value of 

exploring women’s lived experience (Bryant-Waugh et al., 2007) and 

understanding that what makes sense for, and resonates with, one woman will 

not necessarily be the same for the next. 

Suggestions for therapeutic practice 

This study aims to offer suggestions for therapeutic practice, using the 

information from the interviews with these women as a guiding source. It is 

important to acknowledge that this study cannot claim to offer ‘certain 

knowledge’, but rather, that it hopes to tentatively offer some new knowledge 

that may have some value to clinicians, clients and those with an interest in the 

subject. This is done through acknowledging, giving voice to and understanding 

the needs and concerns of this particular group of women.  

Feminist approaches (e.g. Bordo, 1988; Malson, 1998) can offer helpful, 

empathic and non-pathologising lenses through which to view the world of 

women in general, and mothers experiencing anorexia in particular. However, it 

can be challenging to translate these theories into clinical practice; where 

‘feminist work often takes place at considerable remove from treatment 

intervention’ (Holmes, 2016, p.465). There is acknowledgment that feminist 

research offers valuable insights into discourses and constructions that 

constitute normative femininities (Malson, 2009) and how these translate into 

experiences of ‘treatment’. However, what is also acknowledged is that there as 

a ‘scholarly distance’ between critiquing the biomedical model and offering 

alternative ways in which to support and help individuals who are experiencing 

eating disorders (Holmes, 2016). 

Counselling psychologists (and other health-care professionals) are well-placed 

to begin to think about bridging this gap in clinical settings through taking a 

more holistic view of clients in general, and mothers experiencing anorexia in 
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particular. It is important to maintain an active understanding that the role of 

being a mother with anorexia can be variously supporting and/or triggering, and 

that these contradictions should be empathically responded to in the 

assessment, formulation and help offered to these women. This could be 

addressed in the dissemination of literature and training for health care 

professionals (at all levels) that presents the experience of anorexia (for men 

and women) as a communication of distress in order to begin to break down 

stigmas, assumptions and prejudices that remain prevalent across society 

towards anorexia (Jenkins & Ogden, 2012; Stewart et al., 2006). 

In this study, mothers described a variety of concerns relating to their children, 

which included anxiety about: passing on traits, interactions around food and 

mealtimes, mothers food intake in front of children and creating body-image 

issues. This is similar to findings from a study by Bryant-Waugh et al. (2007). 

Bryant-Waugh et al. (2007) used their findings to develop an intervention that 

was informed by what the mothers said they would find useful. The mothers 

reported finding the intervention helpful, suggesting that listening to what is 

important for women is useful in considering what might be most helpful and 

relevant to their lives within their families. Bryant-Waugh et al., (2007) 

suggested that specifically-tailored support and advice for mothers, around 

their parental role, might be beneficial in promoting positivity and self-esteem 

around being a parent. 

In this current study some of the women explicitly expressed how having 

practical support with feeding their children would have been helpful, while 

others related how they sought flexibility around treatment that 

accommodated school-runs and child care. They variously commented on the 

fact that their self-esteem could be negatively affected by anxiety that their 

experience of anorexia might adversely impact on their children. Being 

educated in distinguishing one’s own needs from that of their children was also 

commented on as being useful within the context of eating and feeding. Further 

research into the concerns that mothers experiencing anorexia have, and using 

this to inform clinical practice and support, would acknowledge the ‘experience-



‘Mum’s needs are just on the back burner’  106 

expert’ alongside that of the ‘researcher-expert’ or ‘clinician-expert’ (Smith et 

al., 2010). A dynamic formulation that can be multi-layered, textured and 

sometimes contradictory will help avoid a ‘one-size fits all’ approach to the 

experiences of and meanings ascribed to anorexia by these women. The idea 

that formulation should guide understanding and clinical practice, feels 

particularly appropriate when considering help and support for this group of 

women, since historically and anecdotally, a holistic approach has not been 

available, where the focus has often been on the embodied practices of 

anorexia and motherhood, rather than taking account of the individual woman 

seeking help. While it is important to take account of context in making sense of 

experience, it is also important to recognise that contexts also have different 

meanings for different individuals and that hearing the client is key to the 

therapeutic process  

An emphasis on acknowledging and minimising power differentials, in the 

context of therapy, is also desirable regardless of the presenting problems in 

living (Tierney, 2008; Pereira et al., 2006; Sly et al., 2013). This is particularly 

important in the case of anorexia, where this power differential has 

traditionally, and anecdotally, been keenly felt by clients in relation to their care 

providers (Malson et al., 2004). An emphasis on the ‘relational’, ‘transparent’ 

and ‘collaborative’ should be at the centre of all therapeutic interactions in 

managing distress that is embodied as well as psychological. This is in 

recognition that traditional practices of ‘therapy’, for the experience of 

anorexia, have often focused on the embodied experience as distinct to the 

psychological, in ways which have been reported by women as feeling punitive, 

harmful or oppressive. It is important to recognise and acknowledge (in the 

context of treatment) that current recommendations for ‘staying healthy’, in 

the context of the experience of anorexia, can be contradictory to other 

dominant discourses around ‘eating healthily’ (LaMarre & Rice, 2016). 

Responding to the stories the women told about their treatment, it is evident 

that flexibility with the practicalities of ‘treatment’ would be helpful in creating 

a strong working alliance (which still remains the most robust predictor for 
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‘successful’ therapy, Horvath et al., 2011). The idea that the therapeutic alliance 

is an important factor in therapeutic interventions with individuals experiencing 

eating disorders is supported by a meta-analysis conducted by Graves et al., 

(2017) which acknowledged the bidirectional relationship between therapeutic 

alliance and outcome. On a practical level, the building and maintaining of a 

therapeutic alliance might involve the therapist having an awareness of the 

potential impact of child-care on a mother’s ability to engage with the 

therapeutic process and responding to this. On a therapeutic level, using a 

dynamic formulation that is a ‘recursive process of suggestion, discussion, 

reflection, feedback and revision as part of the moment-to-moment process of 

therapy’ (Johnstone & Dallos, 2013, p.4), alongside a recognition of the 

particular function (or meaning) of anorexia for an individual might be a useful 

first step in thinking about what might be ‘helpful’. 

Given the fact that the women in this study variously referenced guilt and 

shame in the stories they told, it may be helpful if an approach that focused on 

developing self-compassion might be more widely available. Compassion-

focused therapy (CFT) was originally developed to address self-criticism, 

hostility and shame, through helping individuals to cultivate self-compassion 

and compassionate emotional responses (Gilbert, 2009). It has also been 

adapted to address the biological, social and psychological challenges of 

recovery from eating disorders (CFT-E) in a way that integrates aspects of CFT 

with other evidence-based practices (Goss & Allan, 2014). Although the existing 

literature indicates that CFT-E offers a promising treatment for outpatients (e.g. 

Goss & Allan, 2014), the women in this research made no mention of this kind 

of therapy being offered to them in their various experiences of private and 

NHS interventions.  

Fardella (2008) found that in exploring the ‘lived experiences’ of recovery, the 

importance of ‘collaboration between client and professional…to re-appropriate 

a healthier sense of self’ (ibid., p.114) after the diagnostic symptoms have 

reduced was key. This resonated with the findings of the current research in 

which the women in this study communicated the idea that ongoing support 
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would be helpful to them, after ‘recovery’ was achieved. Fardella (2008) is a 

proponent of the ‘recovery model’ which recognises that the recovery journey 

is an intensely personal and individual process that is also related to an 

individual’s community and society (Repper & Perkins, 2003). Fardella (2008) 

reminds us that ‘the recovery model urges professionals to be mindful that the 

‘client’ is always more than the sum of her symptoms and that the recovery of 

self always involves more than adherence to medical protocols for care’ (ibid., 

p.114). The idea of supporting clients in a more holistic way is particularly 

pertinent to the mothers in this research; where protocol-driven interventions 

were often experienced as punitive and unhelpful; and being understood 

proved key to positive experiences of therapy. 

Malson et al. (2011) made recommendations for therapeutic interventions that 

take account of the ‘multi-faceted self’ in ‘attending to aspects of the client that 

are not food or weight related’ (p.34). The mothers in the current research 

communicated diverse stories about what they believed prompted the 

development of anorexia and what they believed maintained it, both in the 

context of their lives before and after motherhood. Some of the participants in 

this research expressed that when the multiplicity of contexts and life 

experiences were taken into account, the therapy was experienced positively. 

Malson et al. (2011) recommended therapies that distinguishes between the 

person and the ‘problem’ in order to foster positive outcomes for clients. In 

particular, they recommended that narrative therapy might be well-placed to 

implement interventions that respond to these needs. The results of the current 

research also go some way to suggesting that this type of approach might be 

helpful in supporting mothers who are experiencing anorexia (Lock et al, 2005). 

When the women in the current research experienced therapy as impersonal 

and, experienced themselves as ‘problematic’ to the health-care professionals, 

the outcomes, not surprisingly, were not positive. Another suggestion for 

psychotherapeutic interventions for anorexia (Malson et al., 2011) was 

Supportive Psychotherapy where the ‘therapist helps to sustain and bolster the 

patient’ (Bloch, 2006: p. 216). In a randomised control trial, comparing cognitive 
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behaviour therapy and interpersonal psychotherapy with non-specific 

supportive clinical management for adults experiencing anorexia, McIntosh et. 

al., (2005) found that those individuals who received non-specific support 

(supportive psychotherapy) had positive outcomes that were rated as being as 

good as, or better than outcomes of those who had received specialised 

therapies; suggesting that some of the current recommended 

psychotherapeutic interventions for anorexia might usefully be re-visited and 

revised in order to take a more holistic view of client need. 

Implications for counselling psychology 

This research offers a non-pathologising perspective on the particular 

experiences of being a mother while being diagnosed with anorexia. This is in 

line with the central tenets of counselling psychology in terms of researching 

(and disseminating information on) individual subjective experiences in ways 

that are empowering rather than controlling. The Division of Counselling 

Psychology Guidelines (BPS, 2005) suggests that counselling psychology has a 

unique role in developing phenomenological models of enquiry and research 

through engaging with first-person accounts that ‘recognise social contexts and 

discrimination’ and does not ‘assume the automatic superiority of any one way 

of experiencing, feeling, valuing and knowing’ (p.1-2). Using IPA responds to this 

proposition in the way in which it employs a detailed and inductive approach, 

grounded in phenomenology and hermeneutic inquiry (Smith et al., 2004), 

which allows for a process of interpretation of and exploration into the 

perceptions, understandings, perspectives and feelings of women who have 

lived the phenomenon of anorexia in the context of motherhood (and 

motherhood in the context of anorexia). IPA and its epistemological 

assumptions fit well with the values of counselling psychology in appreciating 

individuals as unique, having a focus on facilitating growth and an application-

in-practice of these (and those mentioned above) concepts and values (Cooper, 

2009; Kasket, 2016; Orlans & van Scoyoc, 2009). 

In terms of comprehending subjective experiences of anorexia, the idea of 

‘formulation’ rather than ‘diagnosis’ relates well to the philosophy of 
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counselling psychology, as an antidote to the medical approach. The BPS (2011, 

p. 5) recommends that formulation should ‘draw on and integrate a wide range 

of interpersonal, biological, social and cultural factors’ and that this should be a 

core competency for psychology practitioners. The fact that the women related 

many challenging, unhelpful and sometimes harmful stories with regards to 

their experiences of support, indicates that current practices potentially remain 

inadequate in some areas, and could benefit from thinking about the 

experience from the client’s perspective. 

It is hoped that this research will inform therapeutic practice and will be 

considered in terms of beginning to think about bridging the uneasy gap 

between traditional therapies (that contribute to the construct of ‘an eating 

disordered patient’ from the perspective of the medical model), and the 

recovery model (where ‘recovery’ is conceived as being part of an empowered 

journey that results in a better quality of life). In addition to this, providing 

individualised, phenomenological formulations which offer ‘provisional 

explanations or hypotheses of how an individual comes to present with a 

certain disorder or circumstance at a particular point in time’ (Weerasekera, 

1996, p. 4) might engender the possibility of gaining an understanding of why 

anorexia might have developed for each client, finding the ‘meaning’ in the 

experience against the background context of social, political and economic 

perspectives and being informed by critical feminist (e.g.Malson & Burns, 2009; 

Saukko, 2008) and other theories (e.g. Grogan, 2017; Rodin at al., 1984). 

Evaluation of the study  

This research has provided a rich and detailed account of the life-worlds of 

mothers who have experienced anorexia while raising their children, using the 

qualitative research methodology of IPA. It is helpful to reflect on and evaluate 

this study in terms of quality and worth in order to assess its contribution to 

qualitative research in general, and IPA in particular. 

Lucy Yardley (2015) offers four guiding principles for assessing the quality of 

qualitative research and I will use these to consider the credibility of this study. 

These are sensitivity to context, commitment and rigour, transparency and 
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coherence and impact and importance. The first principle Yardley (2015) 

suggests is that a good qualitative study will demonstrate sensitivity to context. 

The ‘context’ referred to here is used in the loosest of terms and includes 

existing theory, research, socio-cultural influences and interpretations among 

others. What is important is maintaining an active awareness of these 

throughout the process of the research. In choosing IPA as a methodology for 

this study, I recognised and acknowledged the need for sensitivity in engaging 

with the participants in a study that aimed to explore the life-worlds of mothers 

experiencing anorexia. An awareness of the socio-cultural contexts in which the 

mothers experienced anorexia was important in terms of acknowledging the 

influences on the ways in which the research unfolded. The research explicitly 

acknowledged the ‘normative, ideological, historical, linguistic and 

socioeconomic influences on the beliefs, objectives, expectations and talk of all 

participants’ (Yardley, 2015, p.220). An example of this is evident in recognising 

the cultural imperative that many of the participants demonstrated in 

subscribing to constructions of the ‘good mother’ and ‘mother blaming’ when 

talking of their relationships with themselves and with others. This awareness 

extended to an acknowledgement of the often-pathologising representation of 

mothers experiencing anorexia in the extant literature. In the participant 

information sheet, and at the beginning of each interview, it was explicitly 

acknowledged that there is little research on the lived experiences of mothers 

with anorexia and that this research was aiming to help redress this gap in the 

literature. 

The process of collecting data also reflected a sensitivity to context, as 

evidenced by the depth and richness of the material resulting from the 

interviews. This came about as a result of developing a good rapport with 

participants, being open and curious about what was being shared and being 

sensitive to unpredictable influences on the interview process (e.g. pausing the 

interview while a participant’s daughter was present with her in the room, 

summarising what had previously been said when the phone was unexpectedly 
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cut off during an interview and pausing to check in with risk and available 

support when a participant became distressed during the interview). 

Sensitivity to the raw material is evident through the many verbatim extracts 

that are presented in order to truly hear the voices of the participants and to 

allow the reader direct access to the interpretations that were being made. The 

interpretations themselves were presented tentatively and general claims were 

proffered thoughtfully and cautiously. 

The second principle that Yardley (2015) introduced is that of commitment and 

rigour. In this research, commitment was shown in the attentiveness towards 

each participant during the process of data collection, where each individual 

was invited to talk freely about their experiences at a time that felt convenient 

and comfortable for them. They were attentively listened to and the interview 

often followed their lines of thought organically, avoiding becoming caught up 

with prescriptive questioning. The in-depth case by case analysis that was 

carried out (and is recommended for quality IPA) also demonstrated a 

commitment to the process of sensitively attending to and giving voice to each 

participant as a prized element of the overall study.  

Rigour refers to the ‘thoroughness of the study’ (Smith et al., 2010, p. 181) and 

includes how appropriate the samples used are to the research question, how 

detailed the analysis is and the quality of the interviews. Five of the six 

participants were recruited through Beat and one was recruited through my 

personal network, all were white, identified as heterosexual mothers and had 

had a diagnosis of anorexia. However, it is also important to acknowledge 

differences in terms of geographical location, age, number of children, 

employment experiences and so on, as these contexts necessarily shape and 

influence individual experiences in particular ways; which in turn, impact the 

stories and the meaning-making that participants relate. It is important to hold 

an awareness of the fact that this research includes accounts of participants 

who responded to a request and were willing to share their stories, and that 

there are many other women who fulfilled the inclusion criteria who chose not 

to, and who may have had very different stories to share. This is important to 
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acknowledge in that some of the findings in this study might be qualitatively 

different if other mothers had agreed to participate (e.g. mothers who did not 

share the sense that their children gave them hope for the future in the context 

of their general wellbeing might find motherhood more of a burden than a 

benefit). 

Telephone interviews were used in this study, which can be useful in some 

respects, for example with regards to cost efficiency (Shuy, 2003), greater 

anonymity when approaching sensitive subjects (Greenfield et al., 2000; 

Glogowska, 2011) and accessing a wider diversity of respondents (Adams et. al, 

2007). In this feminist research, it felt important to give the women a choice of 

interviewing mode (and arguably more control over the process). The richness 

of the data the interviews generated points to the fact that, in this case, 

telephone interviewing worked well. 

A pilot interview was conducted in order to test and trial the interview for 

depth, relevance and quality and this proved extremely useful when 

undertaking further interviews (e.g. it flagged up the worth of using open and 

curious questioning such as ‘how was this for you?’ with regards to different 

phenomena introduced by participants). The experience of conducting the pilot 

interview also encouraged more questioning around the experience of being a 

mother in general, rather than an immediate focus on perceptions about 

children’s body shape and size. This helped to avoid a directive approach that 

could have been experienced as pathologising. Rigour was also evident in the 

idiographic engagement, which related important details about individual 

participants, in addition to shared themes (e.g. Alison’s story highlighted her 

understanding of how the abuse she experienced contributed to the 

development of her eating disorder and how this impacted on how she raised 

her children). In addition to this, the results demonstrated balance between 

descriptive and interpretative analysis, which is another key element of good 

IPA (Smith et al., 2010). Paraphrasing and summarising were presented 

alongside comments that probed and deconstructed the women’s narratives in 

a bid to further analyse and interpret the stories that they told. 
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Transparency and coherence constitute the third broad principle that Yardley 

(2015) suggested and this refers to how clearly the individual steps of the 

research are presented and how well the finished write-up hangs together for 

the reader. The methodology clearly lays out what happened in the process of 

the research and includes tables to aid understanding of this process. This 

research study has been extensively revised, edited and re-written and care has 

been taken to ensure that it fits with the underlying principles of IPA in holding 

an active awareness that the research is both interpretative and 

phenomenological in its analysis. Hopefully this is evident to the reader as they 

peruse this research through an awareness that they ‘are positioned as 

attempting to make sense of the researcher trying to make sense of the 

participant’s experience’ (Smith et al., 2010, pp. 182-183). 

Yardley’s final broad principle is impact and importance which relates to how 

interesting, important or useful a piece of research is to the reader. It is hoped 

that this research offers an interesting and useful insight into how it might be to 

be a mother experiencing anorexia while bringing up her children. This research 

has attempted to present the nuanced, poignant, joyful, challenging, hopeful 

and distressing experiences, in all their detail, in order to begin to give voice to, 

make sense of, empathise with and support this group of women who have 

hitherto remained at the margins of qualitative psychological inquiry. A key 

strength of the study is that it adds to the substantial body of theoretical 

literature that gives voice to ‘lived experiences’, while also contributing to the 

small body of literature that gives voice to mothers who have or are 

experiencing anorexia. It is hoped that this will encourage more research in this 

area, in order to begin to recognise, break down and replace prejudicial and 

pathologising accounts of these women in mainstream literature (e.g. Cutting et 

al., 1999; Vignalou, 2006) and in the ways in which they are supported (e.g. 

Kaplan & Garfinkel, 1999; Ramjan, 2004). 

Suggestions for future research 

I recommend that future research on mothers with eating disorders that seeks 

to make sense of women’s lived experiences might helpfully focus on qualitative 
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approaches that value women’s narratives and prizes providing meaningful and 

compassionate support for women. Given that a recent review and meta-

analysis of treatment outcomes for anorexia (Murray et al., 2018) questioned 

the usefulness (and efficacy) of interventions focused on weight-based 

symptom remission, future research might be usefully directed to looking 

towards what women (and in this case, mothers) have found helpful in 

supporting them with problems with living with anorexia.  

The mothers in this study variously referenced ongoing support as being helpful 

and future longitudinal research could usefully explore the impact of ongoing 

support for mothers experiencing anorexia. Peer support was mentioned by one 

of the participants in this research as being particularly valuable and has been 

evidenced in some of the literature as being perceived as helpful (Becker et al., 

2010: Cardi et al., 2015). This type of support is currently actively promoted by 

Beat on their website and other potential research could examine more 

specifically the perceived impact of peer support on ongoing recovery and well-

being. 

The recruitment criteria in this research were that the women should consider 

themselves to be ‘recovered’. However, it is recognised that ‘recovery’ was 

conceived subjectively by participants and their ‘stories’ represented different 

points on the continuum of ‘recovery’. Future research on this subject might 

usefully take account of and acknowledge the fact that ‘recovery’ and what is 

meant by the term is not black and white and has diverse meanings for different 

women. If researchers want women to have achieved a specific type of 

‘recovery’, it might be helpful for them to specify this. 

It is acknowledged that mothers experiencing anorexia can often represent a 

‘hidden’ population. Accessing this group through specialist eating disorder 

charities such as BEAT or through already established specific online or face to 

face support groups might provide researchers and practitioners with a way in 

which to give these women a voice and to help with further supporting them 

with their experiences of anorexia and other eating disorders. 
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Other future research could usefully explore the lived experience of particular 

types of therapy used to support mothers experiencing anorexia. The women in 

this research indicated that they found particular aspects of their therapy both 

helpful and unhelpful. The perceived usefulness (or otherwise) of therapies such 

as CFT-E, (Goss & Allan, 2014), narrative therapy (Lock et al, 2005). and supportive 

psychotherapy (McIntosh et. al., 2005) could be explored through asking the 

women receiving such therapies how they were experienced and reporting on 

this to extend health care professionals understandings of what helps. 

Conclusion 

Adult women experiencing anorexia are under-represented in the literature, 

where much of the research focuses on adolescents and younger women 

(Wright & Hacking, 2012). This study has contributed to the small body of 

research that places at its centre women who are and have been mothers while 

experiencing anorexia. What makes this research unique is the focus on 

understanding the meanings ascribed by women to their experiences of being a 

mother within the context of their experiences of anorexia. This includes their 

experiences of seeking and receiving support for anorexia. This research offers a 

fresh and hopefully non-pathologising perspective on how participants 

comprehend and negotiate the often-challenging aspects of their life-worlds as 

a mother experiencing anorexia. 

This research has emphasised the importance of understanding the various 

contexts from which these women are living their lives and underscores the 

significance of considering this when health care professionals come into 

contact with this group of women. A consideration of the intersection between 

being a mother and experiencing anorexia highlighted the fact that it is often 

very challenging for these two aspects of experience to co-exist for the women 

in this study. This is often as a result of living in a society that re-produces 

essentialist (often stigmatising and pathologising) dominant discourses on 

‘being anorexic’ and ‘being a mother’. Through focusing on the lived 

experiences of the women in this study, the complex dynamics involved in being 

a mother who has experienced anorexia while raising her children has been 
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illuminated in a way that offers a more empathic lens through which to view the 

lives that they inhabit. 

This research has acknowledged how emotionally challenging it can sometimes 

be to be a mother experiencing anorexia. Hearing the stories of the participants 

in this research has been beneficial in theorising therapeutic input for this group 

of women. Specifically, this study has emphasised formulation, as an alternative 

to diagnosis, in making sense of what is being communicated and in 

understanding how the different contexts of a woman’s life have contributed to 

their life-world. By engaging with formulation, therapeutic input can be tailored 

to meet the needs of individual women, rather than a one-size-fits-all approach. 

Having a holistic approach, as a therapist, is paramount in acknowledging both 

the physical and psychological aspects of the experience of anorexia. Where the 

goal in therapy has been solely weight-oriented, the women reported feeling 

that much of their experience was left unattended to, and that this was 

ultimately unhelpful in their journey towards a sense of increased well-being. 

Recognising that the experience of anorexia, particularly within the context of 

motherhood, can be experienced as shameful, is important to consider in 

providing therapeutic responses that help foster self-compassion. In addition to 

this, considering the practical barriers to therapy that might be present for 

mothers (e.g. childcare constraints) is also important for therapists in their 

relationship with these women. The importance of having ongoing support 

(both practical and psychological) emphasised the fact that the practical and 

emotional needs of a mother experiencing anorexia can endure beyond the 

restoration of what is considered to be a ‘healthy weight’ and is another factor 

worthy of consideration for the professionals involved in the care of these 

women. From a counselling psychology perspective, working relationally and 

engaging with the values and beliefs of these women to create formulations 

that respond empathically to individual experiences, will be helpful in creating 

the best possible environment to facilitate positive growth for mothers 

experiencing anorexia. 
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The narratives in this study drew attention to the fact that the women’s lives 

and experiences, in the context of motherhood and anorexia, were multi-

faceted, nuanced, challenging, contradictory, awful and wonderful in different 

measures, and at different points in time. In accessing this often-hidden 

population, this research offers a unique opportunity for researchers, clinical 

practitioners and mothers experiencing anorexia, to access an insider’s view of 

how it can feel to be a mother with anorexia and what might help and support 

women who are mothers are experiencing anorexia. What feels important is 

that through an exposition of these results, their voices can be heard and 

attended to, in all their complex glory. 
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On being a mother with anorexia: A phenomenological study of seeking and 

receiving care  

Abstract 

Objectives 

This paper explores the lived experiences of seeking and receiving professional 

help for anorexia for six mothers who have experienced anorexia while raising 

their children.  This group of women are currently under-represented in the 

eating disorder literature.  Research on clients’ experiences of 

psychotherapeutic interventions for anorexia more broadly indicates that 

therapy is often perceived as aversive and limited in promoting recovery. This 

paper aims to illuminate what sense the women in the study made of their 

experiences of therapy, within the context of their identity as mothers, and 

offers suggestions for clinical practice. 

Design 

The study used an in-depth phenomenological qualitative approach to explore 

participants’ lived experiences of seeking and receiving help for anorexia. 

Methods 

Six mothers who had experienced anorexia while bringing up their children 

were interviewed and the data from the interviews were analysed using 

interpretative phenomenological analysis. 

Results 

This paper reports four themes that capture the women’s disparate and diverse 

experiences of seeking and receiving professional support for anorexia, on the 

difficulty of being mother and client, feeling (mis)understood, and the need for 

ongoing support. 

Conclusions 

The participants’ experiences of therapy highlighted what was experienced as 

pathologising or helpful. The women’s experiences suggest that health care 

professionals could adopt a more holistic approach when working with mothers 
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experiencing anorexia. Therapeutic interventions that acknowledge the life-

world of the client (including their mother-status) and that respond 

empathically to communications of distress and resilience would offer a whole-

person treatment focus. 

Practitioner Points 

• Awareness of the importance of the therapeutic relationship is key for 

practitioners working with this group of women and has the potential to 

improve therapy drop-out rates and promote positive therapy 

outcomes. 

• Mental health services that remain sensitive to potential issues related 

to clients’ mother status, when responding to the needs of this client 

group, can improve clients’ perceptions about the quality of support 

offered. 

• Adopting a pluralistic and holistic approach, using individual formulation 

in therapy, can minimise a ‘one-size-fits-all’ approach and help foster a 

sense of shared understandings of distress. 

Keywords: Eating disorders, interpretative phenomenological analysis; 

interviews, women, therapy, treatment. 
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On being a mother with anorexia: A phenomenological study of seeking and 

receiving care Background 

Anorexia has the highest mortality rate of any mental illness (Smink et al., 

2013). Mortality risk estimates for anorexia are 5.9% compared to 1.6% for 

depression (Chesney et al., 2014). There is a general consensus that the risk for 

relapse is particularly high (Khalsa et al., 2017) and that there is a high risk of 

lifelong sub-clinical symptoms (Arcelus et al., 2011). Adult women experiencing 

anorexia are generally under-researched, as much of the focus is on adolescents 

(Wright & Hacking, 2012). A recent study, investigating the lifetime prevalence 

of eating disorders for adult women, found that 15% of female participants had 

experienced an eating disorder at some point in their lives and that 3.6% had 

experienced one in the past year (Micali et al., 2017). Numerous cases of eating 

disorders go unreported or undiagnosed, which means that rates of anorexia 

are likely to be higher than currently identified (Fursland & Watson, 2014). As it 

is likely that anorexia will be experienced by some women who are or may 

become mothers, it is important to research the experiences of this group of 

women, particularly as they are currently under-represented in the eating 

disorder literature  

Social and psychological understandings of motherhood 

Current dominant western, socio-cultural understandings of mothering and 

motherhood can be oppressive to women (Mack, 2012; Ross, 2016). What 

emerges consistently from literature and research underpinned by essentialist 

imperatives, is the socially dominant and idealised mother as one who is 

devoted to caring for others, particularly her children (Ross, 2016). She is self-

sacrificing and ‘not a subject with her own needs and interests’ (Bassin et al., 

1994, p. 2). In contemporary Western societies, the ‘good mother’ is an 

‘intuitive nurturer’ (Krane & Davis, 2002, p. 172), ‘responsible’ (Miller, 2005, p. 

25), will put her children’s needs above her own (Hays, 1996) and is 

‘predominantly happy’ (Johnston & Swanson, 2003, p.23). This arguably 

presents women with an unattainable ideal. 
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Although there is feminist research that captures the diversity of women’s 

actual experiences of being a mother (e.g. Arendell, 2000; Chase & Rogers, 

2001; Green, 2018; Miller, 2005; Taylor & Bloch, 2018), contemporary 

formulations of ‘the good mother’ continue to be influenced by essentialist 

assumptions in popular discourses that sculpt women’s lives (Goodwin & 

Huppatz, 2010; Miller, 2005). If a woman appears to fail in the role of ‘the good 

mother’, a discourse of blame is readily available (e.g. Courcy & des Rivières, 

2017; McLaren, 2013). ‘Mother-blaming’ holds women responsible for the 

‘actions, behaviours, health and well-being of their (even adult) children’ 

(Jackson & Mannix, 2004, p. 150). ‘Mother-blaming’ is an insidious practice that 

is particularly reflected in the attitudes and interactions that some health 

professionals hold in relation to women and is reflected in therapies for women 

experiencing eating disorders such as anorexia (Allan, 2004; Jackson & Mannix, 

2004; Kaplan & Garfinkel, 1999; Ramjan, 2004). 

Interventions for women experiencing anorexia 

Analysis of trends in intervention outcomes for individuals experiencing 

anorexia paints a stark picture of a recurring cycle of diagnosis, intervention, 

recovery and relapse, that often lasts at least 6 years, regardless of intervention 

type (Beat, 2015). There remains a lack of consensus over what approaches 

work best in terms of developing interventions and practice guidelines for 

anorexia (Fishburn, 2019; Watson & Bulik, 2013). 

Women experiencing anorexia are often negatively represented in mainstream 

eating disorder literature, variously described as being needy, oppositional and 

resistant to interventions (Kaplan & Garfinkel, 1999; Ramjan, 2004). Care 

providers have described experiencing negative emotions when working with 

this client group, including feeling frustration (Satir et al., 2009), suspicion (King 

& Turner, 2000) and not wanted or valued by the client (Shipton, 2004). 

Research on the lived experiences of treatment for anorexia highlights client 

perspectives on the shortcomings of such treatment. Interventions are variously 

described as blaming, inadequate, unhelpful and pathologising (Burton, 2014; 

Conti et al., 2017; Eivors et al.,2003; Le Grange et al.,1998; Walsh & Malson, 



‘Mum’s needs are just on the back burner’  157 

2010). Evidence from clients suggests that they value a focus on formulation, 

the therapeutic alliance and psychological interventions, instead of, or in 

addition to, body-weight and eating focused regimes (e.g. Bordin, 1979; De la 

Rie et al., 2006; Pettersen et al., 2010). Formulation, as an alternative to 

diagnosis, provides dynamic hypotheses about individual difficulties, drawing on 

psychological theory (Johnstone & Dallos, 2013) and has been shown to aid 

interventions and the development of the therapeutic alliance for individuals 

experiencing anorexia (Allen et al., 2016). 

The therapeutic alliance, defined as an agreement on the goals of therapy in the 

context of a positive, affective bond between client and therapist, is an essential 

aspect of therapeutic interventions (Bordin, 1979). Although the therapeutic 

alliance has been described in eating disorder research as being challenging to 

create (Ramjan, 2004), it has also been shown to be crucial to successful 

outcomes (Pereira et al., 2006; Sly et al., 2013; Tierney, 2008). 

Although there are variety of therapeutic interventions recommended and 

offered by health care professionals to women experiencing anorexia, the 

research indicates that the efficacy of these is questionable and interventions 

for anorexia would benefit from input from the women experiencing the eating 

disorder (Fishburn, 2019; Watson & Bulik, 2013). 

Support for mothers experiencing anorexia 

Because the (stereo)typical anorexia client is an adolescent female, it is likely 

that interventions are developed with this population in mind. It is not clear 

how mothers experience these interventions. Although evidence on 

interventions for adult women is limited, there is sense that anorexia in middle-

aged and older women can be difficult to treat (Podfigurna-Stopa et al., 2015). A 

small number of studies, focusing on women’s experiences, offer specific ideas 

for supporting women in their role as mothers in the context of their eating 

disorder (e.g. Bryant-Waugh et al. 2007; Fogarty, 2018). In a study examining 

the experiences of women with an eating disorder during pregnancy and two 

years after birth, Fogarty et al. (2018) recommended educating maternity 

health care professionals about eating disorders and providing ongoing support 
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for mothers. Bryant-Waugh et al. (2007) developed a group intervention for 

mothers with eating disorders, using focus groups and interview data. They 

suggested that further research into the lived experiences of mothers with 

eating disorders would support the development of novel interventions for this 

group of women. 

The current study 

This aim of this research was to explore the experiences of mothers seeking and 

receiving therapy and support for anorexia. Based on these experiences, this 

research offers suggestions for good practice for health care professionals 

working with these women. 

Method 

This study used interpretative phenomenological analysis (IPA) (Smith, Flowers 

& Larkin, 2009) to explore the experience of six mothers who have experienced 

anorexia while bringing up their children. IPA is concerned with facilitating a 

detailed examination of personal lived experiences, drawing on ideas and 

concepts from both phenomenology and hermeneutics, while combining 

interpretative and idiographic components (Eatough & Smith, 2017; Gill, 2014). 

Participants and recruitment 

Six women who were mothers, aged 18 or older, self-defined as ‘recovered’ 

from anorexia and had received a diagnosis of anorexia from a health 

professional were recruited for this research. The relatively small sample size 

recommended for IPA (Smith et al., 2009) allows for a deeper and richer analysis 

of individual experiences than typically possible in qualitative research and is 

oriented both to identifying patterns of meaning across data (the thematic) and 

the unique features of individual experience (the idiographic). Five participants 

were recruited through the UK eating disorder charity, Beat, and the sixth was 

recruited through a contact of the first author. Participants were aged between 

eighteen and fifty-two years of age and all identified as white British. Five 

participants were married or in a relationship and one woman was single. The 
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number of children they had ranged from one to four. Participants were 

allocated pseudonyms to protect anonymity. 

Data Collection 

Participants were given the choice of a face-to-face, telephone or Skype 

interview. All six chose to be interviewed by telephone. Semi-structured in-

depth interviews were conducted by the first author. Participants were asked 

planned and responsive, open-ended questions about their experiences of 

therapy for anorexia (e.g. can you tell me about your experience of sources of 

support for you as a mother with anorexia?). The length of the interviews 

ranged from 52 minutes to 70 minutes, with an average length of 63 minutes. 

Participants were all in their homes when the interview took place. They were 

sent a participant information sheet, consent form and demographic form via 

email. The participants returned a signed consent form before interviews took 

place. The study received ethical approval from the authors’ Faculty Research 

Ethics Committee. 

Data analysis 

The first author transcribed the data for the purposes of analysis. Analysis was 

led by the first author and followed the six-step process recommended by Smith 

et.al. (2009). The authors met to discuss their initial impressions of the 

interviews. The first author then engaged in a process of immersing herself in 

the data through repeated reading of the interview transcripts and listening to 

the audio-recordings of the interviews and making notes on features of analytic 

interest. These notes were reviewed and discussed with the other authors 

before organising and interpreting the data to identify emergent themes. These 

emergent themes were reviewed and discussed and super-ordinate themes 

were then developed. This process was repeated on a case by case basis, for 

each set of data, followed by taking a holistic approach to the data. Patterns, 

similarities and differences were identified across all transcripts and themes 

were developed. 

Results 
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This paper reports on four themes that capture the women’s diverse 

experiences of seeking and receiving support. The themes are presented with 

illustrative extracts in Table 1. 

Table 1. Themes with supporting extracts 

Themes Supporting extracts 

1: Conflict between being a 

mother and a client 

Gail: ‘I used to feel so guilty about going to counselling.’ 

Jane: ‘You do always have to put other people [children] 

first.’ 

2: Feeling blamed, bullied or 

misunderstood 

Gail: ‘I felt she [therapist] was quite a bully with me.’ 

Alison: ‘The health visitor was all a bit sort of like ‘stop 

trying to put your issues onto her’ [daughter]  

3: Positive experiences of 

support 

Jess: ‘She [therapist] really knew her stuff.’ 

Alison: ‘I can save up all the crap and dump it at her 

[therapist] once a week.’ 

4: The importance of 

ongoing support 

Gail: ‘I really needed that; someone [health care 

professional] checking up on me.’ 

Alison: ‘It would just be nice to have somewhere that you 

could either phone, or just get that support [with children].’ 

Overview 

It was evident that these women’s experiences of professional support for their 

eating disorder were varied and diverse. Where therapy was described as 

unhelpful, the mothers’ reported experiencing resistance to therapy or a 

rupture that marked a premature end to therapy. When therapy was perceived 

as helpful, the women referenced a variety of contributing factors, such as 

therapist expertise and feeling able to ‘offload’ on a regular basis. Common to 

all accounts was the underlying message that for support to be experienced as 

helpful, a match or ‘fit’ between the health care professional and mother was 

key. Feeling understood and attended to within wider contexts was of 
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paramount significance, and ‘being a mother with anorexia’ was expressed as 

representing a particularly important context for support. 

‘Being a mother – it was very difficult’: The conflict between being a mother 

and client 

A common theme running throughout the women’s accounts was that many 

aspects of seeking and receiving help were experienced as challenging within 

the context of motherhood. Jane described how difficult it was for her to access 

support: 

But I mean, I do think there’s a case where, for mums anyway – you do 

always have to put other people first you know – regardless, erm, of 

whether you’re anorexic or not, but I think that’s very much, erm, a case 

of, in the fact that you do feel worthless, and you don’t feel you deserve 

to get help. And then also you have the anorexic thing that won’t let you 

ask for help. 

Here Jane referenced an awareness of a wider social narrative about the 

‘selfless’ mother. Engaging with this narrative enabled her to make sense of her 

own experience of not asking for, or feeling deserving of, help. There was the 

sense that anorexia and motherhood conspired together to prevent her from 

accessing treatment. Gail also articulated this idea: 

The guilt as a mother, that you're being so selfish to put yourself first. As 

well, I mean, I used to feel so guilty about going to this counselling, like 

because you do just put your kids first naturally, but why would I be 

thinking about myself? This wasn't right. 

Gail clearly expressed her belief in the idea that it was ‘selfish’ to put oneself 

first as a mother, and that this belief was a trigger for feelings of guilt. She 

references the socially dominant notion that a ‘good mother’ never puts herself 

first, to the point where any amount of self-reflection was forbidden. Vicky also 

talked about the difficulty of reconciling her identity as a mother with treatment 

offered to her by her therapist: 
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All she kept wanting was for me to be admitted erm to erm to a hospital 

and I didn't want to go obviously, ‘cos I didn't want to leave my children. 

Vicky clearly related the sense that the help on offer was unacceptable to her as 

a mother. This idea was further reiterated when she related how difficult the 

therapy became: 

Every time I knew I had an appointment with her [the therapist] I almost 

dreaded going, because I was just like, you know every time I went, I 

knew that she would badger me about going to the eating disorder unit, 

and I just thought 'it's not gonna happen'. There was no way I was gonna 

go in there as an in-patient. So I just said to her ‘look’, you know ‘don't 

worry’ and ‘I think I'll just leave it’. 

Therapy was dreaded by Vicky and became a vehicle for opposition and 

resistance. She conveyed her sense of the therapist persistently pursuing her 

idea of what Vicky should be doing (with her use of the word ‘badger’), 

highlighting the perceived power imbalance and lack of alliance between 

therapist and client. The reason she gave for opposition was her status as a 

mother, where it was unthinkable for her to leave her children. This resulted in 

a state of deadlock where Vicky was left on her own, unable to accept the 

offered help. 

‘I felt she [therapist] was quite a bully with me’: Experiences of feeling 

blamed, bullied or misunderstood 

Some of the stories the mothers told referenced feeling blamed, bullied or 

misunderstood by therapists and other health professionals. Alison described an 

interaction with her health visitor, after her daughter was born, where she felt 

blamed: 

And then the health visitor made me feel crap. So when I had Sally 

[daughter] and she's got a similar em frame, I used to get really stressed 

about weight like 'Oh, God, she's put on too much, hasn't she?' and the 

health visitor was all a bit sort of like 'stop trying to put your issues onto 

her'. 
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There was the sense of Alison experiencing the process of weighing her child as 

a stress-inducing test of ‘good mothering’ that she feared she would fail. She 

communicated that she felt unable to judge for herself what was ‘normal’ in 

terms of weight gain. In revealing her uncertainty to the health visitor, she felt 

cruelly shut down in a way that sounded punitive, blaming and judgemental of 

her status as a mother. The perceived power-differential was strongly 

communicated through Alison’s narrative. The health visitor was experienced as 

a harsh, reprimanding weight ‘expert’ who ‘made’ Alison feel ‘crap’, like 

excrement, the lowest of the low. Gail also shared the difficulties she 

experienced with a therapist: 

I had this very, em, she was a larger-than-life character, I’d imagine in 

real life, and she was quite - I felt like she was quite a bully with me - very 

big lady, and she was always late. So, em, anyway, she was always late 

and, em, I had to get back and I found it quite rude. I was like you know, 

’I’m a mother’, I can’t. I have to look after my daughter today, and I 

haven't got any other childcare. I can't stay for the whole hour now, so 

you know quite often I'd only have a twenty-minute appointment 

because she'd been 40 minutes late. It was crazy, and em, in fact I only 

saw her twice in the end, and she signed me off because I think she sort 

of knew I'd had enough of her she said, ‘Oh we're fine’ and signed me off 

(laughing). 

There is the sense of Gail experiencing the therapist’s embodiment as 

overbearing, oppressive and suggestive of a tyrannical tormenter (in her use of 

the word ‘bully’). Her use of the terms ‘larger-than-life’, ‘character’ and ‘in real 

life’ created a sense of the therapist as a caricature or cartoon-like in a 

menacing way, with Gail experiencing an embodied and abusive power 

imbalance. Gail described her lateness as being ‘rude’ and dismissive of her 

identity as a mother. There is the sense that she felt that her ‘mother-identity’ 

should confer respect and a boundary for therapy when she stated, ‘I’m a 

mother’. Engaging with this ‘mother’ identity felt protective for Gail, in that it 

allowed her to maintain a positive idea of herself, while vilifying the therapist as 
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a bully who did not share her value for respect and boundaries around 

motherhood. 

Kate’s narrative also referred to her experiencing her therapist in an embodied 

way, which Kate felt interfered with the therapeutic relationship and left her 

feeling misunderstood. This happened when her therapist ‘lost a lot, all her 

weight and became very slim’. This weight loss was experienced as a ‘conflict of 

interests’ and ‘unfair’ for Kate having to watch her therapist ‘losing’ as she 

‘gained’, where ‘losing’ represented what Kate desired for herself. 

Jane’s narrative highlighted her sense of feeling misunderstood by her GP: 

There’s this kind of myth that anorexics are not aware that they’re ill and 

that was very much what my doctor felt he had to do to me – he kept 

turning me back, he kept weighing me and he kept pointing out to me. I 

remember thinking ‘why is he keeping on doing this?’. And it was later on 

when I spoke to him again, he thought my problem was that I didn’t 

know I was thin and didn’t know I was ill. But you do know that you’re 

thin, you do know you’re ill. 

In this extract, Jane described her doctors’ assumption about her perceived lack 

of awareness of her being thin and ill. She referenced and rejected the ‘anorexic 

myth’ of having no awareness of being ill. She conveyed the sense of her doctor 

‘doing’ things to her that did not make sense. This created a sense of Jane as 

feeling physically objectified, rather than attended to as a sentient being. In not 

communicating what he was ‘doing’, there is the sense of the doctor 

infantilising Jane or conceiving of her as a problem that he was dealing with, 

without her knowledge or consent. 

‘She [therapist] really knew her stuff’: Positive experiences of therapy 

Other narratives referenced more positive experiences of therapy. In the 

following extract, Jess talked about the value of having continuity of care: 

You know, it worked very well that I saw her [the consultant psychiatrist] 

for so long because we were able to build up a very good relationship, 

em, sort of, knew what to do when things sort of started to go bad, it 
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was very, just very, very good. Well obviously being a consultant 

psychiatrist she really knew her stuff. 

Jess described how important the relationship was and how valuable it was to 

feel confident in her therapists’ expertise, while Alison communicated what she 

appreciated about her ongoing therapy:  

It’s kind of having the continuity and the regularity of it and I know that I 

can, that, at the moment, I can save up all the crap and dump it at her 

once a week. 

Alison articulated the value for her to have consistent and reliable support. Her 

use of the words ‘crap’ and ‘dump’ were visceral in their evocation of bodily 

functions and served to describe how she felt able to expel the excrement of 

her week ‘at’ her therapist. Her language suggested that therapy might be 

functioning as a depository for ‘crap’ she had saved up over the week. Her use 

of the word ‘at’ rather than ‘on’ indicated an element of dynamism in the 

relationship, where the therapist might have some autonomy over whether to 

take the ‘crap’ or leave it. Her inclusion of ‘at the moment’ suggested that 

therapy might stop at some point - begging the question of what happens when 

Alison has nowhere to dump the crap? 

‘It’s still a struggle now’: The importance of ongoing support 

Although the women were recruited as recovered, in practice recovery was not 

black and white and they variously reported how ongoing support would be 

helpful. Gail felt that having someone there to check in with on an ongoing basis 

would be helpful: 

You just have this series of counselling, you have this series of, em, series 

of nutrition and that bit that stopped, and that that is a really big 

problem I think,  em when you're, when you're when that's what you've 

realised especially when you're an adult, you know, with kids. I really 

needed that; someone checking up on me, and my doctor did nothing. 

Nothing at all. I actually asked if the nurse, if I could be weighed every 

other week l. So I was, but that involved me having to walk down a really 
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long hill, and then virtually run up it to get to school so it was just 

defeating the object really, and em, it was just ridiculous. But I just felt 

that I needed somebody to, I needed to be checked up on, you know, like 

a kid would, and without asking for it, I didn't get it. 

Gail describes the ‘stopping’ of support as problematic in the context of her 

mother role. She communicated that combining treatment with school runs was 

not practical; eating disorder care is not designed for mothers. Gail’s GP is 

represented as being inactive and absent in her ongoing care, illustrated in the 

bald statement ‘my doctor did nothing. Nothing at all.’ What is created is a 

narrative of wanting to be cared for. Gail was left feeling alone with this 

responsibility and communicated clearly how difficult this was. Her plea for help 

was not attended to. When it was (in the nurse agreeing for her to be weighed 

regularly), it was not in a way that was ultimately helpful. She was aware that 

there was a childlike element to her desire for the support she requested, but 

crucially, this need was not met. There was a sense of her doctor as an 

unresponsive parent, and the nurse responding in a way that did not meet her 

needs. Both were experienced as being emotionally unavailable. Gail 

experienced herself as both parent and child, in relation to anorexia, where the 

parent was watchful and on guard for danger but where the child sought 

attention and care. 

Alison also communicated the belief that ongoing support would be helpful for 

her: 

There needs to be something, I think, help in supporting you feeding your 

children, em, because they ought to know. I was so scared that I wouldn't 

feed my children enough or feed them too much, cos I was trying to 

compensate for the fact that I might not feed them enough, and it would 

just to be nice to have somewhere that you could either phone or, just 

get that support so like my children being really fussy, the health visitor's 

been useless, the GP is like 'well, speak to the health visitor' and there is 

nowhere to go, and you just want to say 'my kids just won't eat anything 
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I give them and my son's not eating his school dinners and he won't eat 

anything for packed lunch. I just want to cry’. 

This extract illustrated just how difficult Alison experienced being a mother, in 

the context of the practice of feeding her children. She expressed how unsure 

she felt about what she did with her children around food, as a direct result of 

her own experiences of what food has meant to her. When she stated: ‘they 

ought to know’, she communicated her belief that someone should have access 

to an answer that was beyond her knowledge, with regards to what was ‘right’ 

for her children to eat. This served to increase her sense of impotence and 

desire for answers that she felt were being withheld. She was aware that 

support with this would help, but felt that no-one was taking responsibility for 

this, which left her feeling worried and lost. The GP and health visitor were 

experienced by her as unresponsive in a way that felt evocative of neglect. 

What was obvious was that food and feeding her children were challenging 

emotional experiences for Alison. She was left feeling upset, alone and 

unsupported. Her final statement in this extract: ‘I just want to cry’, perfectly 

encapsulated her distress, invoking an image of a small child who has no one to 

comfort her. 

Kate also communicated her experience of recovery as something which was 

ongoing: 

In January I'm starting another 6 months, 24 sessions of treatment. As, 

as I’ve tried to explain to you when the weight is restored and our brain 

works properly there are a lot of issues, as, for example, why we 

maintain an eating disorder - what spurs us on, don’t necessarily get 

addressed along the way - the CBT doesn't cover that, and the NHS funds 

are that they like to leave us at a point where at least our weight is 

stable. But with some people, particularly when you’ve had it for forty-

something years, the facts that maintain the eating disorder are still 

there, the psychological patterns, the self-worth, self-esteem - they still 

remain. So and that, all of us, we have a peer group that's been set up 

for people who’ve been discharged at a stable weight. We all struggle 
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now that we all feel fat, and that we're living in a new world with all 

these new feelings, that we struggle very much with. I mean, not a day 

goes past that I just think’ oh I just want to be the way I used to be - this 

is just too difficult’. 

Kate separated out the strands of what ‘recovery’ meant to her: physical and 

neurological recovery (attended to in CBT), but also with a deeper focus on 

what might have caused and maintained the eating disorder in the first place. 

Her use of ‘we’ rather than ‘I’ implied her belief in it being a universal 

experience that she shared with other mothers who have experienced anorexia. 

Her description of her experience of the peer group underlined this sense of 

‘belonging’ to a tribe of women who feel the same. She presented herself as a 

spokesperson for her tribe, confidently stating that she knew how it was for 

them and that this was the same as how it was for her. She described how 

‘feeling fat’ was experienced as a struggle. She communicated a sense of finding 

herself in a foreign land where everything was new, different and difficult and 

where a desire for a return to the old familiar was a daily experience. She 

created a sense of nostalgia for a past, easier self, in a world that was known 

and where feelings were not a struggle. Her account evoked a feeling of 

‘otherness’ that she believed she shared with the women in her peer group and 

that ongoing care was essential to help with the challenges of the new world of 

‘recovery’. 

Discussion 

Disparate experiences of therapy and support for mothers with anorexia 

The women’s accounts of their experiences of treatment in this study illuminate 

how difficult it could sometimes be to achieve and maintain a good ‘fit’ 

between being a client experiencing anorexia and being a mother. Some of the 

women felt undeserving of help, particularly in the context of being a mother 

where ‘other people’ have to come first. They described difficulty with accessing 

treatment (as a mother), suggesting the problematic nature of maintaining an 

‘idealised mother’ status alongside that of being a ‘distressed woman’ in need 

and want of support. This resonated with oppressive dominant ‘mother’ 
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narratives, where mother’s needs are secondary to those of her children (Hays, 

1996). The women in this study highlighted other difficulties experienced in 

reconciling aspects of therapy with their mother status (e.g. where an in-patient 

intervention was recommended for Vicky and where the therapist did not take 

Gail’s child-care responsibilities into account). In these cases, the women felt 

they were experienced as oppositional and resistant to ‘treatment’. This echoes 

other qualitative research where women have reported experiencing treatment 

for anorexia as pathologising (Holmes, 2016; Walsh & Malson, 2010). 

Some of the women in this study described feeling blamed for their anorexia. 

This echoes findings in a study of health providers’ attitudes toward their 

patients (e.g. Crisafulli et al., 2008) and reinforces the idea that there might be 

an underlying blame culture in anorexia treatment (e.g. Crisp, 2005; Stewart et 

al. 2006). In addition to this, the women in this study reported sometimes 

feeling misunderstood or bullied by health care providers. This resonated with 

other accounts of the lived experiences of treatment for anorexia, where 

treatment has been variously described as blaming, inadequate, unhelpful and 

pathologising (Burton, 2014; Conti et al., 2017; Eivors et al.,2003; Le Grange et 

al.,1998). 

Questioning why women with anorexia are experienced in negative ways, in the 

context of interventions, might help inform development of more 

compassionate approaches, rather than blaming the women for ‘non-

compliance’. This idea resonates with critical feminist accounts that question 

the ‘normality’ of the treatment women with anorexia received and theorise 

that treatment experiences echo a similar ‘micro-management’ of the body, 

evident in the experience of anorexia itself (Malson et al., 2004). Discourses 

disseminating the idea of the ‘anorexic patient’ as ‘needy’ are unhelpful for 

women (in general) seeking help for anorexia, and particularly for women who 

are mothers (who might also be bound up in the ‘idealised mother’ 

mythology).This signals a need for the healthcare profession at large to think 

about why particular clients or patients might be experienced and pathologised 

and to recognise attendant relational aspects of the therapy dynamic, in terms 
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of building a strong therapeutic alliance and where responsibility should be 

most helpfully conceived as a shared endeavour (Hepworth, 1999; Sandoz et al., 

2010; Zugai et al., 2018). 

The women in this study also told more positive stories about their experiences 

of treatment. These resonated with existing literature (e.g. Le Grange et al., 

1998; Zugai et al., 2013). Some women described the value they placed on 

having a continuity of care, allowing them the opportunity to build a ‘good 

relationship’ with their therapist. This coheres with research that recognises the 

therapeutic alliance as an important aspect of ‘successful’ treatment for eating 

disorders (Pereira et al., 2006; Sly et al., 2013; Smith et al., 2016; Tierney, 2008). 

Another aspect of treatment that was experienced as valuable was the sense of 

the therapist being a ‘specialist’ in her field (Bachelor, 1995; Bezance & Holliday, 

2013) and developing practical coping strategies was also experienced as helpful 

(Brown & Waller, 2014). 

Implications for Practice 

Health care professionals are well-placed to begin to think about bridging the 

gaps in support for mothers experiencing anorexia. Although critical feminist 

approaches (e.g.  Bordo, 1988; Malson, 1998) offer helpful, empathic and non-

pathologising lenses through which to view the world of women in general, and 

mothers experiencing anorexia in particular, it can be challenging to translate 

these theories into clinical practice, where ‘feminist work often takes place at 

considerable remove from treatment intervention’ (Holmes, 2016, p.465). 

It is important to maintain an understanding that being a mother can be 

variously supporting and/or triggering of anorexia and that this should be 

empathically responded to in assessment, formulation and treatment of these 

women. This could be addressed in the dissemination of literature and training 

for health care professionals (at all levels) that presents the experience of 

anorexia (for men and women) as a communication of distress (Jenkins & 

Ogden, 2012). This will help to break down stigmas, assumptions and prejudices 

that remain prevalent across society towards people with anorexia (Stewart et 

al., 2008). 
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Bryant-Waugh et al. (2007) suggested that specifically-tailored support and 

advice for mothers, around their parental role, might be beneficial in promoting 

positivity and self-esteem around being a parent. In this current study, some of 

the women explicitly expressed how having practical support with feeding their 

children would have been helpful, while others related how they sought 

flexibility around treatment that accommodated school-runs and child care. 

Using these observations to inform clinical practice and support, would 

acknowledge the ‘experience-expert’ alongside that of the ‘clinician-expert’ 

(Smith et al., 2010). A dynamic formulation that can be multi-layered, textured 

and sometimes contradictory would help avoid a ‘one-size fits all’ approach to 

the experiences of and meanings ascribed to anorexia by these mothers. 

An emphasis on acknowledging and minimising power differentials in the 

context of therapy is also desirable, regardless of the presenting problems in 

living (Tierney, 2008; Pereira et al., 2006; Sly et al., 2013). This is particularly 

important in the case of anorexia, where this power differential has 

traditionally, and anecdotally, been keenly felt by clients in relation to care 

providers (Malson et al., 2004). Experiences of this type of power imbalance 

were evident in the narratives of the women in this study. An emphasis on ‘the 

relational’, ‘transparent’ and ‘collaborative’ should be at the centre of all 

therapeutic interactions in managing distress that is embodied as well as 

psychological. This is in recognition of the fact that traditional practices of 

‘therapy’, for the experience of anorexia, have often focused on the embodied 

experience as distinct from the psychological, in ways which have been reported 

by women as feeling punitive, harmful or oppressive. It is also important to 

acknowledge and challenge the fact that treatment recommendations for 

‘staying healthy’, in the context of the experience of anorexia, can contradict 

other dominant discourses around ‘eating healthily’ (through focusing on eating 

and weight control) (LaMarre & Rice, 2016), and that this is potentially 

confusing to those being treated, especially mothers with children to feed. 

Responding to the stories the women told about their treatment, it is evident 

that flexibility with the practicalities of ‘treatment’ would be helpful in creating 
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a strong working alliance (Horvath et al., 2011). It has been evidenced that the 

therapeutic alliance is an important factor in therapeutic interventions with 

individuals experiencing eating disorders (Graves et al., 2017). On a practical 

level, building and maintaining a therapeutic alliance might involve the therapist 

responding to the potential impact of child-care on a mother’s ability to engage 

with the therapeutic process. On a therapeutic level, using a dynamic 

formulation, that is a ‘recursive process of suggestion, discussion, reflection, 

feedback and revision as part of the moment-to-moment process of therapy’ 

(Johnstone & Dallos, 2013, p.4), alongside a recognition of the particular 

function (or meaning) of anorexia for an individual , might be a useful first step 

in thinking about what might be ‘helpful’. The diverse nature of what the 

women in this research found ‘helpful’ suggests that a pluralistic and holistic 

approach might be usefully employed by clinicians. This resonates with a recent 

systematic review of intervention outcomes for anorexia, which recommended 

the utility of therapists’ engagement with a more holistic approach to treatment 

than that which has traditionally been employed (Murray at al., 2018). 

Conclusion 

This study offers insight into the therapy experiences of mothers who have 

engaged with help for anorexia. Interventions and support were experienced by 

the participants in diverse ways and confirms that developing a greater 

understanding of what helps will be beneficial to both the client and the health 

care professional working with her. Treatments that take a narrow view of the 

experience of anorexia for mothers are potentially missing opportunities for 

developing holistic and supportive environments for recovery. Through hearing 

these women’s stories and attending to what is deemed important, it is hoped 

that this paper might help disseminate the message that a nuanced, sensitive 

and holistic approach to therapy for these women might improve the quality 

and experience of the care they receive. 
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